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ABSTRACT This study aims to assess the development of a Family Health Support Center (Nasf) team in
the city of Recife, Pernambuco, Brazil. This is a qualitative study based on realist evaluation. Identification
and analysis of the contexts, mechanisms and results were carried out by an Nasf team. The research
was initiated by the formulation of the initial theory of intervention based on documentary research and
workshops with program informants. Next, focus groups were formed with professionals from a Family
Health Team (FHT) receiving support and users from the area, as well as semi-structured interviews with
program managers at district and municipal level. Thirteen contexts, seven mechanisms and four results
were identified, which together produced six Context-Mechanism-Outcomes (CMOs). Evaluation of the
Nasf team revealed a dual profile that combines technical-pedagogical features with clinical ones relating
to care. This duality produces results that, together, generate higher resolution Primary Care (PC). On
some occasions, however, an outpatient-centered approach can be seen to emerge in its work with PC
and the users in the locality. Identification of elements and the interactions among them is fundamental
for ensuring sustainability and replication of this intervention throughout Brazil.

KEYWORDS Health evaluation. Health care evaluation mechanisms. Primary Health Care.

RESUMO O estudo objetiva avaliar o desenvolvimento de uma equipe do Niicleo de Apoio a Saiide da Familia
(Nasf) da cidade do Recife (PE). Trata-se de um estudo avaliativo, com enfoque qualitativo, com base na
avaliagdo realista. Foram realizadas a identificagdo e a andlise dos contextos, mecanismos e resultados pro-
duzidos por uma equipe do Nasf. A pesquisa se iniciou com a formulag¢do da teoria inicial da intervengdo, a
partir de pesquisa documental e oficinas com informantes do programa. Em seguida, foram realizados grupos
focais, com os profissionais de uma equipe de Satide da Familia apoiada e de usudrios do territério, assim
como entrevistas semiestruturadas com os gestores do programa, nos niveis distrital e municipal. Foram
identificados treze contextos, sete mecanismos e quatro resultados que, juntos, interagem produzindo seis
Contextos-Mecanismos-Padrdo de Resultado. A equipe Nasf avaliada produz um perfil dual que compartilha
0 aspecto técnico-pedagégico em concomitdncia com o aspecto clinico-assistencial. Essa dualidade produz
resultados que, em conjunto, significam uma maior resolutividade da Aten¢do Bdsica (AB). Entretanto,
observa-se, em determinados momentos, a producdo de uma l6gica ambulatorial em sua atuagdo junto d
AB e aos usudrios no territorio. A identifica¢do dos elementos e suas interagées sdo fundamentais para a
sustentabilidade e a disseminacdo dessa intervengdo no contexto brasileiro.

PALAVRAS-CHAVE Avaliag¢do em satide. Mecanismos de avaliagdo da assisténcia a saude. Ateng¢do Primdria
a Saude.
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Introduction

Primary Health Care (PHC), called Primary
Care (PC) in Brazil, is a strategic element
in the organization of the Unified Health
System (SUS). It includes actions aiming to
promote health, prevent injuries, risks and
diseases, diagnose and treat diseases and
provide patient rehabilitation'. The Family
Health Strategy (FHS) was devised to con-
solidate the process of municipalization of
PHC and to coordinate integral health care
with the Family Health Teams (FHTSs) in the
registered area2.

In view of the healthcare demands and
needs present in the area and the obstacles and
challenges encountered during implementa-
tion of FHTS, in 2008, Family Health Support
Centers (Nasfs) were created to expand the
scope of care for users and provide higher-
resolution PC3.

In 2017, following are view of the PNAB4
(National Primary Care Policy), Nasfs were
renamed Extended Family Health and Primary
Care Units (Nasf-PCs) and these should act
in an integrated manner to provide clinical,
medical and pedagogical support for PHC
professionals. In this study, the term Nasf will
be used, as this makes it clear that proposed
actions must be based on the work methodol-
ogy of matrix support, expansion of the clinic,
co-responsibility, integrated care management
and integral PC5.

The proposed Nasfs and their implementa-
tion have given rise to a variety of configu-
rations, misunderstandings and distortions
regarding PCé. While the Nasfis still relevant,
the population’s health needs have been shown
to be more complex and related to local con-
texts and living conditions, requiring interdis-
ciplinary and multiprofessional carel.

The Nasfs thus constitute a complex inter-
vention/program, understood as the inter-
action of multiple components with various
dimensions of complexity, including the dif-
ficulty of implementation and its numerous
levels of organization?.
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Complex interventions share numerous
characteristics. They possess a series of com-
ponents that can act independently or inter-
dependently and there are factors and active
ingredients that are not easy to define. Such
intervention scan be delivered at the indi-
vidual, organizational or population level and
may reach users, directly or indirectly, through
health professionals or health systems2 They
do not follow pre-established patterns, as their
form varies from one context to another.

The process of developing an intervention is
one step in the explanatory model designed to
shed light on the life cycle of interventions™12,
The life cycle perspective takes account of the
fact that new health programs proceed by way
of aseries of overlapping stages: implementa-
tion, development, evaluation, maintenance/
interruption and, sometimes, dissemination to
other places or beneficiaries®5,

Understanding the development of an in-
tervention is essential for its replication and
support. Identification of contextual factors
and mechanisms enables reflection regarding
the challenges and opportunities the inter-
vention faces, making it possible to carry out
more extensive planning of actions focused
on sustainability?e.

In complex and comprehensive interven-
tions, where the boundaries between the
context and the intervention are not clearly
defined, such as the Nasfs, evaluation studies
that aim to understand the development of
interventions can use an array of different forms
of assessment, including those based on theory?.

Understanding the need to express how
complex interventions evolve in context and
acquire continuity, the present study aims
to assess the development of one Nasf team
in the Brazilian city of Recife and there by
identify the contextual elements, mechanisms
and results generated by the Nasf program. It
is known that these are factors that can boost
or hinder the sustainability of the program,
depending on the context within Brazil and
the profile regarding technical-pedagogical
features and clinical care.
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Methodological procedures

This is a qualitative evaluation study of the
process of development of an Nasf team,
based on the Context-Mechanism-Outcome
(CMO) triad of realist evaluation,” con-
ducted in the city of Recife, Brazil. Realist
evaluation is an evaluation based on theory
and critical realist epistemology. It is guided
by theoretical-conceptual models and uses
these to derive cumulative and transfer-
able lessons from the process of evolution
of interventions.

Better understanding of the relationships
established by the CMO triad, which influ-
ences the development and implementation
of an Nasf, requires the different viewpoints
of the interested parties to be borne in mind
and for these parties to be encourage to play an
active part in the evaluation process. Pawson
and Tilley'® state that a realist evaluation
achieves its research objectives by including
various kinds of participant.

Following the recommendations outlined in
the literature on realist evaluation, the present
study was carried out in four stages: (1) de-
velopment of the initial theory of the Nasf
team; (2) data production; (3) data analysis
and validation; and (4) refinement of the Nasf
team theory'18,

First stage: development of the initial
Nasf team theory

The study started out with formalization of
the initial theory of the Nasf team by way of
documentary research and workshops with
individuals linked to the Nasf program. These
are called informants.

Since the creation of the program, Nasf
ordinances and decrees have been used, along
with the logical' and theoretical model of
Nasf20, to identify contextual elements and
underlying mechanisms that explain the
results of the program. After reading the
documents, an initial pre-theory of the Nasf
team was drawn up.
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The initial pre-theory was presented to
the informants in two workshops the infor-
mants provided input and changed the ele-
ments present in the pre-theory in order to
build up the initial theory of the Nasf team.
Workshop participants included: a manager
from the State Health Department linked to
the Nasf in Pernambuco, Brazil; a manager
from the area surrounding the city of Recife
who coordinates the Nasf program; and an
Nasf worker from the area surrounding the
city of Recife who has been on the program
for over one year.

At the end of the two workshops, the initial
theory of the Nasf team was drawn up and its
contextual elements, mechanisms and results
established. The scripts for the focus groups
and the semi-structured interviews for the
next stage of the research were based on ele-
ments that appeared in the initial theory.

Second stage: data production

The data production process validated and
improved the information on elements
relating to the context, mechanisms and
results described in the initial theory. The
measurement of these Nasf elements was
carried out with users covered by the FHT,
with the support of the study’s Nasf team,
FHT workers, the Nasf team and district and
municipal managers, through focus groups
and semi-structured interviews.

Three focus groups were conducted: one
with Nasf workers to identify the various
elements of the context and mechanisms
that support the results found; another with
FHT workers; and a third with FHT users.
The purpose of both of the last two focus
groups was to identify the results produced
by the Nasf for users and professionals con-
nected with the FHT in question, as well as
elements of the context.

Focus groups can be understood as a
qualitative research technique involving
group interviews which collects informa-
tion through group interactions?!. The



choice of using focus groups as the main
data collection strategy was based on the
belief that perceptions, attitudes and opin-
ions and their expression are more easily
identified during a process of interaction.
In focus groups, the comments of some
subjects may encourage others to express
their opinion. In addition, focus groups
reveal not only ‘what’ subjects think, but
also the reasons ’'why’ they think that way?2.

The focus groups were coordinated by
the researchers, who acted as moderators
of the discussion, in an attempt to make it
possible for all participants to express their
opinions, especially those regarding the pro-
posed theme and the debates surrounding
the most salient issues. To guarantee the
reliability of data collection, the discussions
were audio-recorded and transcribed, with
the full knowledge and authorization of the
participants who signed the Term of Free
Informed Consent.
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Nasf district and municipal managers were
interviewed by way of a semi-structured
questionnaire, with the purpose of collecting
information to complement the elements of
the context and mechanisms identified with
the workers of the Nasf team under study.

Third stage: data analysis and
validation

The third stage of the research consisted of
analyzing the data collected to identify and
highlight the regularities and relationships
between elements of the context, mechanisms
and results and the development of CMO
chains. Data analysis was performed in an
interactive and non-linear fashion.

The categories used for data analysis were
based on arealist evaluation guided by theoret-
ical-conceptual models inspired by the CMO.
Chart 1, below, provides a systematic overview
of the four analytical categories used.

Chart 1. Analytical categories, their definition and operationalization

Category Definition

Operationalization

Context Real conditions in which programs are

Social, environmental, economic and biological

introduced for the operation of the mechanisms.  conditions of the territory, users and workers

of Nasf and FHT in which the Nasf program is
implemented.

Mechanism Ways in which the components or any set of
them bring about changes resulting from the
program. The logic of a program intervention, the
ways in which the resources offered permeate
the change.

Result Intended and unintended consequences of
programs resulting from the activation of
different mechanisms in different contexts.

Context- Models that indicate the relationship between
Mechanism- the different contexts associated with the
Outcome program mechanisms that bring about changes
(CMO) in behavioral or behavioral regularities as a result

of the program.

Logic of one or the whole set of Nasf
interventions/actions with the objective of
bringing about behavioral change in the territory
covered by the USF and the eSF professionals.

Consequences and effects found to be caused by
the Nasf implantation process in the referenced
eSF team and users in the territory.

Chains of the interrelation of the contexts
presented, the mechanisms chosen by the
implementing agents and the results found for
the Nasf program at the USF and in the territory
covered.

Source: Adapted from Pawson and Tilley?”?
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Data analysis was performed using
content analysis to enable identification of
recurrent themes. Bardin23 defines content
analysis as a set of communication analysis
techniques in which systematic and objec-
tive procedures are used to describe the
content of messages.

The focus group sessions were recorded
and transcribed by the researchers involved.
Data were interpreted by way of analysis
of written transcriptions, debates and in-
dividual statements from the focus groups,
the interviews, and any notes taken.

Fourth stage: refinement of the
theory of the Nasf team

The fourth and final stage consisted of re-
fining the initial theory of the Nasf team,
complementing the changes found by this
research with elements of the context, mech-
anisms, results and CMOs that had not previ-
ously been included and removing those that
were not found during the research.

All ethical requirements were met and
compliance with Resolution No. 466/12 and
complementary resolutions was ensured.
The study, which formed part of the broader
research project, ‘Evaluation of Primary
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Health Care Interventions in the State of
Pernambuco’, was approved by the ethics
committee of the Aggeu Magalh&es Institute
(IAM/PE), in Ethics Approval Certificate
(CAAE) 73416217.3.0000.5190, opinion
2.622.899. The data and materials collected
were used exclusively for the purposes of this
research. All study participants signed the
Term of Free Informed Consent, ensuring
anonymity and confidentiality.

Results

Thirteen contexts that influence the
process of development of the Nasf team
under study were identified, along with
seven mechanisms and four results. Figure
I illustrates the theory of the Nasf team.
The results found represent the expected
positive effects of the program since its
creation, reflecting the main objective of
the Nasf of achieving higher resolution
PC. However, the research shows that,
alongside the expected results, the team
generates the negative effect of increasing
the outpatient profile of PC, replicating
the logic of an outpatient clinic, on some
occasions, in response to specific contexts.



Family Health Support Center: reflection on its development through realist evaluation 37

Figure 1. Nasf team theory

Relationship and - .
. } L NASF team referral NASF team Recognition of Physical structure of
Llnkge’\}wefein T Im/l;lsagttvg:?nn Ol}gtahnleaFtlan professional headquarters at users by the BHU and available
] Gl NS Wi Bislessionels OIS for the FHT eSF UBS Nasf team inputs
2
o
()
Horizontal management with training Training, skills and experience
and knowledge for Nasf management in collective health of Nasf team professionals
— 1 |
[
E Strengthening cross-sector action Strengg:::};gtig;caagteibarsom%téon and Joint planning of PC actions
5
g . Matrix support for FHT/PC Integration between health care levels for
Strengthening self-care team professionals comprehensive user care
1 | | |
Increase in PC resolvability
| Clinic expansion in PC |
3
3]
[ Improved quality of referrals to other levels of health care
Organization of the PC work process and local needs
£ Increased outpatient profile
n
‘S
= | Reproduction of the clinical careaspectin PC |
g |
I | | |
Health care Employment
+ network Turnover of FHT relationship and q LatCk %f ;
8 disconnected from professionals workload of UT.' ersl anf ;\Tg?
H other levels of care Nasf team the role of Nas
)
Source: Own elaboration.
Six CMOs were drawn up and these dem-  enable activation of the seven mechanisms,

onstrate how different contexts influenceand  producing the four results found (chart 2).
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Chart 2. CMO of Nasf team theory

Context

Mechanism

Result

CMO1

Training, skills and experience in collective health
of Nasf team members(C1)

Horizontal management with training and
knowledge for managing Nasf (C2)

Link between eSF and eNasf (C3)

NASF team referral professional for the FHT(C4)

Strengthening of care, promotion and
prevention actions in PC(M2)

Matrix support for FHT/PC team
professionals (M1)

Integration between health care levels
for comprehensive user care (M3)

Improved quali-
tyof referrals
(RD

CMO2

Training, skills and experience in collective health
of eNasf professionals (C1)

Horizontal management with training and
knowledge for managing Nasf (C2)

Physical structure of the Basic Health Unit (BHU)
and available inputs (C5)

The Nasf team professional referred to the FHT
(Ch)

The Nasf headquarters at FHTBHU (C6)

Relationships and links between eNasf
professionals (C7)

Matrix support for FHT/PC team
professionals (M1)

Strengthening of care, promotion and
prevention actions in PC (M2)

Clinical
expansion in PC
(R2)

CMO3

Link between eSF and eNasf (C3)

Training, skills and experience in collective health
of eNasf professionals (C1)

Recognition of users by eNasf (C8)

Strengthening self-care among users
(M4)

Clinical
expansion in PC
(R2)

CMO4

Training, skills and experience in collective health
of eNasf professionals (C1)

The Nasf team professional referred to the FHT.
The Nasf headquarters at FHT (C4)

The Nasf headquarters at FHT (C6)BHU

Relationships and links between Nasf team
professionals (C7)

Links between FHT and Nasf team(C3)

Strengthening cross-sector actions
(M5)

Integration of health care levels for
comprehensive user care (M3)

Clinical
expansion in PC
(R2)

CMO5

Physical structure of the UBS and available inputs
(C5)

Link between eSF and eNasf (C3)
Organization of the eSF (C9)
ENasf headquarters at eSF UBS (C6))

ENasf reference professional for the eSF (C4)

Strengthening of care, promotion and
prevention actions in PC(M2)

Joint planning of AB actions (M6)

Organization
of the PC work
process and
territory needs
(R3)

CMO6

Lack of understanding of the role of Nasf (C10)

Employment relationship and workload of Nasf
team (C11)

Health care network disconnected from other
levels of care (C12)

Turnover of eSF professionals (C13)

Reproduction of the clinical-care
aspect in PC (M7)

Increased out
patient profile
(R4)

Source: Own elaboration.
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CMO 1 - Improved quality of referrals
to other levels of health care

CMO 1 shows that improved quality of refer-
rals to other levels of health care (R1), a result
found to be generated by the Nasf team in
the FHT receiving support, is produced by
three mechanisms: matrix support for FHT
professionals (M1); strengthening of care,
health promotion, and prevention (M2); and
integration of levels of health care to provide
a comprehensive service (M3).

The contexts covered by CMO1 are: train-
ing, skills and experience of collective health
on the part of Nasf team members (C1); links
between the FHT and the Nasf team (C2);
horizontal management, with training and
knowledge for NASF management (C3); and
referral of Nasf team members to the FHT
(C4). Analysis of statements made in focus
groups and interviews with municipal and
district coordinators identified these four ele-
ments as being necessary for the activation of
the mechanisms of change.

M1, M2 and M3 can only be activated con-
currently if the training of Nasf team profes-
sionals includes skills and experiences relating
to teamwork and to the unique features of PC,
along with horizontal program management
and knowledge pertaining to full program
development.

The Nasf work process and the supporting
role of the FHT must, above all, involve build-
ing bonds of trust between the teams and this
was enhanced by the establishment of an Nasf
team referral technician for the FHT.

CMO 2 - Expansion of the PC
clinic through matrix support and
strengthening of actions

Expansion of the clinic (R2) is characterized
by an increase in the scope of actions that the
FHT performs by way of improved quality of
care and of the individual and collective activi-
ties provided by the FHT itself. Analysis of this
result showed that it is generated by different
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mechanisms, associated with specific contexts.
In CMO 2, R2 was found to be brought about
by the sharing of two mechanisms, M1 and M2,
and these are only activated within the NASF
team by contexts C1, C2, C4, C5, C6 and C7.
Data analysis identified that the interper-
sonal relationships and positive bonds among
Nasf team professionals constitute an impor-
tant context for the production of R2, as a
result of matrix support and strengthening of
the actions of the FHT. The Nasf team needs
to see itself as a team acting in unison and
constantly establishing connections between
its components, in such a way as to ensure
that it can enter into dialogue with the FHT.

CMO 3 - Expanding the PC clinic by
strengthening self-care

R2, as it appears in CMO 3, is produced by
activation of automatic strengthening of self-
care vis-a-vis users’ health (M3). The Nasf
program, within its field of activity, carries out
activities that enhance the co-responsibility of
users with regard to health and care.

The pain group and health promotion ac-
tivities carried out by the Nasf team under
study, for example, expands the scope of the
PC clinic by encouraging self-care, including
changes in diet and physical exercise.

The administrative region and users need
to see members have the confidence to work
and carry out educational and clinical care
activities. Users may not fully understand the
role the program and the Nasf team play within
the Family Health Unit (FHU), but they do
recognize that these professionals are part
of the team and demonstrate confidence in
their practices.

CMO 4 - Expansion of the clinic in
terms of PC by strengthening cross-
sector actions and health services

CMO 4 also results in the expansion of the
clinic in terms of PC, thereby explaining
how R2 is produced by the Nasf team under
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evaluation. This CMO can be seen to include
M3 mechanisms and the strengthening of
cross-sector action (M5), both of which are
mechanisms that relate to the FHT extra-
mural activities.

Even though the health care network is
disjointed and Nasf team professionals need
to create their own network of contacts to
guide users in relation to cases arising in the
area (C10), the Nasf team under evaluation
on occasions works in concert with a variety
of public and private sector institutions and
strives to enter into dialogue with the SUS
health care network.

CMO 5 - Organization of the PC work
process and the needs of the local
area

CMO 5 show the organization of the PC
work process is achieved and how the needs
of the local area are met (R3) by the Nasf
team investigated in this study. The process
occurs through activation of M2 mecha-
nisms and joint planning of PC actions
(M6). The Nasf team plans and strengthens
the actions that will be carried out with
the FHT based on the demands presented
in monthly meetings.

At the same time, different from the other
CMOs, an increase in the outpatient profile of
PC (R4), produced by the reproduction of the
clinical care aspect in PC, was identified (M?7).

CMO 6 - Increased outpatient profile
of PC

During development of the methodology of the
present evaluation, elements conducive to the
production of the expected results outlined
in the Nasf program regulations were found.
However, within the evaluation process itself,
it was found that there are contextual factors
that predispose the Nasf team to bring about
M7, related to the primacy of clinical care at
given points in comparison to the content
relating to education and the matrix.
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Although the Nasf team produces results R1,
R2 and R3, which have the effect of increasing
the resolution of PC, it also often has the op-
posite effect of reproducing and reinforcing
an outpatient profile marked by individual
consultations. The lack of an interconnected
health care network (C9) was identified,
which, together with alack of understanding
on the part of the FHT and users of the role
of the Nasf program, generates M7, which, in
turn, generates the unexpected result.

Discussion

An assessment of the development of an
Nasf team in the city of Recife, Pernambuco,
Brazil using a realist evaluation was the in-
tended result of this study. Identification
of elements of the context, mechanisms,
results and the relationship between these
and the construction of the CMO helps to
promote discussion of these elements and
of their influence on the continuity, profile
and results of this PC intervention.
Analysis of the theory of the Nasf team
shows that a team that prioritizes increasing
the resolution of PC, but, at the same time,
reinforces a profile of clinical care often ends
up providing outpatient care of a fragmented
nature. This raises questions regarding Nasf
implementation and development in various
contexts. These have, since the creation of
the program, been absent from statements of
policy and expected results at various levels.
The improved quality of referrals, a result
produced by this intervention, suggests a
connection between the Nasf and other
levels of health care occurring as a result
of activation of matrix support for FHT
professionals, strengthening of actions, and
integration of different levels of health care.
Andrade et al.24 argue that understand-
ing of the actions of the Nasf is essential if
it is to improve and reduce the number of
referrals to specialized care. However, it is
important to focus reflection on how this



improvement is produced. The Nasf and its
implementation process must propose the
redirection of primary health care practices
and further training in this field, using tools
such as matrix support, strengthening and
planning of actions and integration of levels5.

The lack of specialized services can cause
the Nasf to function incorrectly, generating
proposals for outpatient care25 and pro-
ducing an Nasf that acts as a substitute for
insufficient specialized healthcare services.
This is in line with the findings of this study
for CMO 6.

Analysis of CMO 6 reveals that the con-
texts that trigger M7 and the production of
R4 are linked to a) the lack of a health care
network; b) a break in the link caused by
high turnover of FHT professionals; and
c) the variety of different links and Nasf
team workloads. There is also a lack of un-
derstanding of the role of the Nasf for the
FHT and the administrative area. This is a
constant theme in the findings of Souza and
Medina26, whore lack of articulation of the
various FHT, SUS and Nasf players and the
potential this possesses to generate negative
program results.

Discussing the work and process of devel-
opment of Nasf teams, Santos et al.2? argue
that we should bear in mind factors that
hinder actions of a technical-pedagogical
nature, such as the high demand for care,
the training and experience of profession-
als, the needs of the population and local
management, and the specialized service
network, which cannot meet the existing
demand, generating a constant overload at
all levels of care, including PC and the Nasf.

Lack of availability and poor functioning
of specialized care is a structural problem in
the SUS and has a deleterious effect on Nasf
performance. This scarcity of specialized
services leads to misuse of the Nasf team as
a substitute for such services2s.

The Nasf team will often be seen as a way
to make up for the failings of the health
network and the absence of specialized
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service centers, taking advantage of an
available resource that was not envisaged
to serve this function?5. The heterogeneous
and inadequate specialized care network
creates a bottleneck in the SUS2%30 Tn many
regions of the country, there is an insuf-
ficient supply of services and a shortage of
professionals, as well as a dependence on
the private sector, which causes the system
to fragment2®,

Tesser and Poli-Neto3©° discuss the need
to build clear organizational operational
guidelines for the specialized network, as
occurred with the FHS, and to develop and
install an organizational framework for
specialized care services based on the Nasf
experience.

The development and implantation of
the Nasf are fundamental components of
its functioning and sustainability within
the FHS. Matrix support is one of the main
mechanisms that generates the positive
results of the Nasf team under evaluation
here, along with improved quality of refer-
rals (CMO 1) and the expansion of the PC
clinic (CMO 2).

Cunha and Campos?5 argue that matrix
support is the theoretical and methodologi-
cal framework for guiding the work of the
Nasf, which aims to ensure specialized
backing for the FHT in a personalized and
interactive manner. Cunha3'notes that the
intention of matrix support is to provide an
expanded clinic, an effective tool for expand-
ing the scope of FHT work.

Hirdes32 considers integration of the Nasf
team and the FHT to be a prerequisite for
matrix support and thus examines the prin-
ciples that support this: interconnectivity,
integrated care, interprofessionality, acces-
sibility and resolvability. This concurs with
the findings of this research, which describe
contexts C2, C4 and C6 as elements that
favor the activation of M1 for the expansion
of the clinic.

The innovative and important role that
matrix support plays insustainability and
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in the development of the Nasf has been
shown. Brazil and the SUS are making ad-
vances in terms of the expansion of ser-
vices and the connections between them
and among matrix stakeholders, in the
coordination and integrated care for the
individual. Some contexts, however, hinder
its full activation, at micropolitical (C10-
C13) or macropolitical level, as is the case
with the revision and management of the
new PNAB4.

The re-publication of the PNAB, in 2017,
was the result of criticisms and questions
raised by SUS and public health stakehold-
ers. Souza and Medina2é note that the new
PNAB removes the term ‘matrix support’
from its nomenclature, casting out on the
role of education and matrix support in the
Nasf. Analysis of the findings of the present
study indicate that the Nasf team already
possesses some of both aspects and that
this often detracts from matrix support
and causes it to take on the role of an out-
patient clinic.

Brocardo et al.33 note that the current
PNAB describes care as being the Nasf’s
core activity, but the authors say that it is
still too early to draw firm conclusions, as
the program is yet to be operationalized.

However, the findings of this research
suggest routes forward that the develop-
ment of the program may take. There are
ordinances and regulations that explicitly
establish matrix support as a central plank
of the program, such as the renaming of
the Family Health Support Center as the
Extended Family Health and Primary Care
Center. Even so, the Nasf team finds it
difficult to arrange comprehensive care.

By removing such Nasf program guide-
lines from the PNAB, the Ministry of
Health encourages municipalities and
teams to produce an increasingly frag-
mented, outpatient-oriented and purely
clinical Nasf. The policy position of the
program managers, in the municipality
under study here, is to maintain the old
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nomenclature and retain direct matrix
support as the core of the program. This
suggests that CMO 2 will continue to
be active but that the national political
context also favors CMO 6.

Another element that influences the
development and sustainability of the
Nasf team assessed here is user recogni-
tion of the program. This activates the
mechanism for strengthening self-care
and expansion of the clinic. Aciole and
Oliveira34 and Souza et al.35 state that there
is recognition of the activities carried out
by the Nasf team, even when they are not
associated with the proposal by name.
Users demonstrate recognition of the
Nasf’s professional categories as a result
of participation in the activities developed
by these professionals3s.

The sustainability of the Nasf program
is directly related to the positive results
produced and the recognition that stake-
holders have of it. Understanding the role
of the Nasf and its potential for expanding
clinical care and (re)directing the FHS
itself is essential for its continuity and con-
tinued funding. Hence the need to create
strategies that promote and expand under-
standing of the Nasf team in the locality
and among SUS professionals.

Expansion of the clinic (R2) has also
been produced by strengthening cross-
sector actions and health services (CMO
4). Through M5 and M6, the Nasf has
created interconnections and streng the
new cross-sector actions and other health
services, thereby expanding the scope of
care provision and the extension of the
clinic to all users covered by PC.

The production of care and its integra-
tion with in PC must be founded on com-
munication between the various teams,
inside and outside the sector, creating a
network of care and protection for the
user. The interconnectivity of services,
structured through dialogue and the bonds
between the various professionals, actions



and projects, creates a network of inter-
dependence and co-responsibility in the
team as a way of ensuring provision of a
comprehensive service3?.

The Nasf team evaluated in this study
has forums for discussion with the FHT
and this affects the planning and strength-
ening of PC actions. Likewise, links with
programs such as the Health Academy
and the Disabled Children’s Association
(AACD) and with Non-Government
Organizations (NGOs) working in the
region ensure continuous dialogue and
planning regarding the expansion of the
clinic and comprehensive care.

However, the present study demon-
strates that the lack of a network linking
the various levels of health care, and the
paucity of institutional dialogue between
the health sector and the other sectors,
both weakens and hinders interconnec-
tivity. Such links depend on the relation-
ships and interpersonal contacts of Nasf
team members. Corroborating this finding,
Machado, Colomé & Beck38 arguethat the
daily routine of health services, along
with the success and agility of referrals,
depends, for the most part, on interper-
sonal relationships and informality, much
more than on systematized pre-established
connections between levels of complexity,
in which formal access routes often do not
work properly.

There is therefore an urgent need to
implement management techniques that
promote joint actions and goals and the
strategic division of functions among pro-
fessionals from different teams3®.

Finally, it should be noted that the Nasf
program is intrinsically linked to the orga-
nization, management and planning of the
FHT and of PC as a whole. Related working
processes need to be linked to those of PC
and of the SUS itself. These links range from
the relationships between professionals in
the FHU to the management of programs
and the connections between them, which

Family Health Support Center: reflection on its development through realist evaluation

are appropriate for the cross-cutting nature
of the health-disease-care process and its
complexity. These demand responses that
involve increasingly integrated interpro-
fessional policies and programs, guided
by dialogue and horizontal construction.

Final considerations

The Nasf team evaluated here exhibits a
profile that combines technical-pedagogical
aspects with ones related to clinical-care.
This produces results that, taken together,
provide higher-resolution PC, but, on the
other hand, reproduce the outpatient logic.
Reproduction of clinical care in isolation
is an aspect of the Nasf team that was, to
some extent, included in the formulation
of the program, but with no planning of op-
erationalization or the real impact on the
development of the Nasf team in the locality.

Clinical care needs to be conducted
with aspects relating to education and
the matrix borne in mind. Otherwise, this
mechanism merely replicates the outpatient
clinic, turning the Nasf into a substitute
for specialized clinical PC services. The
Nasf has great potential for forging con-
nections and redirecting the FHT and the
area it serves, strengthening and planning
actions, as well as integrating the FHS into
the various health services and social fa-
cilities. However, certain contexts hamper
achievement of its full potential and expose
its short comings regarding sustainability
and the production of results.

The present study has a number of limi-
tations. As it is a case study, it represents a
snapshot of the Nasf program in the local
reality of the Nasf team assessed and of
an FHT receiving support. However, this
research has produced important infor-
mation and analysis that can be used to
help move the Nasf development process
forward and to provide greater understand-
ing of its functioning and sustainability.

43

SAUDE DEBATE | RIO DE JANEIRO, V. 44, N. 124, P. 32-46, JAN-MAR 2020



44 Silva JWSB, Silva JC, Oliveira SRA

Collaborators

Silva JWSB (0000-0002-5640-8481)* and
Oliveira SRA (0000-0002-6349-2917)* con-
tributed to the conception, planning, analysis

References

1. Pannizi M. Avaliacdo da implantacido dos Nucleos de
Apoio a Satude da Familia - NASF [tese]. Florian6po-
lis: Centro de Ciéncias da Satide, Universidade Fede-

ral de Santa Catarina; 2015.

2. Andrade LOM, Barreto ICH, Bezerra RCR. Atencio
Primédria a Satde e Estratégia Saide da Familia. In:
Campos GWS, Minayo MCS, Akerman M, organi-
zadores. Tratado de Saude Coletiva. Rio de Janeiro:

Fiocruz; 2009. p. 783-830.

3. Santos RAG, Uchoa-Figueiredo LR, Lima LC. Apoio
matricial e acdes na atencdo primdria: experiéncia
de profissionais de ESF e Nasf. Satide debate. 2017;
41(114):694-706.

4. Brasil. Ministério da Satde. Portaria n°® 2.436, de 21
de setembro de 2017. Aprova a Politica Nacional de
Atencdo Basica, estabelecendo a revisdo de diretri-
zes para a organizacdo da Atencdo Bésica, no ambi-
to do Sistema Unico de Satde (SUS). Diério Oficial
da Unifo. 22 Set 2017.

*Orcid (Open Researcher
and Contributor ID).

SAUDE DEBATE | RIO DE JANEIRO, V. 44, N. 124, P. 32-46, JAN-MAR 2020

and interpretation of data; a critical review of
the content; and approval of the final version
of the manuscript. Silva JC (0000-0002-1210-
9121)* contributed to the critical review of the
content and approval of the final version. m

5. Nascimento DDG, Oliveira MAC. Reflexdes sobre as
competéncias profissionais para o processo de tra-
balho nos Nucleos de Apoio a Satide da Familia. O

Mundo da Satide. 2010; 34(1):92-96.

6. Nascimento CMB. A organizacio e desenvolvimen-
to da atencéo a saude pelo Nucleo de Apoio a Saude
da Familia [tese]. Recife: Instituto Aggeu Magalhies,
Fundacdo Oswaldo Cruz; 2014.

7. Campbell M, Fitzpatrick R, Haines A, et al. Quadro
de desenho e avaliacio de interven¢des complexas

para melhorar a saide. BMJ. 2000; 321:694-696.

8. Lewin S, Hendry M, Chandler J, et al. Assessing the
complexity of interventions within systematic re-
views: development, content and use of a new tool

(iCAT_SR). BMC, 2017; 17(76).

9. CraigP, Dieppe P, Macintyre S, et al. Developing and
evaluating complex interventions: the new Medical

Research Council guidance. BMJ. 2008; 337.



10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Hawe P, Shiell A, Riley T. Complex interventions:
how “out of control” can a randomised controlled

trial be? Br Med J. 2004; 328:1561-1563.

Scheirer MA. Is sustainability possible? A review and
commentary on empirical studies of program sustai-

nability. Am. j. eval. 2005; 26(3):320-347.

Bopp M, Saunders RP, Lattimore D. The tug-of-war: fi-
delity versus adaptation throughout the health promo-
tion program life cycle. J. prim. prev. 2013; 34(3):193-
207.

Livit M, Wandersman A. Organizational functio-
ning: Facilitating effective interventions and incre-
asing the odds of program success. In: Wandersman
DMFA, editor. Empowerment evaluation principals

in practice. New York: Guilford; 2004. p. 123-142.

Pluye P, Potvin L, Denis JL. Making public health pro-
grams last: conceptualizing sustainability. Evaluation

and Program Planning [internet], 2004; 27(2):121-133.

Oliveira SRA. Sustentabilidade da estratégia saide da
Familia: o caso de um municipio baiano [tese]. Salva-

dor: Universidade Federal da Bahia; 2014.

Oliveira SRA, Potvin L, Medina MG. Sustentabilida-
de de intervencdes em promocio da satide: uma sis-
tematizacdo do conhecimento produzido. Satde de-

bate. 2015; 39(107):1149-1161.

Pawson R, Tilley N. Realistic evaluation. London:

Sage; 1997.

Pawson R, Tilley N. Realist Evaluation. London: Sage;
2004.

Correia PCI, Goulart PM, Furtado JP. A avaliabilida-
de dos Ntcleos de Apoio a Saide da Familia (Nasf).
Saude debate. 2017; 41:345-359.

Souza TT, Calvo MCM. Avaliabilidade dos Nucle-
os de Apoio a Saude da Familia com foco na integra-
clo as equipes apoiadas. Rev. satide publica. 2018;

52(41):01-11.

21.

22.

23.

24,

25.

26.

27.

28.

20.

30.

31

32.

Family Health Support Center: reflection on its development through realist evaluation

Morgan DL. Focus group as qualitative research. 2.

ed. California: Sage; 1997.

Westphal MF, Bégus CM, Faria MM. Grupos focais:
experiéncias precursoras em programas educativos
em saude no Brasil. Bol. Oficina Sanit. Panam. 1996;

120(6):472-481.

Bardin L. Analise de Conteudo. Lisboa: Edi¢des 70;
2000.

Andrade LMB, Quandt FL, Campos DA, et al. Anali-
se da implantacdo dos Ntcleos de Apoio a Satde da
Familia no interior de Santa Catarina. Satide trans-

form. soc. 2012; 3(1):18-31.

Cunha GT, Campos GWS. Apoio matricial e Atencéo
Primaria em Saude. Saude Soc. 2011; 20(4):961-970.

Souza TS, Medina MG. Nasf: fragmentacéo ou inte-
gracdo do trabalho em satide na APS? Satide debate.
2018; 42(esp):145-158.

Santos RABG, Uchoa-Figueiredo LR, Lima LC, et al.
Apoio matricial e acdes na atencdo primaria: experi-
éncia de profissionais de ESF e NASF. Saude debate.
2017; 41(114):694-706.

Castro CP, Campos GSW. Apoio Matricial como ar-
ticulador das relacdes interprofissionais entre servi-
cos especializados e atencfo primdria a satde. Phy-

sis. 2016; 26(2):455-481.

Magalhiies JHM. Redes de atencio a saide: rumo a

integralidade. Divulg. saide debate. 2014; 52:15-37.

Tesser CD, Poli Neto P. Atencfo especializada ambu-
latorial no Sistema Unico de Satide: para superar um

vazio. Ciénc. Satde Colet. 2017; 22(3):941-951.

Cunha GT. A construcio da clinica ampliada na Aten-

co Basica. Sdo Paulo: Hucitec; 2010.

Hirdes A. A perspectiva dos profissionais da atenc¢éo
primadria a satide sobre o apoio matricial em Satde

mental. Ciénc. Saude Colet. 2015; 20(2):371-382.

45

SAUDE DEBATE | RIO DE JANEIRO, V. 44, N. 124, P. 32-46, JAN-MAR 2020



46

Silva JWSB, Silva JC, Oliveira SRA

33.

34.

35.

36.

Brocardo D, Andrade CLT, Fausto MCR, et al. Na-
cleo de Apoio a Saude da Familia (Nasf): panorama
nacional a partir de dados do PMAQ. Satide debate.
2018; 42(esp):130-144.

Aciole GG, Oliveira DKS. Percep¢des de usuarios
e profissionais da satde da familia sobre o Nucleo
de Apoio a Satide da Familia. Saide debate. 2017;
41(115):1090-1101.

Souza FLD, Chacur EP, Rabelo MRG, et al. Implan-
tacdo do nicleo de apoio a satide da familia: percep-

¢lo do usuario. Saude debate. 2013; 37(97):233-240.

Souza FLD, Chacur EP, Martins RCC, et al. Percep-
cdes sobre qualidade de vida das usuarias de um na-
cleo de apoio a saide da familia. Investigac¢io. 2013;

13(3):34-38.

SAUDE DEBATE | RIO DE JANEIRO, V. 44, N. 124, P. 32-46, JAN-MAR 2020

37.

38.

39.

Bourguignon JA. Concepcio de rede intersetorial.
[internet]. 2001 [acesso em 2019 fev 15]. Disponivel
em: http://www.uepg.br/nupes/intersetor.html.

Machado LM, Colomé JS, Beck CLC. Estratégia de
satde da familia e o sistema de referéncia e de con-
trareferéncia: um desafio a ser enfrentado. R. Enferm.

2011; 1(1):31-40.

Ferro LF, Silva EC, Zimmermann AB, et al. Interdis-
ciplinaridade e intersetorialidade na Estratégia Sad-
de da Familia e no Nticleo de Apoio a Saude da Fami-
lia: potencialidades e desafios. O Mundo da Saude.

2014; 38(2):129-138.

Received on 05/23/2019

Approved on 10/16,/2019

Conflict of interests: non-existent

Financial support: Coordenacdo de Aperfeicoamento de Pessoal
de Nivel Superior (Capes)



