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Abstract This article aims to understand how
the cities of Sdo Paulo state organized the cop-
ing with the COVID-19 pandemic, highlighting
the role of Primary Health Care (PHC) as an
analyzing element of the healthcare model. This
descriptive quantitative study was grounded on
a survey with a probabilistic sample of 253 mu-
nicipalities in the state of Sdo Paulo in which
municipal managers were interviewed through
a questionnaire. Absolute (n) and relative (%)
frequencies were described after weighting ac-
cording to the three population strata. The results
indicate that the population size is an essential
analytical component. During the pandemic, the
organization prioritized flow readjustment and
clinical care in most municipalities. Prenatal care
and childcare continuing actions consisted of bio-
medical actions with appointments. Regarding
the promotion of expanded healthcare responses,
the smaller municipalities, which are structured
based on the PHC, performed better. On the other
hand, large cities fragmented healthcare and vac-
cination. The intersectoral actions of community
care and from a territorial perspective were still
retracted, and PHC still struggles.

Key words Unified Health System, Primary
Health Care, COVID-19, Municipal Health Sys-
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Introduction

During the SARS-CoV-2 virus pandemic, the
literature reinforced the vital role of Primary
Care in epidemiological surveillance, dissemi-
nation of preventive measures, community care
actions, assistance for diagnosed mild cases, and
the monitoring of identified socially vulnerable
households* Therefore, robust plans to com-
bat COVID-19 included strengthening PHC for
comprehensive care, emphasizing mapping ac-
tions and intersectoral interventions to address
social and mental health issues, and continuing
care for priority groups (pregnant women, ba-
bies, and older adults) and those with chronic
diseases®!!. Successful experiences in dealing
with the COVID-19 pandemic corroborate this
understanding'>".

This set of proposals on PHC’s role in re-
sponding to the health crisis caused by COVID-19
aligns with the perspective of expanded PHC
action*?, aligned with the concept of compre-
hensive PHC™. It points to the Family Health
Strategy (ESF), with the presence of Community
Health Workers (ACS)*, as an eminent resource
for implementing the attributes of first contact,
comprehensiveness, network care coordination,
and guidance for the community during health
emergencies's.

In Brazil, the response to the new coronavirus
was initially hospital care-centered, aiming at in-
tensive treatment for severe cases’. Epidemiolog-
ical surveillance actions also gained prominence,
but separately from PHC, which should identi-
fy suspected cases and refer them for testing in
Emergency Care Units or Hospitals'. Also, re-
garding territory and community prevention ac-
tions, the Ministry of Health'® formulated generic
and contradictory recommendations, indicating
underutilization of PHC and ACS"%, putting the
expanded care continuity in the territory at risk®.

Access was being reduced even before the
pandemic, with changes in the National Prima-
ry Care Policy (PNAB 2017) and financing, with
Previne Brasil'**"?. In this sense, the setting of
a retracted Family Health Strategy (ESF), which
tends to focus actions and restrict access, may
have “cooled down” the possibilities of imple-
menting expanded care during the health crisis.

Thus, the heterogeneous proposals for PHC
during the pandemic and a setting of ESF dis-
mantling from 2017 to 2022 suggest the relevance
of studies on this care level, which can be taken
as an analyzer of the field of dispute surrounding
the care model that can be inferred from the or-
ganization of PHC within the health system'*?.

The need to include the problem of the care
model in understanding this PHC organization
outlook during the health crisis of the pandem-
ic arises from the structuring role of PHC in
building care models. Even if we assumed that it
is impossible to have a single model for munici-
palities to face the traditional biomedical model,
the need to structure a PHC aligned with health
needs, taken in its expanded conception, is rec-
ognized to advance the purpose of the Unified
Health System (SUS) guidelines®.

In this sense, the formulation of the Family
Health Strategy, with its emphasis on the ACS ac-
tions, proximity to the territory, clientele ascrip-
tion, interdisciplinary work, and the communi-
ty approach in synergy with health surveillance
actions, can be understood as a proposal for an
alternative model®. However, it still shows het-
erogeneity in its implementation, besides sig-
nificant challenges for implementing its actions
within this comprehensive care and expanded
care scope'*%,

Above all, the implementation of the ESF and
PHC organization in general has been associat-
ed with sociodemographic issues and population
size. Relevant differences are identified in adher-
ence to the ESF in small and large municipalities.
These groups have observed distinct difficulties
and the need to operate arrangements to singu-
larize the care model. However, greater adher-
ence is mentioned in small municipalities, with
more difficulty retaining teams, especially med-
ical professionals, and the ESF needs to coexist
with urgent and emergency care network ser-
vices and other complexity levels?*2.

This outlook of diversity in population size
and diversity in the organization of PHC and ESF
is also identified in the state of Sdo Paulo® and
precisely points out that the ESF did not develop
homogeneously or as a priority model in all loca-
tions. During the pandemic, the PHC commu-
nity attributes, which stand out in the ESF, may
have lost prominence or undergone reformula-
tions in light of the recommended social distanc-
ing. Therefore, it is crucial to understand how
managers of Sdo Paulo municipalities of different
population sizes organized the fight against the
COVID-19 pandemic, highlighting the role of
PHC in advancing discussions on the care model
in municipalities of different population sizes.

Therefore, this article aims to understand how
Séo Paulo municipalities of different population
sizes organized the fight against the COVID-19
pandemic, highlighting the role of PHC as an an-
alyzing element of the care model.



Methods

This descriptive quantitative study produced data
from an electronic survey with 253 municipal
managers through telephone contact or video
calls to characterize the PHC structure and orga-
nization during the pandemic from February to
June 2022. The form is structured on the RedCap
platform and organized into seven blocks:

(i) Model of care in primary care: description
of services, territorialization, access, organiza-
tion of care in a network, and characterization of
teams and professionals working in PHC;

(ii) General characteristics of the municipal-
ity’s primary care management: outsourcing of
management, recruiting doctors, ACS, and other
professionals, participation in support programs
for the supply of doctors for PHC;

(iii) Initial adaptation to the pandemic con-
text: PHC reorganization and initial adaptations,
implementation of new services, provision of
PPE, access to services to assist severe cases, pre-
vention actions led by municipal management,
provision of training for SUS workers, types of
support from entities federated to the municipal-
ity, adaptations of PHC human resources, care to
the socially vulnerable population;

(iv) COVID-19 health actions (during
2020/21): PHC reorganization and adaptations,
running COVID-19 tests, monitoring cases and
contacts, flows for moderate and severe cases and
post-COVID-19 sequelae, social and psychologi-
cal support, vaccination against COVID-19;

(v) Continuity of primary care activities
(during 2020/21): maintenance, adaptation, or
interruption of routine activities of PHC teams;

(vi) General impressions: PHC’s role and per-
formance during the pandemic; and

(vii) Successful experiences in the pandemic:
voluntary description of experiences.

The study population consisted of a probabi-
listic sample of the municipalities of Sdo Paulo,
aiming to guarantee the representativeness of
Sdo Paulos municipalities by population size to
enable the analysis of characteristics in different
settings*®%". In this way, the sample was drawn up
from three strata: (i) municipalities with 50 thou-
sand inhabitants and more (n=139); (ii) munic-
ipalities between 10 thousand and 50 thousand
inhabitants (n=239); (iii) municipalities with up
to 10 thousand inhabitants (n=267). The stratum
(i) municipalities with 50 thousand inhabitants
and more was performed on a census basis for

139 municipalities. For strata (ii) and (iii), the
samples were defined using as a criterion the
availability of traditional UBS teams and ESF*
teams, totaling, in stratum (ii) and (iii), a sample
of 60 municipalities each. The three strata togeth-
er generated a sample of 259 municipalities, of
which 253 agreed to respond to the survey.

In stratum (i) municipalities with 50 thou-
sand inhabitants or more, 132 of the 139 planned
participants were interviewed; in stratum (ii)
municipalities with 10 to 50 thousand inhabi-
tants, 66 of the 60 planned participated; and in
stratum (iii) municipalities with up to 10 thou-
sand inhabitants, 55 of the 60 sampled were in-
terviewed. Thus, the sample losses correspond to
six municipalities and occurred due to the refusal
or inability to participate due to a recent change
in management positions.

Answers could be provided by the Municipal
Health Secretaries, the Primary Care Coordi-
nator, the Health Director, or a similar position
during the questionnaire application. The data
captured were exported to the Stata software for
tabulation and analysis by describing the abso-
lute (n) and relative (%) frequencies after being
weighted by sampling design, considering the
strata described previously.

The chi-square test was used to identify dif-
ferences between municipalities of different
population sizes regarding the recruitment of
doctors, types of services offered by PHC, actions
to combat the pandemic, and discontinued PHC
activities during the pandemic. The variables
that showed statistically significant differences
(p<0.05) were subjected to residual analysis in
a contingency table. Considering the 95% confi-
dence level, all ZRes>|1.96| were considered an
excess or lack of occurrence®.

All ethical recommendations for social and
human research contained in Resolution No.
510/2016°" were complied with and abided by
the procedures required for research in a virtual
environment in Circular Letter No. 1/2021-CO-
NEP/SECNS/MS?*, with presentation and signa-
ture of the Informed Consent Terms (TCLE). The
study is nested in the research “Primary Health
Care Policy in the Context of the Pandemic in
the Municipalities of Sdo Paulo”, conducted by
the Health Institute - SES/SP, funded by the Spe-
cial Health Fund for Mass Immunization and
Disease Control (FESIMA) and approved by the
Ethics Committee under Opinion No. 4.842.154
- CAAE 48513721.80000.5469.
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Results

The responsible for the responses were Health
Secretaries in 40.6% of cases, Primary Care Co-
ordinators in 26.9%, and Health Directors or
similar positions in 12.1%. Regarding the PHC
structure before the pandemic (Table 1), 61.3%
of the municipalities stated that they had exclu-
sively Family Health (SF) units, 44.4% traditional
UBS, 41.4% traditional UBS with Family Health
elements (such as Community Health Workers),
and 12.6% traditional UBS integrated into the
Emergency Care Unit (UPA). Within the emi-
nent heterogeneity highlighted, we identified that
exclusive SF units are essential in all population
strata when considering that the same munici-
pality uses multiple types of units for PHC. How-
ever, in larger municipalities, the type of UBS
that ranks second is the traditional one, which
can generate conflict regarding the conformation
of the care model.

In smaller municipalities, we underscore tra-
ditional units with SF elements and traditional
units integrated into the UPA, pointing to a pos-
sible incremental trend in arrangements due to
the municipality’s dependence on this care level.

Concerning client access, we identified that
municipalities tend to recommend that the flow
begins preferably via PHC (54.3% of municipal-
ities). The preference for seeking to offer care
in PHC through general practitioners or family
doctors instead of specialists was also highlighted
(65.3% of municipalities), suggesting some affini-
ty with the ESF guidelines.

However, this ideological inclination does
not materialize quickly, as 65% of municipalities
declare they struggle to recruit doctors to work
in PHC (Table 2). In this regard, there is a dif-
ference between population sizes (p=0.000); the
largest municipalities, with more than 10 thou-
sand inhabitants (ZRes 5.1), followed by those
with 50 thousand or more (ZRes 3.4) were those
that, proportionally, had the most significant dif-
ficulty.

Regarding the healthcare network services to
which PHC has access, whether in the municipal-
ity or the region (Table 2), we noted that access
to hospital care, a level of complexity relevant to
COVID-19 treatment, showed no significant dif-
ference between population sizes (p=0.569) and
was marked as an available service by 75.1% of
all participants. However, the disparity regarding
the availability of the SAMU service (p=0.000)
draws attention, especially in smaller munici-
palities, where the residual analysis test (ZRes

-8.2) showed a lower concentration of respons-
es, which could harm the transport of clients to
more complex services, especially hospitals, and
which are generally in municipalities in the re-
gion. This trend continues concerning access to
matrix support teams and UPA services, with less
availability in smaller municipalities, which may
have hampered the care of COVID-19 cases.

To organize COVID-19 care in PHC, munic-
ipalities with more than 50 thousand inhabitants
tended to advise that all UBS should provide care
for suspected mild COVID-19 cases. In munici-
palities with between 10 and 50 thousand inhab-
itants, the most common options were creating/
transforming exclusive UBS for COVID-19 care
(ZRes 3.4) or advising that no UBS should pro-
vide these services (ZRes 4.6). This applies to
the implementation of the COVID-19 Center
(p<0.000), in which municipalities in this pop-
ulation stratum concentrate on this type of re-
sponse (ZRes 4.6), followed by municipalities
larger than 50 thousand inhabitants (ZRes 2.2).
The smaller municipalities, with less than 10
thousand inhabitants, tended to separate the flow
for respiratory symptomatic patients within the
existing UBS (p<0.000 and ZRes 3.4), establish-
ing exclusive spaces for respiratory symptomatic
patients (p<0.000 and ZRes 2.5). Campaigns to
encourage social isolation occurred proportion-
ally across the three strata (p=0.317) and were
mentioned by 71.7% of the total participants, in
the same way as the need to recruit professionals
(79.7% p=0.457). However, the recommendation
for monitoring all patients with COVID-19 was
concentrated in small municipalities (Table 3).

An action traditionally related to PHC, when
intended for COVID-19, in larger municipali-
ties, vaccination (Table 3) was made available at
drive-thru stations (p<0.000 and ZRes 9.3) and
in public places (p<0.000 and ZRes 6.9). In mu-
nicipalities with between 10 and 50 thousand
inhabitants, most occurred in UBS allocated spe-
cifically for vaccines (p<0.000 and ZRes 4.4). In
municipalities with less than 10 thousand inhab-
itants, vaccination occurred in the UBS closest to
the client’s residence (p<0.004 and ZRes 3.3).

Management recommendations for inter-
sectoral actions and social support for people
in vulnerable situations (Table 4) were men-
tioned, respectively, by 78.7% (p<0.079) and 79%
(p=0.102) of the municipalities. The structuring
of some psychological support and encouraging
actions in partnership with NGOs, civil society
community movements, or third-sector organi-
zations were concentrated in municipalities with



Table 1. Distribution of types of PHC units in municipalities in the state of Sdo Paulo by population size. State of

Sao Paulo. 2022.

<10 10-50 >50
Type of PHC units thousand thousand thousand Total
inhabitants inhabitants inhabitants
N % N % N % N %
Exclusive Family Health Unit (USF) 98 455 140 682 101 76,5 339 61.3
Exclusive traditional PHC Unit (UBS/UAPS) 71 327 87 42.4 88 66.7 246 444
Traditional PHC unit (UBS/UAPS) with the Community 94 43,6 81 394 54 409 229 414
Health Workers Program (PACS) or with the Family
Health Team (ESF)
Traditional PHC unit (UBS/UAPS) integrated into the 43 200 16 7.6 11 8.3 70 12.6
Emergency Care Unit (EC)
Health Outpost — Units without permanent full-time teams - 0.0 19 9.1 2 1.5 21 37
(mobile teams)
Family Health Unit (USF) integrated into the Emergency 4 1.8 - 0.0 9 68 13 23
Care Unit (EC)
Others 31 145 37 18.2 25 189 94 169

Source: Research “Primary Health Care policy in the context of the pandemic in Sdo Paulo state municipalities”.

Table 2. Recruitment of doctors and types of services offered by PHC in municipalities in the state of Sao Paulo

by population size. State of Sdo Paulo, 2022.

<10 thousand  10-50 thousand  >50 thousand Total P
inhabitants inhabitants inhabitants
N % ZRes N % ZRes N % ZRes N %
Difficulty recruiting a doctor for PHC 98 455 -8.0 161 788 5.1 102 779 3.4 362 65.5 0.000
At some point, it included 94 436 -7.7 143 69.7 2.4 113 856 6.1 350 63.3 0.000
professionals from support programs
(Mais Médicos, Médicos pelo Brasil,
and Provab)
PHC service offering
Specialty outpatient clinics (E.g., 200 92.7 -04 18 909 -1.7 129 97.7 2.4 515 932 0.043
Polyclinic, MSOC, Specialty center)
Reference services for STIs, AIDS, 153 709 -1.9 140 682 -29 123 932 5.5 416 75.2 0.000
and viral hepatitis
Hospital care services 157 72.7 158 77.3 100 75.8 415 75.1 0.569
CAPS 114 52.7 -7.2 146 71.2 0.3 129 97.7 7.9 389 70.3 0.000
Matrix support teams 102 48.1 -8.0 165 803 4.8 107 81.1 3.7 374 68.1 0.000
Emergency Care Units (UPA) or 118 545 -4.7 137 66.7 02 112 848 5.2 366 66.3 0.000
equivalent service
Urgent Medical Care Service 90 41.8 -8.2 143 69.7 2.6 114 864 6.4 347 62.8 0.000
(SAMU) or equivalent
CEO (Dental Specialties Center) or 71 327 -7.0 102 500 -0.5 111 84.1 8.6 284 51.4 0.000
equivalent
Other 16 73 -24 16 7.6 -20 31 235 50 62 11.3 0.000

Note: Values in bold mean being out of standard against the expected distribution: >1.96 indicates excess occurrence, and <-1.96

means lack of occurrence.

Source: Research “Primary Health Care policy in the context of the pandemic in Sado Paulo state municipalities”

more than 50 thousand inhabitants (ZRes 3.6 and  at higher risk of clinical complications (36.9%

2.6, respectively).

p=0.083), and the identification of groups with

Educational actions in social facilities in the  the highest social vulnerability (26.8% p<0.002)
territory (38.3% p=0.097), the mapping of groups ~ were mentioned less frequently. The intermediate
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municipalities, with populations between 10 and The municipalities of the three population
50 thousand inhabitants, least reported this map-  sizes studied showed similar trends regarding
ping type (ZRes -3.0). continuing/discontinuing main actions planned

Table 3. Distribution of actions to combat the pandemic developed from 2020 to 2021 in the state of Sao Paulo
municipalities by population size. State of Sdo Paulo, 2022.

<10 thousand 10-50 thousand >50 thousand

Total -
inhabitants inhabitants inhabitants ota 1;
value
N % ZRes N % ZRes N % ZRes N %
Strategy for structuring PHC 0.000

during the pandemic

Creation/transformation of 82 38.7 -0.2 99 485 34 34 258 -3.6 215 39.2
exclusive UBS for COVID-19

care
All UBS should provide 67 316 -01 43 21.1 -41 64 485 4.7 174 318
COVID-19 care
No UBS was advised to 8 38 -35 34 167 4.6 9 68 -11 51 93
provide COVID-19 care
Others 55 259 29 28 137 -2.7 25 189 -0.3 108 19.7
Implementation of a 122 565 -6.5 171 834 4.6 105 795 2.2 398 72.0 0.000

COVID-19 Center
Actions/adaptations performed
at UBS to combat COVID-19

Separation of flows for 181 836 3.4 130 63.6 -52 109 82.6 2.0 420 76.0 0.000
respiratory symptoms within

the UBS

Campaigns to encourage 149  69.1 146  71.2 101 76.5 396 71.7 0.317
social distancing

Creation of exclusive spaces 130  60.0 109 53.0 80 60.6 318 57.6 0.256

for respiratory symptoms

outside the UBS (e.g., tents)

Creation of exclusive spaces 126  58.2 25 78 379 -49 82 621 2.7 285 51.6 0.000
for respiratory symptoms

within the UBS
Availability of oximeters 86 40.0 -3.6 102 500 02 85 644 3.9 274 495 0.000
Implementation of a bed 31 146 28 136 9 68 68 12.4 0.088

with structure for respiratory
support in PHC service

Locations designated for

COVID-19 vaccination
UBS closest to clients’ homes 122 564 3.3 84 409 -24 58 439 -1.0 264 47.7 0.004
Drive-thru posts 31 14.6 -10 93 455 1.9 99 750 9.3 224 404 0.000
Posts in public places 27 127 -75 71 349 1.5 73 553 69 172 31.1 0.000
UBS highlighted (specifically 47 21.8 -3.3 84 409 44 34 258 -1.2 165 29.8 0.000
separated) for COVID-19
vaccine

There was a need to recruit/ 177 81.9 158 77.1 105 80.2 440 79.7 0.457

replace health professionals to

adapt the PHC demand during

the pandemic

Note: Values in bold mean being out of standard against the expected distribution: >1.96 indicates excess occurrence, and <-1.96
means lack of occurrence.

Source: Research “Primary Health Care policy in the context of the pandemic in Sao Paulo state municipalities”



for PHC in the usual flow (Figure 1), except for
care for clients with chronic diseases (p=0.024),
which was more frequent in municipalities with
up to 50 thousand inhabitants; and the activities
of the NASF teams (p=0.045), which were main-
tained in municipalities with more than 50 thou-
sand inhabitants.

In general, the activities that tended to be
maintained were prenatal care appointments
(97.1%), routine vaccination (94.9%), childcare
(67%), and ACS actions (88%). On the other
hand, the most discontinued during the pan-
demic were health education groups (74%), fam-
ily planning (48.6%), and breast cancer screening
actions (60%). Team meetings, a vital arrange-
ment for collective work planning, were held in
only 41.2% of the municipalities.

The question regarding the impression of
managers regarding the performance of their
PHC during the pandemic should be mentioned
as it confirms that PHC was more relevant for

Table 4. Distribution of expanded actions to combat the pandemic developed from 2020 to 2021 in municipalities in

the care of mild and moderate cases in smaller
municipalities (94.4%). Only 77.5% agreed with
the statement in intermediate municipalities, and
68.2% did so in large municipalities. Although
agreement was high across all strata, this decline
as the population increases is noteworthy from a
qualitative viewpoint.

Discussion

Our results indicate that population size is an
essential analytical component to advance the
understanding of municipalities’ responses to the
health crisis caused by the COVID-19 pandemic
and helps evaluate the implementation of the ESF
and other PHC health indicators in the Health
Care Network?,

The analysis presented here suggests that
small municipalities focus their responses on

PHC, maintaining it as the main point of care for

the state of Sdo Paulo by population size. State of Sdo Paulo, 2022.

<10 thousand 10-50 thousand >50 thousand Total P
inhabitants inhabitants inhabitants
N % ZRes N % ZRes N % ZRes N _ % ¢

Intersectoral actions for socially 153 75.0 155 78.3 106 85.5 414 78.7 0.079
vulnerable people
Partnerships with movements/ 8 422 -4.0 109 583 1.8 79 632 2.6 274 53.1 0.000
community organizations/
third sector/NGOs/civil society
organizations
Actions/adaptations performed at
UBS to combat COVID-19

Educational actions in social 94 43.6 74 364 43 326 212 383 0.097

facilities in the territory

(pharmacies, markets, and other

services)

Identification of groups 71 32.7 74 364 59 447 204 36.9 0.083

at highest risk of clinical
complications from COVID-19

Identification of the most 59 273 0.2

socially vulnerable groups

Recommendation for UBS to 200 92.6 46 161 80.1 -1.7 98 742 -3.3 459 83.6 0.000

monitor all patients diagnosed
with COVID-19 in home isolation

(quarantine)

Provided some social support 165 82.5 143 74.1 98 8.0 406 79.0 0.102
Structured initiative for 122 587 -4.5 143 73.0 1.2 107 83.6 3.9 372 69.9 0.000
psychological support

40 19.7 -3.0 49 37.1 3.1 148 26.8 0.002

Note: Values in bold mean being out of standard against the expected distribution: >1.96 indicates excess occurrence, and <-1.96 means

lack of occurrence.

Source: Research “Primary Health Care policy in the context of the pandemic in Sao Paulo state municipalities”.

w
S
~
N}

€T0T ‘T8HE-1LF€:(TT)8T BATID[OD) IPNES X BIOUIID



W
o~
~
3

Viana MMO et al.

Prenatal care appointments p=0.011*

Routine vaccination p=0.116. J—
I ——

ACS continuing activities* p=0.39] | ————
|

Home visits p=0.569  ——
|

Childcare p=0.08 7 —

(=}
(o))
\o
(=]

Team meetings p=
|
Care for patients with chronic diseases p=0.024* I
—
Papanicolaou and breast cancer screening p=0.711 "
—
NASEF professionals activities p=0.045* I
I
IUD insertion and family planning actions p=0.062 e
—
Reception p=0.069 I
————
Dental care appointments p=0.485 .
—
Groups and educational actions p=0.282 -
—
0% 20% 40% 60% 80% 100%
® Total = Up to 10 thousand inhabitants 10-50 thousand inhabitants ® >50 thousand inhabitants

Figure 1. Percentage of municipalities that continued PHC care actions from 2020 to 2021 in the state of Sdo

Paulo by population size. State of Sdo Paulo, 2022.

Note: *p<0.05; **Only municipalities that reported having ACS responded.

Source: Authors.

symptomatic respiratory and vaccination clients
and encouraging their teams to be responsible
for monitoring these clients. On the other hand,
large municipalities decentralized care and vac-
cination, establishing additional points for these
services in the network, approaching the perspec-
tive proposed by the Ministry of Health but was
widely criticized in the literature due to the un-
derutilization of PHC, with the consequent loss
of community care for health surveillance>#1%1!,

However, the responses from intermedi-
ate-sized municipalities, between 10 and 50 thou-
sand inhabitants, stand out in this setting. These
municipalities fluctuated between the two trends
and aimed to separate COVID-19 care into other
structures. However, as there were fewer devic-
es for referencing the regional care network, this

possibly stumbled on hurdles in this care com-
partmentalization.

According to Table 2, the smaller the munic-
ipality, the less access to other support services,
including SAMU, the main responsible for health
transport®. In these intermediate municipalities,
the construction of COVID-19 Centers had addi-
tional financial resources®. It is a widely used op-
tion, which significantly changes the flow of cli-
ents, reassigning them to these reference centers.
The decision to rely on these specialized centers
fragmented care and harmed client enrollment
and the longitudinality provided in PHC™.

A guidance to conduct actions in the terri-
tory, such as intersectoral and psychosocial care
initiatives (Table 4), was observed in the three
population size strata. However, actions related



to health education in the territory and mapping
clinically or socially vulnerable clients were hard-
ly performed, especially in intermediate munic-
ipalities. The redirected care flow could explain
this situation precisely, bypassing the UBS.

Besides the observation that care continuity
was widely recommended for already traditional
programmatic actions in PHC, these data sug-
gest that municipalities in Sdo Paulo struggled
to strengthen PHC during the pandemic®S, along
the lines recommended in the literature**',
which can result in the deterioration of other
health conditions, detrimental to the resump-
tion of care after the advancement of vaccination
against COVID-19. Although caution is neces-
sary for associating preserving activities such as
prenatal care, childcare, and vaccination with the
guarantee of longitudinality and comprehensive-
ness, given the existence of other relevant factors
in this analysis, they point to apparent PHC ap-
preciation.

In the universe studied, PHC appreciation
was seen mainly in smaller municipalities. In
these municipalities, we identified characteris-
tics such as centralized COVID-19 care in PHC,
less difficulty in recruiting general practitioners
or community family doctors to work in PHC,
maintenance of ACS work more frequently than
in other population sizes, and broader measures
for action in the territory and care continuity ac-
tions.

Although we could not ascertain whether the
strengthening of PHC, with the characteristics
presented above regarding small municipalities,
results from the organization of services in the
ESF model, we should underscore the specifici-
ties of the PHC structure available in the small-
est municipalities in the State of Sdo Paulo. As
demonstrated, in municipalities with up to 10
thousand inhabitants, exclusive SF units and tra-
ditional units have lower participation than other
strata, with structures combined in different ar-
rangements gaining prominence, such as tradi-
tional units with SF elements and integrated into
the UPA. Such characteristics may mean limited
structuring of PHC along the lines of the ESF
guidelines, given the reality of small municipal-
ities in the State of Sdo Paulo. On the other hand,
they may also represent the pragmatic need to
complement family health structures with devic-
es from other care levels to depend less on the
health region’s apparatus, which is close to what
was envisioned as a possibility of adaptation®,
as long as managers guarantee work processes
adapted to expanded care.

In any case, the specificity identified in small
municipalities signals that attention should be
paid when considering the extent of these chang-
es, given the evidence of superior performance of
the ESF model regarding expanded care'** and
the importance of financial incentives for consol-
idating comprehensive PHC in the smallest mu-
nicipalities in Sdo Paulo®.

The data presented point to the impossibili-
ty of having unique models and the risk of ide-
alizing models without adequately reading the
socio-historical context of public policies and
health technologies®. It underscores the impor-
tance of discussing the difficulty of implementing
more comprehensive care models, with PHC fo-
cused on expanded care and regulated networks,
as the ESF intended in its origins.

The construction of broader care models is
known to depend on the intentional organiza-
tion of different stakeholders, the discussion and
practice accumulated by municipalities, the abil-
ity to negotiate in the face of different interests,
financing and management capacity, and con-
fronting initiatives that insist on reorienting PHC
towards a focused, selective, and strictly biomed-
ical model. This debate also applies to the ESF**.
However, given what we observed regarding the
municipalities of Sdo Paulo and their organiza-
tion of PHC in the face of COVID-19, we believe
it is urgent to deepen discussions beyond pro-
moting a single PHC model or the justification
of the fragmented and substandard care from the
dualistic lens of the availability or lack of ESE
The study confirmed that municipalities have a
pronounced role in building responses to critical
events and modulating the care model, adapting
the arrangements and models foreseen in the lit-
erature or the policy itself, which can mean po-
tential or limitation, depending on each case®.

Therefore, understanding the care model and
PHC must consider whether such movements
occur from the perspective of a singularized ESF
to preserve locoregional characteristics without
harming the alignment of the expanded care as-
sumptions and the territorial needs or whether,
on the contrary, they refer to a degraded clinic
and the territorial care dimension®.

Conclusion

When analyzing how Sdo Paulo municipalities
of different population sizes organized the fight
against the COVID-19 pandemic, we underscore
managers’ concern in proposing changes and in-
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crements in the work process to articulate PHC
with other network points but with a predomi-
nance of biomedical actions.

We did not observe a radical formulation of
responses that could be considered comprehen-
sive PHC or expanded care in any strata since in-
tersectoral, community care, and territorial per-
spective actions were still retracted compared to
individual medical-curative actions. Smaller mu-
nicipalities showed a slightly better performance
in the community-territorial dimension and had
greater centrality in PHC.

We could identify the relevance of population
sizes as indicators for inequalities within the SUS.
In the same way, we consider that the centrality
and strengthening of PHC in the network are still
challenges. The analysis of the PHC care model
by size, considering the expanded care paradigm,
showed a persistent need to build alternative

models, given the current biomedical care hege-
mony, which resulted in fragmented care during
the pandemic.

The present paper endorses building a per-
manent culture of rapprochement between PHC
teams and the territory and constantly investing
in expanded care by establishing bonds of trust
and social and health responsibility between the
teams and the population to weave lessons for
future settings. It also highlights the need for
measures to overcome the fragmented biomed-
ical model.

Finally, it would be appropriate to conduct
additional studies on the sensitive topics raised in
the present study, such as care for post-COVID
sequelae, creation of networks, expanded care,
and the effects of the albeit momentary interrup-
tion of the PHC flow.
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