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ABSTRACT

OBJECTIVE: To analyze the effect of the 2017 Basic Primary Care Policy (PNAB) on the number
of community health agents per primary health care team.

METHODS: This is a cross-sectional, descriptive and analytical study using data available
on the Ministry of Health platform called e-Gestor da Atencédo Basica, about Brazil’s 5,570
towns between October 2017 and December 2019. The survival of the number of towns that did
not reduce the number of community health agents was analyzed according to region of the
country, the Human Development Index (HDI), the Gini Inequality Index and population size.
Cox regression was used to analyze the factors associated with a reduction in the number of
CHAs after one month and, from then on, every three months until two years had passed since
the publication of the 2017 PNAB Ordinance, considering p < 0.05.

CONCLUSIONS: After two years, the greatest reduction was observed in towns in the Midwest
and South regions, which presented a high HDI, lower inequality and larger populations. Towns
in the Midwest (HR = 1.256) had a higher chance of reducing the number of CHAs compared to
the North region. Towns with a higher HDI (HR = 1.053) and larger population size (HR = 1.186)
were also more likely to reduc the number of community health agents. Therefore, after the
2017 PNA, the number of towns reducing the amount of community health workers in primary
health care increased over the months

DESCRIPTORS: Community Health Workers, supply & distribution. Healthcare Disparities.
Program Evaluation. Primary Health Care.
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INTRODUCTION

Primary Health Care (PHC) is considered to be initial point of contact of patients with
the health system. It is also in charge of coordinating and structuring care* In Brazil,
PHC stands out as a comprehensive proposal for restructuring the health care system.
The main milestone of this system was the implementation of the Family Health Program,
subsequently known as the Family Health Strategy (FHS), after positive reviews of the
Community Health Agents Program (PACS)®.

Community health (CHA) agents have played an important role in primary care**after
the program was restructured to decrease maternal and infant mortality through health
promotion and disease prevention with home care®®. They also create bonds with the
community, promote humanization, patient reception and accountability’. Community
agents also counsel the population on how to access and use health system services,
carry out health surveillance actions, such as monitoring families in their assigned areas,
in addition to developing activities to inform the population and prevent diseases®’.

Typically, CHAs live in the community in which they operate, which strengthens the
relationship of trust with users, playing a role in health surveillance and promotion®.
Furthermore, being close to communities gives the agents a better understanding of the
dynamics of the territory and the health needs of the communities and their users, which
creates a bond between scientific knowledge and popular lore®”*.

Since the creation of the SUS, and especially after the expansion of the ESF, population
health has advanced in many ways, such as the reduction of morbidity and mortality,
especially infant and maternal; the reduction in the prevalence of malnutrition; decrease
in preventable hospitalizations; increased immunization coverage; longer life expectancy
at birth, improved access to water treatment, basic sanitation and health services resulting
in greater equity, as well as increasing user satisfaction with health service care. All these
achievements include the important role of CHAs.

However, the National Primary Care Policy (PNAB), published in October 2017 (Ordinance
No. 2.436 / 2017 of the Ministry of Health), reduced the minimum amount of community
agents in a ESF team from four to one, thus allowing a significant decrease of CHAs®, which
can lead to reduced and poor population coverage.

The Ordinance also changed the role of CHAs in communities, allowing the inclusion of
activities previously in the purview of endemic disease control agents (ACEs) into health
surveillance, as well as operations performed especially by nursing technicians, such as
blood pressure and capillary blood glucose monitoring and wound dressings. Such tasks,
despite prioritizing the care pathways, impact the work of agents by hindering education,
prevention and health promotion actions**.

As aresult, the decreased coverage of CHAs can lead to the emergence of barriers to services
and affect several processes established through the relationship of these workers with the
population, particularly in the social determinants of the health-disease process**.

Due to its importance and potential impact on health, the objective of this study was to
analyze the effect of the 2017 PNAB on the number of community agents per primary care
team, between October 2017 and December 2019.

METHODS

A cross-sectional, descriptive and analytical study was conducted using data from January
2017 to December 2019 about all 5,570 Brazilian towns published in public reports of the
quantitative record of CHAs, available on the Ministry of Health platform e-Gestor da
Atencédo Basica do Ministério da Satide™.
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To analyze the factors associated with the reduction in the number of CHAs, the following
independent variables were considered: Time: 1, 3, 6, 9, 12, 15, 18, 21 and 24 months,
corresponding to the number of months passed since the publication of the new PNAB,
in September 2017, Region: North, Northeast, Southeast, South, Midwest; the Human
Development Index (HDI): Low (< 0.7), and High (> 0.7); the Gini Index: Less Unequal
(< 0.61), and More Unequal (> 0,62); and Population size: up to 30 thousand inhabitants
30,001 of 50 thousand inhabitants, 50,001 to 100 thousand inhabitants, and more than 100
thousand inhabitants. The HDI and the Gini Index were obtained in the 2010 demographic
Census, released by the United Nations Development Program (UNDP), which recorded
5,565 towns at the time. Population size was obtained in data from the Brazilian Institute
of Geography and Statistics (IBGE). The dependent variable was “Variation in the number
of CHASs”, categorized as: “did not change or increase” and “reduced” the number of CHAs
in the town.

First, the data were analyzed descriptively to characterize the sample and obtain absolute
and percentage distributions. Then, bivariate analysis was performed between the
independent variables and the dependent variable. The Pearson chi-square test (x?) was
used to identify associations between the outcome variable and the independent variables.

Subsequently, multivariate analysis was performed to obtain the estimation of cumulative
survival of Brazilian towns that did not reduce, that is, that kept or increased the number
of community agents in teams. For this purpose, Cox regression was used to analyze the
factors associated with the reduction in the number of CHAs after 1, 3, 6, 9, 12, 15, 18,
21 and 24 months since the new PNAB Ordinance was published. The information on
Regions, HDI, Gini Index and population size were used as independent variables, which
could predict the reduction in the number of CHAs, and were inserted into the model
and underwent the backward stepwise (Wald) procedure. Variables with p > 0.20 were
removed from the adjusted model and those with p < 0.05 were considered statistically
significant. Risk ratio values (Harzard Ratio-HR) were obtained for each category of
associated factors, considering the 95% confidence interval and the statistical significance
of 5%. All tabulations and data analyses were performed in the statistical Package for
Social Sciences software (IBM-SPSS, v. 24, IBM, Chicago, IL).

RESULTS

The number of CHAs per family health team in Brazil, between October 2017 and December
2019, decreased from 269,577 to 268,879. The trend line shows the number of CHAs stabilizing
only between February and May 2018, with the number varying upwards or downwards
over the remaining months (Figure 1).

A significant reduction was found in the number of CHAs in Midwest (77.1%) and Southern
(86.5%) towns, which showed a higher concentration of income (Gini index > 0.62) (72.3%)
and population size up to 30 thousand inhabitants (86.9%). It was found that all variables
exhibited statistical significance in the bivariate model, except the HDI (Table 1).

The region of the country, the HDI and population size were associated with the
reduction in the number of CHAs per team in Brazil between October 2017 and
September 2019. Towns in the Southeast (HR = 1.081), South (HR = 1.239) and Midwest
(HR = 1.256) exhibited were more likely to reduce the number of teams compared to
the North region. Towns with higher a HDI (HR = 1.053) and population size above 100
thousand inhabitants (HR = 1.186) were also more likely to reduce the number of CHAs
per ESF team than towns with lower a HDI and population size up to 30 thousand
inhabitants (Table 2).

The survival curve of towns that did not reduce the number of CHAs decrease more
significantly between September and December 2019 (Figure 2). Figure 3 illustrates the
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Figure 1. Number of teams of Community Health Agents (CHAs) in the Family Health Strategy (FHS) in Brazil, between January 2017 and
December 2019.

Table 1. Distribution of Brazilian towns regarding reduction in the number of Community Health Agents
(CHAs) perm Family Health Team, according to the variables time since publication of the new PNAB,
region of the country, Human Development Index (HDI), Gini Index and population size, between
October 2017 and December 2019.

Variation in the number of CHAs

Did not reduce Reduced p
n % n %
1 Month 5,090 91.4% 480 8.6%
3 Months 4,693 84.3% 877 15.7%
6 Months 4,352 78.1% 1,218 21.9%
9 Months 4,203 75.5% 1,367 24.5%
Time 12 Months 4,147 74.5% 1,423 25.5% < 0.001
15 Months 3,883 69.7% 1,687 30.3%
18 Months 3,749 67.3% 1,821 32.7%
21 Months 1,603 28.8% 3,967 71.2%
24 Months 1,596 28.7% 3,970 71.3%
North 221 49.1% 229 50.9%
Northeast 705 39.3% 1,089 60.7%
Region Midwest 107 22.9% 360 77 1% < 0.001
Southeast 402 24.1% 1,266 75.9%
South 161 13.5% 1,030 86.5%
Low HDI (< 0.7) 1,019 28.1% 2,612 71.9%
HDI 0.171
High HDI (= 0.7) 576 29.8% 1,357 70.2%
Less Unequal (< 0.61) 126 48.1% 136 51.9%
Gini Index < 0.001
More Unequal (> 0.62) 1,469 27.7% 3,834 72.3%
Up to 30 thousand inhabitants 579 13.1% 3,828 86.9%
Pppulation 30,001 to 50 thousand inhabitants 414 84.0% 79 16.0% - 0.001
size 50,001 to 100 thousand inhabitants 306 87.7% 43 12.3%
More than 100 thousand inhabitants 297 93.7% 20 6.3%
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Table 2. Cox regression to verify the factors associated with the reduction in the number of Community
Health Agents (CHASs) per family health teams in Brazil after the publication of the new PNAB, between
October 2017 and December 2019.

Default Confidence Interval 95%
B Error p HR
Bottom Top
Region
North 1.000
Northeast 0.000 0.032 0.990 1.000 0.939 1.064
Midwest 0.228 0.039 < 0.001 1.256 1.164 1.356
Southeast 0.078 0.034 0.020 1.081 1.012 1.154
South 0.214 0.035 < 0.001 1.239 1.156 1.327
HDI
High HDI 0.052 0.020 0.011 1.053 1.012 1.096
Low HDI 1.00
Population Size
Up to 30 thousand inhabitants 1.000
30,001 to 50 thousand 0031 0028 0274 0969 0.917 1.025
inhabitants
P00 10100 thousand 0122 0.031 0.000 1130 1.063 1.201
> 100 thousand inhabitants 0.171 0.032 0.000 1.186 1.114 1.264

Note: Statistically significant: p < 0.05.
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Figure 2. Cumulative survival of Brazilian towns that did not reduce the number of Community Health
Agents (CHAs) after publication of the new PNAB Ordinance.

survival curves for each category of the variables under analysis. Towns in the Southern
region showed a greater reduction between 20 and 24 months after the publication of the
PNAB, followed by towns in the Midwest. The lowest survival rate was also found for towns
with a higher HDI in the same period, as well as towns with a larger population size.
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Figure 3. Cumulative survival of Brazilian towns that did not reduce the number of Community Health Agents (CHAs), between January 2017
and December 2019, according to the socioeconomic variables comprising the Cox regression model (a - Region, B - HDI, C - population size).

DISCUSSION

The results of this study show a reduction in the number of CHAs per team in Brazil
and an association between the increased chance of reducing this number and towns
with a higher HDI, larger population size and located in the Southeast, South and
Midwest regions.

Many countries have adopted the strategy of incorporating community health workers as
a way of expanding coverage of services, particularly in areas where access is restricted.
Brazil is a global example of successful PHC policy, thanks to the large-scale use of CHAs'>'®.
However, the results of this study show a significant reduction in the number of agents per
FHS team in Brazilian towns.

The new PNAB caused a series of discontinuities for primary care; one of them is precisely
the uncertainty regarding the number of CHAs per ESF team, dropping from a minimum
of four agents to only one per team. In addition, CHAs are no longer required to cover 100%
of the population assisted by the ESF program, only groups with greater vulnerability and
risk, which are not properly defined by the Ordinance*®'2.

Towns in the Southeast, South and Midwest regions were more likely to reduce the number
of CHAs per team. The lower likelihood of reducing CHAs in the Northeast region may be
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associated with the history of the Community Health Agents Program (PACS), which was
first conceived in Ceard State in 1987 and introduced health agents in the defunct Emergency
Program with the aim of improving child health indicators. The repercussions of the work
ofagents led to their institutionalization in the creation of the Health Agents program. This
successful experience inspired the nationwide implementation of the PACS, in 1991'>7-*.

Towns with a higher HDI underwent larger cuts in the number of community agents, which
may imply a lesser demand for these workers in economically privileged towns since, as
already mentioned, the CHA role was created to serve the poorest areas® and is usually
performed by alay worker, usually with alow education and residing in the same community
which they serve. Living in the community strengthens the bond between health teams and
the families within the territory, the presence and work of CHAs improves relationships of
trust and allow better identification of local problems'*8.

Towns with a population size above one hundred thousand inhabitants were also more
likely to reduce CHAs when compared to smaller ones. The neglect of administrators
toward health community agents is clear, especially in large cities, where they are regarded
as expendable, unqualified and inefficient, an idea that favors health care focused on
medical clinic to the detriment of whole care and the understanding of the health-disease
process as an expression of social determinants in health. For this reason, CHAs were also
delegated surveillance and nursing tasks, such as blood pressure and capillary glycemia
measurement, demanding specific training from these workers so that they can carry on
with their work>'>*!,

Another factor that may have contributed to the reduction of CHAs in large cities is:
in 2014, the salary threshold of community agents was set and direct hiring became
mandatory, which meant increased financial accountability for towns* and less
participation of States. In addition, underfunding of health is a historical problem in the
country, and in 2016 Constitutional Amendment No 95 was passed®, freezing federal
spending in a number of areas, including health, for 20 years, further increasing to the
funding uncertainties of the sector”.

The importance of CHAs for PHC is highlighted in the literature'>* after all, since the
beginning of the PACS and the FHS, these workers have been responsible for many health
promotion and disease prevention actions, both individually and collectively, allowing a
better understanding of the social determinants of health, detection and monitoring of risk
situations''>. Moreover, they were also given the responsibility to extend the coverage of
health services through low-complexity activities performed in home visits, but which had
ahuge impact on public health, particularly by decreasing maternal-infant mortality, such
as oral rehydration therapy, increased vaccine coverage, encouragement of breastfeeding
and maternal-infant follow-up*'**.

Home visits, still considered the most important activity of the CHA work routine, are a
way of monitoring the health conditions of families and allow agents to identify situations
that would not otherwise be noticeable. They are also an important way of listening to users
and their demands. Community health agents play an important social role in promoting
public policies aimed at improving their assigned territory, which have the potential to
bring about positive health results in the most vulnerable communities'****,

A systematic review on the effectiveness of CHAs has demonstrated positive effects related
to maternal and child health, such as vaccination coverage, newborn and child mortality,
and encouragement to exclusive breastfeeding, and weight control for children, besides
positive effects on chronic non-communicable diseases, such as decreased hospitalization
due to circulatory conditions and greater control of blood pressure by home monitoring
performed by the agents®.

Thus, the reduction in the number of CHAs can have a negative impact on historical
achievements of the PHC in the country, especially those related to patient care for chronic
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non-communicable diseases and maternal-child health. Since CHAs operate in areas that
are more socially vulnerable, this reduction in the number of workers may hinder access of
users under greater social risk to health services, in addition to interfering in the diagnosis
of conditions determining the health-disease process.

The study used secondary data (socioeconomic and information) openly available in
official databases. One must consider the possibility of inconsistency in the feeding of
these databases, generating limitations specific to ecological studies. However, this study
stands out in that it can be considered representative for Brazil, as the analysis includes all
of the country’s towns and provides a panorama consistent with the reality of the country.
Studies like this are essential for monitoring health care and its impacts on the living and
health conditions of Brazilians, with the permanent goal of improving and strengthening
Brazil’s Health System.

Therefore, this study showed that over the months, since the implementation of the 2017
PNAB, towns throughout the country have reduced their community agents in primary
health care, especially towns in the Southeast, South and Midwest regions, which have
a higher HDI, higher inequality rates and larger population sizes. The possible negative
impact on the health achivements of PHC and population health indicators still need to be
analyzed in subsequent studies.

REFERENCIAS

1. Paim JS. Atencdo Primdria a Sadde: uma receita para todas as estagoes? Saude Debate.
2012;36(94):343-7. https://doi.org/10.1590/50103-11042012000300004

2. Melo EA, Mendonga MHM, Oliveira JR, Andrade GCL. Mudancas na Politica Nacional de
Atencgdo Basica: entre retrocessos e desafios. Saude Debate. 2018;42 N° Espec 1:38-51.
https://doi.org/10.1590/0103-110420185103

3. Lavras C. Atencdo primaria a salde e a organizagao de redes regionais de atencao a satde no
Brasil. Saude Soc. 2011;20(4):867-74. https://doi.org/10.1590/50104-12902011000400005

4. Santos CW, Farias Filho MC. Agentes Comunitdrios de Satide: uma
perspectiva do capital social. Cienc Saude Coletiva. 2016;21(5):1659-68.
https://doi.org/10.1590/1413-81232015215.23332015

5. Dal Poz MR. O agente comunitdrio de sadde: algumas reflexdes. Interface (Botucatu).
2002;6(10):88-90. https://doi.org/1 0.1590/51414-32832002000100009

6. Levy FM, Matos PES, Tomita NE. Programa de Agentes Comunitdrios de Saude:
a percepcdo de usudrios e trabalhadores da sadde. Cad Saude Publica. 2004;20(1):197-203.
https://doi.org/10.1590/S0102-311X2004000100036

7. Melo MB, Quintdo AF, Carmo RF. O Programa de Qualificagdo e Desenvolvimento
do Agente Comunitario de Sadde na perspectiva dos diversos sujeitos
envolvidos na atencdo primaria em satide. Saude Soc. 2015;24(1):86-99.
https://doi.org/10.1590/50104-12902015000100007

8. Ministério da Sadde (BR). Portaria n® 2.436, de 21 de setembro de 2017. Aprova a Politica
Nacional de Atencdo Basica, estabelecendo a revisdo de diretrizes para a organizagdo
da Atencdo Bésica, no ambito do Sistema Unico de Satide (SUS). Brasilia, DF; 2017
[cited 2020 Nov 16]. Available from: https://bvsms.saude.gov.br/bvs/saudelegis/gm/2017/
prt2436_22_09_2017.html

9. Frazdo P, Marques D. Efetividade de programa de agentes comunitarios
na promogao da sadde bucal. Rev Saude Publica. 2009;43(3):463-71.
https://doi.org/10.1590/50034-89102009005000016

10. Ferraz L, Aerts DRGC. O cotidiano de trabalho do agente comunitdrio de
satde no PSF em Porto Alegre. Cienc Saude Coletiva. 2005;10(2):347-55.
https://doi.org/10.1590/S1413-81232005000200012

11. Castro MC, Massuda A, Almeida G, Menezes-Filho NA, Andrade MV, Noronha KVMS, et al.
Brazil’s unified health system: the first 30 years and prospects for the future. Lancet.
2019;394(10195):345-56. https://doi.org/10.1016/S0140-6736(19)31243-7

https://doi.org/10.11606/s1518-8787.2021055003005 E



https://doi.org/10.1590/S0034-89102009005000016

RSP PNAB 2017 and Community Health Agents  Freire DEWG et al.

12. Morosini MVGC, Fonseca AF, Lima LD. Politica Nacional de Atencdo Basica 2017:
retrocessos e riscos para o Sistema Unico de Sadde. Saude Debate. 2018;42(116):11-24.
https://doi.org/10.1590/0103-1104201811601

13. Morosini MVGC, Fonseca AF. Os agentes comunitarios na Aten¢do Primaria a Satde no
Brasil: inventario de conquistas e desafios. Saude Debate. 2018;42 N° Espec 1:261-74.
https://doi.org/10.1590/0103-110420185117

14. Ministério da Sadde (BR), Secretaria de Atencdo Primdria a Saude. e-Gestor Atencao Bdsica:
informacao e gestdo da Atencgdo Basica. Brasilia, DF; 2019 [cited 2020 Nov 16]. Available from:
https://egestorab.saude.gov.br/index.xhtml

15. Giugliani C. Harzheim E, Duncan MS, Duncan BB. Effectiveness of community
health workers in Brazil. ] Ambul Care Manage. 2011;34(4):326-38.
https://doi.org/10.1097/JAC.0b013e31822chdfd

16. Macinko ], Mendonga CS. Estratégia Satide da Familia, um forte modelo de Atencgao
Primdria a Satde que traz resultados. Saude Debate. 2018;42 N° Espec 1:18-37.
https://doi.org/10.1590/0103-11042018s102

17. Avila MMM. O Programa de Agentes Comunitarios de Satde no Ceard:
o caso de Uruburetama. Cienc Saude Coletiva. 2011;16(1):349-60.
https://doi.org/10.1590/51413-81232011000100037

18. Vidal SV, Motta LCS, Siqueira-Batista R. Agentes comunitarios de sadde:
aspectos bioéticos e legais do trabalho vivo. Saude Soc. 2015;24(1):129-40.
https://doi.org/10.1590/50104-12902015000100010

19. Pedebos LA, Rocha DK, Tomasi Y. A vigilancia do territério na atengdo primaria: contribuicdo
do agente comunitario na continuidade do cuidado. Saude Debate. 2018;42(119):940-51.
https://doi.org/10.1590/0103-1104201811912

20. Barreto ICHC, Pessoa VM, Sousa MFA, Nuto SAS, Freitas RWJF, Ribeiro KG, et al.
Complexidade e potencialidade do trabalho dos Agentes Comunitdrios de
Satlde no Brasil contemporaneo. Saude Debate. 2018;42 N° Espec 1:114-29.
https://doi.org/10.1590/0103-11042018s108

21. Morosini MVGC, Fonseca AF. Revisao da Politica Nacional de Atencao
Basica numa hora dessas? Cad Saude Publica. 2017;33(1):e00206316.
https://doi.org/10.1590/0102-311x00206316

22. Brasil. Lei N° 12.994, de 17 de junho de 2014. Altera a Lei n © 11.350, de 5 de outubro
de 2006, para instituir piso salarial profissional nacional e diretrizes para o plano de
carreira dos agentes comunitarios de sadide e dos Agentes de Combate as Endemias.
Brasilia, DF; 2014 [cited 2020 Nov 16]. Available from: http://www.planalto.gov.br/ccivil_03/_
ato2011-2014/2014/1ei/112994 .htm

23. Brasil. (Constituicdo 1988). Emenda Constitucional N° 95, de 15 de dezembro de 2016.
Altera o ato das disposi¢des constitucionais transitérias, para instituir o novo regime fiscal,
e da outras providéncias. Brasilia, DF; 2016 [cited 2020 Nov 16]. Available from:
http://www.planalto.gov.br/ccivil_03/constituicao/emendas/emc/emc95.htm

24. Domingues CC, Wandekoken KD, Dalbello-Araujo M. Potencialidades do processo de
trabalho do Agente Comunitdrio de Satide. Rev Bras Pesq Saude. 2018;20(4):145-54.
https://doi.org/10.21722/rbps.v20i4.24818

Funding: Coordenagdo de Aperfeicoamento de Pessoal de Nivel Superior (Capes - Funding Code 001).

Authors’ Contribution: Study design and planning: EHGL, YWC. Data collection, analysis and interpretation:
DEWGEF, ARE, EHGL, YWC. Drafting or revision of unpublished study: DEWGF, ARE, EHGL, YWC. Approval of final
version: DEWGF, ARF, EHGL, YWC. Public responsibility for the content of the article: DEWGF, ARE, EHGL, YWC.

Conflict of Interest: The authors declare no conflict of interest.

https://doi.org/10.11606/s1518-8787.2021055003005 H




