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Abstract The discontinuity of care and actions
in the territory in primary health care during
pandemic periods can escalate acute and chron-
ic complications and mortality. In this sense, this
article aims to present the barriers and facilita-
tors for care continuity and actions in the territo-
ry during the COVID-19 pandemic in Sdo Paulo
municipalities. This qualitative analysis was con-
ducted through 37 interviews with health man-
agers and professionals from six municipalities.
Two facilitators were identified: the availability of
a specific service for attending COVID-19-related
respiratory demands and the integration of the
health team professionals before the pandemic.
Two barriers were identified: a fragile primary
healthcare structure before the pandemic and the
lack of alignment of health professionals’ actions
with the community and territorial care model.
We concluded that municipalities with a struc-
tured PHC system before the pandemic faced
fewer hardships in preserving care continuity and
actions in the territory.

Key words Primary Health Care, Care conti-
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Introduction

In well-structured and organized systems, Pri-
mary Health Care (PHC) is preferably the first
point of access for patients to health services,
which is expected to also occur during a pan-
demic'? In this sense, PHC historically plays a
vital role in health crises. In different epidemics,
such as Dengue, Zika, and Ebola, this care level
successfully prevented, diagnosed, treated, and
rehabilitated patients>*.

PHC refers to comprehensive individual and
community healthcare practices through health
promotion, disease prevention, diagnosis, treat-
ment, and rehabilitation actions®. This care level
has seven principal attributes: entry point (first
contact service), longitudinality, comprehensive-
ness, care coordination, community orientation,
family centrality, and cultural competence®.

Longitudinality (care continuity) has been
considered a central and exclusive PHC charac-
teristic®” among these attributes. Although these
terms are often used with similar meanings,
some authors understand them with some speci-
ficities. This article works with the care continui-
ty concept related to a given health problem and
a set of care sessions, which may or may not be
performed by the same professional, mediated by
the transfer of information potentially provided
by records that will support the user’s treatment.
In this case, there is no concern about establish-
ing a therapeutic relationship over time, as pro-
posed by the concept of longitudinality”.

While PHC is crucial in effectively managing
a response to health emergencies, it also plays a
central role in care continuity during a health cri-
sis®. The population that needs to access a health
service for other reasons unrelated to the pan-
demic should have a receptive place in PHC?*’
since some continued care demands cannot be
postponed during these events, such as care for
chronic patients, prenatal care, and childcare.
Discontinuing this care can exacerbate acute and
chronic complications and lead to higher mortal-
ity and health system overload due to the accu-
mulation of postponed care because of the health
crisis™.

A complementary process to care continui-
ty in PHC is the actions in the territory related
to the community guidance attribute’. Territo-
rialization is conducted to identify the clients
who will be under the care of a specific health

team" to formulate a plan that aims at contin-
uously monitoring the population. However,
understanding the territory exceeds the idea of
physical space defined only by administrative
agreement and allocation of the population. It
also encompasses the economic, political, cultur-
al, and epidemiological aspects that traverse the
health-disease process'. The territorial space and
its social and health characteristics are relevant
instruments to be considered in the work process
of health professionals. As a result, the territory
should be taken both as a map for the service’s
health planning and as a space for developing ex-
tramural actions, such as home visits, search for
partners, intersectoral articulation, implement-
ing the School Health Program and promoting
community mobilization and participation®.

Thus, actions in the territory recognize the
health needs of a given population through ep-
idemiological analysis combined with territori-
alization'. This factor gives PHC the potential
to address public health emergencies’. Due to
the bond established with the local community,
PHC teams hold a strategic position that allows
performing an early diagnosis of those infected,
treating mild cases, collaborating with epidemi-
ological surveillance actions, and implement-
ing prevention and health education measures
during a health crisis'®"”. Also, implementing
actions in the territory during the health crisis
enhances care continuity in PHC and identifies
vulnerabilities through community guidance'.

The consolidation of the care continuity pro-
cess supported by a territorialized process and
action planning based on an epidemiological and
social diagnosis that constitutes a particular space
has been a challenge since the establishment of
the Unified Health System (SUS). This issue could
be compounded in a pandemic context.

This article aims to analyze the barriers and
facilitators of care continuity and actions in the
territory during the COVID-19 pandemic in Sdo
Paulo state municipalities. We start from two
initial assumptions: the first, municipalities that
already had an adequate PHC structure before
the COVID-19 pandemic - sufficient human re-
sources, infrastructure, and management capac-
ity — could preserve this continuity; the second,
only municipalities that had already adhered to
the Family Health Strategy (ESF) care model be-
fore the pandemic managed to perform territori-
al and community-based actions.



Methods
Research design and data collection

This qualitative study was based on
semi-structured interviews held in six case-mu-
nicipalities'®?. The strategy of multiple cases
with a single level of analysis was adopted due to
its applicability for performing in-depth analysis
and investigating events characterized by their
inseparability from the context".

We employed data from the first stage of a
quantitative survey to choose the case munici-
palities based on the selection of sensitive ques-
tions from the questionnaire applied to managers
of 253 municipalities. These sensitive questions
aimed to qualify the characteristics favorable
or unfavorable to PHC performance during the
pandemic.

The strategic dimensions for good PHC per-
formance in actions related to COVID-19 sur-
veillance and containment were considered in
the analysis, preserving the bond and compre-
hensive care to the population®?, favoring the
following features:

I) Care model (existing predictors prior to the
pandemic): (1) available PHC services and (2)
availability/non-availability of ESF teams;

II) Actions in the territory to face the pandem-
ic (tracer events of the intentionality of promot-
ing territorialization during the health crisis): (1)
availability of territory-oriented COVID centers,
(2) active search for community actions for part-
nerships with the Municipal Health Secretariat,
(3) continuity of the work of Community Health
Workers (ACS) during the pandemic, (4) con-
tinuity of home visits, (5) educational actions
in the territory, (6) identification of groups in
greater social vulnerability, (7) articulation with
epidemiological surveillance, (8) strategies for
monitoring confirmed cases, (9) social support
actions, (10) psychological support actions, (11)
adaptations for keeping group activities and
health education and (12) monitoring contacts of
positive cases;

IIT) Care continuity in PHC during the pan-
demic (tracer events of the intentionality of pro-
moting comprehensiveness during the crisis): (1)
investments and technological acquisitions, (2)
active search for discharged patients, (3) conti-
nuity of priority PHC activities — team meetings,
reception, activities of professionals from the
Family Health Support Center (NASF), dentistry
appointments, Papanicolaou and breast cancer
screening, insertion of IUDs and other family

planning actions, care for clients with chronic
diseases —, (4) care for cases of mild/moderate
post-COVID sequelae, (5) care continuity for
priority groups and (6) construction/innova-
tions/creative adaptations to keep care for the
population regarding prevention and promotion.

Regarding the care model dimension, a group
of municipalities with “structured ESF” (33 mu-
nicipalities) and another without “ESF structure”
(21 municipalities) were considered for selection.
Considering that the population size influences
the ESF coverage, more expressive in small mu-
nicipalities, the groups were divided into “50
thousand and over” and “below 50 thousand”
inhabitants. The objective questions that repre-
sented and considered the dimensions “actions
in the territory to face the pandemic” and “care
continuity during the pandemic” were consid-
ered scoring answers that indicated good perfor-
mance in the selected actions. The four groups of
municipalities were classified by the respective
population sizes and the care model with PHC
structure, from highest to lowest emphasis on
valuing actions in the territory and care conti-
nuity at this care level, selecting municipalities
ranked at the top and bottom of each group. The
top-ranking municipalities were selected in the
model without an ESF structure. Thus, the char-
acteristics of the six case-municipalities of inter-
est were as follows:

I) Municipalities with less than 50,000 in-
habitants, well-structured ESF with an empha-
sis on valuing actions in the territory and care
continuity in PHC; II) Municipalities with more
than 50,000 inhabitants, well-structured ESE and
emphasis on valuing actions in the territory and
care continuity in PHC; III) Municipalities with
under 50 thousand inhabitants, well-structured
ESE, and without emphasis on valuing actions in
the territory and care continuity in PHC; IV) Mu-
nicipalities with more than 50,000 inhabitants,
well-structured ESF, and without emphasis on
valuing actions in the territory and care continui-
ty in PHC; V) Municipalities with under 50 thou-
sand inhabitants, without ESF structure, and with
emphasis on valuing actions in the territory and
care continuity in PHC; VI) Municipalities with
more than 50,000 inhabitants, without an ESF
structure, and with an emphasis on valuing ac-
tions in the territory and care continuity in PHC.

Figure 1 shows the selection process of mu-
nicipalities and their respective characteristics.

One PHC unit was selected in each type of
municipality, based on the following criterion:
service with senior professionals in the munici-
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pality and, thus, who were already working be-
fore the COVID-19 pandemic. The municipal
manager provided this information.

Managers (secretary, primary care coordi-
nators, and service manager) and health profes-
sionals (doctors, nurses, ACS, and NASF profes-
sionals) were interviewed in each municipality.
Thus, the corpus to which the qualitative analysis
presented here refers consisted of 37 interviews
conducted from a semi-structured questionnaire.

Data analysis

This work adopted thematic analysis' to in-
vestigate reality from the perspective of PHC so-
cial agents who worked during the pandemic?*.
In this sense, we aimed to describe, interpret,
and identify patterns*®* from the data collected
during the interviews, which were recorded and
transcribed.

Data were analyzed in two steps. Care conti-
nuity activities and actions in the territory before
the health crisis were mapped in the first step.
This stage aimed to identify the changes pro-
duced as a result of the pandemic. In the second
stage, the following categories were reached with
the Maxqda software for stratification and group-
ing: 1) facilitators of care continuity and actions
in the territory during the COVID-19 pandemic;
2) barriers to care continuity and actions in the
territory during the COVID-19 pandemic.

The interview roadmap could have given an
immediate direction to exploring the barriers
and facilitators of care continuity and actions
in the territory. Thus, our reflections based on
empirical data, fine-tuning, and resignified with
and by the theoretical framework on PHC trig-
gered the constructs we call care continuity and
actions in the territory facilitators and barriers.
Constructs are analytical resources that assist in
understanding the dynamics of the functioning
of a health device and its relationship or adher-
ence with and to the framework of rules for im-
plementing public policies.

Both steps were completed following the eth-
ical recommendations for human research (Res-
olutions No. 466/2012, No. 510/2016, and No.
580/2018). The Research Ethics Committee of
the Health Institute approved the research.

Results

The data show that all municipalities, to a greater
or lesser extent and regardless of the care model
and size, provided care for walk-in demand and
referrals to specialties, which can be classified as
care continuity before the COVID-19 pandemic.
Only one small municipality with the ESF model
mentioned matrix support.

Concerning actions in the territory, regard-
less of size and care model, all stated that they

253 municipalities
participating in the
quantitative survey

/
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Figure 1. Flowchart of the groups according to the characteristics of the municipalities for the selection of cases

for the qualitative study.

Source: Authors.



performed home visits (HV) before the pandem-
ic. Those without an ESF performed HVs only
for sporadic and severe cases, meaning it is not
a routine practice at the unit. Only three munic-
ipalities with ESF performed activities such as
active search and articulations with other sectors
of the territory, one of which had under 50 thou-
sand inhabitants and two with more.

Care continuity actions shown by the ana-
lyzed municipalities were related to the care of
people living with chronic diseases, pregnant
women, and renewal of medical prescriptions,
which is a restricted service due to the context.
Except for pregnant women, in which prena-
tal care continued to be held in person, care for
people living with chronic diseases, in almost all
municipalities, regardless of size and care model,
mainly occurred via telecare.

Only three municipalities — two using the ESF
model and one not, and one small and two large
- reported meeting walk-in demand in person
when we can detect health conditions that may
need monitoring. The same previous municipali-
ties managed to adapt part of the service to all de-
mands in the face-to-face format. In Municipal-
ity 5, which adopted the model without ESF and
is large, a doctor was assigned to make telephone
contacts, mainly for cardiovascular risk patients,
selecting those with complaints for face-to-face
appointments, which was called by the team an
essential routine.

Only four of the six municipalities inter-
viewed had some action in the territory, two with
the model with ESF and two without ESE The
municipalities that managed to conduct territo-
rial actions reported that the main activity was
home visits for patients with severe needs, bed-
ridden, limited mobility, and other exceptional
cases. Municipality 6, small and without an ESF
model, identified critically ill patients through
QR Code tracking. Municipality 5, which is large
and in the model without ESE, through phone
calls by a doctor who screened patients with
complaints, indicated whether the appointment
would be face-to-face at the unit or a home visit,
depending on the case. In Municipality 1, which
is large and with the ESF model, the NASF team
performed group appointments via telecare and
home visits to elderly clients.

By comparing the before and during the pan-
demic, the municipalities of the ESF model that
already performed actions in the territory be-
yond home visits, active search, and articulations
with other sectors tended to maintain such ac-
tivities during the pandemic. Regarding munic-

ipalities without ESFE, both were already visiting
and aimed to increase such activities during the
pandemic.

Barriers and Facilitators

Chart 1 briefly presents the main findings of
this study.

The analysis of the interviews identified two
barriers to care continuity and care in the ter-
ritory: 1) weak PHC structure according to the
general principles of the National Primary Care
Policy (sufficient human resources, adequate
physical structure, municipal managers’ manage-
ment capacity); and 2) lack alignment of health
professionals’ actions with the community and
territorial care model.

The first factor can be evidenced by identi-
fying that the municipalities that struggled the
most to preserve care continuity and failed to
perform actions in the territory had a weak PHC
structure and no professionals’ actions aligned
with the community and territorial service mod-
el before the COVID-19 pandemic. Regarding
the structure, the most evident fragility was that
of human resources. The lack of doctors and
nurses was the most mentioned:

Two of our teams were registered with PHC,
and no doctor was interested in coming here. We
registered, and they were qualified, but the vacan-
cies still needed to be filled. So, it is not easy (Mu-
nicipality 3 - Respondent 1).

When I arrived in 2018, we spent a year at the
unit without a doctor in the family health strategy.
They sent a doctor to provide specific care, which
does not represent the Family Health Strategy.
Hence, a doctor from Mais Médicos was contract-
ed for two years, and the contract has expired. We
have returned to the same situation (Municipality
3 - Respondent 2).

The lack of doctors overloads nurses, who often
accumulate the management and care function:

Some units have a manager, and some do not.
[...] So the nurse has to see the matter of a lamp
that burned, attend to the patient, perform preven-
tion, and check on the availability of a driver [...]
(Municipality 5 - Respondent 1).

Dependence on federal programs for hiring
and retaining professionals is evident. Although
less mentioned, the lack of physical infrastruc-
ture was also evidenced in these municipalities:

So today, as much as we know that we need to
increase the number of teams, I still can’t because
the municipality does not have an adequate unit
infrastructure (Municipality 3 - Respondent 1).

w
w
—
—

€T0T ‘8TSE-L0S€:(TT)8T BATID[0D) IPNES X BIOUIID



W
v
—
NS}

Costa MIS et al.

Chart 1. Barriers and facilitators of continuity of care and actions in the territory.

Size Municipality I\E::;Zl Facilitators Barriers
50 thousand | Municipality | ESF 1. Availability of a specific service
and over 1 to meet COVID-19-related
respiratory demands
2. Integration of health team
professionals before the pandemic
Municipality | ESF 1. Weak primary healthcare
2 structure before the pandemic
2. Health professionals’
actions lack alignment with
the community and territorial
care model
Below 50 Municipality | ESF 1. Weak primary healthcare
thousand 3 structure before the pandemic
2. Health professionals’
actions lack alignment with
the community and territorial
care model
Municipality | ESF 2. Integration of health team 1. Weak primary healthcare
4 professionals before the pandemic | structure before the pandemic
50 thousand | Municipality | No ESF | 1. Availability of a specific service
and over 5 to meet COVID-19-related
respiratory demands
2. Integration of health team
professionals before the pandemic
Below 50 Municipality | No ESF | 1. Availability of a specific service
thousand 6 to meet COVID-19-related
respiratory demands
2. Integration of health team
professionals before the pandemic

Source: Authors.

The municipality’s management capacity is
another item analyzed in the PHC structure cate-
gory. In this regard, it was evident that the under-
standing and role of PHC in the health services
system varies, and the presence and support of
other professionals are decisive for operating
primary care according to its foundations. In
contrast, the municipalities with the slightest dif-
ficulty preserving care continuity and perform-
ing actions in the territory had no physical and
human resources structure weaknesses.

Again, regarding the management capacity
of the municipality with less difficulty, the sec-
retaries with fewer public health experience were
backed by other professionals with PHC expe-
rience and appreciation, whether in the role of
primary care coordinators, PHC unit managers,

or advice from mental health coordinators at the
state level.

Regarding the lack of alignment of the actions
of managers and frontline professionals with the
community and territorial service model, the
teams needed to be aligned. They showed that
they worked with processes aimed at “treat and
street”, using the territory only for administrative
purposes focused on the management aspect of
health services. This data was identified in two
municipalities that adopted the ESF care model:

We have a problem with planning the family
health program because we do not have a PHC
protocol here [...] (Municipality 2 - Respondent
1).

The ACS no longer lives in the neighborhood.
He can live in one neighborhood and work in an-



other unit. So, he no longer has the bond he had
before. I noticed it had significantly changed (Mu-
nicipality 2 - Respondent 3).

On the other hand, this alignment was evi-
dent in teams sensitive to health determinants
and offered actions linked to health promotion.
Thus, the respondents showed that they under-
stand the importance of valuing the knowledge
of the territory, the bond with families, health
promotion and prevention activities, such as
school health programs and thematic groups,
and the matrix support with NASF and CAPS:

We have many schools in our area. So, we de-
fine strategies and goals for the year together with
the PSE [...] We also have a shelter, “Nosso Lar”,
for children, which is also in our coverage area
(Municipality 1 - Respondent 4).

Actions and workshops emerged. We had a
workshop, which, at the time, the psychologist did
together with the speech therapist for his mental
health group. He started making video calls and de-
veloped informative videos to send via WhatsApp
(Municipality 1 - Respondent 5).

The pandemic came and closed “Centro Dia”.
So, what did “Centro Dia” start to do? Visiting
these older adults once a week, with some actions.
Then, the NASF team tagged along, monitoring
these seniors not to lose that contact so much (Mu-
nicipality 1 - Respondent 3).

The municipality has a shelter [...] So, we go
there, perform surveillance, and provide health
guidance. We went there three times to collect PCR
from all those sheltered during the pandemic and
to vaccinate them against COVID-19 (Municipal-
ity 5 - Respondent 5).

Two facilitators were identified: 1) Avail-
ability of a specific service to meet severe
COVID-19-related respiratory demands; 2) In-
tegration of health team professionals before the
pandemic. While not a determining variable, the
availability of a specific service to meet respirato-
ry demands related to the severe form of the dis-
ease avoided PHC overloading, which occurred
in only one municipality that needed a specific
service’s support but preserved part of care con-
tinuity and actions in the territory. However, it
struggled with the physical space and the team,
as both were divided.

The facilitator categorized as “integration of
health team professionals” was irrelevant to con-
tinuity since all municipalities, regardless of the
care model adopted, managed to keep the actions
slightly, with varying degrees. However, integra-
tion between professionals overly influences the
team’s ability to effect territorial actions. Thus,

the disintegration of the teams can be attribut-
ed to PHC’s structural deficiencies, and the work
processes not aligned with the actions in the ter-
ritory:

Of health workers, these people distanced
themselves a little. I am still determining exactly
what they were doing. I believe - I'm not sure -
they had the contacts via telephone (Municipality
3 - Respondent 4).

We make weekly meetings every Friday [...]
where we set goals [...], see what was not achieved,
and rework the strategies, always team-thinking
because the team has been the same for six years.
So, it gets easier [...] (Municipality 1 - Respondent
1).

We have a NASF team that will evaluate what
may be happening and social workers. We always
work on this multidisciplinary team: ACS, nurse,
counter staff, and doctor. Our team only works to-
gether. We sit and see the best opportunity for our
coverage area in all meetings (Municipality 1 - Re-
spondent 5).

The team meets to see more priority cases. The
ACS give me something they see differently: a fam-
ily that needs priority and is vulnerable or a visit.
We have several cases here and get it right (Munic-
ipality 4 - Respondent 3).

Discussion

This article starts from the understanding that
the care model promotes the logic or rationali-
ty of health practices, articulating technical and
scientific knowledge for a given organization of
activities developed for the care of individuals
and groups®®?. The municipality with an ESF
would indicate that political-institutional and
administrative changes have occurred in munici-
pal health management for implementing such a
care model. However, based on the present study,
we could perceive that the health actions in the
PHC are adjusted to the local reality even with
an ESF in the municipality. This would explain
the great diversity of conduction and implemen-
tation of actions in the municipalities, even in a
PHC model defined and guaranteed by specific
guidelines and legislation®.

Such evidence shows the heterogeneous
weaknesses of the municipal state capacity, un-
derstood as the State’s ability to implant public
policies and their objectives®-*! for implementing
health policies. In fact, with the managers’ great
enthusiasm vis-a-vis the program, studies have
shown substantial advances in consolidating the
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implementation of the ESF in the municipalities.
However, there are still significant challenges to
be overcome. The main reasons for the lack of
compliance and inefliciency of the strategy are
associated with inadequate and limited financial
investment and unsatisfactory technical qualifi-
cation of managers and teams'’.

The data reveal that Municipalities 2 and 3 of
the ESF model already struggled to preserve the
minimum structure before the COVID-19 pan-
demic, both physical and human resources. Both
managed to secure care continuity only for people
living with chronic diseases. Care was even more
restricted in Municipality 3 and was continued
only for uncontrolled chronic conditions. It is a
small municipality, a feature commonly associ-
ated with inefficiency or low PHC performance,
justified, above all, by the economy of scale and
complications for retaining health professionals
and the consequent turnover in health teams®.

If structural weakness was already a variable
found in these municipal health systems, the
arrival of the pandemic brought it to the fore
and exacerbated it. This finding corroborates
the discussion about the effects of implement-
ing decentralization in the context of municipal
heterogeneity****2. Economic and administra-
tive inequality between municipalities generated
difficulties in implementing decentralized public
policies, including health policy. This difference
reveals varying organizational conditions and ca-
pacities, generally scarcer in locations with up to
50 thousand inhabitants®. These municipalities
comprise the segment most dependent on inter-
governmental transfers and with the least state
capacity, as with Municipality 3.

On the other hand, Municipality 4, which
is small, needed to improve in preserving care
continuity during the pandemic. With structur-
al weaknesses before the pandemic, it received
support from the state sphere in organizing PHC
and received doctors through a federal program.
Thus, comparing two small municipalities (Mu-
nicipalities 3 and 4) highlights the relevance of
supporting municipalities in developing state ca-
pacities in a crisis. However, transfers of resourc-
es from other government spheres depend on the
municipality’s ability to seek programs, which
can increase the number of health procedures
and actions offered, affecting PHC performance.

Regarding actions in the territory, the data
reveal that they occurred in municipalities that
adopted the ESF model and those that did not.
The identification of actions in the territory
in Municipalities 5 and 6, both from the mod-

el without ESE, showed that the model adopted
could be more decisive for the functioning of this
attribute in a crisis. Most municipalities received
additional government funds to guarantee health
services for NCDs'". In this sense, we should con-
sider whether the active search for patients with
chronic diseases was motivated more by this fi-
nancial incentive than by planning and organi-
zation inherent to a work process. Furthermore,
we noticed that the unit manager and frontline
professionals adopting work processes more
aligned with the ESF fundamentals is crucial for
the continuity of actions in the territory. In these
cases, the most influencing variables were the
alignment of professionals with the community
and territorial care model and their integration
into the health team. Both variables are decisive
in structuring the work processes developed by
teams. This finding aligns with the literature that
debates the effects of autonomy and discretion
of frontline professionals in implementing poli-
cies?*.

Several elements operate in the daily im-
plementation process and interaction between
frontline professionals and clients besides the of-
ficial ones, as expected by the policy’s rules and
management®. When interacting with clients,
professionals coordinate their values and per-
ceptions of the world with other stakeholders in-
volved. As a result, they respond as best they can
to the pressures and demands from the clients”.
In other words, the actions of frontline profes-
sionals overly impact policy change®. This mech-
anism was evident in non-ESF municipalities
that implemented actions linked to this model.

Furthermore, from 2006 to 2017, with the
first two versions of the PNAB, the government
strongly encouraged the implementation of the
ESF model. Besides the movement to expand
this strategy, it emphasized the training of pro-
fessionals to prioritize and value actions and ser-
vices that transcend medical care and recognize
the needs of the population and its territory. Such
training and previous experiences within the ESF
model® may be interfering with the current per-
formance of health professionals and managers,
even in other PHC service organization types.

The relevance of the autonomy of frontline
professionals™ was also evident in the study.
Two municipalities mentioned the autonomy of
health units and their workers to adapt the work
process during the pandemic. In Municipality 1,
with a strong team interaction, structured terri-
torial processes, and a link between professionals
and the community, the team decided to adapt to



preserve care continuity and actions in the terri-
tory. On the other hand, in Municipality 3, with
very low population size, structural weaknesses,
and the lack of structured territorial processes,
the team paralyzed actions in the territory and
sustained care continuity only for people with
decompensated chronic diseases and pregnant
women.

Municipality 5 highlighted the importance of
the manager’s state capacity for innovation. This
municipality did not adhere to the ESF model
and needed an ACS professional to help with ter-
ritorial tracking. By creating a QR Code to track
infected people and possible contacts, the man-
ager implemented a low-cost territorial moni-
toring network with high reach among residents,
which was also maintained and adapted as a pub-
lic health management tool in the post-pandem-
ic context. Such data corroborates the literature
and reinforces the importance of the continuous
capacity for innovation in the formulation and
implementation of public policies and health
practices in the SUS*.

Finally, it is essential to highlight that the
data analyzed were collected in October 2022, 31
months after the onset of the pandemic. Consid-
ering the complexity of the recent and long-last-
ing health crisis in its four phases, containment,
mitigation, suppression, and recovery*!, we can
state that the study was located in its last phase.

In this sense, although the study sought to
understand the pandemic as a whole, it can be
stated that the respondents tended to choose one
of the phases, mainly mitigation or suppression
of the pandemic, about which they reported
the occurrences, whether on decisions made or
actions undertaken during the pandemic. This
means that the reports collected about care conti-
nuity and actions in the territory by PHC services
in Sdo Paulo’s municipalities would be restricted
to alocalized temporal space of the pandemic pe-
riod. In other words, the results presented here
do not concern the pandemic’s extent and diver-
sity of specific contexts and needs of each phase.

Final considerations

This article identified that both barriers and fa-
cilitators for care continuity and actions in the
territory during the COVID-19 pandemic were
associated with the available structure and work
processes that predated the pandemic contexts.
In other words, the municipalities that already

had a more structured PHC before the health cri-
sis struggled less in keeping care continuity.

The municipalities with more significant
structural weakness preserved care continuity,
focusing on people with chronic diseases, preg-
nant women, and children, and could not offer
other types of care. We noted that using the ESF
or non-ESF care model did not influence care
continuity since all municipalities managed to
keep it regardless of the model. Observing the
actions in the territory, we identified that all mu-
nicipalities of the non-ESF model surveyed con-
ducted them. However, not all municipalities of
the ESF model could perform them.

This study presented the skills of managers
and frontline health professionals when identi-
fying the barriers and facilitators in this perfor-
mance. These must be expressed, more or less
clearly, in the different dimensions of the chal-
lenge of keeping a PHC functioning in a health
crisis or not.

We can point out the municipalities with less
than 10 thousand inhabitants whose most signif-
icant challenge is to depend entirely on transfer-
ring resources from other government spheres
for organizing and maintaining PHC. Addition-
ally, even federal resource access programs have
benefited the municipalities with the greatest
resources®”. This dual unfavorable condition is
reflected in the high percentage of inefficiency
in municipalities with very low population sizes
in studies evaluating PHC performance nation-
wide?.

In turn, small and medium-sized munici-
palities, represented in most cases in the present
study, have a higher proportion of efficient mu-
nicipalities as their size increases due to char-
acteristics specific to the organization of PHC
health services. However, efficiency is generally
associated with producing health actions, which
are not necessarily reflected in efficient results®.
From this perspective, our study is consistent
with the literature and witnessed the specific ac-
tions indicating care continuity and territorial-
ization. However, other studies are necessary to
show the production of efficient results, positive-
ly affecting the population through the produc-
tion of such health actions.

Finally, in the face of other possible health
crises, the importance of more significant invest-
ment in PHC structures became clear, mainly in
qualifying management and ensuring sufficient-
ly prepared and protected health professionals
working on the frontline.
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