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Abstract

Introduction Primary health care (PHC) is crucial for achieving universal health coverage, particularly in low-

and middle-income countries, where it has been linked to reducing health inequalities and providing financial
protection. It is distinguished from other care levels by its essential attributes: longitudinality, first-contact care,
comprehensiveness, and care coordination across the network. PHCs played a crucial role during the COVID-19
pandemic, and providing continuous care while coordinating testing and contact tracing was challenging. It is
necessary to adapt its operations to ensure care. This study explores the influence of essential PHC attributes and local
organizational strategies on care continuity during the pandemic.

Methods A guantitative cross-sectional study was conducted with health managers from municipalities in the state
of Sdo Paulo in a sample stratified by population size. The survey was applied in 259 municipalities, and the weighted
analysis considered 553 municipalities. We evaluated indicators related to care continuity in PHC, convergence with
essential PHC attributes, local strategies such as telecare, and the adaptation of PHC units (UBSs) to an exclusive
COVID-19 PHC service. Statistical analyses included Pearson’s correlation and multiple linear regression.

Results Care continuity in PHC was significantly associated with convergence of essential PHC attributes (r=0.453,
p=0.000), PHC coverage, investment in telecare, and the transformation of UBS to care exclusively for COVID-19
patients. The regression model revealed that these variables significantly influenced care maintenance during the
pandemic, and convergence of essential PHC attributes was the most relevant factor.

Conclusion Convergence in the essential attributes of comprehensive PHC was crucial for care continuity during the
pandemic. Owing to the essential attributes of comprehensive PHC, continued strengthening of PHC is necessary to
ensure the resilience of health systems, and we recommend future studies on the implementation of the essential
attributes of comprehensive PHC.
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Background

Primary health care (PHC) has played a fundamental role
in improving global health and well-being for over 40
years, resulting in a significant decline in maternal, neo-
natal, and child mortality and deaths from diseases such
as HIV/AIDS, malaria, tuberculosis, and vaccine-pre-
ventable diseases [1, 2]. The main distinctions between
PHC and other care levels are the fundamental attributes
guiding care: longitudinality, first-contact care, compre-
hensiveness, and care coordination in the network [3].
The organization of these attributes may vary under dif-
ferent health systems. However, PHC attributes tend to
be strengthened with proximity to the territory, com-
munity care initiatives, and investment in professionals
trained to work with family and community medicine [3,
4]. Thus, we would have comprehensive primary health
care available to users with these strengthened PHC
attributes.

Comprehensive primary health care (PHC) is even
more important when its effectiveness in low- and mid-
dle-income countries is taken into consideration. Robust
evidence indicates that implementing a comprehen-
sive PHC approach in these countries ensures equitable
access to care and protection against financial hardship
[5, 6]. Thus, PHC is widely recognized as essential for
achieving universal health coverage and reducing health
inequalities [7].

Research has highlighted the importance of PHC dur-
ing the COVID-19 pandemic [8, 9], which can be under-
stood as a recent example of a severe health crisis on a
global scale. During the crisis, PHC served as the first
point of contact for individuals and communities and dis-
played the ability to adapt quickly during the pandemic
[10-12]. In many places, PHC is responsible for coordi-
nating testing, contact tracing, and monitoring patients
in home isolation, which significantly affects the spread
of the virus [13]. PHCs’ ability to integrate preventive
and curative care, offering a comprehensive care con-
tinuum, is crucial for preventing the collapse of health
systems and ensuring that vulnerable populations con-
tinue to receive the care they need [14]. However, dur-
ing the health crisis caused by the COVID-19 pandemic,
concerns have been raised about care continuity [8, 15],
especially for the population with chronic noncommu-
nicable diseases and other conditions usually treated in
PHC [10], such as immunization and maternal and child
care.

Several responses were identified for care continuity in
PHC. Some of the principal adaptations already mapped
that reorganized care were telemedicine and telephone or
video call appointments, virtual monitoring of patients,
and reallocating the flow to specific units designated for
COVID-19 cases [10, 12, 16—18]. However, we observe
persistent gaps in the understanding of the role of
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previous structuring of PHC’s essential attributes (com-
prehensive PHC) in the responses implemented during
the COVID-19 pandemic, especially regarding the asso-
ciations between PHC attributes before the pandemic
and dedicated care continuity responses.

Although studies have documented how primary care
was adapted during COVID-19, including telemedicine
and the reorganization of patient flows, the evidence
remains limited on whether and how the pre-pandemic
degree of comprehensive primary care, expressed by
essential primary care attributes, is associated with the
continuity of routine services during a health crisis. This
question is particularly relevant in decentralized systems
with substantial heterogeneity across local contexts.
In Brazil, despite a growing literature describing PHC
responses to the pandemic, there is still limited qualita-
tive, municipality-level evidence linking differences in
PHC work processes and local organizational strategies
to continuity of care. In this way, this study does not aim
to assess health outcomes or epidemiological effects, but
rather to examine work processes and organizational fea-
tures of primary health care models. Therefore, this study
explores the influence of essential primary care attributes
and local organizational strategies on municipalities’ per-
formance in maintaining continuity of care during the
COVID-19 pandemic.

The Brazilian Unified Health System (SUS) is an inter-
esting case for investigating this possible association. The
SUS has continental proportions and aims to provide
comprehensive healthcare to all citizens at the individual,
family, and collective levels in PHC and specialized care.
The SUS is under tripartite management, involving the
federal, state, and municipal spheres that work together
to finance and formulate health policies [19]. The munici-
palities (the spheres with the least state capacity [20] and
the greatest territorial capillarity) are responsible for
most of the provided services [21], especially PHC. Fur-
thermore, they possess political-administrative autonomy
to implement local organizational adaptations during the
execution of policies and other guidelines formulated by
higher levels of government. During sanitary crises—and
most notably during the COVID-19 pandemic—the role
of municipalities gained prominence due to the denial-
ist stance adopted at the federal management level. It is
worth highlighting the strategic role of municipal man-
agement in structuring a health system that is coher-
ent with SUS guidelines while simultaneously adapting
to local realities and needs. Given the large number of
municipalities, 5,570 in total [22], we observe significant
internal heterogeneity in Brazilian PHC regarding the
implementation of comprehensive PHC attributes.

The state of Sdo Paulo is among the most populous in
the country within the Brazilian system. It harbors 645
municipalities of different population sizes and varying
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levels of access to the specialized care network. It was one
of the primary COVID-19 epicenters. Sdo Paulo’s PHC
has different configurations regarding the care model
adopted and has developed heterogeneous care guide-
lines for the pandemic [14, 23]. In conjunction with these
aspects, the state of Sdo Paulo can be taken as an inter-
esting excerpt to constitute an analysis of the institutional
care culture in Brazilian PHC, as it encompasses services
in their most varied ways of implementing attributes.
Against this backdrop, it is important to assess whether
municipalities with stronger pre-pandemic primary care
capacity were better able to sustain the continuity of rou-
tine services during the COVID-19 crisis. Accordingly,
this study examines the association between convergence
with essential PHC attributes and continuity of care,
accounting for local organizational strategies adopted
during the pandemic. To address this objective, we con-
ducted a cross-sectional study based on a statewide sur-
vey of municipal health managers in Séo Paulo, Brazil.

Methods

Study design and participants

This is a quantitative cross-sectional study with munici-
pal health managers due to their role in decision-making
on guidelines for organizing care within PHC. The study
population consisted of a probabilistic sample of munici-
palities in the state of Sdo Paulo stratified by population
size to allow the analysis of characteristics in different
settings. Thus, the sample was drawn from three strata: (i)
municipalities with 50,000 inhabitants or more (n=139);
(if) municipalities with between 10,000 and 50,000 inhab-
itants (n=239); and (iii) municipalities with up to 10,000
inhabitants (#=267). Stratum (i) municipalities with
50,000 inhabitants or more were surveyed in a census
fashion for 139 municipalities, of which 132 participated
in the study. For strata (ii) and (iii), the samples were
defined using the presence of traditional PHC and ESF
teams as criteria, totaling, in stratum (ii), a sample of 60
municipalities and, in (iii), a sample of 60 municipalities.
In stratum (ii), 66 of the 60 planned participants and 55
of the 60 sampled participants were interviewed in stra-
tum (iii). The three strata together generated a sample of
259 municipalities, of which 253 agreed to respond to the
survey. Thus, sample losses corresponded to six munici-
palities and occurred due to refusal or inability to partici-
pate due to recent changes in management positions. The
sample weights were calculated, and a weighted sample
of 553 municipalities was obtained.

In Brazil, the family health strategy (ESF) model is sim-
ilar to that of comprehensive PHC. Thus, in this article,
we refer to ESF teams as comprehensive PHCs and tra-
ditional PHC teams as representatives of services with
little investment in essential PHC attributes. Given that
municipalities tend to display heterogeneous patterns of

Page 3 of 10

PHC organization [23], the study employed a gradative
analytical approach, classifying municipal PHC accord-
ing to its degree of convergence with essential attributes,
rather than relying on a dichotomous categorization of
“pure” PHC types (comprehensive or traditional).

Data collection

Data were collected from February to June 2022 through
telephone or video call surveys. An ad hoc question-
naire (supplementary files) was designed to capture spe-
cific regional nuances. Its content and face validity were
established through a consensus process involving aca-
demic experts from UNESP and health managers from
the State Health Secretariat and COSEMS-SP, followed
by a pilot test to ensure the clarity and appropriate-
ness of the items. The form was structured on the Red-
Cap platform and organized into seven blocks: (i) PHC
model; (ii) general characteristics of PHC management in
the municipality; (iii) initial adaptation to the pandemic
context; (iv) COVID-19 health actions (2020 and 2021);
(v) continuity of PHC activities (2020 and 2021); (vi) gen-
eral impressions; and (vii) successful experiences dur-
ing the pandemic. The characterization of the previous
PHC structure based on essential attributes was concen-
trated in blocks (i) and (ii); the organization of services
in a health crisis was represented based on the response
to COVID-19, blocks (iii) and (iv); and care continuity,
blocks (v), (vi) and (vii). During questionnaire admin-
istration, the initial contact for the interview was the
municipal health secretary. After being informed about
the study objectives and the topics covered in the inter-
view, the secretary could either respond directly or des-
ignate another official—such as the PHC coordinator, the
health director, or a professional in a comparable posi-
tion—to respond.

Variables

Based on the questions in the questionnaire (available in
the Supplementary material), indicators were developed
to characterize the degree of convergence between Pri-
mary Health Care (PHC) and its essential attributes—
longitudinality, first-contact access, comprehensiveness,
and care coordination—at the municipal level, following
the Family Health Strategy (ESF) model [3, 23, 24]. Addi-
tionally, indicators were created to assess performance
in maintaining continuity of care during the pandemic
(Table 1).

Longitudinality, defined as the sustained therapeu-
tic bond with the same PHC team or professional over
time, was mapped using question 6, and described in
Table 1, line 3, as “Continuity of care by the same team”.
First-contact access was captured through “Guidance
on access to PHC offered to users” (question 5 in ques-
tionnaire; line 2 in Table 1) and territorialization process
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Table 1 Aspects considered for scoring the convergence score
with the comprehensive PHC

Aspects Score
variation

Territorialization process 1t03
Guidance on access to PHC offered to users 2to3
Continuity of care by the same team 0to3
Medical care provided by a family doctor or general 0to3
practitioner

Activities performed by community health workers 0to3
Available counter-referral flow between health services Tto3

Table 2 Aspects considered for scoring care continuity during
the COVID-19 pandemic

Aspects Score
variation

Home visits -1to3
Activities performed by PHC during home visits 0to3
Prenatal care appointments -1t03
Activities performed by PHC during prenatal care 1t03
appointments

Childcare -1to3
Activities performed by PHC during childcare 1t03
Appointments for chronic diseases -1t03
Activities performed by PHC during appointments for 1t03
chronic diseases

Participants' self-assessment of their performance in provid- 0to 3

ing care continuity for priority groups (pregnant women,
children aged 0-2 years, and people with chronic diseases)

(questions 3 and 4 in questionnaire; line 1 in Table 1),
referring to the geographic delimitation and the specific
population under each team’s responsibility. Care coor-
dination was assessed through the available counter-
referral flow between health services (question 10 in the
questionnaire). The comprehensiveness indicator was
constructed based on the existence of medical care pro-
vided by a family doctor or general practitioner and on
the scope of activities performed by community health
workers (questions 7 and 46 in the questionnaire; lines 4
and 5 in Table 1). Scoring was assigned according to the
provided database [https://doi.org/10.7910/DVN/KP7Y5
AJ

Work process changes to adapt to the current health
crisis (COVID-19) were captured through question 37
(see the questionnaire in the supplementary material),
related to technological improvements aimed at conduct-
ing telehealth appointments [10, 11] and telecare, and
question 24, related to establishing the referral flow for
patients with suspected or diagnosed COVID-19 within
the PHC by establishing an exclusive COVID-19 PHC
service or separating PHC units exclusively for COVID-
19 care. Care continuity during the pandemic was
assessed through nine dimensions, through questions
64a to 64 L (Table 2).
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Based on the literature and guidelines for Primary
Health Care (PHC), the authors established a scoring
system for the managers’ responses. This model was vali-
dated by five experts—professors and researchers in the
field of Brazilian Collective Health from various institu-
tions—with recognized expertise in the subject. Follow-
ing the incorporation of the panel’s contributions, the
final scale was defined with variations from 0 to 3 for
convergence with comprehensive PHC, and from -1 to 3
for continuity of care.

In addition to the variables in the questionnaire, the
municipality’s population, potential population cover-
age of Primary Health Care (PHC) teams and Family
Health Strategy (FHS) teams, social indicators (longevity,
schooling), and municipal financial capacity indicators
(total per capita health expenditure, per capita tax rev-
enue, per capita SUS transfer revenue, percentage of own
resources allocated to health, municipal wealth), were
added to the analysis.

Municipal population data were obtained from the
State Health Secretariat website, using the 2021 popula-
tion estimate calculated by the Fundagdo SEADE based
on projections from the 2022 Census.

The potential coverage of PHC and FHS teams was
retrieved from the Ministry of Health’s PHC website [25],
which has information on the number of funded Family
Health and PHC teams, considering the potential popula-
tion served by the team (data referring to the registration
status in August 2021).

Longevity, schooling, and municipality’s wealth indica-
tors were obtained from the Fundagcio SEADE website
(http://iprs.seade.gov.br/), for the year 2018. And, the
municipality’s financial capacity indicators were obtained
from the Public Health Budget Information System
(SIOPS), for the year 2022 (http://siops-asp.datasus.gov.b
r/cgi/siops/serhist/ MUNICIPIO/indicadores. HTM).

Initially, a correlation analysis was performed between
all variables using a correlation matrix and Pearson’s
correlation coefficient. The initial results of this analysis
revealed collinearity between PHC coverage and FHS
coverage; the latter was excluded from the model, as PHC
coverage showed a stronger correlation coefficient with
the dependent variable.

Thus, the variables included in the study were named
as follows:

Care continuity in PHC: PHC care continuity score;
Comprehensive PHC: Score of the convergence
score with comprehensive PHC;

Investment in telecare: Investment in telecare score
in PHC;

PHC with flow for RS: Separate care flows for
patients with respiratory symptoms (RS) within the
PHC unit;
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Establishing an exclusive COVID-19 service:
Creating a new service to provide COVID-19 care;
Exclusive PHC COVID-19 services: Transforming
a PHC service to operate as a dedicated COVID-19
care center;

Contractualized PHC management: presence of

a management contract with non-governmental
entities for PHC;

Population: Number of inhabitants in the
municipality.

PHC coverage: Population coverage by PHC and
FHS teams;

FHC coverage: Population coverage by FHS teams;
Longevity: a combination of four mortality rates for
specific age groups: perinatal (fetuses and children
from zero to six days); infant (from zero to one year);
individuals aged 15 to 39 years; and individuals aged
60 to 69 years.

Schooling: school attendance rate for the 0- to
3-year age group;

Municipal wealth: calculated from indicators of
electricity consumption in agriculture, commerce,
and services, per capita GDP, and family income;
Per capita total health expenditure: SIOPS
indicator for 2022;

Per capita tax revenue: SIOPS indicator for 2022;
Per capita SUS transfer revenue; SIOPS indicator
for 2022;

Percentage of own municipality resources
allocated to health: SIOPS indicator for 2022.

Data analysis

All the analyses were weighted on the basis of the sam-
pling weights defined in the sampling process. The data
analysis model considered care continuity in PHC as the
dependent variable. Pearson’s correlation coefficient,
which is based on a correlation matrix, initially mea-
sures the dependence between variables. Multiple linear
regression analysis (stepwise method) was subsequently
performed with all the variables of interest. A logarith-
mic transformation was performed to achieve a normal
distribution of the population variables. The data were
analysed via the SPSS™ statistical package version 20,
assuming a statistical significance level of 5%.

Ethics approval and consent to participate

This study was conducted in accordance with the
guidelines of the Brazilian current ethical standards
and with the approval of the Ethics Committee of the
Health Institute, under opinion number 5,317,019;
CAAE: 48513721.8.3001.0086. All participants provided
informed consent before their involvement in the study.
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Results

The following section presents the descriptive and ana-
lytical results, focusing on the associations between
continuity of care, convergence with essential PHC attri-
butes, local characteristics, and municipal organizational
strategies implemented during the pandemic.

Table 3 shows a summary description of the variables
included in this study per care continuity in PHC. In this
table, we can observe a consistent association between
care continuity in PHC and the variables of PHC con-
vergence (r=0,45), and telecare initiatives (r=030).
Other variables also showed significant positive corre-
lations, albeit of lesser intensity: PHC with flow for SR,
contractualized PHC management, PHC coverage, total
per capita health expenditure, and per capita SUS trans-
fer revenue. Note that the exclusive COVID PHC service
and longevity also exhibited significant correlations, but
with negative values.

Notable correlations among the included variables are
also highlighted: population was inversely correlated with
PHC coverage, FHS coverage, per capita tax revenue,
and total per capita health expenditure; PHC and FHS
coverages were positively correlated with per capita SUS
transfer revenue and total per capita health expenditure.
Finally, the strong correlation between PHC and FHS
coverages indicates collinearity.

A Pearson correlation matrix is shown in Table 3,
including all the variables selected for the study. Ini-
tially, we underscore the correlation between care con-
tinuity in PHC and PHC convergence in comprehensive
PHC (r=0.453, p=0.000). Other variables were also sig-
nificantly correlated but with less intensity: UBS trans-
formation (r= -0.109, p=0.011), investment in telecare
(r=0.295, p=0.000), separate care flow in UBS for
patients with respiratory symptoms (r=0.110, p=0.009),
and PHC coverage (r=0.128, p =0.009).

Table 4 shows the results of the multiple linear regres-
sion analysis, where care continuity in PHC was consid-
ered the dependent variable. In this model, convergence
with the attributes of Integral PHC, investment in tele-
consultation, and total per capita health expenditure
showed significant B values, with respective positive coef-
ficients of 0.374, 0.210, and 0.278. It is noteworthy that
the largest p was that of Integral PHC.

However, the exclusive COVID PHC service, per cap-
ita tax revenue, and creation of a COVID center exhib-
ited negative [ values of -0.112, -0.200, and -0.078,
respectively.

Discussion

This study analysed PHC’s capacity to maintain routine
health actions during a health crisis, such as the COVID-
19 pandemic. We should discuss PHC organization
in this context of crisis because system overload at all
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Table 4 Multiple linear regression between care continuity and
associated variables. State of Sao Paulo, 2022

Variables Coefficients
95,0% Confi- B Sig.
dence Interval (Standardized)
for B
Constant 16450 - 25.868 0.000
Comprehensive PHC 1.253-1.885 0374 0.000
attributes
Investment in virtual care  0.975 - 2.087 0210 0.000
in PHC
Per capita total health 0.003 - 0.008 0278 0.000
expenditure
Exclusive PHC COVID-19 -6.234--1.339 -0.112 0.002
services
Per capita tax revenue -0.002 - 0.000 -0.200 0.002
Establishing an exclusive ~ -5.707 --0.034 -0.078 0.047

COVID-19 service

care levels has challenged the reorganization of routine
appointments and preservation of care for other health
problems during the pandemic [10, 12, 16].

We analysed attributes in the organization of actions
in PHC to assess its potential as a comprehensive PHC.
We also considered some new strategies adopted by the
municipality to address COVID-19, such as PHC telec-
are and transforming one or more PHC services into an
exclusive COVID-19 care service. Similarly, the analysis
included the municipality’s attributes that might have
influenced the local response during the pandemic.

The analysis of convergence with comprehensive Pri-
mary Health Care (PHC) indicates that the essential
attributes of PHC (longitudinality, comprehensiveness,
bonding, first contact accessibility, and coordination of
care) are present within the Brazilian system, albeit with
varying degrees of convergence. Therefore, the case study
illustrates the possibility of utilizing the prior structure
and organizational aspects of PHC team workflows as
pre-pandemic variables to analyze the influence of com-
prehensive PHC on the system’s response at this level of
care during the health crisis.

The results showed that PHC'’s ability to maintain care
continuity depended on an organizational model pri-
oritizing comprehensive care, on health funds effectively
allocated [39], and on municipal strategies for investing
in PHC telecare [1, 10]. The implementation of telemedi-
cine can be understood as a facilitator for establishing
bonds of trust that encourage the use of PHC as the point
of first contact. Furthermore, it provides working condi-
tions aligned with the PHC attributes of longitudinality,
comprehensiveness, and coordination. Thus, telemedi-
cine may corroborate the attributes of convergence with
comprehensive PHC and, together, become key factors in
promoting continuous care even during health crises [24,
30, 38].
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The population coverage of PHC teams, despite show-
ing a positive correlation in the initial univariate analysis,
lost significance in the multivariate analysis, not prov-
ing to be a factor that enhanced an adequate response
to the pandemic situation, as observed in another study
[24]. In the national setting, in pre-pandemic context,
the associations between a well-established PHC system
with good population coverage and health outcomes for
these populations are already known [36-38]. Neverthe-
less, the state of Sao Paulo has shown low PHC coverage
indicators over the last few decades compared with other
federated units [23, 26, 39], with significant regional dif-
ferences. And it can explain the results.

Total health expenditure per capita was also asso-
ciated with continuity of care in PHC. However, this
requires further analysis as it may be linked to popula-
tion size. Smaller municipalities showed higher spend-
ing compared to larger ones, suggesting that in small
towns, health resources are more focused on PHC due to
the lack of medium and high-complexity infrastructure,
which is typically concentrated in larger, regional hubs
[39].

Due to its broader nature and its stronger alignment
with the model of care, converging to comprehensive
PHC was more strongly associated with care continuity
than were the other variables analysed. Thus, it should
gain prominence in discussions on strengthening health
systems.

On the other hand, the association between care conti-
nuity and establishing exclusive COVID-19 PHC services
was negative. Although these COVID units have gained
prominence in the pandemic response organization,
under the arguments of containing transmission risks
and that separating the public served between services
could seemingly produce a relieving effect so that other
PHC services, this hypothesis was not proven true.

Separating the target audience brought a rupture of
the first access and comprehensiveness attributes, thus
compromising longitudinality and, by extension, care
continuity. Furthermore, separate flows can lead to the
reallocation of flows and people, affecting interprofes-
sional teamwork, which also tends to harm care continu-
ity [21, 29, 34], whether within or outside the context of a
health crisis.

Thus, Sdo Paulo’s data align with results from the rest
of Brazil [18, 24, 30] and show the relevance of promot-
ing comprehensive PHC and converging on this type of
care organization to advance care longitudinality and ter-
ritorialization, highlighted during the pandemic.

The results also reinforce the idea that it is crucial to
reverse the scenario of changes promoted in health sys-
tems and PHC [31-35] to have health systems prepared
for care continuity even during health crises, which
tend to reduce financing and the scope of care and
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can restrictively affect the scope of care offerings and
threaten the consolidation of PHC’s essential attributes.
Therefore, it indicates the need to invest in expanding
and consolidating the attributes of comprehensive PHC,
which promotes more comprehensive and integrated
care [6, 27, 28, 30]. There is an urgent need to imple-
ment robust policies that support the expansion of PHC
in terms of its essential attributes and that encourage
adaptation and healthcare continuity at all care levels to
ensure the efficiency and resilience of health systems.

Study limitations

Before concluding, these findings should be interpreted
in light of the study’s limitations. The study’s limitation
was its geographic scope, which covered only one Bra-
zilian state. However, internal diversity minimizes this
aspect, which affects municipalities of different popula-
tion sizes and with different health service structures. It
also limited the care continuity analysis to actions related
to children and pregnant women of users with NCDs, as
they represent priority groups in PHC. Nevertheless, the
heterogeneity across municipalities and the comparative
analysis of different PHC configurations provide use-
ful evidence on how essential attributes and local orga-
nizational strategies were associated with continuity
of care under crisis conditions. While the use of an ad
hoc questionnaire is a limitation due to the lack of for-
mal psychometric validation, this risk was mitigated by a
rigorous content review involving academic researchers
and stakeholders. This is compounded by the potential
for response bias arising from variations in perspectives
among the different actors interviewed; however, these
individuals were specifically designated as key informants
by the municipal health secretary to ensure expertise.
Beyond organizational factors, this study did not account
for individual professional characteristics—such as age,
tenure, or training—which may influence care delivery
and thus preclude a more granular analysis of individual-
level variables. Another limitation of this study is that it
does not explicitly account for municipal-level socioeco-
nomic, cultural, and participatory differences between
areas operating under different primary health care mod-
els, which may partially influence the observed outcomes.
Finally, the study’s cross-sectional nature prevents causal
inferences, while the reliance on self-reported data from
municipal managers introduces the possibility of bias
influenced by social desirability.

Conclusion

The findings presented here align with efforts already
established globally to “reference” lessons learned dur-
ing the COVID-19 pandemic and show the relevance of
resuming discussions on the guidelines that should guide
comprehensive PHC and its role in public health policies
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applicable to all health systems. This study reaffirms the
relevance of comprehensive PHC, highlighting that its
guidelines have been vital for territorialization, continu-
ous access, and comprehensive care despite its variations.
Furthermore, converging on the essential attributes of
comprehensive PHC was especially crucial for care con-
tinuity. During the COVID-19 pandemic, the recovery
of priority activities in PHC has shown that it is possible
to maintain longitudinal actions such as prenatal care,
childcare, home visits, and care for users with NCDs,
even in municipalities with a smaller structure but with
aspects linked to the essential attributes of comprehen-
sive PHC.

In Brazil, municipal governance is strategic to the
development of the essential attributes of comprehen-
sive PHC that sustain continuity of care in times of crisis.
Therefore, continued and robust investments in compre-
hensive PHC are needed to prepare the system, ensuring
that health professionals deeply understand the living
conditions of communities and develop a diverse range
of skills and abilities. This strengthening is essential for
ensuring the resilience and effectiveness of health sys-
tems in different contexts and structures. We recom-
mend further studies detailing the implementation of
PHC’s essential attributes to guide health systems in
implementing comprehensive PHC.
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