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    PRESENTATION


    


    The National Primary Care Policy (PNAB) resulted from the accumulated experience of different players historically involved with the development and consolidation of the Unified Health System (SUS), such as social movements, users, employees and managers from the three government spheres.


    


    In Brazil, Primary Care is developed with the highest degree of decentralization and capillarity being performed in locations that are closest to people’s lives. It should be the preferred contact for users, the main gateway and communication center with the entire Health Care Network. Due to such, it is essential that it be guided by the principles of universality, accessibility, bonds, care continuity, comprehensive care, accountability, humanization, equality and social participation.


    


    The Basic Health Units installed near to where people live, work, and study play a pivotal role in ensuring that the population has access to quality health care. Equipping these units with the necessary infrastructure needed for this service is a challenge that Brazil - the only country in the world with an over 100 million population that has a public, universal, comprehensive and free health system - is facing with the investments from the Ministry of Health. This mission is part of the Care Closer to Home Strategy, which faces the barriers towards the expansion and development of Primary Care in the Country.


    


    More and Better Resources: besides the fact that resources provided for 2012 have been almost 40% higher than those predicted for 2010, representing the largest increase in funds transferred from fund to fund ever since the creation of the PAB, the new PNAB changed the federal funding design for Primary Care, combining equality and quality.


    Regarding equality, the Fixed PAB differentiates the per capita value per municipality benefiting the municipalities that are poorer, smaller, and have a higher percentage of poor and extremely poor populations with the lowest population densities. On the quality bias, it induces the model changes through the Family Health Strategy and creates a quality component that evaluates values and rewards teams and municipalities, guaranteeing an increased the allocation of resources depending on the contractual commitments and result achievements, based on the reference standards for access and quality agreed upon in a tripartite manner.


    


    A Stronger Primary Care system that Coordinates the Health Care Network: the new PNAB updated concepts in politics and introduced elements linked to AB´s desired role in coordinating the Health Care Networks. Advances in an AB statement that is welcoming, resolute and that advances in the management and coordination of the users care in the other Health Care Networks. It also advanced, with the recognition of a wider range of team modeling for different populations and realities in Brazil. In addition to the several ESF formats, the EAB also began including the homeless population (Mobile Clinics), the increased number of municipalities that may have Family Health Support Centers (NASF), simplified and facilitated the conditions for River UBS units and ESF units for the Riverside Populations.


    


    The new policy articulates AB with the important SUS initiatives, such as the expansion of inter sector actions and health promotion, with the universalization of the School Health Program - and expansion to the daycare centers -, agreements between the industries and schools for healthier food, deployment of more than 4000 Health Academy centers till 2014. The Primary Care teams add up to the Best at Home teams in order to greatly expand the home care range of actions and solvability. The Telehealth, the integration of the information systems and the new regulatory policy point towards the expansion of AB´s solvability capacity and care continuity of the users who need specialized care.


    


    Broader UBS units, with better service and work conditions: partnering with states and municipalities, the federal government is investing 3.5 billion (BRL) to modernize and enhance the services to the population. Newer and broader UBS units will be built, and existing units will be renovated, expanded and computerized. Together, there will be more than 3000 built and more than 20 thousand renovated, expanded and computerized.


    


    We are working towards having a Primary Care system that is capable of dealing with most of the health care needs, near people’s houses, performed with agility and quality as well as in a welcoming and human manner.


    


    All of this is the result of the daily commitment and achievements of half a million health workers, managers and social participants, who are dedicated to daily build a Quality Primary care system for all Brazilian citizens.


    MINISTRY OF HEALTH


    


    


    ORDINANCE No. 2488, OCTOBER 21st, 2011


    


    Approves the National Primary Care Policy, establishing a review of the guidelines and standards for organizing primary care, for the Family Health Strategy (eSF) and the Community Health Workers Program (PACS).


    


    The STATE HEALTH MINISTER, exercising the powers granted him through sections I and II of the sole paragraph in art.87 of the Constitution and considering Law No. 8080, September 19th, 1990, which set forth the conditions for health promotion, protection and recuperation, as well as the organization and operation of the corresponding services, and other provisions;


    


    Considering Law No. 11350, October 2006, which regulates § 5 of Art. 198 from the Constitution, which provides for the use of personnel supported by the sole paragraph in art. 2 of the Constitutional Amendment No. 51, February 14th, 2006;


    


    Considering the Presidential Decree No. 6286, December 5th, 2007, which establishes the Healthcare at School Program (PSE), under the Ministry of Health and Ministry of Education, with the purpose of contributing to the complete education of students in the primary network through health prevention, promotion and care actions;


    


    Considering Decree No. 7508, June 28th, 2011, which regulates Law No. 8.080/90;


    


    Considering Ordinance No. 204, January 29th, 2007, which regulates the financing and transfer of federal resources for health actions and services, through financing blocks, with the respective monitoring and control;


    


    Considering Ordinance No. 687, March 30th, 2006, which approves the Health Promotion Policy;


    


    Considering Ordinance No. 3.252/GM/MS, December 22nd, 2009, which deals with the integration process of the surveillance activities for health and primary care;


    


    Considering Ordinance No. 4279, December 30th, 2010 which establishes guidelines for the organization of the Health Care Network under the Unified Health System (SUS);


    


    Considering Ordinance No. 822/GM/MS, April 17th, 2006, No. 90/GM, January 17th, 2008, and No. 2.920/GM/MS, December 3rd, 2008, which establish the municipalities that may receive differentiated resources from the eSF;


    


    Considering Ordinance No. 2.143/GM/MS, October 9th, 2008 which creates a financial incentive related to the inclusion of microscopists in primary care, to primarily perform actions to control malaria along with the community health worker teams (eACS ) and/or the Family Health Teams (eSF);


    


    Considering Ordinance No. 2.372/GM/MS, October 7th, 2009, which establishes the plan for providing dental equipment to the Oral Health teams in the Family Health Strategy;


    


    Considering Ordinance No. 2.371/GM/MS, October 7th, 2009, which establishes, within the National Primary Care Policy, the introduction of the Mobile Component for Oral Health Care - Mobile Dental Unit (UOM);


    


    Considering Ordinance No. 750/SAS/MS, October 10th, 2006, establishing the complementary registry form for the eSF, eSF with eSB - Types I and II - and ACS in the SCNES;


    


    Considering the need to review and adequate the national standards to the current stage of the development of primary care in Brazil;


    Considering the consolidation of the Family Health Strategy as a priority for reorganizing primary care in Brazil and that the experience accumulated by all federal entities demonstrates the need to adequate its standards;


    


    Considering the pact in the Tripartite Inter-management Commission meeting on September 29th 2011, the following is decided:


    


    Article 1 - Approve the National Primary Care Policy, planning to review the current regulation for implementation and operation, under the terms of this ordinance´s annexes.


    


    Sole Paragraph. The Secretariat for Health Care from the Ministry of Health (SAS/MS) will publish manuals and guides with the specific guidelines and operational details for this policy.


    


    Article 2 – Define that the resources budgeted in this ordinance come from the Ministry of Health´s budget, linking the following work programs:


    I - 10.301.1214.20AD – Primary Care Variable Base - Family Health;


    


    II - 10.301.1214.8577 – Primary Care Fixed Base;


    


    III - 10.301.1214.8581 - Structuring of the Primary Health Care Services Network;


    


    IV - 10.301.1214.8730.0001 - Oral Health Care, and


    


    V - 10.301.1214.12L5.0001 - Construction of Basic Health Units (UBS).


    


    Article 3 – The standards issued by this Ministry supported by Ordinance No. 648/GM/MS, March 28th, 2006, shall remain in force provided they are not conflicting with the provisions in this ordinance.


    


    Article 4 - This Ordinance is valid upon its publication.


    


    Article 5 – The following ordinances are hereby revoked: No. 648/GM/MS March 28th, 2006, published on the Union´s Official Journal No. 61, March 29th, 2006, Section 1, pg. 71, No. 154/GM/MS, January 24th, 2008, published on the Union´s Official Journal No. 18, January 25th, 2008, Section 1, pg. 47/49, No. 2.281/GM/MS October 1st, 2009, published in the Union´s Official Journal No. 189, October 2nd, 2009, Section 1, pg. 34, No. 2.843/GM/MS, September 20th, 2010, published in the Union´s Official Journal No. 181, September 21st, 2010, Section 1, pg. 44, No. 3.839/GM/MS, December 7th, 2010, published in the Union´s Official Journal No. 237, December 8th, 2010, Section 1, pg. 44/45, No. 4.299/GM/MS, December 30th, 2010, published in the Union´s Official Journal No. 251, December 31st, 2010, Section 1, pg. 97, No. 2.191/GM/MS, August 3rd, 2010, published in the Union´s Official Journal No. 148, August 4th, 2010, Section 1, pg. 51, No. 302/GM/MS, February 3rd, 2009, published in the Union´s Official Journal No. 28, February 10th, 2009, Section 1, pg. 36, No. 2.027/GM/MS, August 25th, 2011, published in the Union´s Official Journal No. 164, Section 1, pg. 90.


    


    


    ALEXANDRE ROCHA SANTOS PADILHA


    


    


    ANNEX A – NATIONAL PRIMARY CARE POLICY


    GENERAL PROVISIONS


    1 GENERAL PRINCIPLES AND GUIDELINES FOR PRIMARY CARE


    


    Primary care is characterized by a set of health actions, for both individuals and collectives, which includes the promotion and protection of health, disease prevention, diagnosis, treatment, rehabilitation, harm reduction and maintenance of health with the goal of developing comprehensive care that impacts peoples health situation and autonomy as well as the conditions and determinants of health in communities. It is developed through the exercise of care and management practices, that are democratic and inclusive, through teamwork, targeting populations in defined territories, and is responsible for the community´s sanitary conditions, considering the dynamics in the territories where these populations live. Primary care uses complex and varied care technologies that assist in managing health needs with higher frequency and relevance in its territory, observing risk, vulnerability and resilience criteria as well as the ethical imperative that all demands, health needs or suffering must be cared for.


    


    It is developed with the highest degree of decentralization and capillarity, close to people’s lives. It should be user’s preferential contact, the main gateway and communication center of the Health Care Network. It is guided by the principles of universality, accessibility, bonding, care continuity, comprehensive care, accountability, humanization, equality and social participation. Primary care considers the individual, based on his uniqueness and sociocultural integration, seeking to provide complete care.


    


    Primary Care has the following fundamentals and Guidelines:


    


    I – Have an assigned territory, in order to allow planning, decentralized planning and the development of sector and intersector actions impacting the situation, conditions and the determinants of health in the communities that make up that territory, always aligned with the equality principle;


    


    II - Provide universal and continuous access to resolute and quality health services, characterized as the preferential gateway of the healthcare network, welcoming users and promoting bonding and co-responsibility for the care of their health needs. The establishment of mechanisms that ensure accessibility and user welcoming considers an organization and operation logic for the health service that is based on the principle that the health unit must receive and hear everyone seeking their services, in a universal and non-exclusive manner. The health service should be organized in order to take on its central function which is welcoming, listening and offering a positive response, as well as being able to solve the vast majority of the population’s health problems and/or minimize what harms health and causes suffering, or be responsible for providing an answer, even if such is offered elsewhere in the healthcare network. The proximity and ability to care, bond, be accountable and solve problems is critical to the effectiveness of primary care as the contact and preferential gateway in the healthcare network;


    


    III – Enroll users and develop bonding relationships and accountability between the teams and the population enrolled, ensuring the continuity of health actions and longitudinality of care. Enrolling users is a process of linking people and/or groups and families to professionals/teams, as a reference for their care. The link, in turn, consists in building relationships of affection and trust between the health user and the health worker, allowing for a deepening of the health co-responsibility process, built over time, as well as having a therapeutic potential. The longitudinality of care considers the continuation of the clinical relationship, with bonding and accountability between professionals and users over time and permanently, accompanying the effects of the health interventions and other elements in the lives of the users, adjusting conducts when necessary, avoiding the loss of referrals and reducing iatrogenic risks due to unfamiliarity with life stories and lack of care coordination;


    


    IV - Coordinate the comprehensiveness in its various aspects: integrating program activities and spontaneous demands; articulating the health promotion actions, disease prevention, health surveillance, treatment and rehabilitation and management of the various care and management technologies necessary for these purposes and the amplification of users and communities autonomy, working in a multidisciplinary, interdisciplinary and team work manner, managing the user´s complete care and coordinating it within the healthcare network. The presence of different professional backgrounds, as well as a high degree of coordination between professionals is essential, so that actions are not only shared, but also an interdisciplinary process may occur, increasing the common field of expertise with the specific core abilities of each professional, thus increasing the whole teams care capacity. This organization requires a change in the procedure-centered work process, transforming it into a user-centered process, where the user´s care is the ethic-political imperative that organizes the technical-scientific intervention, and


    


    V - Encourage the users participation as a way to increase their autonomy and capacity to build their own health care as well as that of the people and communities in their territory, dealing with the health determinants and conditions, the organization and guidance of health services based on user-centered and social control logics. The Primary Care National Policy considers the terms “basic care” and “Primary Health Care,” in the current conceptions as equivalent terms. The principles and guidelines set forth herein relate to both terms. The Primary Care National Policy considers Family Health a strategic priority for the expansion and consolidation of primary care. The qualification of the Family Health Strategy and other organization strategies for primary care must follow the SUS and primary care guidelines, setting a progressive and singular process that considers and includes the regional local specificities.


    


    2 FUNCTIONS OF THE PRIMARY CARE NETWORK


    


    This ordinance, according to the current SUS regulation, defines the organization of Primary Healthcare Networks (RAS) as a strategy for integrated care, targeted to the health needs of the population. The RAS have organization arrangements consisting of health actions and services with different technology configurations and assistance missions, articulated in a complementary and territory based manner, and have several attributes, amongst them, the following stands out: primary care is structured as the first healthcare point and main entry into the system, consisting of a multidisciplinary team that covers the entire population, integrating, coordinating care and meeting their health needs. Decree No. 7508, July 28th, 2011, which regulates Law No. 8.080/90, defines that the “universal, equal and orderly access to health actions and services begins through the SUS gateway and is completed in the regionalized and hierarchical network.” In this sense, primary care must fulfill some basic functions in order to contribute to the functioning of the Healthcare Network, which is:


    


    I – Be the base: be the health care and service modality with the highest degree of decentralization and capillarity, with the always necessary participation in care;


    


    II - Be resolutive: identify health risks, needs and demands, using and articulating different technologies for individual and collective care through an extended clinic which is able to build positive bonds and clinical and sanitary effective interventions, aiming to increase the autonomy levels of individuals and social groups;


    


    III - Coordinate care: develop, monitor and manage singular therapeutic projects as well as monitor and organize the flow of users between the healthcare points of the RAS. Be the center of communication between the various healthcare points, responsible for the care of users through a horizontal, continuous and integrated relationship, in order to generate the shared management of the comprehensive care. Also articulating the other structures of the intersector, public, community and social healthcare networks. Therefore, it is necessary to incorporate care management tools and devices, such as: waiting list management (referrals to specialized professionals, procedures and tests), electronic medical records network, care protocols organized under the care segment logics, discussion and analysis of selected cases, sentinel events and critical incidents, among others. The regulatory practices carried out in primary care should be linked to the regulatory processes carried out in other areas of the network, in order to provide, at the same time, the quality of the micro-regulation performed by the primary care professionals and the access to other healthcare points in the appropriate conditions and timing, equally, and


    


    IV – Organize the networks: recognize the health needs of the population under its responsibility, organizing them in relation to the other healthcare points, so that the planning for health services is based on the health needs of the users.


    3 RESPONSIBILITIES


    


    3.1 COMMON RESPONSIBILITIES IN ALL GOVERNMENT SPHERES:


    


    I - Contribute to the reorientation of the care model and management based on the basis and guidelines highlighted;


    


    II - Support and stimulate the adoption of the Family Health Strategy by the municipal health services as a priority tactic for the expansion, consolidation and qualification of Primary Health Care;


    


    III - Guarantee the necessary infrastructure for the operation of the Basic Health Units, according to their responsibilities;


    


    IV - Contribute to the tripartite financing of primary care;


    


    V - Establish, in the respective health plans, priorities, strategies and goals for the organization of primary care;


    


    VI - Develop technical mechanisms and organizational strategies for qualifying the workforce for management and health care, value health professionals encouraging and enabling the training and permanent education of professionals in the teams, guaranteeing social and labor rights, the qualification of work contracts and the implementation of careers involving the workers development and the qualification of the services offered to users;


    


    VII - Develop, deliver and implement the primary care information systems according to their responsibilities;


    


    VIII - Plan, support, monitor and evaluate primary care;


    


    IX - Establish mechanisms for control, regulation and systematic monitoring of the results achieved by the primary care actions, as part of the planning and programming process;


    


    X - Disseminate the information and results achieved by primary care;


    


    XI - Promote experience exchanges and stimulate the development of research studies that seek to improve and disseminate technologies and knowledge focused on primary care;


    


    XII - Enable partnerships with international organizations, with governmental, and nongovernmental organizations, and the private sector, in order to strengthen primary care and the Family Health Strategy in the country, and


    


    XIII - Encourage popular participation and social control.


    


    3.2 MINISTRY OF HEALTH´S JURISDICTION:


    


    I - Define and periodically review, in an agreed upon manner, in the Tripartite Inter-management Commission (CIT), the National Primary Care Policy guidelines;


    


    II – Guarantee federal fund resources to make up the primary care financing;


    


    III - Provide institutional support to the State managers, the Federal District and the municipalities in the qualification and consolidation process of primary care;


    


    IV – Define, in a tripartite manner, articulation strategies with the state and municipal management of the SUS, with the purpose of institutionalizing the evaluation and qualification of primary care;


    


    V - Establish, in a tripartite manner, the national guidelines and provide technical and pedagogical tools that facilitate the management, training and permanent education processes for professionals and managers in primary care;


    


    VI – Articulate, with the Ministry of Education, strategies to induce curriculum changes in the health graduation and post-graduation programs in order to train professionals and managers with the appropriate profile for primary care, and


    


    VII - Support the articulation of institutions, partnering with the State, Municipal and Federal District Health Department, for the training and permanent education guarantee for health professionals in primary care.


    


    3.3 JURISDICTION OF THE STATE HEALTH DEPARTMENTS AND THE FEDERAL DISTRICT:


    


    I – Decide upon, along with the Bipartite Inter-management Commission (CIB), strategies, guidelines and standards for primary care implementation in the State, in order to complement the existing ones, provided there are no restrictions towards them and that the guidelines and general principles regulated in this Ordinance are respected;


    


    II - Designate state resources to make up the primary care tripartite financing, in order to provide fund to fund transfers for the costs and investments of actions and services;


    


    III – Be co-responsible for monitoring the use of the primary care federal resources transferred to the municipalities;


    


    IV – Submit to the CIB, for a resolution regarding the irregularities in the implementation of the resources of the Primary Care Block, according to the national regulation, with the purpose of:


    


    a) Defining a deadline for the municipal manager to correct the irregularities;


    


    b) Communicating with the Ministry of Health;


    


    c) Blocking the transfer of funds or other provisions, according to the national legislation, considered necessary and appropriately made official by the CIB;


    


    V - Analyze data that is of the state´s interest generated by the information systems, use them during planning and disseminate the results obtained;


    


    VI - Check the quality and consistency of the data submitted by the municipalities through the computerized systems, returning information to the municipal managers;


    


    VII - Consolidate, analyze and transfer to the Ministry of Health the files from the information systems submitted by the municipalities according to the flows and deadlines established for each system;


    


    VIII - Provide institutional support to the municipalities during the implementation, monitoring and qualification process of primary care and the expansion and consolidation of the Family Health Strategy;


    


    IX - Develop articulation strategies for the SUS municipal managements in order to institutionalize the evaluation process of primary care;


    


    X - Provide technical and pedagogical tools to the municipalities in order to facilitate the training and permanent education process of the members of the management and health care teams;


    


    XI - Articulate institutions, partnering with the Municipal Health Departments for training and a permanent education guarantee for health professionals in primary care teams and Family Health teams, and


    


    XII - Promote the experience exchanges amongst the various municipalities, in order to disseminate technologies and knowledge focused on improving primary care services.


    


    3.3 JURISDICTION OF THE STATE HEALTH DEPARTMENTS AND THE FEDERAL DISTRICT:


    


    I – Decide upon, along with the Bipartite Inter-management Commission (CIB), strategies, guidelines and standards for primary care implementation in the State, in order to complement the existing ones, provided there are no restrictions towards them and that the guidelines and general principles regulated in this Ordinance are respected;


    


    II - Designate state resources to make up the primary care tripartite financing, in order to provide fund to fund transfers for the costs and investments of actions and services;


    


    III – Be co-responsible for monitoring the use of the primary care federal resources transferred to the municipalities;


    


    IV – Submit to the CIB, for a resolution regarding the irregularities in the implementation of the resources of the Primary Care Block, according to the national regulation, with the purpose of:


    


    a) Defining a deadline for the municipal manager to correct the irregularities;


    


    b) Communicating with the Ministry of Health;


    


    c) Blocking the transfer of funds or other provisions, according to the national legislation, considered necessary and appropriately made official by the CIB;


    


    V - Analyze data that is of the state´s interest generated by the information systems, use them during planning and disseminate the results obtained;


    


    VI - Check the quality and consistency of the data submitted by the municipalities through the computerized systems, returning information to the municipal managers;


    


    VII - Consolidate, analyze and transfer to the Ministry of Health the files from the information systems submitted by the municipalities according to the flows and deadlines established for each system;


    


    VIII - Provide institutional support to the municipalities during the implementation, monitoring and qualification process of primary care and the expansion and consolidation of the Family Health Strategy;


    


    IX - Develop articulation strategies for the SUS municipal managements in order to institutionalize the evaluation process of primary care;


    


    X - Provide technical and pedagogical tools to the municipalities in order to facilitate the training and permanent education process of the members of the management and health care teams;


    


    XI - Articulate institutions, partnering with the Municipal Health Departments for training and a permanent education guarantee for health professionals in primary care teams and Family Health teams, and


    


    XII - Promote the experience exchanges amongst the various municipalities, in order to disseminate technologies and knowledge focused on improving primary care services.


    


    3.4 JURISDICTION OF THE MUNICIPAL HEALTH DEPARTMENTS AND THE FEDERAL DISTRICT:


    


    I - Decide upon, with the Bipartite Inter-management Commission, through the Cosems, strategies, guidelines and standards for implementing primary health care in the State, provided the guidelines and general principles regulated in this Ordinance are respected;


    


    II - Designate municipal resources to make up the primary care tripartite financing;


    


    III - Be co-responsible along with the Ministry of Health and State Health Department, for monitoring the use of primary care resources transferred to the municipalities;


    


    IV – Introduce the Family Health Strategy in its service network as a priority tactic for organizing primary care;


    


    V - Organize, implement and manage the primary care actions and services, universally, within its territory, including its own units and those granted by the State and the Union;


    


    VI - Provide institutional support to the teams and services during the implementation, monitoring and qualification process of primary care and the expansion and consolidation of the Family Health Strategy;


    


    VII - Develop strategies for institutionalizing primary care evaluation processes;


    


    VIII – Develop actions and articulate institutions for training and guaranteeing permanent education to the health professionals in the primary care teams and Family Health teams;


    


    IX - Select, hire and pay professionals that make up the multi professional primary care teams, according to the applicable law;


    


    X - Guarantee the necessary physical infrastructure for the Basic Health Units operation and implementation of the set of proposed actions, and may count with technical and/or financial support from the State Health Departments and the Ministry of Health;


    


    XI – Guarantee sufficient material resources, equipment and supplies for the Basic Health Units operation and for the implementation of the set of proposed actions;


    


    XII – Plan primary care actions from their territorial base and according to the people´s health needs, using a national planning tool or local correspondent;


    


    XIII - Update, analyze and verify the quality and consistency of the data entered into the national information systems to be sent to other management spheres, using them for planning and disseminate the results obtained;


    


    XIV - Organize the users flow in order to ensure the references to health services and actions outside primary care´s scope and according to the health needs of the users;


    


    XV – Maintain the register on the existing national registration system updated regarding all of the professionals, services and the public and private outpatient facilities, under their management, and


    


    XVI - Ensure compliance with the full workload of all the professionals that make up the primary care teams, according to the work hours specified in the SCNES and the care modality.


    


    


    4 PRIMARY CARE INFRASTRUCTURE AND OPERATION


    


    Requirements for the performance of primary care actions in the municipalities and in the Federal District:


    


    I - Basic Health Units (UBS) built according to the sanitary standards referenced according to the infrastructure manual from the Primary Care Department/SAS/MS;


    


    II - The Basic Health Units:


    


    a) Must be registered in the current national registration system according to the standards in force;


    


    b) It is recommended that they provide, according to the guidelines and specifications of the infrastructure manual from the Primary Care Department/SAS/MS:


    


    1 A medical/nurse’s room, dental care room, and room with a bathroom, multi-professional room for spontaneous demands, administration and management room, and group activities room for the primary care team;


    


    2 Reception area, a place for files and records, a procedure room, vaccination room; drug dispensing room and medication storage room (when there is a dispensation at the UBS); group inhalation room, procedure room, collection room; bandaging room, observation room, among others:


    


    3 The River Basic Health Units must meet the following specific requirements:


    


    3.1 Related to the minimum physical structure, must consist of a: medical room, nurse’s room, place for storing and dispensing drugs laboratory, vaccination room, public toilet, exclusive bathroom for employees cabins with enough beds for the whole team, kitchen, procedure room, and if they have oral health professionals, a dental room will be needed with the complete dental equipment;


    


    c) It must be identified according to the SUS and primary care visual standards agreed upon nationally;


    


    d) It is recommended that they have councils/committees, consisting of local managers, health professionals and users, enabling social participation in the management of the Basic Health Unit;


    


    III - Regular maintenance of the infrastructure and equipment in the Basic Health Units;


    


    IV - Existence and regular maintenance of the stock of necessary inputs for the Basic Health Units, including drug dispensing agreed upon nationally when scheduled to occur in that UBS;


    


    V – Multi professional teams, according to the teams modality, composed of, physicians, nurses, dental surgeons, oral health assistant or oral health technician, nursing assistant or nurse technician and community health workers, among other professionals depending on the epidemiological or institutional reality and the population´s health needs;


    


    VI – Updated registry of the professionals who make up the primary care team in the current national registry system, according to the standards in force and the workloads informed and required for each modality;


    


    VII - Guarantee from the municipal management, regarding access to the necessary diagnosis and laboratory support for the populations effective care, and


    


    VIII – Guarantee from the municipal management, regarding the flows defined in the Primary Care Network between the various healthcare points in different technological configurations, integrated logistical, technical and management support services, in order to ensure comprehensive care. In order to facilitate the principles of access, bonding, care continuity and sanitary responsibility and recognizing that there are different social epidemiologic realities, health needs and UBS organizations, the following is recommended:


    


    a) For a Basic Health Unit (UBS) without Family Health in large urban centers, the parameter recommended is a maximum of 18,000 inhabitants located inside the territory, guaranteeing the primary care principles and guidelines, and


    


    b) For a UBS with Family Health in large urban centers, the parameter recommended is a maximum of 12,000 inhabitants located in the territory, guaranteeing the primary care principles and guidelines.


    


    4.1 PERMANENT EDUCATION FOR THE PRIMARY CARE TEAMS


    


    The consolidation and improvement of primary health care as an important reorienting model for health care in Brazil requires knowledge and actions towards permanent education that are embodied in the actual practice of health services. Permanent education must be constitutive, with the qualification of care practices, management and popular participation.


    


    The redirecting of the care model clearly establishes the need for permanent transformation in the service operation and the team´s work process, demanding from its actors (workers, managers and users) greater analysis, intervention and autonomy capacity for the establishment of transformational practices, managing the changes and the narrowing links between work conception and implementation.


    


    In this sense, permanent education, in addition to its obvious pedagogical dimension, must also be seen as an important “management strategy”, with great potential for provoking changes in the daily services, in their micro politics, very close to the actual effects of the health practices in the lives of users, and as a process that takes place “at work, through work and for work.”


    


    Permanent education must be based on a pedagogical process that includes the acquisition/update of knowledge and skills as well as learning from problems and challenges faced in the work process, involving practices that can be defined by multiple factors (knowledge, values, power relations, planning and organizing the work, etc.) and that consider elements that make sense to the actors involved (meaningful learning).


    


    Another important assumption of permanent education is the ascending educational planning/programming, where, from the collective analysis of the work processes, the critical knots (various kinds) that care and/or management face are identified, enabling the construction of contextualized strategies that promote communication between general policies and the uniqueness of places and people, encouraging innovative experiences in care and health service management.


    


    Linking the permanent education processes to the institutional support strategy can greatly enhance the development of management and care skills in primary care, as it increases the alternatives for dealing with the difficulties experienced by workers in their routines.


    


    Along the same lines, it is important to diversify the repertoire of actions incorporating support devices and horizontal cooperation, such as experience exchanges and situation discussions between workers, practice communities, study groups, matrix support moments, visits and systematic studies of Innovative experiences, etc.


    


    Finally, recognizing permanent education´s ascending character and initiative it is important that each team, each health unit and each municipality demand, propose and develop permanent education actions, trying to match needs and singular possibilities with offers and more general processes of a policy proposed for all the teams and the entire municipality. It is important to tune in and mediate the pre-formatted permanent education offers (courses, for example) with the timing and context of the teams, so that they make more sense and therefore have a higher use value and effectiveness.


    


    Similarly, the articulation and support of the state and federal governments to the municipalities is important, seeking to respond to their needs and strengthen their initiatives. The reference is more towards support, cooperation, qualification and offers of various initiatives for different contexts, than the attempt to regulate, format and simplify the diversity of initiatives.


    


    4.2 PRIMARY CARE TEAM´S WORK PROCESS


    


    Characteristics of the primary care team´s work process:


    


    I - Definition of the performance territory and population under the responsibility of the UBS and teams;


    


    II - Development and implementation of health care activities according to the population´s health needs, with the prioritization of clinical and sanitary interventions in the health problems according to frequency, risk, vulnerability and resilience criteria. This includes planning and organizing the shared work agenda of all the professionals and avoiding agenda divisions according to health problems, life cycles, genders and disease criteria, which makes users access more difficult;


    


    III - Develop activities focused on the risk groups and clinical behavioral, dietary and/or environmental risk factors, in order to prevent the appearance or persistence of preventable diseases and harms;


    


    IV – Perform care with qualified listening, risk classification, health need evaluation and vulnerability analysis, considering the responsibility of providing resolute assistance to spontaneous demands and the initial emergency services;


    


    V - Provide comprehensive, continual and organized care to the assigned population;


    


    VI - Perform health care in the Basic Health Unit, at homes, in different locations within the territory (community halls, schools, kindergartens, parks, etc.) and in other appropriate spaces for the planned action;


    


    VII - Develop educational actions that can interfere in the population´s health-disease process, the development of individual and collective autonomy, and the users search for quality of life;


    


    VIII - Implement the guidelines for the qualification of care and management models, such as collective participation in management processes, valuating, encouraging autonomy and leadership of the various individuals involved in health production, commitment to the environment and work and care conditions, the establishment of solidarity bonds, identification of social needs and organizing services based on them, among others;


    


    IX - Participate in local health planning, as well as monitoring and evaluating the team, unit and municipality actions in order to readjust the work and planning process according to the needs, realities, difficulties and possibilities analyzed;


    


    X - Develop intersector actions, integrating projects and social support networks focused on the development of comprehensive care;


    


    XI - Support strategies to strengthen the local management and social control, and


    


    XII - Perform home care focused on users who have controlled/compensated health problems and with difficult or impossible physical transport conditions in order to go to a health unit, that require care less often and have less health resource needs, and perform shared care with home care teams in the other cases.


    


    4.3 ATTRIBUTIONS OF THE PRIMARY CARE TEAM MEMBERS


    


    The attributions of the professionals in the primary care teams must follow the legal provisions governing the exercise of each of the professions.


    


    4.3.1 Common attributions for all professionals:


    


    I - Participate in the territory definition and mapping of the team’s performance area, identifying groups, families and individuals exposed to risks and vulnerabilities;


    


    II – Maintain an updated registry of families and individuals in the information system indicated by the municipal manager and use, in a systematic manner, the data for the analysis of the health situation, considering the social, economic, cultural, demographic and epidemiological characteristics of the territory, prioritizing the cases to be monitored in the local planning;


    


    III - Implement the health care of the assigned population, primarily within the health unit, and, when necessary, at home and in other community settings (schools, associations, etc.);


    


    IV – Perform health care actions according to the health needs of the local population as well as those set out in the priorities and protocols of the local management;


    


    V – Guarantee health care seeking comprehensiveness through performing health promotion, protection and restoration actions and disease prevention, and guarantee care for spontaneous demands, performing the planned, group and surveillance health actions;


    


    VI – Care for users with qualified hearing of their health needs, undertaking the first evaluation (risk classification, vulnerability evaluation, data collection and clinical signs) and identify the needs for care interventions, providing humanized care, being responsible for the continuity of the care and enabling the establishment of bonds;


    


    VII - Conduct an active search and report diseases and worsening conditions that require mandatory notification as well as for other health problems and local importance situations;


    VIII - Be responsible for the assigned population, coordinating care even when it may require attention in other healthcare points in the health system;


    


    IX - Practice family care focused on communities and social groups with the purpose of proposing interventions that influence the health and sickness processes of the individuals, families, groups and the community itself;


    


    X - Perform team meetings to discuss the planning and evaluation of the team´s actions, based on the use of available data;


    


    XI – Systematically Monitor and evaluate the actions implemented in order to readjust the work process;


    


    XII – Guarantee the quality of the activity records in the primary care information systems;


    


    XIII - Conduct team and interdisciplinary work, integrating technical and professional areas from different backgrounds;


    


    XIV - Perform health education actions for the assigned population, according to the team’s planning;


    


    XV - Participate in permanent education activities;


    


    XVI – Promote community mobilization and participation, seeking to make social control effective;


    


    XVII - Identify partners and resources in the community that can enhance intersector actions, and


    


    XVIII - Perform other actions and activities to be determined according to local priorities.


    


    Other specific attributions of the primary care professionals may depend on municipality and Federal District standardization, according to the priorities set by their management and the national and state priorities agreed upon.


    


    4.3.2 Specific Attributions


    


    4.3.2.1 Nurse:


    


    I – Provide health care to the individuals and families assigned to the teams and, when appropriate or necessary, at homes and/or other community settings (schools, associations, etc.), in all stages of human development: childhood, adolescence, adults and seniors;


    


    II - Provide nursing care, procedures, group activities and according to other protocols or technical regulations established by the federal, state, municipal or Federal District manager, observing the legal provisions of the profession, request additional tests, prescribe medications and when necessary, refer users to other services;


    


    III - Perform planned activities and care for spontaneous demands;


    


    IV - Plan, manage and evaluate the actions developed by the ACS together with other team members;


    


    V - Contribute, participate and perform permanent education activities for the nursing staff and other team members, and


    


    VI - Participate in the management of the inputs necessary for the proper operation of the UBS.


    


    4.3.2.2 Nursing Assistants and Technicians:


    


    I - Participate in the care activities by performing procedures regulated in the exercise of their profession at the UBS and, when appropriate or necessary, at homes and/or other community settings (schools, associations, etc.).


    


    II – Perform planned activities and care for spontaneous demands;


    


    III - Perform health education actions with the assigned population, according to the staff’s planning;


    


    IV - Participate in the management of the inputs necessary for the proper operation of the UBS, and


    


    V - Contribute, participate and perform permanent education activities.


    


    4.3.2.3 Physician:


    


    I – Provide health care to the individuals under their responsibility;


    


    II - Provide clinical care, minor surgical procedures, group activities at the UBS and, when appropriate or necessary, at homes and/or other community settings (schools, associations etc.).


    


    III - Perform planned activities and care for spontaneous demands;


    


    IV - When necessary, refer users to other healthcare points, respecting local flows, and maintaining their responsibility for monitoring their therapeutic plan;


    


    V - Indicate, along with other healthcare points, the need for hospitalization or home care, maintaining their responsibility for monitoring the users;


    


    VI - Contribute, conduct and perform permanent education activities for all team members, and


    


    VII - Participate in the management of the necessary inputs for the proper operation of the UBS.


    


    4.3.2.4 Community Health Worker:


    


    I – Assign families in a defined geographic basis, the micro-area;


    


    II - Register all the people in their micro area and keep the registers updated;


    


    III - Counsel families regarding the use of the health services available;


    


    IV - Perform planned activities and care for spontaneous demands;


    


    V – Monitor, through home visits, all the families and individuals under their responsibility. The visits should be planned together with the team, considering the risk and vulnerability criteria so that families with most needs are visited more often, keeping the average one visit/family/month as a reference;


    


    VI - Develop actions with the purpose of integrating the health team and the population assigned to the UBS, considering the characteristics and purposes of the monitoring work for individuals and social groups or communities;


    


    VII - Develop health promotion, disease and harm prevention and health surveillance actions through home visits and individual and group educational activities in homes and communities, for example, fighting dengue, malaria, leishmaniasis, among others, keeping the team informed, especially regarding risk situations, and


    


    VIII - Be in constant contact with the families, developing educational activities with the purpose of promoting health, disease prevention and monitoring people with health problems, as well as monitoring the conditions of the Bolsa Familia Program (Family Support Program) or any other similar program involving income transfers and facing vulnerabilities introduced by the federal, state and municipal government, according to the team’s planning.


    


    The ACS is allowed to develop other activities in the Basic Health Units, provided they are attached to the above attributions.


    


    4.3.2.5 Dental Surgeon:


    


    I - Perform a diagnosis in order to obtain the epidemiological profile for oral health planning and programming;


    


    II – Provide oral health care (health promotion and protection, disease prevention, diagnosis, treatment, monitoring, rehabilitation and health maintenance) individually and collectively to all families, individuals and specific groups, according to the team’s planning, with solvability;


    


    III - Perform primary care clinical procedures in oral health, including emergency care, minor outpatient surgeries and procedures related to the clinical phase of the basic dental prostheses installation;


    


    IV – Perform planned activities and care for spontaneous demands;


    


    V - Coordinate and participate in collective actions focused on health promotion and prevention of oral diseases;


    


    VI - Monitor, support and develop activities related to oral health with other team members, with the purpose of approaching and integrating health actions in a multidisciplinary manner;


    


    VII - Perform technical supervision of the oral health technician (TSB) and oral health assistant (ASB), and


    


    VIII - Participate in the management of the inputs necessary for the proper operation of the UBS.


    


    4.3.2.6 Oral Health Technician (TSB):


    


    I - Provide individual and collective oral health care to all families, individuals and specific groups, according to the planning and their technical and legal capacities;


    


    II - Coordinate the maintenance and preservation of the dental equipment;


    


    III - Monitor, support and develop activities related to oral health with other team members, with the purpose of approaching and integrating health actions in a multidisciplinary manner;


    


    IV - Support the activities of the ASB and ACS in the oral health prevention and promotion actions;


    


    V - Participate in the management of the inputs necessary for the proper operation of the UBS;


    


    VI - Participate in the training and capacity building of the oral health assistant and health promotion multiplier workers;


    


    VII - Participate in the educational actions working with health promotion and prevention of oral diseases;


    


    VIII - Participate in surveys and epidemiological studies, except as an examiner;


    


    IX – Perform planned activities and care for spontaneous demands;


    


    X - Perform patient care in oral health services;


    


    XI - Make biofilm removal, according to the technical instructions defined by the dental surgeon;


    


    XII – Take dental photographs exclusively in dental offices or clinics;


    


    XIII - Insert and distribute, in the cavity preparation, dental materials for direct dental restoration; the use of materials and instruments that are not designated by the dental surgeon is prohibited;


    


    XIV - Proceed to the cleansing and antisepsis of the operative field before and after surgical procedures, as well as in hospital environments, and


    


    XV - Implement biosecurity measures in the storage, handling and disposal of dental waste and products.


    


    4.3.2.7 Oral Health Assistant (ASB):


    


    I - Perform oral health promotion and prevention actions for families, groups and individuals through local planning and health care protocols;


    


    II – Perform planned activities and care for spontaneous demands;


    


    III - Perform cleansing, asepsis, disinfection and instrument sterilization of the dental equipment and work environment;


    


    IV – Assist and instrument the professionals during clinical interventions;


    


    V – Provide patient’s care in the oral health services;


    


    VI - Monitor, support and develop activities related to oral health with the other members of the Family Health team, with the purpose of approaching and integrating health actions in a multidisciplinary manner;


    


    VII - Implement biosecurity measures in the storage, transport, handling and handling of products and dental waste;


    


    VIII - Process radiographic film;


    


    IX – Select dental trays;


    


    X - Prepare plaster models;


    


    XI - Handle materials for dental use, and


    


    XII - Participate in surveys and epidemiological studies, except as an examiner.


    


    4.4 SPECIFICITIES OF THE FAMILY HEALTH STRATEGY


    


    The Family Health Strategy focuses on the reorganization of primary care in the country, according to the principles of the Unified Health System, and is managed by the Ministry of Health and state and municipal managers, represented by the Conass and Conasems, as an expansion, qualification and consolidation strategy for primary care by promoting a reorientation of the work process with a greater potential to deepen the principles, guidelines and basis of primary care, in order to increase problem-solving and impact the health situations for individuals and communities, as well as providing an important cost-effectiveness relation.


    


    4.4.1 Specificities of the Family Health Team


    


    Requirements for the Family Health Strategy:


    


    I - Existence of a multidisciplinary team (Family Health Team) composed of at least one general physician or Family Health Specialist or Family and Community Physician, general nurse or Family Health specialist, nursing assistant or technician and community health workers and the following oral health professionals may also be added to this composition as part of the multidisciplinary team: general dental surgeon or Family Health specialist, oral health assistant and/or technician;


    


    II - The number of ACS should be sufficient to cover 100% of the population registered, with a maximum 750 people per ACS and 12 ACS’s per Family Health, Team, not exceeding the recommended limit of people per team;


    


    III - Each Family Health Team should be responsible for up to 4,000 people max, with a recommended average of 3,000, respecting the equality criteria for this definition. It is recommended that the number of people per team considers the degree of vulnerability of the families in that territory, and as the degree of vulnerability increases, the number of people per team should decrease;


    


    IV - Registration of each health professional in only one eSF, the only exception made is for the physician who can perform in max two eSF and have a total workload of 40 hours weekly, and


    


    V – A 40 hour workload per week for all health care members that are part of a Family Health Team, except for physicians, whose workload is described in the next section. The 40 hour workload should consider the minimum 32 hours of dedication to the Family Health team activities, and may, at the discretion and prior authorization of the manager, consider eight hours of dedication from the total workload, for services in the emergency network in the municipality and/or for Family Health specialization activities, multi professional residency and/or Family and Community Medicine, as well as permanent education activities and matrix support.


    


    The following integration forms of the general physician professionals or Family Health specialists or the Family and Community Physicians in the Family Health Teams will also be allowed, in addition to the full integration (40h) with the equivalent federal incentives:


    


    I - Two doctors integrated into a single team in the same UBS, individually fulfilling a weekly workload of 30 hours - equivalent to a physician with a 40 hour weekly workload – with a full transfer of the financial incentive related to the Family Health team;


    


    II - Three physicians integrated in a team in the same UBS, individually fulfilling a weekly workload of 30 hours - equivalent to two physicians with a 40 hour weekly workload, from two teams – with a full transfer of the financial incentive related to the two Family Health teams;


    


    III - Four physicians integrated in a team in the same UBS, individually fulfilling a weekly workload of 30 hours - equivalent to three physicians with a 40 hour weekly workload, from three teams – with a full transfer of the financial incentive related to the three Family Health teams;


    


    IV - Two physicians integrated in a team, individually fulfilling a weekly workload of 20 hours, and the rest of the professionals fulfilling a 40 hour weekly workload – with a monthly transfer equivalent to 85% of the financial incentive related to a Family Health team, and


    


    V - A physician fulfilling a 20 hour workload per week and the rest of the professionals fulfilling a 40 hour weekly workload, with a monthly transfer equivalent to 60% of the financial incentive related to a Family Health team. Considering the part-time presence of the physician, the municipal manager must organize the team’s performance protocols, flows and care support, in order to meet this specificity. Moreover, it is recommended that the number of users per team be around 2,500 people. The teams with this configuration are called transitional teams, because although they have not established a minimum permanence time in this format, it is desirable that the manager, as soon as possible, transitions to one of the above formats that consider physician availability hours throughout the entire operation period of the team.


    


    The quantity of Family Health teams in the transitional model shall be subject to the following criteria:


    


    I – A municipality with up to 20 thousand inhabitants with one to three Family Health teams may have up to two transitional teams;


    


    II – A municipality with up to 20 thousand inhabitants and more than three teams can have up to 50% of the Family Health teams in the transitional mode;


    


    III - Municipalities with populations between 20 and 50 thousand people may have up to 30% of the Family Health teams in the transitional mode;


    


    IV – A municipality with a population between 50 and 100 thousand inhabitants may have up to 20% of the Family Health teams in the transitional mode, and


    


    V – A municipality with a population over 100 thousand inhabitants may have up to 10% of the Family Health teams in the transitional mode.


    


    In all of the participation possibilities for medical professionals described above, considering the importance of maintaining a bond and the longitudinality of care, the professional must have assigned users so that each user is accompanied by a community health worker, a nursing assistant or technician, a nurse and a physician and preferably by a dental surgeon, an oral health assistant and/or technician, without the different workload compromising the care and/or team work process.


    All teams must be responsible for the sanitary conditions in a referenced territory and, in the cases provided for in items “b” and “c”, teams with numbers of professionals and a population equivalent to two and three Family Health teams, respectively, may be established.


    


    The Family Health teams must be properly registered in the existing national registration system according to the participation requirements and modality for the medical professional. The work process, the combination of the workload for professionals in the teams and the UBS’s operating schedule should be organized in order to ensure the widest possible access, the bond between users and professionals, and the continuity, coordination and longitudinality of care.


    


    The oral health professionals that make up the Family Health teams can be organized in the following modalities:


    


    I – General Dental-Surgeon or specialist in Family Health and oral health assistant (ASB);


    


    II – General Dental Surgeon or Family Health specialist, oral health technician (TSB) and oral health assistant (ASB); and


    


    III – Professional from Modalities I or II that operate in the Mobile Dental Unit. Regardless of the method adopted, it is recommended that oral health professionals be attached to an eSF and share the management and team work process, being responsible for the sanitary conditions of the same population and territory that the eSF is part of, with a 40 hour weekly workload for all the members.


    


    The manager for each Family Health team that is implemented with oral health professionals or when these professionals are first included in a team that is already operating, through Modality I or II, will receive dental equipment from the Ministry of Health through direct donation or transfer of the necessary resources to acquire them (complete dental equipment).


    


    4.5 SPECIFICITIES OF COMMUNITY HEALTH WORKERS STRATEGY


    


    The implementation of the Community Health Workers Strategy in the Basic Health Units is planned as a possibility for the initial reorganization of primary care, with the purpose of gradually implementing the Family Health Strategy or as a way of uniting community workers around other primary care organization solutions. Requirements for the implementation of this strategy:


    


    I - The existence of a Basic Health Unit, registered in the actual national registration system, which becomes the UBS reference for the community health workers team;


    


    II - The existence of a nurse for up to a maximum of 12 ACS’s and a minimum four, thus making up a team of community health workers, and


    


    III - Compliance with the complete 40 hour weekly workload by the entire team of community workers, consisting of ACS’s, and a nursing supervisor.


    


    Financing is guaranteed for the community health worker teams that were already accredited prior to this ordinance and that do not comply with the parameter of one nurse for a maximum of 12 ACS, but this possibility is not allowed for new teams being established with this configuration, upon the publication of this ordinance. Each ACS must perform the actions provided for in this ordinance and have a micro area under their responsibility, with a population that does not exceed 750 people.


    


    The nurse from the Community Health Workers Strategy, as well as the health care and management attributions that are the same for any primary care nurse described in this ordinance, has the authority to plan, coordinate and evaluate the actions developed by ACS, common to the nurses from the Family Health Strategy, and should also facilitate the relationship between professionals in the Basic Health Unit and the ACS, contributing to the organization of health care, access qualification, acceptance, bonding, care longitudinality and guidance of the UBS team´s performance according to the priorities established equally according to health needs, vulnerability and risk criteria, among others.


    


    4.6 PRIMARY CARE TEAMS FOR SPECIFIC POPULATIONS


    


    4.6.1 Mobile Clinic Teams


    


    Any professional in the Unified Health System, with a special emphasis on primary care, is responsible for the health care of the homeless population, as well as any other citizen. In specific situations, with the purpose of expanding these users access to the healthcare network and offer a more timely comprehensive health care, the mobile clinic teams may be used, which are primary care teams, composed of health professionals with the sole responsibility of articulating and providing comprehensive health care for homeless people.


    


    The teams will conduct their activities in an itinerant manner, developing actions on the streets, at specific sites, in the mobile unit and premises of the Basic Health Units in the territory where they are working at, always articulating and developing actions partnering with the other primary care teams in the territory (UBS and NASF), the Psychosocial Care Centers, Emergency Network and the services and institutions that make up the Unified Social Welfare System among other public institutions and the civil society.


    


    The mobile clinic teams must comply with the minimum weekly workload of 30 hours. However their operating hours should be adjusted according to the demands of the homeless people, and may occur during the day and/or at night every day of the week.


    


    The mobile clinic teams may be connected to the Family Health Support Centers, and within the connection limits, each team will be considered as a Family Health Team for purposes of connecting to the NASF.


    


    In municipalities or areas that do not have mobile clinic teams, the comprehensive care of homeless people should continue being the responsibility of primary care teams, including the oral health professionals and the NASF in the territory where these people are concentrated. The population census data related to the homeless population, conducted by government bodies and recognized by the Ministry of Health, shall be used for calculating the ceiling of the mobile clinic teams in each municipality


    


    If the team’s transportation is necessary for performing in loco care, at the care locations for the homeless population, the manager can make the choice of adding on the monthly cost of the mobile unit to the monthly financial incentive. The local manager who chooses this option must provide a transport vehicle capable of taking the professionals in the team, equipment, materials and supplies needed to carry out the proposed activities, as well as allow some procedures to be performed inside the vehicle. This mobile unit must be suitable to the requirements agreed upon and determined nationally, including the visual identification standard.


    


    The Ministry of Health will publish a technical manual and a specific ordinance regulating the composition of the teams, the value of the financial incentive, operation guidelines, monitoring and accompanying the mobile clinic teams, among other provisions.


    


    4.6.2 Family Health Care Teams for the Riverside Population in the Legal Amazon and Pantanal in Mato Grosso do Sul


    


    Considering the local specificities, the legal Amazon and Mato Grosso do Sul municipalities can choose between two organizational arrangements for the Family Health Teams, in addition to the ones existing in the rest of the country:


    


    I – Riverside Family Health Teams (eSRF) perform most of their functions in Basic Health Units built/located in communities belonging to the assigned area with river based access, and


    


    II – River Family Health Teams (eSFF) perform their functions in Riverside Basic Health Units (UBSF).


    


    The Riverside and River Family Health Teams, throughout the entire period of service to the population, should be composed of at least: a general physician or Family Health specialist, or Family and Community physician, a general nurse or Family Health specialist, a nursing technician or assistant and six to 12 community health workers.


    


    The Riverside Family Health Teams, in the endemic regions, should also have a microscopist.


    


    The River Family Health Teams should also have a laboratory technician and/or biochemist. These teams may include oral health professionals, a general dental surgeon or specialist in Family Health, and an oral health technician or assistant, according to Types I and II described above, in their minimum professional composition.


    


    The Riverside Family Health Teams must provide care to the population during at least 14 days per month (equivalent to 8h/day) and two days for permanent education activities, production records and action planning. The community health workers should fulfill the 40h/week workload and live in the area. The same conditions are recommended for the nursing and oral health technicians and assistants.


    


    The Riverside Basic Health Units (UBSF) must:


    


    I – Operate during at least 20 days/month, with at least one River Family Health Team. The operating time for these units must include the river transport time till the communities and the direct care of the local riverside population. In a UBSF, more than one eSFF may perform in order to share the population’s care and divide and reduce the transportation time for each team. The municipal manager must plan out time on land, in the municipality´s headquarters, so that the teams may perform planning activities and permanent education with other professionals and teams. The community health workers should fulfill the 40h/week workload and live in the area. The same conditions are recommended for the nursing and oral health assistants and technicians;


    


    II - In situations where the impossibility of operating the Basic Health Unit river for at least 20 days is demonstrated, due to the characteristics and dimensions of the territory, a justification must be prepared as well as an operation alternative, approved by the Regional Inter-management Commission (CIR) and the Bipartite Inter-management Commission (CIB) and forwarded to the Ministry of Health for evaluation and a decision redefining the minimum operation period and financing adequacy, if necessary;


    


    III - Adopt a displacement circuit that guarantees care for all the communities served, in at least 60 days, in order to ensure the implementation of the primary care actions by the teams, in order to at least ensure prenatal care continuity, childcare and the continual care of users with chronic conditions within the recommended minimum standards;


    


    IV – Define the performance area with the registered population, accompanied by community health workers, consistent to their work capacity and considering point II, and


    


    V - The teams that will work in the UBSF must guarantee the information related to their area’s scope. In the case of providing services in more than one municipality, they must guarantee the supply of information from their respective coverage areas.


    


    The Riverside Basic Health Units (UBSF) must fulfill, cumulatively, the following requirements:


    


    I - Regarding the minimum physical structure, they must have: a medical room, nurse’s room, dental care room, place for storing and dispensing medications, laboratory, vaccination room, bathrooms, enough cabins with beds for the entire team, kitchen, procedure room, identification according to the Family Health visual standards established nationally, and


    


    II - They must at least have the following equipment: gynecological stretcher; adult scale, pediatric scale; refrigerator for vaccines, basic instruments for the laboratory: macro and micro centrifuge and binocular microscope, cell counter, spectrophotometer and Kline shaker, autoclave and instruments, various equipment, sonar, sphygmomanometers, stethoscopes, thermometers, blood glucose meter, complete dental equipment and instruments.


    


    The value of the monthly resource transfer for financing the River Family Health teams will be published in a specific ordinance and may have an extra amount if water transport is required for the implementation of their activities.


    


    The amount of the monthly incentive for funding the Riverside Basic Health Units will be published in a specific ordinance, with one type without oral health professionals and another one with these professionals.


    


    Due to the large population scattering, the municipalities may request an extension of the minimum composition of the River Family Health teams and Riverside Family Health teams according to the chart below, and are entitled to an incentive for each addition to be defined by a specific ordinance:


    


    Chart 1 – Minimum Composition of the teams


    
      
        
        
        
      

      
        
          	
            Professionals

          

          	
            Criteria for requesting an extension of the team

          

          	
            Maximum

          
        


        
          	
            Community Health worker

          

          	
            Worker assigned to at least, 100 people

          

          	
            12

          
        


        
          	
            Nursing assistant or technician

          

          	
            Worker assigned to at least, 500 people

          

          	
            4

          
        


        
          	
            Oral health technician

          

          	
            Worker assigned to at least, 100 people

          

          	
            1

          
        


        
          	
            Nurse

          

          	
            Worker assigned to at least, 1.000 people

          

          	
            2

          
        

      
    


    


    Source: Ministry of Health. Secretariat for Health Care. Primary Care Department, 2012.


    


    To implement Riverside Family Health teams in the municipalities where the coverage limit for the Family Health teams has already been reached, they must be replaced by the new team model subject to the approval of the Municipal Health Council (CMS), Regional Inter-management Commission (CIR) and Bipartite Inter-management Commission (CIB).


    


    The Riverside Basic Health Units and the Riverside Family Health teams may provide services to populations in more than one municipality, provided a legal instrument is signed formalizing the relationship between the municipalities, duly approved by the CIR and CIB.


    To implement River Family Health teams and Riverside Family Health teams, the municipalities should follow the flow planned for the implementation of Family Health Teams.


    


    4.7 FAMILY HEALTH SUPPORT CENTERS


    


    The Family Health Support Centers (NASF) were created with the purpose of expanding the range and scope of the primary care actions, as well as their solvability capacities.


    


    They consist of teams made up of professionals from different knowledge areas that must work in an integrated manner and support the professionals in the Family Health Teams, from the primary care teams for specific populations (Mobile Clinic Teams, River and Riverside teams, etc.) and Health Gym Program, sharing the health practices and knowledge in the territories under the responsibility of these teams, working directly with the matrix support of the team (s) in the unit (s) connected to the NASF and within the territory of these teams.


    


    The NASF are part of primary care, but are not constituted as services with physical independent or special units, and do not have free access for individual or collective care (when such is required, it shall be regulated by the primary care teams). They should, from the demands identified while working with the teams and/or Health Gym Program, perform in an integrated manner with the Health Care Network and its services (ex. CAPS, Cerest, Specialized Outpatient Clinics, etc.), as well as other networks such as the SUAS, social and community networks.


    The shared responsibility between the NASF team and the Family Health teams/primary care teams for specific populations suppose a review of the referring practice based on the reference and counter reference processes, expanding it to a case sharing process and longitudinal monitoring of the primary care teams responsibility, working on strengthening principles and coordinating care in the Health Care Network.


    


    The NASF should seek to contribute to the comprehensiveness of care for SUS users mainly through the expansion of the clinic, helping to increase the analysis capacity and intervention on health problems and needs, both in clinical and sanitary terms. Following are some examples of support actions developed by the NASF professionals: case discussions, group care or not, interconsultation, joint creation of therapeutic projects, permanent education, interventions in the territory and health of population groups and communities, intersector actions, health prevention and promotion actions, discussions on the teams work processes, etc.


    


    All activities can be developed in the Basic Health Units, Health Gym Program or other points in the territory. The NASF should use the Health Gym Program as spaces that expand the collective intervention capacity of the primary care teams for the health promotion actions, seeking to strengthen the role of social groups in vulnerable conditions towards overcoming their conditions.


    


    When present in the NASF, the sanitarian professional can enhance the institutional and/or matrix support, even if they are not his exclusively, such as analysis and joint intervention on collective risks and vulnerabilities, support towards information and health indicator discussions (as well as sentinel events, and selected and analyzer cases), supporting the organization of the work process (care, continual /programmed care, collective actions, agenda management, coordination with other healthcare points in the network, identification of permanent education needs, using care management devices, etc.).


    


    The NASF can be organized into two Types, NASF 1 and NASF 2. The implementation of more than one type in a concomitant manner in the municipalities and the Federal District will not receive federal financial incentives.


    


    NASF 1 should have a team formed by a composition of high level professionals chosen from among the occupations listed below that unite the following conditions:


    


    I - The sum of the weekly workloads for team members must accumulate at least 200 hours per week;


    


    II - No professional may have a weekly workload with less than 20 hours, and


    


    III - Every occupation, considered individually, must have a workload of at least 20 hours and max 80 hours weekly.


    


    NASF 2 should have a team formed by a composition of high level professionals chosen from among the occupations listed below that unite the following conditions:


    


    I - The sum of the weekly workloads for team members must accumulate at least 120 hours per week;


    


    II - No professional may have a weekly workload with less than 20 hours, and


    


    III - Every occupation, considered individually, must have a workload of at least 20 hours and max 40 hours weekly.


    


    The following occupations in the Brazilian Code of Occupations (CBO) may compose NASF 1 and 2: acupuncturist, social worker, physical education teacher/professional, pharmacist, physiotherapist, speech therapist, gynecologist/obstetrician, homeopath, nutritionist, pediatrician, psychologist, psychiatrist, occupational therapist, geriatrician, internist (medical clinic); occupational physician, veterinarian, professional with an art and education degree (art teacher) and health sanitarian professional, in other words, a professional graduated in the health area with a postgraduate specialization in public or collective health or directly graduated in one of these areas.


    


    The composition of each NASF will be defined by the municipal managers, following the priority criteria identified from the epidemiological data and the local needs and the health teams that will be supported.


    


    NASF 1 and 2 should operate during working hours that coincide with the Family Health teams and/or primary care teams for specific populations that they support.


    


    The NASF professionals must be registered in only one health unit, preferably located within the performance territory of the Family Health teams and/or primary care teams for the specific populations they are linked to, the existence of a specific health unit or service for the NASF team is not recommended.


    


    The NASF work organization should follow the standards published by the Ministry of Health, highlighting the Primary/Basic Care Papers addressing this issue, describing the guidelines, work process, and the responsibility actions of all NASF professionals to be developed together with the Family Health teams, primary care teams for specific populations and/or Health Gym Program.


    


    It is defined that each NASF 1 performs their activities linked to at least eight and no more than 15 Family Health teams and/or primary care teams for specific populations. Exceptionally, in the municipalities with less than 100,000 inhabitants in the Amazon and Pantanal in Mato Grosso do Sul, they may be linked to at least five and no more than nine teams.


    


    It is defined that each NASF 1 performs their activities linked to at least three and no more than 7 Family Health teams.


    


    The NASF 3, suppressed by this ordinance, will automatically become NASF 2. With this purpose, the municipalities with NASF 3 projects previously sent to the Ministry of Health must send to the CIB a document informing the changes occurred. The financing for the intermunicipal NASF previously licensed is guaranteed, however the possibility of implementing new ones after the publication of this ordinance is extinguished.


    


    Each NASF can be linked to, at most, three Health Gym Program units in their coverage area, regardless of the NASF type and unit type implemented. For each unit linked to the NASF team, there must be at least one graduated health professional with a 40 hour weekly workload or two graduated health professionals with a 20 hour weekly workload each, which will be responsible for the Health Gym Program actions. This (ese) professional(s) must be graduated in courses that are compatible towards performing the functions related to the Health Gym Program activities.


    


    As for the NASF, the Municipal and Federal District Health Departments must:


    


    I – Define the performance territory for each NASF according to the Family Health teams and/or primary care teams for specific populations that they are linked to;


    


    II - Promote planning of the actions performed by the NASF, between the professionals (NASF team, eSF and primary care teams for specific populations);


    


    III - Select, hire and compensate NASF professionals, according to the current legislation in the Federal District and municipalities, and


    


    VI - Provide adequate space in the UBS and guarantee the necessary financing for the development of the minimum activities described in the scope of actions for the different professionals composing the NASF, a specific physical structure for the NASF team is not recommended.


    


    4.8 HEALTHCARE AT SCHOOL PROGRAM


    


    The Healthcare at School Program (PSE), established by the Presidential Decree No. 6286, December 5th, 2007, emerged as an intersector policy between the Ministries of Health and Education, with the purpose of providing comprehensive care (health promotion, prevention, diagnosis and recovery and education) to the health of the children, adolescents and young people in public primary education, within the schools and Basic Health Units, performed by the primary care and education teams in an integrated manner, through the following actions:


    


    I - Clinical and psychosocial evaluation focused on identifying health needs and guaranteeing comprehensive care in the Health Care Network;


    


    II - Promotion and prevention that articulates education and health training practices, with the purpose of promoting healthy eating habits, physical activities and body practices in schools, sexual and reproductive health education, prevention of alcohol use, tobacco and other drugs, promoting the peace culture and violence prevention, promotion of environmental health and sustainable development, and


    


    III - Permanent education for the performance qualification of education and health professionals as well as youth training.


    


    The PSE management is focused on shared actions and co-responsibility. The intersector coordination of the public health network, education and other social networks occurs through the Intersector Work Groups (GTI) - federal, state and municipal - which are responsible for managing the financial and material incentives, the institutional support to health and education teams during the implementation of actions, planning, monitoring and evaluation of the program.


    


    Regarding the implementation, accreditation, calculation of the ceiling for primary care teams, and the financing of the Primary Care Block:


    


    


    


    5 IMPLEMENTATION AND ACCREDITATION OF PRIMARY CARE TEAMS


    


    For the implementation and accreditation of primary care teams, described in this Annex, the municipalities and the Federal District must:


    


    I – Perform implementation project (s) for the Family Health teams, with or without the oral health professionals, the community health worker teams, the primary care teams for specific populations and the NASF. The items that should be minimally included in the project are described in annex III of this Ordinance;


    


    II - Approve the project created in the Health Councils of the municipalities and submit it to the State Health Department or its regional unit for analysis. The Federal District, after the Health Council’s approval, must forward the proposal to the Ministry of Health;


    


    III - Register the professionals in the teams, previously accredited by the State as decided by the CIB, in the SCNES, and provide data into the information system that proves the beginning of their activities, so that they may receive the incentive corresponding to the teams effectively implemented, and


    


    IV - Request replacement, at the SCNES, of personnel categories placed in the initial project if there is a need for change, the submission of an official letter to the State justifying the change is required.


    


    For the implementation and accreditation of those teams, the State Health Departments and the Federal District must:


    


    I - Review and forward the team implementation proposals developed by the municipalities and approved by the Municipal Councils, to the Bipartite Inter- management Commission (CIB), in max 30 days after the protocol entry date of the process at the State Health Department or regional unit;


    


    II - After the CIB’s approval, the State and Federal District Health Department must inform the Ministry of Health, by the 15th of each month, regarding the number of teams, the different modalities and professional compositions with the respective workloads that will be entitled to receive the primary care financial incentives;


    


    III – Submit to the CIB, for resolution, the monitoring flow of the registration of professionals in the teams in the national information systems, defined for this purpose;


    


    IV – Submit to the CIB, for resolution, the accreditation loss and/or resource blocking flow due to the irregularities found during the team’s implementation and operation, to be published as a CIB resolution ordinance, with the purpose of regularizing the teams inadequate performance, and


    


    V – Be accountable, towards the Ministry of Health, for monitoring, controlling and evaluating the use of the incentive resources by the teams.


    


    5.1 CALCULATION OF THE CEILING FOR PRIMARY CARE TEAMS


    


    For calculating the maximum ceiling for the Family Health teams, the community health workers, Oral Health teams and the Family Health Support Centers, the source of population data used will be the same currently used to calculate the per capita resource defined by the IBGE and published by the Ministry of Health:


    


    A) Family Health with or without oral health professionals - the maximum eSF number with or without the oral health professionals for which the municipality and the Federal District may be entitled to receive specific financial resources will be calculated by this formula: population/2400.


    


    B) Community health workers - the maximum number of ACS by which the municipality and the Federal District may be entitled to receive specific financial resources will be calculated by this formula: population /400. For municipalities in the Northern Region, Maranhão and Mato Grosso, the formula will be: population in the urban area/400 + population in the rural area /280.


    


    C) Family Health Support Center (NASF) - the maximum NASF 1 number by which the municipalities and the Federal District may be entitled to receive specific financial resources will be calculated by these formulas:


    


    I - For municipalities with less than 100,000 inhabitants in legal Amazon = eSF number in the municipality/5, and


    


    II - For cities with 100,000 or more inhabitants in legal Amazon and the other municipalities in the rest of the Federation’s Units = eSF number in the municipality/8. The maximum number of NASF 2 by which the municipality may be entitled to receive specific financial resources will be one NASF 2.


    


    D) The maximum ceiling for Riverside Family Health teams and Mobile Clinic Teams will be evaluated later, according to each project.


    


    


    6 FINANCING PRIMARY CARE


    


    Primary care financing must be tripartite. At the federal level, the amount of financial resources required for the viability of primary health care actions makes up the Primary Care Financing Block (AB Block) and part of the Investment Financing Block. The resources should be used to finance primary care activities described in the RENASES and the health plans in the municipality and Federal District.


    


    The transfer of resources from the AB Block to the municipalities is made through a bank account opened specifically for this purpose, according to the general standardization for fund to fund resource transfers from the Ministry of Health, in order to facilitate the Health Councils monitoring work in the municipality, state and Federal District levels.


    


    The Ministry of Health will establish the release codes, as well as its literal identifiers, which will appear on the respective credit notices, to clarify the purpose of each account deposit. The credit notice should be sent to the Health Secretary, the Health Fund, the Health Council, the Legislative Power and the Public Ministry of the respective government levels.


    


    The accounting records and the monthly management statements properly updated, related to the resource transferred to these accounts will be permanently available to the councils responsible for monitoring and surveillance at the municipal, State and Federal District levels and the internal and external federal, state and municipal inspection agencies.


    


    Municipalities must submit, electronically, the processing for production services for the AB Block, to the Ministry of Health or the State Health Department, according to the agreed upon schedule. The State and Federal District Health Department must send the information to the DATASUS, observing the schedule established by the Ministry of Health.


    


    According to Article 6 of Decree No. 1.651/95, evidence of the use of resources transferred from the National Health Fund to the State and Municipal Health Funds according to Decree No. 1.232/94, which deals with fund to fund transfers, must be submitted to the Ministry of Health and to the State, through a management report approved by the Health Council.


    


    Likewise, accountability for the funds received and applied during the period must be approved in the Municipal Health Council and forwarded to the State or Municipal Court of Auditors (Tribunal de Contas) and the Municipal Council.


    


    The statement regarding the resource use in each account must be made, either during accountability, or when requested by the control agencies, upon the presentation of:


    


    I - Monthly reports on the origin and application of resources;


    


    II – Synthetic Statement on budget use;


    


    III - Detailed Statement of the main expenses, and


    


    IV - Management Report.


    


    The management report should demonstrate how the application of financial resources has resulted in health actions for the population, including monthly and yearly quantitatives for primary care service production.


    


    6.1 THE FEDERAL FINANCING


    


    The federal financing is composed of:


    


    A) Resources per capita;


    


    B) Resources for specific projects, such as the resources for Compensation of Regional Specificities (CER), from the Requalification Program for the Basic Health Units, investment/structuring resources and implementation structuring resources;


    


    C) Investment resources;


    


    D) Resources that are conditioned to the implementation of strategies and priority programs, such as the specific resources for municipalities that implement the Family Health teams, Oral Health teams, community health worker teams, Family Health Support Centers, Mobile Clinic Teams, River and Riverside Family Health teams, Home Care, Healthcare at School Program (PSE), microscopists, and Health Gym Program, and


    


    E) Resources conditioned to results and access and quality evaluation, such as the National Program for Access and Quality Improvement in Primary Care (PMAQ).


    


    Concerning item A (Resource per capita) - the resource per capita will be transferred monthly, on a regular and automatic basis, from the National Health Fund to the Municipal and Federal District Health Funds based on a value multiplied by the population of the municipality.


    


    The resource shall be calculated by multiplying the population of each municipality and the Federal District by a value, resulting from a tripartite decision, and duly published in a specific ordinance, taking into account the equality criteria.


    


    The population of each municipality and the Federal District shall be defined by the IBGE and published on a specific ordinance by the Ministry of Health.


    


    Concerning item B (Resource for specific projects) – includes the CER resources, from the Requalification Program for the Basic Health Units and structuring resources.


    


    Part of the resources from the AB Block can be used for the implementation of specific actions and programs defined in a tripartite manner, including:


    


    1 Compensation for regional specificities


    


    Compensation for regional specificities is related to resources transferred with the purpose of responding to specificities from the municipalities, populations or situations that require greater resource investments, but are not adequately covered in the other components of the AB Block. The criteria for distribution of resources and values for each state and the Federal District agreed upon are defined in a Ministerial Decree that is specific for this purpose. The use of the CER resources is defined by each CIB, taking into account the objectives for this component and deciding upon a project with a purpose, criteria, distribution and use for the resources, monitoring and evaluating the results. The project, criteria and list of municipalities included with their respective values, shall be reported to the CIT council. Regarding the Federal District, the proposal for the application of this resource must be submitted to the Federal District’s Management Collegiate for approval.


    


    Thus, municipalities may receive a resource in addition to the other components of the AB Block related to facing inequality generating specificities, such as: poorer municipalities, with worse indicators and greater needs, municipalities with greater difficulties in attracting and keeping professionals and municipalities that are isolated or have access problems, care qualification for seasonal, rural, quilombola, traditional, settlement and isolated populations; projects that are implemented through membership and are linked to facing inequality through permanent education, strengthening, modernization and management qualification actions, implementing actions and alternatives that address inequities among municipalities related to any of the topics discussed as well as any others.


    


    2 Requalification Program for the Basic Health Units:


    


    Resources for structuring the primary care services network published in a specific ordinance with the amount provided for each Federation Unit State and the decision criteria application requires the CIT and CIB’s decision making. These resources will be transferred from fund to fund to the municipalities fitting this criteria and deposited in a specific account.


    


    Concerning item C (Investment/Structuring Resources), they are resources for structuring services and primary care actions that can be transferred to the municipalities/States through a fund to fund transfer or through an agreement.


    


    Concerning item D (the resources that are conditioned to the implementation of strategies and priority programs): During the implementation of Family Health teams, Oral Health teams and NASF teams, the municipalities and/or Federal District will receive specific resources for structuring the Basic Health Units, with the purpose of improving the physical infrastructure and equipment for the teams work. These resources will be transferred in month after the team’s implementation.


    


    D.1 Implementation Resources:


    


    In the case of a reduction in the number of teams, the municipality or Federal District shall not be entitled to new implementation resources until the number of teams implemented previously is reached.


    


    D.2 Family Health Teams (eSF):


    


    The amounts of financial incentives for the Family Health teams implemented will be transferred monthly, based on the number of eSF registered in the current national registration system in the month prior to the respective financial competence. Two financing modalities are established:


    


    1 Type 1 Family Health Teams: meet the following criteria:


    


    I – Are implemented in municipalities with populations of up to 50,000 inhabitants in Legal Amazon and up to 30,000 inhabitants in other states of the country, and


    


    II - Are set up in municipalities that are not included in that established in point 1 and care for populations in remnant quilombos or residing in settlements with at least 70 people, respecting the maximum number of teams per municipality published in a specific ordinance.


    


    * Note: With the issuance of 978/GM Ordinance , May 16th , 2012, the entities that are entitled to receive in Modality 1 are: the ESF units in the municipalities listed in Annex I of Ordinance No. 822/GM/MS , April 17th 2006, ESF units in the Municipalities listed in the Annex of Ordinance No. 90/GM/MS ,January 17th , 2008, that meet the populations living in settlements or quilombos, respecting the maximum number of teams also defined in Ordinance No. 90/GM, and the ESF units working in areas and Municipalities that are prioritized by the National Public Security and Citizenship Program (Pronasci), as defined in Ordinance No. 2.920/GM/MS , December 3rd, 2008.


    


    The teams that at the publication date of this Ordinance receive financing through Type 1, due to any of the reasons listed below, will not have a resource reduction upon the values currently transferred, although they do not meet the above criteria:


    


    I - Belong to municipalities that joined the Health Work Internalization Program (PITS);


    


    II - Belong to municipalities with a Human Development Index (IDH) that is equal to or less than 0.7, and


    


    III - Are in the areas of the National Public Security with Citizenship Program (Pronasci).


    


    2 Type 2 Family Health Teams: implemented throughout the entire country that do not meet the Type 1 criteria.


    


    When a municipality, due to population growth, ceases to be entitled to the Type 1 value, a transition phase should be performed during the year of the change in order to avoid losing the significant resources from the Primary Care Block.


    


    3 The Family Health teams with different medical professional insertions will receive resources according to their type and the description below:


    


    3.1 Two physicians integrated into the same team, fulfilling an individual weekly workload of 30 hours (equivalent to one physician with a 40 hour weekly workload), with a full financing transfer to a Type 1 or Type 2 eSF.


    


    3.2 Three physicians fulfilling an individual weekly workload of 30 hours (equivalent to two physicians with a 40 hour weekly workload, from two teams), with a full financing transfer to a Type 1 or Type 2 eSF.


    


    3.3 Four physicians with a weekly workload of 30 hours (equivalent to three physicians with a 40 hour weekly workload, from three teams), with a full financing transfer to a Type 1 or Type 2 eSF.


    


    3.4 Two physicians integrated in a team, individually fulfilling 20 hour weekly workloads, and the rest of the professionals fulfilling a 40 hour weekly workload with a 85% financing transfer to a Type 1 or Type 2 eSF.


    


    3.5 The eSF in the transitional modality: a physician fulfilling a 20 hour weekly workload and the rest of the professionals fulfilling a 40 hour weekly workload, the municipality will receive a monthly transfer equivalent to 60% of the financial incentive for a team, and their participation in the National Program for Access and Quality Improvement is forbidden.


    


    When the Family Health teams are also composed of oral health professionals, the financial incentive will be transferred each month, based on:


    


    I – The specific type of oral health professionals (eSB) that compose the eSF and are registered in the SCNES record in the month prior to the relevant financial competence, and


    


    II - The type of the entire Family Health team, as described above and related to the characteristics of the municipalities and population cared for. Thus, if it is part of a Type I eSF, there will be a 50% increase in the specific financial incentive.


    


    D.3 River and Riverside Community Family Health Teams


    


    1 Riverside Family Health Teams: the value of the financial incentives for those implemented will be transferred monthly, based on the number of Riverside Family Health teams (eSRF) registered in the existing national registration system in the month prior to the financial competence.


    


    The value of the monthly transfer of resources for funding the Riverside Family Health teams will be published in a specific ordinance and an additional value may be added in the cases where the team requires river transport in order to access the riverside communities assigned to the performance of their activities.


    


    2 River Family Health Teams: the values of the financial incentives for those implemented will be transferred monthly, based on the number of Riverside Basic Health Units (UBSF) registered in the existing national registration system in the month prior to the financial competence.


    


    The value of the monthly transfer of resources for funding the Riverside Basic Health Units will be published in a specific ordinance, with one modality including oral health professionals and the other not including these professionals. The minimum criteria for funding the existing units to the Riverside Basic Health Units Construction Program will also be published in a specific ordinance.


    


    D.4 Mobile Clinic Teams


    


    The values of the financial incentive for the Mobile Clinic teams implemented will be transferred monthly, based on the type and number of teams registered in the existing national registration system in the month preceding the respective financial competence.


    


    The values of the monthly transfer that the Mobile Clinic Teams will be entitled to will be defined in a specific ordinance, according to their type and transportation need of the team.


    


    The monthly transfer of the incentive will begin after the publication of the Ordinance allowing the funding, which will be issued by the Ministry of Health after the municipality’s demonstration of the Mobile Clinic Team’s registration in the existing national registration system and the data updating in the information system designated by the Ministry of Health proving beginning of its activities.


    


    D.5 Family Health Support Center (NASF)


    


    The amount of the federal incentive funding for each NASF will depend on their type (1 or 2) and will be determined in a specific ordinance. The values of the financial incentives for those implemented will be transferred monthly, based on the number of NASF registered in the SCNES. The register of procedures regarding the production of services performed by the professionals registered in the NASF should be performed on the system designated by the Ministry of Health, but will not generate financial credits.


    


    D.6 Community Health Workers (ACS)


    


    The values of financial incentives for the ACS teams will be transferred monthly, based on the number of community health workers registered in the existing national registration system in the month prior to the respective financial competence. An extra payment will be transferred in the last quarter of each year, and the amount will be calculated based on the number of ACS registered in the SCNES registration for teams and professionals, in August of the current year.


    


    D.7 Microscopists, Healthcare at School Program (PSE), Health Gym Program and Home Care


    


    The transfer of resources for microscopists, the PSE, Health Gym Program and Home Care, as well as their values, will be defined in specific ordinances.


    


    Regarding the effective transfer of resources related to item D:


    


    The effective transfer of financial resources described in paragraph D is based on mandatory data updated to the National Register System for Health Facilities (SCNES), and the State, Federal District and municipality managers are responsible for the maintenance and updating of this data, and must:


    


    I - Transfer the data monthly to the SUS IT Department - DATASUS, magnetically, according to the schedule defined annually by the SCNES, and


    


    II - The transfer of data to the national base of the existing national registration system will occur after the file generation by the information system established by the Ministry of Health for primary care.


    


    The values of the components described above will be defined in specific ordinances by the Ministry of Health


    


    Regarding the suspension of the resources transfer related to item D:


    The Ministry of Health will suspend the transfers of incentives for the teams and services mentioned above in the cases where evidence is found, through monitoring and/or direct supervision of the Ministry of Health or State Health Department or through a DENASUS or competent control agencies audit, related to any of the following situations:


    


    I - Absence of a Basic Health Unit registered for the teams work, and/or


    


    II - Absence during a period exceeding 60 days of any of the professionals who make up the teams described in item D, except for the periods when the professionals contract is prevented by a specific legislation, and/or


    


    III – Noncompliance to the minimum workload provided for professional in the teams, and


    


    IV - No data updating into the information system established by the Ministry of Health that proves the beginning of their activities.


    


    Specifically for the Family Health teams with oral health professionals:


    


    The Family Health teams that suffer a resource suspension due to the lack of a physician, nurse or nursing technician /assistant, as provided for above, may maintain the specific financial incentives for oral health, according to the implementation type, as long as they adopt the SCNES procedures recommended by the Ministry of Health.


    


    Specifically for the NASF:


    


    I – Inexistence, of at least two Family Health teams/primary care teams for specific populations, linked to a NASF 1 for municipalities with less than 100,000 inhabitants in Legal Amazon, or


    


    II - Absence of at least four Family Health teams/primary care teams for specific populations, linked to a NASF 1 in the rest of the country, and/or


    


    III – Absence of, at least, one Family Health team/primary care team for specific populations, linked to a NASF 2.


    


    The complete Family Health teams/primary care teams for specific populations are being considered for this purpose, or incomplete teams during a period of max 60 days.


    


    Specifically for Mobile Clinic Teams:


    


    I - Absence of link to the Oral Health team registered for the team’s work.


    


    Regarding the request for retroactive credit for the resources related to item D:


    


    Considering the occurrence of SCNES updating problems by the States, Federal District and municipalities in the transfer of files performed by the municipalities, Federal District and States, the National Health Fund (FNS/SE/MS) may perform retroactive credit of the financial incentives of this variable resource (C), based on a request from the Health Care Department (SAS/MS). This retroactivity will be limited to the six months prior to the current month.


    


    In order to request the retroactive credits, the Federal District and municipalities must:


    


    I – Fill out the spreadsheet in Annex III of this ordinance, informing the type of financial incentive that was not credited in the Municipal or Federal District Health Fund, specifying the relevant financial competence and identifying the team, with the professionals that compose it;


    


    II - Print the production report for the primary care teams regarding the team and month worked that did not generate the resource transfer, and


    


    III - Send an official letter to the State Health Department, requesting the credit complementation, along with the spreadsheet referred to in item I and the related production report. Regarding the Federal District, the official letter should be sent to the Primary Care Department of the SAS/MS.


    


    The State Health Departments, after reviewing the documents received from the municipalities, should submit to the Primary Care Department of the SAS/MS a request for credit complementation for the incentives mentioned in this ordinance, along with the documents referred to in items I and II.


    


    The Health Care Department (SAS/MS), through the Primary Care Department, will examine the requests received, verifying the adequacy of the documentation sent, if the credit was suspended due to irregularities in the team´s operation and if the qualification situation in the municipality or Federal District, in the claimed competence, permits the resource transfer requested.


    


    Concerning item E (Resources conditioned to results and access and quality evaluations), such as the National Program for Access and Quality Improvement (PMAQ).


    


    The Ministry of Health is performing an effort so that part of the resources induces the expansion of access, service qualification and health care improvement for the population. These resources should be transferred based on the programs that evaluate the implementation of processes and the result improvement with the PMAQ.


    


    The PMAQ aims to increase access and quality of care in primary care. It is performed through monitoring and evaluating primary care, and is linked to a financial incentive for municipal managements that adhere to the program. The quality incentive is variable and dependent on the results achieved by the teams and municipal management. This incentive will be transferred monthly, based on the number of teams registered in the program and the criteria defined by a specific PMAQ ordinance.


    


    6.2 MINIMUM REQUIREMENTS FOR MAINTAINING THE RESOURCE TRANSFER FROM THE PRIMARY CARE BLOCK:


    


    The minimum requirements for the maintenance of the transfer from the Primary Care Block are those defined by the SUS federal legislation.


    


    The municipal health or Federal District health plan and the annual health program approved by the Health Council shall specify the primary care organization proposal and explain how the resources from the Primary Care Block will be used.


    


    The management report should demonstrate how the application of financial resources has resulted in health actions for the population, including monthly and annual quantitatives from the production of primary care services.


    


    6.3 SUSPENSION OF THE RESOURCE TRANSFER FROM THE PRIMARY CARE BLOCK


    


    The Ministry of Health will suspend the resource transfer from the Primary Care Block to municipalities and the Federal District, when:


    


    I - There is not a regular update, by the municipalities and the Federal District, of the national information databases listed in Ordinance No. 3462, November 11th, 2010, and


    


    II - Misappropriation or misuse of the intended use of the resources is detected through a federal or state audit.


    


    The suspension will be maintained until the irregularities identified are adequate.


    


    


    ANNEX B - IMPLEMENTATION OF THE FAMILY HEALTH TEAMS AND SUPPORT CENTERS


    


    The implementation project for the Family Health Teams and/or Oral Health teams, community worker teams, primary care teams for specific populations and Family Health Support Centers should include:


    


    I - The territory to be covered, with an estimated resident population, defining the number of teams that should perform and the mapping of the areas;


    


    II - The infrastructure including the physical area, equipment and materials available in the UBS where the teams will work, stating the number and location of the units where each team will perform;


    


    III - The flow of users to guarantee the reference and counter-reference and care in other healthcare points, including laboratory diagnostic and image support, taking into account the minimum standards for service provision, according to the RENASES and protocols established by the municipalities, States and Ministry of Health;


    


    IV - The proposal for the guarantee of basic pharmaceutical care;


    


    V - The description of the main activities to be developed by the teams within primary care, especially in the priority areas defined nationally;


    


    VI - The management and institutional support process for the teams work;


    


    VII – The type of recruitment, selection and contracting of professionals in the teams, considering the compliance of the workload defined for each professional in the teams;


    


    VIII - The implementation of the information system for primary care currently applicable at the implementation of the primary care team, including the human and material resources to operate it;


    


    IX - The evaluating process for the teams’ work and how the primary care indicators will be monitored;


    


    X - The fund compensation from the municipalities and Federal District, and


    


    XI – Regarding the NASF teams: the professionals who will compose the NASF, including the choice justifications, the identification of the teams each center will support, the planning and/or prediction of the shared agenda between the various teams and the NASF team, including individual and collective actions, assistance, educational support of both the teams and community and the home visit actions, in which UBS. The NASF will be registered in the SCNES according to the number of teams it is linked to.


    ANNEX C – RETROACTIVE REQUEST FOR COMPLEMENTING THE TRANSFER OF FINANCIAL INCENTIVES


    


    ORDINANCE No. 978, MAY 16th, 2012


    


    Defines the financing values for the Primary Care variable Base for Family Health teams, Oral Health teams and Family Health Support Centers, instituted by the National Primary Care Policy.


    


    The MINISTER OF HEALTH, exercising the powers granted him by sections I and II of the sole paragraph of art. 87 of the Constitution, and


    


    Considering Ordinance No. 2.488/GM/MS, October 21st, 2011 approving the National Primary Care Policy and places the Ministry of Health responsible for guaranteeing the financial resources for composing the primary care financing;


    


    Considering Ordinance No. 822/GM/MS, April 17th, 2006, amending the criteria for defining the types of Family Health teams provided for in the National Primary Care Policy;


    


    Considering Ordinance No. 90/GM/MS, January 17th, 2008, which updates the population quantitive of residents in agrarian reform settlements and remnants of Quilombos, by municipality, for calculating the ceiling for Family Health teams, Type I, and the Oral Health teams from the Family Health Strategy;


    


    Considering Ordinance No. 2.920/GM/MS, December 3rd, 2008, establishing financial resources for municipalities with Family Health Teams that operate in the priority areas for the National Program for Public Security with Citizenship, and


    


    Considering the need to review the value established for the incentive related to Family Health teams, Oral Health teams and Family Health Support Centers, the following is decided:


    


    Art. 1 The value of the financial incentive for funding Family Health Teams (eSF), implemented according to the criteria established by the National Primary Care Policy is hereby defined.


    


    § 1 The value of the financial incentive for the Type 1 eSF is R$ 10,695.00 (ten thousand, six hundred and ninety-five reais) monthly per team.


    


    § 2 The following are entitled to receive the resources for Type 1: eSF in the municipalities listed in Annex I of Ordinance No. 822/GM/MS, April 17th, 2006, the eSF in municipalities listed in the Annex in Ordinance No. 90/GM/MS, January 17th, 2008, that care for the population living in settlements or remnants of the Quilombos, respecting the maximum number of teams also defined in Ordinance No. 90/GM, the eSF working in priority areas and municipalities for the National Program for Public Security with Citizenship (Pronasci), as defined in Ordinance No. 2.920/GM/MS, December 3rd, 2008.


    


    § 3 The value of the financial incentives related to the Type 2 eSF is R$ 7,130.00 (seven thousand one hundred and thirty reais) monthly per team.


    


    Art. 2 The following values of the financial incentive for Oral Health teams (eSB), Types 1 and 2, according to the criteria established by the National Primary Care Policy are hereby defined:


    


    I - For the Type 1 eSB, R$ 2,230.00 (two thousand, two hundred and thirty reais) will be transferred monthly, per team, and


    


    II - For the Type 2 eSB, R$ 2,980.00 (two thousand, nine hundred and eighty reais) will be transferred monthly per team.


    


    Sole Paragraph. The eSB implemented according to the procedures defined in the main section of this article, all the eSB in municipalities listed in Annex I of Ordinance No. 822/GM/MS, April 17th, 2006, and the eSB in the municipalities listed in the Annex of Ordinance No. 90/GM/MS, January 17th, 2008, that care for populations living in settlements or remnants of Quilombos, respecting the maximum number of teams also defined in Ordinance No. 90/GM/MS, January 17th, 2008 are entitles to receive 50% more upon the values transferred.


    


    Art. 3 The following values of the financial incentive for funding Family Health Support Centers (NASF), Type 1 and 2, according to the criteria established by the National Primary Care Policy are hereby defined:


    


    I – Each type 1 NASF, will receive R$ 20,000.00 (twenty thousand reais) every month, and


    


    II – Each type 2 NASF will receive R$ 8,000.00 (eight thousand reais) each month.


    


    Art. 4 The resource value for the NASF implementation, according to the criteria established in The National Primary Care Policy, is hereby defined:


    


    I – For the type 1NASF, R$ 20,000.00 (twenty thousand reais) will be transferred at once in in the month following the implementation of each NASF 1; and


    


    II - For the type 2 NASF, R$ 8,000.00 (eight thousand reais) will be transferred at once in the month following the implementation of each NASF 2.


    


    Art. 5 The budget resources, provided for in this ordinance, shall come from the Ministry of Health budget, and must encumber the Work Program 10.301.2015.20AD – Primary Care Variable Base - Family Health.


    


    Art. 6 This Ordinance shall enter into force on the date of its publication, with financial effects starting from March 2012.


    


    ALEXANDRE ROCHA SANTOS PADILHA


    


    ANNEX C - RETROACTIVE REQUEST FOR COMPLEMENTING THE TRANSFER OF FINANCIAL INCENTIVES


    


    STATE:__________ MUNICIPALITY: _________________ IBGE CODE: ________________ COMPETENCE(S):____________TYPE OF INCENTIVE:_______


    ESF ( )__________ACS ( )_____________ESB mod.___________I ( ) _________II ( ) ______________UOM ( ) ___________


    ESFPR ( )__________ ESFPRSB ( ) ____________ ESFF ( ) __________ ESFFSB ( ) _______ NASF type _______I ( ) __________ II ( )_____


    CNES CODE:____________________ TEAM IDENTIFICATION:__________________________________


    


    REASON FOR THE NON REGISTRATION ON THE SYSTEM:


    __________________________________________________________________________________________________________________________


    __________________________________________________________________________________________________________________________


    


    NAMES OF THE PROFESSIONALS – PROFESSIONAL CATEGORY – CPF:


    __________________________________________________________________________________________________________________________


    __________________________________________________________________________________________________________________________


    


    TEAM IDENTIFICATION: Identification of the team through the name used.


    


    TYPE OF INCENTIVE: Register if it is related to the Family Health team, Community Health Workers, Oral Health Team type I or II, Mobile Dental Unit, Riverside Community Family Health teams, Riverside Community Family Health Teams with Oral Health, Riverside Family Health Team, Riverside Family Health Team with Oral Health or Family Health Support Center, type I or II.


    


    LIST OF PROFESSIONALS: Complete name of each professional who is part of the team that did not generate an incentive.


    


    PROFESSIONAL CATEGORY: Identify the category for each professional listed on the column above.


    


    CPF: Register the professionals’ CPF from the suspended teams.


    


    DATE: ___/___/_____


    


    MUNICIPAL HEALTH SECRETARY:____________________________ STATE HEALTH SECRETARY: ________________________________________________________________
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