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ABSTRACT
Objective: To analyze the characteristics and performance of the teams of the Expanded 
Family Health and Basic Healthcare Centers (Nasf-AB) of Santa Catarina state. Method: 
A multicenter study implementing mixed methods, a sample of 149 municipalities (50.5% 
of the state) and 359 professionals through applying a survey and collective interviews 
with five teams of 43 professionals. Quantitative data were analyzed using descriptive 
statistics, and qualitative data were subjected to thematic analysis. Results: There were 
11 professions integrated to the Centers with a predominance of psychologists (27%), 
physiotherapists (18%) and nutritionists (18%). The professionals were mostly women 
(88%) aged between 30 and 39 years (50.4%), with their performance involving shared 
care, collective activities of their professional core, group activities and individual care to 
users. Professionals participate in the intermediation, regulation or evaluation of referrals 
from Primary Care to other points of the Network. The interviews revealed a set of 
actions of technical care and technical-pedagogical support and specialized actions. 
Conclusion: Despite operational difficulties, the Expanded Family Healthcare Centers 
have been supporting Family Healthcare teams, strengthening Primary Care.

DESCRIPTORS
Primary Health Care; Family Health; Secondary Care; Primary Care Nursing; Health 
Services Accessibility.
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INTRODUCTION
The Expanded Family Health and Basic Healthcare 

Centers (Nasf-AB – Núcleos Ampliados de Saúde da Família 
e Atenção Básica) constitute a policy developed to stimulate 
consolidation of Primary Healthcare (PHC), or Primary 
Care (PC) in Brazil, through composing multiprofessional 
teams aimed at interdisciplinary cooperation and resolute-
ness at this point of the Healthcare Network (RAS – Rede 
de Atenção à Saúde)(1). Professionals from different specializa-
tions work from the matrix support perspective with Family 
Health teams (ESF – Equipes de Saúde da Família), with a 
view to strengthening them and expanding their clinical 
resolvability, as well as supporting them in exercising care 
coordination functions. The diversity of professions that can 
be integrated into generalist teams gives Nasf the possibi-
lity to perform interdisciplinary activities, considering the 
knowledge of the specific nuclei of each profession as well 
as the knowledge field of healthcare which is common to 
various professions(2).

Inspired by the Paideia model(3) with a methodology 
for reformulating traditional management mechanisms 
and focusing on training people and forming relationships, 
support activates communication spaces and joint delibera-
tion implying knowledge sharing and organizes flows. The 
matrix activity of the specialized team can occur in two 
interfaces: technical-pedagogical support, which aims to 
promote continuing education movements for generalist 
professionals; and clinical-care support, in which profes-
sionals perform clinical care upon specific demand(1,4-5). The 
care coordination function has also been strengthened and 
highlighted in European reforms of PHC, converging with 
the Brazilian model. Collaboration between PHC genera-
lists and specialists has been proposed in several countries 
as a strategy to qualify care, however, teams with several 
specialists (Nasf-AB) are members at this point of the RAS 
only in Brazil(6-7).

Regarding the development of the nuclei in a national 
context, studies(8-11) reveal this device as a transformer in 
the work process in PHC/PC. Such direction can mobilize 
and impact hegemonic health practices which develop in 
devaluating public service scenarios and distort established 
power lines. As it is a support device, Nasf can change the 
team’s own work products, which sets a new way of produ-
cing healthcare(12). 

In May 2018, 5,293 Nasf teams operating in Brazilian 
municipalities were identified, of which 289 are in Santa 
Catarina state (SC)(13). Each team can be composed of a 
number of professionals depending on the configuration, 
which varies according to the modality (Nasf 1, 2 or 3) and 
the workload, also respecting the occupations indicated by 
the Ministry of Health (MoH) for the minimal team com-
position, as well as local ESF priorities and needs which 
receive support(1,14). 

The new National Primary Healthcare Policy (PNAB 
– Política Nacional de Atenção Básica) did not bring about 
major structural changes in the Nasf-AB, but changed its 
nomenclature, as it was previously called the Family Health 

Support Center (NASF). Withdrawing the term support left 
doubts as to the matrix logic, besides the fact of expanding 
the responsibility of the Center for the so-called traditio-
nal PH (eAB) teams(1,15). However, the normative trajectory 
of Nasf is not automatically reflected in the different local 
realities of the Brazilian territory, so much so that the new 
proposition has not yet been fully assumed in some muni-
cipalities of SC state that were part of this study. For some 
authors, the change in PNAB leaves doubts for managers 
as to the place occupied by matrix support after 10 years of 
the Centers(15). From this contextualization, the question 
is: how are the professionals who work in the Nasf-AB in 
SC characterized, and how do they work in the context of 
PHC? Thus, this study aims to analyze the characteristics 
and performance of Nasf-AB teams of SC.

METHOD

Study design

A descriptive study in which production and data analy-
sis was used implementing a quanti-qualitative approach, 
and an exploratory and sequential strategy. Quantitative data 
(QUAN) were collected and analyzed at first, and then the 
qualitative information (qual) was produced and analyzed 
considering the initial quantitative results (QUAN → qual). 
Conducting a study of mixed methods does not mean con-
ducting separate research which addresses a specific ques-
tion, but rather employing different methods to answer the 
question with complementary information(16). The study was 
developed by researchers from five universities of SC (two 
public, two community and one private), with the partici-
pation of the State Secretariat of Health. 

Scenario

The study scenario was the state of SC, composed of 
295 municipalities distributed in the nine health macro-
regions. From this total, 277 municipalities had the Nasf 
implanted, and the Nasf members who participated in the 
QUAN phase of the research belong to 149 (53.8%). muni-
cipalities which are members of all macroregions: Greater 
West, with 38 (50.7%) municipalities; Midwest with 21 
(48.8%); Northeast with 9 (100%); Greater Florianópolis 
with 13 (33.3%); Foz do Itajaí with 6 (50%); Vale do Itajaí 
with 23 (57.5%); Serra Catarinense with 6 (60%); South 
with 30 (75%); and Planalto Norte with 3 (33.3%). The 
population was collected from the website of the National 
Register of Health Facilities (CNES – Cadastro Nacional 
de Estabelecimentos de Saúde), totaling 1,312 Nasf members 
in the state in July/2017. The following participated for 
the ‘qual’ stage: 26 professionals from two municipalities 
of the Greater West; nine from a municipality of Greater 
Florianópolis; four from a municipality of Vale do Itajaí; and 
four from a municipality of Serra Catarinense.

Sample

The sample of the QUAN stage was composed of 359 
participants distributed in the nine health macroregions of 
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SC. The sample size calculation considered 95% for the con-
fidence interval and 4.5% for the margin of error. The sample 
for the ‘qual’ stage consisted of 43 Nasf members distributed 
in five municipalities of four Health Macroregions. 

Data collection

The data were obtained in two steps. For the QUAN 
stage, the Nasf members were asked to answer a Survey 
instrument with 19 questions (closed, open and Likert 
questions), including sociodemographic and socio-labor 
data, work tools and performance demands. The collection 
took place between May and June 2017. The instrument 
underwent an instrument test with a team of professionals 
from the state of Paraná in order to evaluate consistency and 
language, and obtained a high Cronbach’s alpha coefficient 
(α= 0.819). 

In the ‘qual’ stage, interviews were conducted between 
September and November 2017 with five teams represen-
ting the Macroregions, being established by random draw 
and according to access feasibility. Information production 
was closed according to saturation. The interviews lasted an 
average of 2 hours, conducted by an interviewer, a reporter 
(making notes on the profile and sequence of speakers) and 
supporters (circulating around the room with the recorders), 
and were recorded and transcribed in full. 

Selection criteria

It was necessary to be active in Nasf and to agree to 
the Informed Consent Form to participate, which allowed 
access to the Survey. Professionals who were away for any 
reason during the collection period were excluded. In the 
‘qual’ stage, the inclusion criteria of the participants were: 
to work in Nasf teams in one of the selected municipalities 
and to have been working on the team for at least 6 months. 
The exclusion criterion included: professionals away from 
work for any reason. The invitation to participate was sent 
to the Nasf members of the selected municipalities by state 
Macroregion, and the collective interviews were held with 
those who were willing to participate. 

Data analysis and processing

The QUAN analytical procedure was performed by 
coding and tabulation in the Excel program with the aid 
of the Statistical Package for the Social Sciences (SPSS), 
version 21.0. The variables were described by central ten-
dency and dispersion measures: mean, standard deviation, 
median and minimum and maximum values, estimation by 
confidence interval for the population mean based on the 
number of valid answers, considering the level of significance 
equal or less than 5% and a confidence interval of 95% or 
greater. Categorical variables were described by absolute 
frequencies and proportions. 

The information underwent a thematic analysis(17). The 
pre-analysis of the produced material was performed by star-
ting with a fluctuating reading of the speech transcriptions 
in order to constitute the corpus of the information. Then, 
it went to the exploratory phase, which resulted in the first 

coding to reach the comprehension/meaning nuclei of the 
text. Finally, the text was cut into registration units, which 
gave rise to three categories: “services offered by Nasf-AB 
in SC”; “Collective activities/groups developed at the 
Nasf-AB”; “Nasf-AB intermediation for specialized care”.

Chart 1 illustrates the synthesis of the methodologi-
cal aspects.

Chart 1 – Synthesis of the methodological aspects.

Study  
design

Mixed method research with  
sequential exploratory strategy

Quantitative – QUAN Qualitative – qual

Cross-sectional study Thematic analysis

Specific 
objective

Analyze 
sociodemographic, socio-
work, and daily activity 

characteristics.

Identify the nuclei 
of understanding of 

interdisciplinary practices 
and support to ESF.

Participants 359 Nasf members 43 Nasf members

Data 
collection

Survey instrument with 39 
questions Collective interviews

Data 
analysis

Data encoding and 
tabulation in Excel

Statistical Package for the 
Social Sciences (SPSS), 

version 21.0
Descriptive statistics

Pre-analysis
Exploratory phase

Coding

Ethical aspects

The study was approved by the Ethics Committee on 
Research with Human Beings of the Universidade do Estado 
de Santa Catarina, under Opinion No. 1.812.835/2016 
and respects all the ethical precepts and current Brazilian 
legislative guidelines. Participants were informed about the 
study and their identities are preserved by identifying the 
speeches by professional category, followed by the nume-
rical sequence, the term Nasf-AB and the order number 
representing the macroregion (Psychologist1/Nasf-AB1, 
Nutritionist1/Nasf-AB2 ...).

RESULTS

Characterization of professionals working at the 
Nasf-AB in Santa Catarina

The QUAN stage was attended by 359 professionals, 
who together worked in 149 (50.50%) of the 295 muni-
cipalities of SC. Most were female (n = 315/88%), with 
a prevalent age range of 30 to 39 years (n = 173/50.4%), 
average of 33.6 years, with a standard deviation of 7.6 years. 
The minimum age was 22 and the maximum was 59 years 
old. The most frequent level of education was lato sensu 
postgraduate (n = 256/71.5%) and the maximum degree 
was Doctorate (n = 1/0.6%). 

Most participants (n = 165/46.1%) had worked in the 
Centers for more than 3 years and exclusively in Nasf-AB 
within the Health Department of the municipality 
(n=206/57.5%). 

Regarding the professional category, the data reveal at 
least 11 different professions in the Nasf-AB, highlighting the 
number of psychologists (n = 96/27%), physical therapists (n = 
65/18.3%) and nutritionists (n = 63/17.7%). The less frequent 
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professionals were veterinarians (n = 1/0.3%), occupational 
therapists (n = 2/0.6%) and health workers (n = 3/0.8%).

Data reveal initiatives on the search for specific forma-
tion and continuing education, however they show little or 
no incentive from the manager:
(...) colleagues who have a master’s or postgraduate degree were 
because they went after, the municipality does not support this 
much (Physical Educator/Nasf-AB1).

(...) I had the introductory course at the unit with new [profes-
sionals], but they have little ability to understand the work of 
Nasf (Psychologist/Nasf-AB5).

Performance of the Nasf members in the context of 
the PHC/PH in SC

In the first category of services offered by Nasf-AB in 
SC, the frequency of care to users in a shared way with other 
professionals from Nasf/AB and ESF, or individually when 
the professional provides care to a user alone, usually within 
their specific professional core was analyzed. “Daily”, there is 
a higher number of individual visits by the Nasf-AB (41.3%) 
compared to the shared mode (15.7%), which can be seen in 
Table 1. For the periodicity “up to 3 times per week”, the fre-
quency of shared care increases to 48.8% (including the per-
centage of “daily”), while it reaches 85.9% if the frequency of 
shared care “up to biweekly” is considered. Individual care “up 
to 3 times a week” reaches 71.96% (including the percentage 
of “daily”), and up to 85.9% of professionals every two weeks. 

Table 1 – Service offered at Nasf-AB in Santa Catarina, Brazil, 2017.

Shared mode user support between Nasf-AB and ESF

Frequency n (%)

Daily 56 (15.7)

Up to 3 times per week 118 (33.1)

Up to 2 times per month 132 (37.1)

Rarely 45 (12.6)

Never 5 (1.4)

TOTAL 356 (99.2%)

Individual user service by Nasf-AB

Frequency n (%)

Daily 147 (41.3)

Up to 3 times per week 109 (30.6)

Up to 2 times per month 38 (10.7)

Rarely 49 (13.8)

Never 13 (3.7)

TOTAL 356 (99.2%)

In the shared service to the user performed collaborati-
vely through an exchange of knowledge among professionals, 
some specificities that signal the potential of the centers in 
changing the work process of the FH/AB, mainly related 
to the dialogical connection with the ESF, were clarified:
(...) when I talk about the support we would like to give [to the 
Family Health (FH) teams], it would be through these specific 
tools: case discussion, construction of a therapeutic project (...) The 
discussion was resisted when we first proposed it because there was 
a change in the work process for the teams. Being able to share, being 
able to build something interdisciplinary (...) there is still a resistan-
ce to working together. Sometimes, even due to a lack of preparation, 

we know that they are several categories, so until you can build a 
work system that guarantees ethical issues, respects issues, the diffe-
rence in points of view (...) (Nutritionist 1/Nasf-AB1).

(...) In some cases we can talk [with the ESF] about patients, 
but not with everyone, some we have better access to (...) (Spe-
ech Therapist 1/Nasf-AB4).

We do the shared care, too, there are situations that I need the 
presence of the psychologist. We agree at a time when both can, 
call the patient and we meet together, it's very easy (Social 
Worker1/Nasf-AB2).

(...) as far as possible we are always trying to make that contact 
and also bridging so that the [FH] sees the importance of talking 
to secondary care (Pharmacist1/Nasf-AB4).

Interviews clarify some core specificities of indivi-
dual care:
Individualized care by physiotherapy happens more in the screening, 
directed to the outpatient clinic (Physiotherapist1/Nasf-AB4).

We do [individualized care]! Not that it is a psychological ser-
vice, it is not a clinical service, but we do the first listening (...) 
(Social Worker1/Nasf-AB7).

(...) I can’t do individual care, I do very little, so what I work, 
basically, is group. When I do individual care it is more for gui-
dance or at most a return visit (Nutritionist1/Nasf-AB4).

I do individual care based on a few appointments, I can’t do the 
longitudinal monitoring; if the patient has the need, I talk to the 
doctor to make the referral (...) if I start taking on individual 
care, I won’t be able to handle the therapeutic groups (...) (Nu-
tritionist1/Nasf-AB3).

The second category, collective activities/groups develo-
ped in the Nasf-AB, demonstrates that the groups have been 
developed together with the ESF from the specific area of 
training of the Nasf members or not. Collective activities/
groups specific to the training area are carried out “daily” and 
“up to three times a week” more frequently than non-specific 
training areas (Table 2).

Table 2 – Collective activities/groups with users at Nasf-AB in 
conjunction with ESF in Santa Catarina, Brazil, 2017

Specific to the training area of the Nasf member

Frequency n (%)

Daily 39 (10.9)

Up to 3 times per week 114 (31.9)

Up to 2 times per month 139 (38.9)

Rarely 60 (16.8)

Never 5 (1.4)

TOTAL 357 (99.4%)

NOT Specific to the training area of the Nasf member

Frequency n (%)

Daily 12 (3.4)

Up to 3 times per week 71 (20.0)

Up to 2 times per month 189 (53.2)

Rarely 74 (20.8)

Never 9 (2.5)

TOTAL 355 (98.9)
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Excerpts from interviews show particularities of shared 
or collaborative activities performed by Nasf-AB teams and 
their relationship with FH/AB:
There are food rehabilitation groups, which happen in all [He-
alth] Units per cycle, around three to four months, then close one 
cycle and start another. Patients with the same profile for each 
group. We work with shared consultation for those who can’t 
be met individually, make a group (...) and we give support to 
any group in the unit that needs it (Nutritionist1/Nasf-AB1).

Our way of acting as Nasf in physiotherapy would be, for exam-
ple, to have certain types of pathology that we can jointly create 
therapeutic groups (...) the unit [ESF] brings the demand, we, 
together with the unit or with other Nasf professionals, we create 
groups to serve collectively (Physiotherapist1/Nasf-AB3).

(...) We don’t do psychotherapy, as is traditionally offered in the 
office. It’s not Nasf ’s role: it monitors until the HDG groups 
are opened, which is the formation of the Human Development 
Groups (Psychologist1/Nasf-AB1).

The third identified category, intermediation by Nasf-AB 
for specialized care, reveals that individualized care can lead 
to referral to specialized care, or even intermediation, regula-
tion or referral assessment. Table 3 presents these results. It is 
observed that the option “rarely” prevails for the percentage 
of referrals to specialized care by the Nasf-AB, as well as 
the intermediation, regulation or evaluation of referrals by 
the Nasf members for specialized care. These data suggest 
that while the Nasf-AB has been offering individual and 
collective care actions (shared, in which part of the support 
is realized or not), the Nasf members on the other hand also 
have the potential to guide referrals, conduct intermediation, 
regulation or evaluation of relatively underexplored referrals 
(about 50% of professionals never or rarely do), to contri-
bute to a flow that organizes and makes referrals to other 
points of the RAS more resolute. This makes it possible to 
reflect on Nasf-AB acting as a team midway between PH 
and secondary care.

Table 3 – Referrals to specialized care conducted by Nasf-AB in 
Santa Catarina, Brazil, 2017.

Referrals performed by Nasf members

Frequency n (%)

Daily 18 (5.1)

Up to 3 times per week 48 (13.5)

Up to 2 times per month 124 (34.8)

Rarely 141 (39.6)

Never 25 (7.0)

TOTAL 356 (99.2%)

Intermediation, regulation or evaluation of referrals from Primary 
Care to specialized care

Frequency n (%)

Daily 25 (7.1)

Up to 3 times per week 47 (13.4)

Up to 2 times per month 102 (29.1)

Rarely 132 (37.7)

Never 44 (12.6)

TOTAL 350 (97.5%)

The collective interviews presented some particulari-
ties and differentiations about these referral and regula-
tion issues, including a notion of the Nasf as a team which, 
although having mastery of specific knowledge, feels part 
of Primary Care in a work that is (or should be) providing 
support and empowerment of the generalist team:
We [Psychologists] have the referrals: users come to the doctors 
and nurses, they make the referral, not all of them can discuss it 
with us before referring [for specialized attention]. They usu-
ally give preference to the most serious cases, which need a little 
more urgent attention (Psychologist1/Nasf-AB1).

(...) I make the referral and give it to the reception girls who 
schedule with the clinic; [the user] doesn’t return to the doctor. 
Now it’s changing, because it opened a physiotherapy regulation, 
so the patients are going there first, they leave the unit, they go 
to the regulation and they decide if they go to the clinic (Physio-
therapist1/Nasf-AB4).

(...) we have a meeting [with teams from FH] to discuss ma-
trix support; these cases are raised and guidance is given to see 
what you will do for that situation, what type of referral, based 
on the discussion (Social Worker1/Nasf-AB5).

(...) We wouldn’t want to function as a specialized core in Pri-
mary Care, but rather that we could empower professionals to 
qualify so they meet a more special demand. (Nutritionist1/
Nasf-AB1).

DISCUSSION 
The surveyed professionals follow the general feminiza-

tion trend of the health professions (88% women) and are 
relatively young. Most have a postgraduate degree, almost 
half have worked for more than three years, and just over half 
have worked exclusively in the Nasf. There are few studies 
on the professional profile for comparison. With regard to 
training, a recent study(18) analyzed the work in Nasf in the 
Brazilian territory using data from the PMAQ and presented 
unsatisfactory data regarding specific training and conti-
nuing education, referred to as being offered by management 
for some or for no professionals by about 50% of the teams, 
which therefore requires professional initiative.

Although the QUAN part involves professionals from 
more than half of the municipalities, it is possible that the 
research selected a fraction which had greater involvement 
with the work by full dedication, which makes generalizing 
the results for the set of Nasf of the state and the country 
unreliable. Even so, the results illuminate aspects of a sig-
nificant fraction of the professionals’ routines, whose work 
is generally strongly influenced by the local and municipal 
context. The highlighted professions are typically the most 
demanded in PHC, consistent with the prevalence of mental, 
musculoskeletal and cardiovascular health problems (psycho-
logists, physiotherapists, nutritionists). 

The performance of Nasf-AB is the subject of different 
interpretations, taking different configurations according 
to locality. There are controversies and doubts related to the 
functions of each professional area in these Centers, while 
showing ambiguities in the support references of practices in 
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this new organizational arrangement. One of the paradoxes 
is the fact that there are concerns in establishing guidelines 
for “intra-area” action; however, the initiative is precisely 
oriented in the multi and interdisciplinary articulation, 
which implies collaboration between different knowledge 
and core competencies of each profession(19). The perfor-
mance of professionals in SC seems to follow that propo-
sed by the ministerial documents(1,5), with characteristics of 
technical-care and technical-pedagogical support to the ESF 
and some (to a lesser extent) having roles as articulators and 
regulators of access to specialized health services. 

The data show the presence of individual care performed 
by most of the Nasf members, daily (Table 1). However, a 
considerable portion, more than 70%, of professionals also 
express their work in groups, collectively with the ESFs or 
within their center’s competence. Apparently, the meetings 
and joint work with ESF have been constituted (Table 2), 
with specificities in each team. 

Interprofessional practice implies collaborative ways 
of working among professionals from different knowledge 
centers, regrouping fragmented knowledge in order to 
improve service delivery and avoid duplicating care. Such 
action is linked to the notion of teamwork and negotiation 
of decision-making processes through collective knowledge 
construction, respect for differences and singularities of 
knowledge and practice centers, in addition to the sum or 
integration of disciplinary or professional approaches(20-21). 
In this perspective, it should be clarified that advances are 
recognized in the path towards interprofessionality, taking 
into account the complexity of the matrix support proposal, 
especially considering collaborative practices among Nasf 
professionals, and these with those of the ESF. 

The performance in groups, specific or not, in the trai-
ning area of the Nasf member is highlight. The group prac-
tices are based or should be based on interactive references 
which enable user participation and promotes their approach 
to the objectives intended by the group, reinforcing the why 
and the theme of each meeting. This pedagogical perspective 
is based on liberating education, in view of learning from 
the experience of others(22). With this design, group practices 
can be considered devices for the promotion, prevention and 
the pursuit of happiness, as tools which provide bonding, 
accountability, expanding care, as well as not involving high 
technology, which contributes to cost reduction(23).

The Nasf members seem to seek to consolidate their sup-
portive function without disregarding the specialized clinic, 
according to the ideas predicted for matrix support in the 
precursor writings of the Nasf proposal(24) from the 1990s. 
The exercise of specialized clinical care was fully assumed 
and added to the support and continuing education role 
for the ESF, both constituting (support to the teams and 
exercise of the specialized clinic) matrix support(25).

The Nasf-AB was conceived as a proposal to fulfill the 
matrix support function in integrative care management. 
However, it takes time for links to be strengthened and 
action strategies to be formulated which meet the expecta-
tions of ESF professionals and the users themselves. On the 
other hand, there is concern of professionals (and researchers 

of the subject)(25) to avoid the Nasf members prioritizing 
specialized care, and especially that they do it by default 
and disconnected from the ESF in offices now within the 
health units. 

The SC teams develop activities in which individual care 
is highlighted, but shared care with the ESF is also present. 
The qualitative data stand out in the case discussions, inser-
ted in the routine, including through unscheduled conver-
sations and interactions. User-focused groups, specific or 
not, gained evidence in the training area of Nasf members. 

The Nasf members participate in the intermediation, 
regulation or evaluation of PHC referrals to other points of 
the Network, but in some rare cases they decide individually. 
The different arrangements of the teams seem to converge 
to some shared clinical exercise, forming collective spaces 
for discussion in which the team exercises the ability to 
analyze and intervene together, reflecting on the effects of 
their practices and collectively deliberating on this(3). These 
provisions also refer to an integrated network where PHC is 
the preferred gateway and as such organizes access to other 
services. In the studied teams, PHC services supported by 
the work of Nasf-AB, coordinate access to specialized ser-
vices. Some authors(25) argue the need for another organiza-
tional format for Nasf, bringing them closer to specialized 
services, which could all operate by providing matrix support 
as much as possible(6-7), and which could reduce the number 
of unnecessary referrals.

What was observed in SC were actions that seemed to 
make the preferential gateway more effective, which may 
lead to a desirable productive restructuring in health(12) by 
taking responsibility for part of the demand and reorga-
nizing the means of producing care by the professionals 
themselves in the extent of their duties and competences.

This study had some limitations, such as the difficulty 
of bringing together Nasf-AB professionals from all macro-
regions, as well as analyzing the different social contexts 
in which teams operate, which reflects the importance of 
conducting research exploring this theme. The challenges of 
adapting to official regulations also require further studies to 
analyze and understand how Nasf teams have been operating 
in the most diverse Brazilian territories and to evaluate the 
results of their interaction with the ESF.

CONCLUSION
The performance characteristics of Nasf-AB teams in 

SC are in line with what is predicted in the literature, which 
indicates that they have demonstrated the potential to sup-
port the ESF, and may be established as a mechanism for 
strengthening PHC as a care orderer in the RAS. Although 
it is a proposal in the construction process, the advances to 
date seem to be related to the action model centered on 
matrix support and which, in this state, materializes through 
shared consultations, individual service provision, in specific 
groups or not, of Nasf member professional category and 
participation in the regulation process between PHC and 
Secondary care.

The Nasf-AB proposal in SC has the potential to streng-
then the work process in PHC. It is on the path towards 
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RESUMO 
Objetivo: Analisar as características e a atuação das equipes dos Núcleos Ampliados de Saúde da Família e Atenção Básica de Santa 
Catarina. Método: Pesquisa multicêntrica, com métodos mistos, amostra de 149 municípios (50,5% do estado) e 359 profissionais, 
mediante aplicação de Survey e entrevistas coletivas com cinco equipes, 43 profissionais. Os dados quantitativos foram analisados 
via estatística descritiva, e os qualitativos passaram por análise temática. Resultados: Encontraram-se 11 profissões integradas aos 
Núcleos, com predomínio de psicólogos (27%), fisioterapeutas (18%) e nutricionistas (18%). Os profissionais são, majoritariamente, 
mulheres (88%) com idade entre 30 e 39 anos (50,4%), cuja atuação envolve atendimento compartilhado, atividades coletivas de seu 
núcleo profissional, atividades em grupos e atenção individual aos usuários. Os profissionais participam da intermediação, regulação 
ou avaliação de encaminhamentos da Atenção Primária para os demais pontos da Rede. As entrevistas revelam um conjunto de ações 
de apoio técnico-assistencial e técnico-pedagógico e atuação especializada. Conclusão: Os Núcleos Ampliados, apesar das dificuldades 
operacionais, têm atuado no suporte às equipes de Saúde da Família, fortalecendo a Atenção Primária.

DESCRITORES
Atenção Primária à Saúde; Saúde da Família; Atenção Secundária à Saúde; Enfermagem de Atenção Primária; Acesso aos Serviços de 
Saúde.

RESUMEN
Objetivo: Analizar las características y la actuación de los equipos de los Núcleos Ampliados de Salud de la Familia y Atención Básica 
de Santa Catarina. Método: Investigación multicéntrica, con métodos mixtos, muestra de 149 municipios (50,5% del Estado) y 359 
profesionales, mediante aplicación de Survey y entrevistas colectivas con cinco equipos, 43 profesionales. Los datos cuantitativos fueron 
analizados por vía estadística descriptiva, y los cualitativos pasaron por análisis temático. Resultados: Se hallaron 11 profesiones integradas 
a los Núcleos, con predominio de psicólogos (27%), fisioterapeutas (18%) y nutriólogos (18%). Los profesionales son mayoritariamente 
mujeres (88%), cuya actuación involucra atención compartida, actividades colectivas de su núcleo profesional, actividades en grupos 
y atención individual a los usuarios. Los profesionales participan en la intermediación, regulación o evaluación de derivaciones de la 
Atención Primaria a los demás puntos de la Red. Las entrevistas desvelan un conjunto de acciones de apoyo técnico asistencial y técnico 
pedagógico y actuación especializada. Conclusión: Los Núcleos Ampliados, pese a las dificultades operativas, están actuando en el 
soporte a los equipos de Salud de la Familia, fortaleciendo la Atención Primaria.

DESCRIPTORES
Atención Primaria de Salud; Salud de la Familia; Atención Secudaria de Salud; Enfermería de Atención Primaria; Accesibilidad a los 
Servicios de Salud.
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