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New configurations of matrix support in times of the COVID-19 
pandemic

Abstract  The aim of this study was to analyze the 
different configurations of matrix support stem-
ming from changes prompted by the COVID-19 
pandemic by investigating the work process of 
an Expanded Family Health Center (NASF) in 
Maricá, Rio de Janeiro, Brazil. We conducted a 
qualitative study using data collection methods 
selected according to the circumstances of the 
pandemic: web survey, semi-structured inter-
views, document analysis and searches of health 
information systems. The data were analyzed 
using the hermeneutic-dialectic method. The 
findings show an increase in mental health prob-
lems among both patients and health workers, 
the need to mobilize sociopsychological support 
networks, an expansion of remote support, espe-
cially for professionals from supported teams, and 
reduced presence of specialists in the community. 
The study shows that work processes became more 
individualized and focused inside clinics, and 
that minimum teams had limited capacity to care 
for the health problems related to COVID-19, 
confirming that NASFs play an essential role in 
primary health care.
Key words  COVID-19, Primary Health Care, 
Expanded Family Health Center, Matrix Sup-
port, Qualitative Research
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Introduction

Brazil’s public health system, o Sistema Único 
de Saúde (SUS) or Unified Health System, has 
gone through profound changes since the first 
case of COVID-19 was confirmed in the coun-
try in February 2020. The devastating pandem-
ic that ensued imprinted important changes in 
work processes across different services, which 
were forced to adapt protocols, operational flows 
and other care arrangements in response to the 
preventive measures implemented to curb the 
spread of SARS-CoV-2. In addition, the public 
health emergency increased the burden and pres-
sure on health workers.

Initially, resource allocation prioritized se-
vere cases and increasing the availability of hos-
pital beds, with primary health care (PHC) being 
reduced to secondary status, despite its capillar-
ity across Brazil’s municipalities and capacity to 
implement pandemic control measures. Health 
surveillance, health care, support for vulnera-
ble groups and routine service interventions are 
some of the activities that should be developed in 
this scenario1-3. With the start of mass vaccina-
tion, PHC was brought back to the forefront due 
to the expertise and experience of the primary 
care workforce in the implementation of vacci-
nation campaigns.

In the midst of poor national coordination 
and a weak federal government and Ministry of 
Health response to the ensuing pandemic, the 
disease spread out of control. This lack of control 
was reflected in the large number of cases and 
deaths and duration of the pandemic4. There were 
also delays in the implementation of measures to 
support the economy and employment, leading 
to the resurgence of social vulnerabilities5. 

With the spread of the pandemic and increas-
ing number of cases of COVID-19, other demands 
arose, including treatment of long COVID6. The 
various direct and indirect long-term effects of 
the pandemic, such as mental health problems, 
deepening poverty and food insecurity, as well as 
the aggravation of chronic conditions caused by 
the temporary disruption of follow-up treatment 
increased strains on health services and led to the 
mobilization of different levels of care, especially 
PHC2,7,8.

Expanded Family Health Centers (NASFs), 
made up of interprofessional teams9 that provide 
specialist rearguard support in PHC focusing on 
collective and group interventions, also needed 
to adapt to the pandemic. Under a matrix sup-
port organizational framework, NASF specialists 

provide primary care centers (PCCs) with tech-
nical-pedagogical and clinical-care support10. 
How supporters and supported teams work en-
genders different support function arrangements 
and configurations, which in turn affects health 
care delivery.

A NASF can be understood as a team that 
enhances shared expanded care through matrix 
support. Matrix support is a shared management 
resource that promotes more dialogical and less 
vertical work processes11. To be effective, it re-
quires certain institutional arrangements – such 
as team meetings and other protected collective 
spaces – that should be valued and legitimized by 
management. However, due to COVID-19, these 
arrangements have been reduced or temporarily 
suspended. 

NASF specialists have an essential role to play 
in the response to the COVID-19 pandemic and 
other public health emergencies12, which in turn 
implies the need to generate knowledge about 
new modes of working. Despite the attention 
given to matrix support by the literature, little is 
known about the work of NASF teams in times of 
pandemic. The aim of this study was therefore to 
analyze new configurations drawing on the data 
from a qualitative study investigating NASF work 
processes in Maricá, Rio de Janeiro, Brazil.

Methods

The study was conducted in the second semester 
of 2021 in Maricá, which is part of the state of 
Rio de Janeiro’s Metropolitan Region II and had 
a population of 168,000 in 2021, according to the 
Brazilian Institute of Geography and Statistics. 
Undergoing an expansion process, PHC cover-
age was around 98% of the projected population, 
with 54 family health teams (FHTs) working in 
24 PCCs and 6 NASF teams with 48 staff. It is 
worth mentioning that, unlike national trends 
during the study period12, the number of NASF 
teams in the municipality increased from 2 to 6.

We adopted a qualitative approach as, ac-
cording to Minayo13, qualitative methods allow 
the researcher to understand “people’s interpre-
tations of how they live, construct artifacts and 
themselves, feel and think”(p.57). Furthermore, 
work processes go beyond the regulations that 
shape professional practices, being played out in 
encounters between concrete subjects who have 
beliefs, desires, values and interests.

The restrictions imposed to curb the spread 
of COVID-19 were considered when defining the 
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methods. For this reason, we used a combination 
of primary and secondary data obtained from a 
web survey, semi-structured interviews, docu-
ment analysis and SUS information systems. The 
data were gathered and processed separately and 
integrated and combined in the discussion14.

Online surveys are practical and do not re-
quire face-to-face interaction. Using focus groups 
or face-to-face interviews would have increased 
the complexity of the research process given the 
restrictions that were in place and the unpredict-
able epidemiological scenario at the time of data 
collection. A web survey was therefore conducted 
to map and understand Modes of organization of 
the NASF work processes during the pandemic. 
The survey was created using Google Forms and 
consisted of 1 open-ended question and 25 multi-
ple choice questions, none of which were obliga-
tory. We avoided questions that could identify the 
respondent due to the researcher’s involvement in 
the area. In many of the questions it was possi-
ble to choose more than one option, while others 
used a Likert scale, given that matrix support has 
multiple modes of functioning and possibilities of 
professional-professional interaction15,16.

After tabulating the survey results, we per-
formed a preliminary analysis of the data to iden-
tify relevant points that could serve as a frame of 
reference for the individual interview guide to 
gather complementary information that the web 
survey did not capture due to the limitations of 
this method17.

We interviewed three former managers and 
technical supporters of the social health organi-
zation (Organização Social em Saúde - OSS) that 
took over the management of the municipali-
ty’s primary care services in March 2020. Two 
of the interviews were online and the third was 
conducted face-to-face at the request of the in-
terviewee, taking the recommended precautions. 

Two other data collection techniques were 
also used: document analysis, to identify and 
discuss the development of NASF guidelines and 
regulations between 2008 and 2021; and the anal-
ysis of secondary data taken from the SUS’s pri-
mary care health record system, e-SUS, and the 
National Registry of Health Facilities, to cross-
check data on the expansion of FHS coverage in 
the municipality and number of NASF teams and 
staff. 

Data analysis was performed using the her-
meneutic-dialectic method. The primary data 
comprised the results of the interviews, which 
are products of a singular experience mediated 
by collective experience. In this sense, the data is 

circumscribed by concepts and modes of working 
that either converge towards or deviate from the 
rules and regulations, as the latter are reframed 
by the actions of the agents who enact them and 
these agents “simultaneously hold collective in-
terests, which bring them together, and individ-
ual interests, which distinguish them from each 
other and counterpose each other”13(p.347). 

We developed a conceptual framework illus-
trating the relationship between the concept of 
matrix support and the work activities listed in 
the primary care guidelines (CAB No. 39) and 
specific roles and responsibilities described in 
the 2017 National Primary Health Care Policy 
(PNAB)18,19. These documents were chosen be-
cause CAB No. 39 is the main guidance docu-
ment for everyday work practices in NASFs and 
the PNAB was the prevailing relevant policy at 
the time despite changes implemented in recent 
years20,21.

The conceptual framework was not intended 
to limit the scope of the study or prevent different 
types of modes of operation of matrix support 
from appearing. Rather it was used as a tool to as-
sess compliance with a set of recommended prac-
tices and compare that which is on paper with 
actual practice, using the framework as a frame 
reference to create singular maps22 that reveal 
practices that go beyond that which is prescribed.

To synthesize and facilitate understanding of 
the phenomenon under study13, we used 5 catego-
ries of analysis: professional profile of the NASF 
members – what is valued by the management; 
interprofessional relations – modes of co-man-
agement11 adopted by supporters and supported 
teams; work processes during the COVID-19 
pandemic – forms of organization of professional 
practices during the pandemic; health patterns 
during the pandemic – health problems identi-
fied during the period; and management and the 
NASF – support provided by city council tech-
nical areas and the OSS for interventions per-
formed by the specialists.

These categories intersect with the concep-
tual framework, helping to gain a deeper under-
standing of the limitations of the prevailing rules 
and regulations in face of the health needs aris-
ing from the pandemic. There is an open agenda 
when it comes to NASF work processes, with the 
latter being shaped by new demands and special-
ist duties, roles and responsibilities not envisaged 
in CAB No. 39 and the PNAB. These shortcom-
ings result in the need to develop new guidance 
and official rules and regulations addressing the 
specific needs of the pandemic.
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The study was conducted in accordance with 
ethical and legal norms and standards for re-
search and the study protocol was approved by 
the research ethics committee (reference code 
CAEE 47280621.9.0000.5240). After approval, 
we initiated “warm-up” in the field, a strategy 
used to maximize adherence to the study. Ini-
tially we presented the study at the meetings of 
the 6 NASF teams to explain the objectives and 
methods and emphasize the importance of con-
ducting an in-depth analysis of work processes. 
Each meeting was attended by an average of 5 
professionals and held in a well-aired open space 
using personal protective equipment.

Before sending the web survey by WhatsApp, 
we sent a text to the team WhatsApp groups, re-
iterating the explanation given at the meetings 
confirming that participation in the study was 
voluntary and that any information provided 
would remain confidential. The web survey link 
was sent individually to 38 professionals select-
ed according to the inclusion criteria: working in 
the NASF team for at least 3 months. 

Two reminders were sent over a period of 28 
days: one after 8 days and the second during the 
last week of the period. This strategy was adapted 
from previous studies using mail surveys, where 
reminder letters were sent23, in this case replaced 
by text messages. Thirty-two professionals an-
swered the survey, corresponding to 84% of the 
individuals contacted.

Results and discussion

At the time of data collection, there were 6 NASF 
teams with 48 members: 7 physiotherapists, 6 
social workers, 6 nutritionists, 6 psychologists, 5 
pharmacists, 5 speech therapists, 5 pediatricians, 
4 physical educators, 3 obstetrician-gynecolo-
gists and 1 nurse. Each NASF team provides sup-
port for between 8 and 10 family health teams, 
amounting to a total of around 54 teams, 1 Street 
Clinic and 1 indigenous health clinic, covering 
100% of the municipality’s primary care teams.

There were 2 types of employment contracts 
(5 workers were career civil servants and 43 were 
hired by the OSS) and 4 working hours arrange-
ments (40 hours and 30 hours a week, for con-
tracts defined in specific legislation; 20 hours per 
week for career civil servants; and 16 hours per 
week for doctors hired by the OSS). Differences 
in working hours directly affect support capac-
ity, resulting in overburdening for some profes-
sions. Doctors for example need to divide the 16 

hours to be able to provide support for up to 10 
teams. This also occurs with some physical ed-
ucators, who provided support for all the teams 
in the health district they are allocated to. In ad-
dition, this type of arrangement significantly de-
creases the presence of specialists in “minimum 
teams”, sometimes hampering participation in 
team meetings, case discussions, home visits and 
co-management between the NASF team and 
family health team, resulting in a more vertical 
approach.

Configurations of support in Maricá

Chart 1 (Modes of organization of the NASF 
in Maricá during the pandemic) shows the re-
sults of the work processes mapping done using 
the primary data broken down into the 5 cate-
gories of analysis. These data reveal types of ar-
rangements, modifications and the interventions 
performed by the specialists after the changes 
driven by the pandemic.

The results show that a little over half of the 
professionals joined the NASF during the pan-
demic, constituting new teams. However, most 
of the staff had experience with matrix support 
in other municipalities before joining. This is 
possible when policies and practices are con-
solidated through an increase in the number of 
qualified staff resulting from investment made by 
the Ministry of Health from 2008, interrupted by 
the Programa Previne Brasil (Prevent Brazil Pro-
gram)12,21.

Most of the team members sought out pan-
demic training opportunities; however, a con-
siderable proportion (37.5%) did not attend 
COVID-19 training, despite major changes in or-
ganization and interventions. Some professionals 
participated in training offered by organizations 
outside the SUS, although it was not possible to 
guarantee the quality and depth of these courses. 
It is important to highlight that a number of pro-
fessionals received training from the supported 
teams (one-quarter of the respondents), reveal-
ing that support was two-way.

Another important point is that little in-
vestment was made by the city council techni-
cal areas and OSS to promote the discussion of 
COVID-19, with only 12.5% of specialists men-
tioning that they participated in training offered 
by local management. The lack of training offered 
by local management reveals a low level of invest-
ment in continuous training and professional de-
velopment. The training of NASF professionals 
gains even greater relevance as acquired knowl-



3499
C

iência &
 Saúde C

oletiva, 28(12):3495-3506, 2023

edge reverberates in the supported teams, either 
through knowledge and practice sharing or di-
rect patient and group care. However, respon-
dents reported that local management provided 
key support to specialists concerning COVID-19 

issues, behind only NASF members themselves, 
who provided the highest level of support during 
the pandemic.

NASF work schedules were defined together 
with the supported teams and other specialist 

Chart 1. Modes of organization of the NASF in Maricá during the pandemic.

Professional profile of NASF members
New team, with most members joining during the pandemic due to a switch in management of PHC.
Half of the team members had worked in matrix support before joining the team.
Most team members received training in matrix support from local management, particularly those who had 
joined the team before the pandemic.
A little over half recognized that the official government documents that guide matrix support practices 
contribute to their work processes.

Interprofessional relations
NASF work schedules were defined jointly with the supported team; however, some specialists defined schedules 
independently. 
The professionals who most sought NASF support were nurses and CHWs. 
Most of the cases referred to specialists were discussed upon referral or during follow-up.
Specialists participated in family health team technical meetings at the invite of mangers and upon the initiative 
of the NASF, which offered to be present in group meetings.  
Interconsultations involved mainly NASF members and family health team nurses.
NASF specialists worked jointly with other NASF members in many actions.
NASF teams held periodic internal planning meetings (generally weekly) with the participation of most of the 
team.
Support materials and continuous training was offered to supported teams when the need was identified or when 
requested by teams or patients.  

Work processes during the COVID-19 pandemic
Most team members took part in pandemic training activities; however, a considerable number of professionals 
reported not having participated in training on COVID-19.
New work processes were discussed mainly with NASF members from the health district, with guidance being 
provided by management.
NASF professionals reported that the professionals who provided most support during the pandemic were other 
NASF members.
Most specialists mentioned that there was an increase in demands over the course of the pandemic.
Individual appointments were held respecting all protocols.
Collective activities were suspended temporarily, being resumed with the adoption of health protocols.
Home visits were performed with a reduced number of professionals.
The services provided by the Psychosocial Care Network were the most requested by NASF teams.
WhatsApp was the most widely used communication tool to provide remote support to patients and supported 
teams, using text messages and voicemail; many professionals reported not providing remote support to patients.
Physical structure was considered inadequate for the work of professionals during the pandemic.

Health patterns during the pandemic
The most mentioned problems were mental health problems – especially anxiety – followed by problems in the 
category diet and nutrition. 
Besides Psychosocial Care Network services, NASF teams also requested social assistance services during the 
period.

NASF management
The professionals reported that management was supportive when it came to issues involving COVID-19. 
Few training opportunities were offered by the city council to discuss aspects related to the pandemic.
The way in which information on the health care network was made available was considered satisfactory.
General meetings promoted by local management were considered spaces that provided the opportunity for 
discussion.

Source: Authors, 2023. 
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team members. Planning interventions together 
with those who request support and collective-
ly discussing how they will be performed means 
that those who contract the interventions share 
responsibility for actions. When the latter are in-
volved in the planning and management of work 
processes, health care gains a different meaning 
for those who deliver it, with gains that extend 
beyond utilitarian value: work producing a com-
modity – health care – and engendering changes 
in the worker11.

Another relevant aspect of this arrangement 
relates to intervention enabling conditions, such 
as physical infrastructure and protected physical 
spaces for group activities, interconsultation and 
individual appointments. Home visits, for exam-
ple, depend on certain conditions, such as guar-
anteeing transport to the patient’s home. This 
requires joint planning to establish agreements 
between teams with support from local manage-
ment. 

The results show that the professionals who 
most seek support from NASF teams in this con-
text are nurses and community health workers 
(CHWs), followed by doctors, PCC managers, 
auxiliary nurses and dentists and/or oral health 
teams. One of the managers suggested that this 
may be explained by various factors, including the 
fact that the number of CHWs per team is higher 
than other professionals and these workers con-
tinued to work in local communities even during 
the pandemic. Another reason is that CHWs are 
authorized by the technical area to directly request 
NASF support, decentralizing procedures and en-
suring that support is not restricted to doctors 
and other professionals with degree-level qualifi-
cations. 

The results of one of the Likert survey ques-
tions show that the main partners of intercon-
sultations were NASF professionals, followed by 
nurses and doctors.None of the 32 specialists who 
responded the survey selected the maximum score 
from a scale of 1 to 5 for joint appointments with 
doctors, in contrast to other professionals who ob-
tained at least one maximum score. This may have 
a number of explanations. First, it may not have 
been possible to offer interconsultations due to the 
social distancing measures introduced to curb the 
spread of COVID-19. Second, it could due to lack 
of openness of doctors to specialists or vice-ver-
sa. Another factor that hinders interconsultations 
is conflicting work schedules on the days NASF 
professionals are in the PCC and availability of 
doctors for shared consultations. According to the 
interviewees, when specialists come up against 

barriers to accessing family health teams and are 
unable to link up with minimum teams, they often 
seek space together with fellow team members.

With regard to interconsultation, besides 
knowledge sharing, it is important that the pro-
fessionals who are sharing the case hold joint 
responsibility. These consultations should not be 
restricted to the family health team receiving a 
second opinion or technical advice from a special-
ist24. In shared consultations, groups of different 
professionals interact with the patient and with 
each other in an action involving different forms 
of management of the health problem. The tech-
nical-pedagogical dimension of matrix support 
operates through collaboration and observation, 
with knowledge and practice sharing enhancing 
the capacity of all involved to deliver effective care.

One of the main challenges of matrix support 
is to develop a working model in which actions 
and interventions are co-managed. To this end, 
teams need to have spaces for discussion and joint 
planning. While case discussions alone do not 
guarantee co-management, without this practice 
the old forms of referral that the NASF aims to 
overcome are repeated18. More than that, both 
teams need to believe in the power of teamwork, 
realize the importance and greater effectiveness 
of this type of arrangement and be open to coop-
erating and task sharing in collective spaces. 

Group patient activities were temporari-
ly disrupted due to the implementation of so-
cial distancing measures to curb the spread of 
COVID-19. On the other hand, there was an 
increase in individual appointments, usually in 
the form of interconsultations. Elective appoint-
ments and certain lines of care had to be sus-
pended, affecting NASF performance indicators, 
according to one interviewee.

There was also a reduction in the number 
of professionals doing home visits and less ac-
tivities were developed in the community. Due 
to the temporary disruption of group activities, 
work processes were organized in a more indi-
vidualized manner inside clinics. This modus 
operandi is different from that usually adopted in 
primary care2,3, which combines individual care 
with a community-based and family-centered 
approach.

Many specialists reported that they did not 
use tele-support or tele-consultation even when 
social distancing measures were in place. In this 
respect, it is worth highlighting that the NASF 
did not have an institutional telephone at the 
time of data collection. By not having access to 
a protected number, many workers may not have 
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felt comfortable giving their personal telephone 
number and mixing professional and person-
al life, receiving calls and text messages outside 
working hours and meeting demands that go be-
yond the requirements of their role.

An important consideration is the feasibility 
of tele-support, given that many patients have 
low socioeconomic status and may not be able 
to afford a smartphone and internet, or are older 
persons who do not have the necessary knowl-
edge and experience to use communications 
technologies. Care should therefore be taken to 
ensure that greater use of these tools does not be-
come a new barrier to access, producing health 
inequities. According to Fonseca and Morosini25, 
different aspects should be considered when ex-
panding the use of digital communication tech-
nologies, including the loss of importance of ter-
ritorialization due to the reduced circulation and 
presence of health professionals in the local com-
munity. The authors also highlight the need to 
“be attentive to the risk of exacerbating the invis-
ibility of the social dynamics of disease and limit-
ing the focus of care, emphasizing clinical aspects 
that reinforce the complaint-treatment approach 
that the FHS seeks to overcome”25(p.219).

On the other hand, most professionals pro-
vide remote support to supported teams, espe-
cially using WhatsApp. This communication 
tool is widely used by health professionals and 
many cases were already being shared using this 
platform even before the pandemic. However, 
exchanging messages alone does not constitute 
co-management of care, with the platform often 
being used to pass information through superfi-
cial communications, giving a false sense of shar-
ing and working as a team26.

Health problems related to the COVID-19 
pandemic

The results of the question about types of 
demands related to the pandemic – the only 
open-ended question in the web survey – re-
vealed 37 problems, which are listed in Chart 2 
according to strategic NASF areas27. The last col-
umn shows the number of times each problem 
was mentioned. However, this division is mere-
ly schematic, given the multifactorial nature of 
most of the problems.

The most cited problems were mental health 
problems, which is consistent with national data. 
A recent study showed an increase in the number 
of workers insured by National Social Security 
Institute on long-term sick leave due to mental 

and behavioral disorders in 2020, revealing that 
the pandemic has had a major impact on mental 
health in Brazil28.

As a reflection of this situation, there has been 
an increase in the utilization of the services of 
the facilities that make up the local Psychosocial 
Care Network (RPHC), including 1 Psychosocial 
Care Center II, 1 Child and Youth Psychosocial 
Care Center, 1 Psychosocial Care Center for Al-
cohol and Other Drugs, and 4 multidisciplinary 
psychosocial care teams, run by the city council 
to replace the outpatient model.

The second most common problems were 
those related to diet and nutrition. The most 
mentioned problem was obesity, followed by 
weight gain, overweight, poor eating habits and 
eating disorders. Hunger was also included in 
this category, although this problem may also be 
encompassed by the social service category, as it 
is related to increase in poverty, lack of family in-
come and unemployment. Although intrafamily 
violence was also included in this category, it is 
understood that violence is multifactorial. The 
most common problems in the category rehabili-
tation, understood here in the widest sense of the 
word, were motor sequelae, generalized pain and 
joint pain, which may be associated with prob-
lems related to a sedentary lifestyle, lack of physi-
cal activity and muscle weakness, included in the 
body practices and physical activity category. 

Although limited in number, the problems 
included in this category provide some in-
sights into health needs after the advent of the 
COVID-19 pandemic6. The multifactorial and 
multicausal nature of most of the problems list-
ed in Chart 2 reinforces the importance of the 
co-management of health interventions by inter-
disciplinary teams. 

Given the persistence of symptoms associat-
ed with the disease, associated problems and long 
COVID, it is essential to develop guidance doc-
uments like those published by the Ministry of 
Health during the Zika public health emergency 
in 201629. It is worth highlighting that the lack of 
technical guidelines and organizational and clin-
ical regulations for NASFs during the pandemic, 
resulted in the emergence of self-managed pro-
cesses in teams, who had to create or customize 
singular forms of working.

The following is a list of NASF interventions 
identified in the investigated work processes and 
literature review: (a) tele-support for supported 
teams, tele-consultation and tele-patient mon-
itoring; (b) replacement of group appointments 
with remote activities and groups; (c) produc-
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tion and dissemination of informative material 
on the pandemic and videos showing remote 
health actions; (d) psychosocial support for sup-

ported teams and patients; (e) support for test-
ing and vaccination strategies; (f) identification 
and follow up of patients with long COVID-19 
symptoms; (g) monitoring of socially vulnerable 
groups; and (h) identification and mobilization 
of support networks in health territories2,3,8,30-33.

The list of activities reveals the modes of 
organization of matrix support throughout the 
pandemic, with the possibility of incorporating 
many activities into NASF practices in other con-
texts. Other practices were already used by the 
specialists and expanded during the pandemic, 
such as information and communication tech-
nologies, which began to be used en masse, espe-
cially for team communication.

As mentioned above, care must be taken to 
ensure that the utilization of digital communica-
tion technologies does not pose a new barrier to 
access to services or result in a detachment from 
family health team roles and responsibilities. In 
this sense, it is important to be attentive to the 
possible distancing of health professionals from 
the community, ensure that the replacement of 
face-to-face contact by remote interaction does 
not result in a loss of longitudinality and reduced 
engagement with patients and families, and as-
sess whether the reduction in face-to-face group 
interaction implies weakening community en-
gagement and the collective25,26.

It is important to highlight the importance 
of identifying patients with symptoms of long 
COVID-19 and the proper follow-up and mon-
itoring of cases that can be managed by prima-
ry care services using collective and individual 
care strategies. This reinforces the need for fam-
ily health teams to pay more careful attention to 
patient needs and the importance of interprofes-
sional support for emerging cases, regardless of 
severity2,3,8. It is also important to understand the 
technical limitations of these teams in unpredict-
able scenarios such as those experienced during 
the pandemic.

Final considerations

This study revealed that new modes of organiza-
tion of matrix support work processes became 
more prominent during the health emergen-
cy, confirming the study hypothesis. At certain 
times the teams needed to shift away from the 
community-based approach, temporarily dis-
rupting groups and home visits, focusing on 
individual care interventions during severe pe-
riods, and performing functions apparently out-

Chart 2. Health patterns during the pandemic.
Strategic 

NASF area Problem Occurrences

Mental health Anxiety 12
Mental health 7
Depression 5
Panic disorder 2
Fear 1
Distress 1
Insomnia 1
Global developmental delay 1
Behavior disorders 1

Diet and 
nutrition

Obesity 4
Weight gain 2
Hunger 2
Overweight 1
Unhealthy eating habits 1
Eating disorders 1
Irregular eating 1

Rehabilitation Motor sequelae 3
Generalized pain 2
Joint pain 1
Speech 1
Language problems 1
Follow-up with a nutritionist 1
Respiratory and motor 
sequelae-related swallowing 
changes

1

Social service Family conflict 1
Intrafamily violence 1
Domestic violence 1
Unemployment 3
Increase in poverty 2
Lack of family income 1
Barriers to accessing public 
policies 1

Body practices 
and physical 
activity

Problems related to a 
sedentary lifestyle 1

Lack of physical activity 1
Muscle weakness 1

Women’s 
health Menstrual irregularities 1

Other 
problems

Stroke 1
Decompensated diabetes 
mellitus 1

Source: Authors, 2023. 
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side the scope of their core duties and the roles 
and responsibilities of PHC. These possible and 
necessary configurations were determined by the 
circumstances of the pandemic. 

Playing a pivotal role in the organization of 
the work of health teams, matrix support needs 
to constantly adapt to the conjunctural needs of 
the SUS, driving instituting movements and pro-
cesses of creation. In the case studied here, the 
pandemic forced a rethink and the modification 
of work practices in health services. 

The advent of the pandemic expanded the list 
of clinical demands addressed by PHC, which 
require further clarification. These demands jus-
tify the existence of NASF teams and matrix sup-
port, which operate by developing actions with 
supported teams and delivering care directly to 
patients and groups. The multifactorial nature 
of most problems arising during the pandemic 
identified by this study reinforces the importance 
of the interprofessional approach adopted by 
the NASF. Monitoring health needs, modifying 
modes of operating and interventions, has to do 
with the permanence of the NASF in the SUS and 
is a way of counterposing the dismantling of the 
public health system witnessed during the study 
period.

The resumption of funding of the NASF, re-
designed for a newly shaped team, the “eMulti” 

– a multidisciplinary primary health care team34 
– reaffirms the importance of matrix support 
for the provision of comprehensive longitudinal 
care through shared consultation and case dis-
cussions, the joint definition of therapy plans 
and interventions in the community. Advances 
are also being made in the form of modifications 
and new practices, such as the incorporation of 
remote care – one of the legacies of the pandemic 
– and the establishment of performance indica-
tors from 2024. 

With regard to methodology, analyzing the 
results of the questionnaire before the interviews 
with managers allowed us to identify relevant 
points for inclusion in the semi-structured in-
terview guide and gather complementary infor-
mation that the web survey did not capture due 
to the limitations of this method. In addition, 
the in-field “warm up”, where we presented the 
study at team meetings, and sending reminder 
WhatsApp texts contributed to the adherence of 
workers to the study.

The analysis was limited to NASF profession-
als and managers, with members of the supported 
teams and patients not being included, demon-
strating the importance of further research on 
this topic. This was due to time constraints and 
the circumstances of the COVID-19 pandemic, 
limiting the scope and breadth of the study. 
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