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Abstract  Rio de Janeiro has become a paradigm for Brazilian Primary Health Care (PHC). How did the city, which 
until 2008 was the capital city of the country with the lowest coverage of complete Family Health Strategy (FHS) 
teams, with 3.5% of its population, manage to give access to more than 70% of cariocas (residents of the city of Rio de 
Janeiro) by 2024? The present study analyzes the main axes and results of the Primary Health Care Reform (Reforma 
dos Cuidados em Atenção Primária à Saúde - RCAPS) over a 15-year period, inspired by PHC in Lisbon, Portugal. 
Limits, challenges, and advances are discussed. Our study highlights changes in the organizational chart, the mana-
gement model, health care by results, and the strengthening of PHC as a network organizer and care coordinator. The 
feasibility of RCAPS for a large city is demonstrated, with the following limitations: (i) the need to reorganize conti-
nuing education processes, (ii) improved communication with the SUS user population, and (iii) insufficient tripartite 
funding, especially from the state government. Digital Health as an axis for improving communication, expanding 
access, and greater resolutiveness is today consolidated as management’s greatest challenge.
Key words  Primary Health Care, Health evaluation, Primary care attributes, Rio de Janeiro
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Introduction

In the city of Rio de Janeiro, the then “Family Health 
Program” (FHP) created in 1994 in the Brazilian 
Northeast, faced a desolate scenario: some FHP 
teams had been implemented in a residual manner 
by the local Municipal Health Department (Secretar-
ia Municipal de Saúde de Rio de Janeiro - SMS-RJ), 
beginning with the pioneering work conducted on 
Paquetá Island in 1995 and other occasional FHP 
teams in the communities of Borel (Tijuca), Parque 
Royal (Ilha do Governador), Canal do Anil (Jacarep-
aguá), Vila Canoas (São Conrado), and Vilar Carioca 
(Campo Grande)1. This configuration changed little 
until 2008, when an estimated population coverage of 
only 3.5% was recorded, the lowest among Brazilian 
capitals.

Since 2009, however, Primary Health Care Re-
form (Reforma dos Cuidados em Atenção Primária à 
Saúde – RCAPS) has brought innovation and a new 
management model to public health in Rio de Janei-
ro. Access to Primary Health Care (PHC) services has 
gradually increased, reaching nearly 70% of the pop-
ulation in December 2016, but then dropping to 40% 
in the period of 2017-2020. Starting in 2021, in the 
midst of the COVID-19 pandemic, the city of Rio de 
Janeiro once again began to prioritize PHC, providing 
coverage to around 70% of cariocas (residents of the 
city of Rio de Janeiro). In 2024, the city once again 
had complete Family Health teams, with an average of 
five to six community health agents (CHAs) per team.

It is important to note that, in 2008, the city 
of Rio de Janeiro, among all the capitals in Brazil, 
had, according to the Public Health Budget System 
(Sistema de Orçamento Público em Saúde - Siops), 
the lowest municipal public funding2. In December 
of that same year, the coverage for complete Family 
Health teams in the city was 3.5% of its population, 
the lowest among Brazilian capitals, including São 
Paulo (26.6%), Belo Horizonte (71.5%), Porto Alegre 
(22.3%), and Curitiba (32.6%)3,4.

When comparing the city of Rio de Janeiro with 
other Brazilian capitals and with the previous situ-
ation of the city itself, as indicated by the Ministry 
of Health, between 2005 and 2012, of the total of 
1,644 new Family Health teams created in Brazil, 638 
(38.8%) were in the city of Rio de Janeiro5.

In 2022, according to the Demographic Census 
of the Brazilian Institute of Geography and Statistics 
(Instituto Brasileiro de Geografia e Estatística - IBGE), 
the city of Rio de Janeiro has 165 neighborhoods, 
grouped into 33 Administrative Regions (ARs) and 
ten Planning Areas (PAs) by the Municipal Health 
Department. These areas have territorial health re-
sponsibility, presenting themselves as: PA 1.0 (Center 
and surroundings), 2.1 (South Zone), 2.2 (Greater Ti-

juca), 3.1 (Leopoldina Region), 3.2 (Greater Méier), 
3.3 (Madureira Region and surroundings), 4.0 (Jac-
arepaguá Region and surroundings), 5.1 (Bangu Re-
gion and surroundings), 5.2 (Campo Grande Region 
and surroundings), and 5.3 (Santa Cruz Region and 
surroundings) (Supplementary Material 1, available 
at: https://doi.org/10.48331/scielodata.PNW6YL).

Going back in history, in mid-2009, the Santa 
Cruz neighborhood – west of the city, 62 km from the 
City Hall’s Administrative Center (which is actually 
located in the eastern part of the city) – was select-
ed to launch the Program entitled “Saúde Presente” 
(Present Health), which aimed to promote coordina-
tion between health services and between these and 
the population, ensuring a single command of munic-
ipal management and closer ties, based on the Family 
Health Strategy (FHS) network, designed regionally, 
as “Integrated Health Care Territories” (“Territórios 
Integrados em Atenção à Saúde” - Teias), in an attempt 
to overcome the fragmentation of health care4.

In this light, the FHS began to receive new in-
vestment and funding resources for its expansion, 
planned to take effect by 2012, in the order of 35%. In 
the words of the City Hall Strategic Plan for the peri-
od of 2009-2013, the goal was to increase the popu-
lation’s coverage of the Family Health Strategy by 10-
fold5. In addition to this Strategic Plan, the Municipal 
Health Plan for the same period6,7 also contributed to 
planning the expansion of PHC services of the Uni-
fied Health System (SUS) in the city, based on the 
principles described by several authors5,8, considering 
each PA and a pace of expansion for access for each 
neighborhood in the city.

The city is quite heterogeneous, with different lev-
els of development in its regions, with the consequent 
inequality in the distribution and use of available re-
sources, including health services. Indicators of the liv-
ing conditions of a population, when applied to the City 
of Rio de Janeiro, point to large variations between ar-
eas that are sometimes very close together, due to its pe-
culiar geographic location, with very poor settlements, 
mainly on mountain slopes, beside the wealthiest sec-
tors of the population. [...] The disorderly growth of the 
city is one of the factors that has had a direct impact on 
the health sector, both due to the vertiginous increase in 
urban violence and the difficulty of access by part of the 
population to public health services6.

The municipal managers of Rio de Janeiro, from 
the periods of 2009-2012, 2013-2016, and 2021-2024, 
selected the PHC system formed by the teams that 
make up the FHS as the basis for RCAPS. The main 
argument was that, in addition to federal co-financ-
ing, several cities in Brazil and around the world had 
already been developing this model with significant 
results in improving the quality of life of their popula-
tions. The proposed changes involved changes in the 
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organizational and administrative structures as well 
as in the attributes of the health care model4.

After fifteen years of expanding access to PHC 
services, it is possible to describe some of the results 
obtained. The objective of this article is to analyze the 
experience of Rio de Janeiro in implementing a public 
policy aimed at the RCAPS in the period from 2008 
to 2024.

Methodological Aspects

The methodological framework used was the case 
study, which, according to Hartz9, is recommended 
whenever the intention is to analyze a set of relation-
ships between different variables necessary to under-
stand a complex phenomenon, in a situation in which 
the researcher has little control over events, as can be 
seen when evaluating planned vs. implemented pub-
lic policies.

To this end, a documentary analysis7,10-12 and a 
survey of primary and secondary data were carried 
out between 2008 and 20245,12,13. A time period was 
chosen, which we will call “axes” here, to enable a 
comparison of different cycles of municipal manage-
ment. The year 2008 ends a pre-reform municipal 
management cycle (2005-2008), and the years (2009-
2012), (2013-2016), (2017-2020), and (2021-2024) 
represent four-year periods with new guidelines for 
SMS-RJ. It is also important to note that the years 
2013 and 2025 represent the continuity of the pre-
vious management with the same political group in 
charge of the City Hall of Rio de Janeiro.

Results

As a way of planning the first management cycle 
(2009-2012), the Rio de Janeiro Municipal Health 
Department, from the onset, published a set of axes 
and guidelines that it intended to follow. In this 
sense, the transparency and movements that generat-
ed the RCAPS were well designed and implemented 
throughout the city, beginning with giving greater 
credibility to PHC based on the FHS; but not just 
any primary care was provided. From the beginning 
of the journey, all actions were based on creating and 
developing the attributes of PHC mentioned above. 
The speed of implementation in this initial period 
was also crucial to guaranteeing budgetary resources 
for the subsequent periods. All areas of the city had 
their public calls for proposals to gain support for 
the management of family health teams published in 
2009.

Strategic axes and guidelines of Primary 
Health Care Reform (RCAPS) 

RCAPS can be didactically divided into strategic 
guidelines, as proposed by SMS-RJ, for each of its 
phases. Each guideline/activity had an initial mile-
stone in a given year, and was developed and con-
solidated in the subsequent periods. The first axis of 
RCAPS, defined for the first cycle of the 2009-2012 
administration, carried out a situational diagnosis 
during the transition government between October 
and December 2008. One of the findings at the time 
was the observation of incomplete teams, without 
doctors, that is, in the field work carried out by the 
health transition team in the few existing health units, 
there were only 63 complete Family Health (Saúde da 
Família - FHS) teams, equivalent to 3.5% of estimated 
coverage of cariocas by the PHC, divergent from what 
was reported in the National Health Establishment 
Registry System (SCNES), which at the time was not 
properly updated by the health units. 

This initial phase corresponded to the radical 
transformation and change of organizational and ad-
ministrative models, with the subsequent elimination 
of hundreds of positions of trust and a restructuring 
of the new organizational chart of the SMS-RJ, with 
the creation of the Subsecretariat of Health Care Pro-
motion, Primary Care, and Surveillance (Subsecre-
taria de Promoção, Atenção Primária e Vigilância em 
Saúde - SUBPAV). It also marked the beginning of the 
expansion of access to public health services with the 
creation of the first Family Clinic in the Padre Mi-
guel neighborhood, on November 14, 2009, which 
brought innovation through the implementation of 
clinical governance and electronic patient records, 
adapted from those used by PHC in Portugal14,15. 
Nevertheless, the implementation of knowledge 
management was also launched, with the creation of 
technical and specialization courses, funding, and the 
creation of a major in PHC in the professional Mas-
ter’s degree at Fiocruz. In 2024, this program also ob-
tained the professional doctoral degree and new res-
idency programs, including Family and Community 
Medicine, Family Health Nursing, Multidisciplinary 
programs16-18. Finally, the greatest innovation of the 
Rio de Janeiro SUS in the area of continuing educa-
tion was also created – the Network of Observatories 
of Information and Communication Technologies in 
Health (Rede de Observatórios de Tecnologias de Infor-
mação e Comunicação em Saúde - the “OTICS-Rio” 
Network), integrating the areas of teaching, research, 
and community extension programs in PHC. More-
over, in the following decade, the Rio de Janeiro 
SUS also gained support in pre-hospital and hospi-
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tal care in short courses within the scope of the SUS 
(Supplementary Material 2, available at: https://doi.
org/10.48331/scielodata.PNW6YL).

In this first stage, the configuration and design 
of the RCAPS was based on the models of Portu-
gal, which in 2005 created the “Mission for Primary 
Health Care”14,15, and of the United Kingdom through 
the National Health Service19,20. An important collec-
tion of European PHC experiences was also consid-
ered and used as a reference in RCAPS21.

The second stage is represented by the period 
from 2013 to 2016, in which the following compo-
nents stand out: (i) the decentralization of outpa-
tient regulation by family and community doctors 
with the monitoring of waiting times and queues by 
the National Regulatory System (Sistema Nacional 
de Regulação - SISREG) of the Ministry of Health 
for a “timely response”; (ii) the first evaluation sur-
vey of PHC services, which, in 2014, demonstrated 
that the attribute “coordination of care” was strong-
ly present in PHC units in all ten planning areas of 
the city; and (iii) creation of a seminar to report on 
the annual activities carried out by each health unit 
(“Accountability Seminars”). With all this, the peak 
of RCAPS was reached during this period, with 70% 
of the population of Rio de Janeiro covered by FHS 
teams in December 2016. Once again, it is important 
to note that a two-to three-month delay was observed 
in recording the increase in teams in the SCNES, as 
this information only appeared in February 2017. Re-
cently, the IBGE released the results of the survey that 
identifies the resident population in the city of Rio de 
Janeiro for the 2022 Demographic Census, which suf-
fered a decline, meaning that the estimates of popula-
tion coverage by the FHS in the period from 2011 to 
2020 need to be revised, based on the retroprojection 
estimates to be made available by the same institute. 
It is important to highlight that, during this stage, the 
municipality began to manage two large hospitals in 
the western zone that were previously managed by the 
state’s SUS system: the Albert Schweitzer Hospital and 
the Rocha Faria Hospital. But what does this mean 
for the PHC system in Rio de Janeiro? The dispute 
over finite public health resources (in a scenario of 
insufficient resources from the state’s SUS system) led 
to two more large units in the city of Rio de Janeiro, 
in areas of great social vulnerability, which led to new 
challenges for the management of municipal health, 
in the constant search for financial balance.

The third stage is represented by the period of 
2017-2020, which was marked by a scenario of strong 
setbacks and instability, in which the precariousness 
of the entire SUS in Rio de Janeiro stands out, espe-
cially in PHC services, with an emphasis on the deval-
uation of Family Health teams and the lack of prior-
itization of PHC as a Public Policy within the city of 

Rio de Janeiro. The devaluation of health profession-
als and the lack of replacement of staff resulted in the 
dismissal of thousands of workers, compromising the 
quality of services and reducing population coverage 
to an alarming 39.4%. In addition, 2020 brought the 
global crisis of the COVID-19 pandemic, which fur-
ther exposed the fragility of the Rio de Janeiro health 
system, which, with the added pressure on health ser-
vices, failed to articulate an efficient response, further 
aggravating the suffering of the population. The lack 
of resources, combined with a series of administrative 
and political failures, resulted in a collapse in the care 
structure. At the end of 2020, public health manage-
ment in the capital of Rio de Janeiro was marked by a 
scenario of uncertainty, administrative crises, and an 
overburdened health system, requiring urgent mea-
sures and reconfigurations for its restructuring.

The fourth stage, between 2021-2024, began with 
the vaccination process for COVID-19, which helped 
to balance the high demand for health services. It also 
marked the recovery of access to PHC services, re-
turning to 2016 levels and projecting the true reach 
of five million cariocas with FHS teams for 2025. 
During this period, the biggest highlight was the cre-
ation of new municipal health services related to the 
set of three buildings that make up the “Super Health 
Center” in the Benfica neighborhood. Implemented 
to help reduce the largest outpatient queues for ex-
ams and procedures, it consists of a Diagnostic and 
Imaging Treatment Center, a Specialty Center, and an 
Ophthalmology Center. Furthermore, in December 
2024, the municipality took over the management of 
two large hospitals, at the time managed by the fed-
eral SUS system: Hospital do Andaraí and Hospital 
Cardoso Fontes. However, this time, the municipali-
ty counted on resources from the Ministry of Health 
and a single financial transfer for remodeling and in-
vestments in equipment and furniture, in addition to 
an increase in the financing ceiling for medium and 
high complexity22.

Finally, to kick off the fifth stage (2025-2028), the 
City Hall of Rio de Janeiro published a series of de-
crees on January 1, 2025, outlining the planned im-
plementations for this new municipal management 
cycle, including the consolidation of the two afore-
mentioned municipalized hospitals from the federal 
network (with an increase of 700 beds) and the cre-
ation of two new Super Health Centers to continue 
assisting with outpatient demands in other regions of 
the city. Continuing the ongoing process, the expan-
sion and strengthening of Digital Health through the 
“Minha Saúde.Rio” app is also in the plans, once again 
based on the Portuguese experience. This time, the 
Shared Services of the Ministry of Health (Serviços 
Partilhados do Ministério da Saúde - SPMS)23 have 
been the great source of inspiration to provide great-
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er transparency to Rio de Janeiro regarding the set of 
actions, procedures, and services that the Municipal 
Health Department offers to the population regis-
tered with the FHS teams. There, users of the munic-
ipal SUS system of Rio de Janeiro can access a variety 
of services and schedule specific types of doctor’s 
appointments, including teleconsultations, in accor-
dance with protocols clearly defined by the City Hall 
of Rio de Janeiro (Chart 1).

From Portugal, some elements were adapted and 
supported RCAPS strategies, such as: performance 
indicators (pay for performance), the construction 
of a Health System Observatory (Observatório de 
Sistemas de Saúde - OPSS) portal – translated in the 
SMS-RJ into a network of decentralized observatories 
per PA, experience in the use of electronic medical 
records in PHC, management of the list of “duplicate” 
registrations, and studies of waiting times for con-
sultations, exams, and procedures. From the United 
Kingdom, the adopted elements included clinical 
governance, medical contracting, and the “Where to 
be Treated” tool, used to geolocate places of residence 
based on the address of each registered indicidual21.

From 2005 to 2023, according to official data 
from the Public Health Budget Information System 
(Sistema de Informações sobre Orçamentos Públicos 
em Saúde - SIOPS), the percentage of the City Hall’s 
own resources applied to health suffered major fluc-
tuations and was consistently above the constitution-
al minimum of 15%. In 2016 and 2017, it reached its 
peak (with values above 25%), at which time it suf-
fered a sharp decline until 2021 (15.38%). Since then, 
this indicator has recovered and, in 2023 (the last year 
available), it registered an increase to 18.42%. How-
ever, compared to other Brazilian capitals, the city 
of Rio de Janeiro, in the last five years, has applied 
percentages of its own resources that are below those 
of São Paulo, Belo Horizonte, Porto Alegre, Curitiba, 
and Salvador (Graph 1).

Reform of the PHC healthcare model 
in Rio de Janeiro

Based on the theoretical framework and research 
instruments used to evaluate the services left as a 
legacy by Starfield8, these were adapted to the Bra-
zilian reality (Supplementary Material 3, available 
at: https://doi.org/10.48331/scielodata.PNW6YL). 
The RCAPS in Rio de Janeiro was structured based 
on essential attributes: (i) access to and provision of 
first-contact services, (ii) the assumption of longi-
tudinal responsibility by the patient and their fam-
ily regardless of the absence or presence of disease, 
(iii) the guarantee of comprehensive care based on 
consideration of the physical, psychological, and so-
cial spheres of health within the limits of the health 

teams’ action, (iv) the coordination of the various ac-
tions and services necessary to resolve less frequent 
and more complex needs; along with “derived” attri-
butes: (v) family guidance, (vi) community guidance 
through epidemiological knowledge of a given loca-
tion, (vii) cultural competence, which refers to the 
relationship among health professionals with specific 
cultural characteristics.

A health system geared toward toward subspecial-
ization threatens the goals of equity. The resources for 
highly technical, disease-oriented care compete with 
those required to provide basic services, especially for 
people who cannot afford them. Health services, as one 
of the direct determinants, can play a role in improv-
ing health, even in the face of notable inequities in the 
distribution of wealth, if under a strong Primary Care 
guidance8.

Access: Towards five million Rio de Janeiro 
residents with Family Health teams

The historical series with the evolution of the esti-
mated coverage of citizens with Family Health teams 
over the last 15 years has been remarkable: Rio de Ja-
neiro began with only 68 complete teams registered, 
with doctors (despite the SCNES of December/2008 
indicating 163 teams, which was clearly incomplete), 
and then moved toward an accelerated growth of 
1,356 teams in November/2024. To make the series 
comparable over time, we consider that, on average, 
a team is responsible for 3,450 registered individuals 
linked to primary care units (Municipal Health Cen-
ters, School Health Centers, and Family Clinics). It 
is important to remember that this was the param-
eter used by the Ministry of Health in 2008, which is 
where the term “potential population coverage” was 
coined, that is, the average mentioned above is con-
sidered in a homogeneous sense to define the number 
of people potentially covered by the teams. As a re-
sult, between 2008 and 2024, the city of Rio de Janeiro 
went from 234,600 people (3.5%) to 69.5% of the total 
number of residents in the city of Rio de Janeiro. It is 
projected that in 2025, with the increase in the num-
ber of teams, the city of Rio de Janeiro will reach more 
than five million residents with complete FHS teams 
(Graph 2) and around 25% of these with Oral Health 
teams (equipes de Saúde Bucal - eSB).

This expansion has been accompanied by an 
unprecedented increase in the number of outpatient 
procedures, reaching a growth of 1,179.4% between 
2009 and 2024 (monthly average exceeded the ini-
tial 458,000, rising to 5.9 million procedures/exams). 
Furthermore, in October/2024, health teams in PHC 
reached a total of 22,411 professionals, with empha-
sis on 7,534 CHAs, 1,433 health surveillance agents 
(HSAs), 1,759 doctors, 1,534 nurses, 447 dentists, 
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Chart 1. Strategic axes and guidelines of Primary Health Care Reform (RCAPS) in the city of Rio de Janeiro, 
2009-2025.

2009: Axis 0
Organizational 

and Administrative Change
Examples and Actions

PHC in the “Driver’s Seat”21 Inspiration from European experiences of PHC, particularly in the 
United Kingdom and Portugal, to develop RCAPS guidelines.

Participatory definition of the 
Network, construction of Integrated 
Health Care Territories

Working meetings for the construction of Integrated Health Care 
Territories, starting with PA 5.3 and 3.2.

Basis of administrative reform and 
contracting

Change in the administrative organogram of the Municipal 
Health Department, Decree-Law on Social Health Organizations, 
Management Contracts.

2010: Axis I
Expansion of Access Examples and Actions

Leadership and management 
autonomy

Selection of leaders for local management of PHC, with the 
implementation of classes in the Specialization Course in Public 
Health.

Improved accessibility Opening and implementation of 17 new units in the new Family 
Clinics model.

Management of Information and 
Communication Technologies (ICTs) 
in Health 

Implementation of electronic health records in the first PHC units.

Assessment and surveillance Greater frequency in updating Health Information Systems; began 
issuing the first management reports of electronic health records.

2011: Axis II
Clinical Governance and 
Knowledge Management

Examples and Actions

Clinical management Creation of clinical protocols based on evidence and in accordance 
with the reality of SUS in Rio de Janeiro; computerization of the list of 
municipal medicines (Remume).

Knowledge management and 
professional qualification

Implementation of the Residency Program in Family and Community 
Medicine, the Professional Master’s Degree in Primary Health Care, 
the Specialization Course in Public Health, Proformar-Rio, the 
Technical Course for Community Health Agents, the Pharmaceutical 
Care Workshops in PHC and consolidation of the OTICS-Rio Station 
Network.

Innovation and simplification in the 
provision of care

Standardization of health procedures and actions for all units: PHC 
service portfolio.

2012: Axis III
Sustainability and Development Examples and Actions

Service accreditation Certificate of Recognition for Quality Care (CRCQ).
Financial viability of PHC Monthly cost estimate for each Family Health team.
Estimated monthly cost of each 
Family Health team. Communication 
with citizens and professionals.

SUBPAV portal (internet) and “Where to be treated?” tool (which 
links each person’s address to a reference PHC unit), later updated 
annually by the OTICS-Rio Network.

2013: Axis IV
Care Coordination 
and Accountability

Examples and Actions

Care Coordination Family doctors, technical managers of each unit, are responsible for 
regulating outpatient procedures and exams.

People-to people connections, 
organization of user lists

Workshops with Community Health Agents and Family Health 
teams, publication of Statistics and Maps Notebooks (Cemaps-RJ) 
with maps of teams and micro-areas.

Accountability and transparency in 
results

Accountability Seminars prepared and presented by each health unit.

it continues
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2014: Axis V
Timely Response and All For SUS Examples and Actions

Individual responsibilities and 
deliverables

Job description of each FHS team member.

Timely response Study of waiting times for outpatient procedures and exams in Sisreg, 
SIA-SUS integration, SCNES, and scale of vacancies offered in Sisreg. 
Integration with hospital and ambulance regulation.

Service-research interaction “PCATool” evaluation survey with users selected in independent and 
comparable statistical samples by the City’s Planning Department.

2015: Axis VI
Driving Efficiently

Examples and Actions

Transparency and Financial 
Discipline

Budget meetings with each unit.

Network of relationships between 
patients and communities

Expansion of the number of vacancies available at Sisreg through the 
(re)contracting of providers.

Network formation and care lines Hospital information management panel and waiting time 
management.

2016: Axis VII
Consolidation of the Reform 

and Pride in “Being SUS”
Examples and Actions

Consolidation of the values of RCAPS Residents of Rio de Janeiro have the highest life expectancy in the 
country! Reduction in hospital beds due to improved resolution 
of PHC teams. Significant reduction in inequalities between social 
indicators.

Proud to be SUS “I am SUS Pride, and I am committed to making SUS better!”
2017-2019: Axis VIII

Reorganization 
of Primary Care Services

Examples and Actions

Study for resource optimization Preparation of the “PHC Services Reorganization Plan”.
Reduction of FHS teams Extinction of 183 FHS teams with a brutal reduction in access to PHC 

services.
2020: Axis IX

COVID-19 Pandemic - Part 1 Examples and Actions

Riocentro Field Hospital Opening of the Field Hospital to treat COVID-19 (even though the 
city of Rio de Janeiro had 2,200 beds deactivated at the time due to 
a lack of professionals in existing units in the municipal and federal 
networks).

Ceasing of the role of PHC during the 
pandemic

Implementation of the “PHC Services Reorganization Plan”, which in 
some regions of the city had its inequity exacerbated by the reduction 
in FHS teams.

Chart 1. Strategic axes and guidelines of Primary Health Care Reform (RCAPS) in the city of Rio de Janeiro, 
2009-2025.

it continues

1,755 nursing technicians, 608 oral health assistants/
technicians, and 428 pharmacy teams, together with 
other higher education professionals (2,616) and 
miscellaneous professionals (4,297) (Supplementary 
Material 4, available at: https://doi.org/10.48331/sci-
elodata.PNW6YL).

Pay for performance indicators: on access 
to and longitudinality of care

One of the ways the City Hall of Rio de Janeiro 
has found to measure and evaluate the performance 
of healthcare teams over time is through the use of 

performance indicators that have been progressively 
implemented since 2012 and are subject to a constant 
process of review and improvement. These indicators 
are associated with the PHC attributes mentioned 
above. Despite the warnings from authors who study 
this area that when there is motivation and incentives 
accepted as a salary supplement, with formal compli-
ance with what was agreed upon, there is still a risk of 
opportunistic behavior24,25. Nevertheless, the admin-
istrative board chose to use them, with the initial mis-
sion of creating an organizational culture of recording 
and inducing good practices in the use of electronic 
medical records since mid-2010.
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2021: Axis X
Pandemic - Part 2: PHC 

Protagonism in the Fight 
Against COVID-19

Examples and Actions

Investment in its own network - 
Ronaldo Gazolla Municipal Hospital 
in Acari

The Ronaldo Gazolla Municipal Hospital became the main reference 
for COVID-19, expanding the unit’s capacity to 420 beds, 280 of 
which were ICU beds.

Largest vaccination campaign in the 
city’s history

Application of around 13 million doses of the COVID-19 vaccine 
in the city of Rio de Janeiro, which corresponded to 82% of the 
population of Rio de Janeiro vaccinated with two doses or a single 
dose at the time.

Facing the public health emergency Implementation of the Emergency Operations Center (EOC 
COVID-19 Rio), which fostered integration between technical areas, 
innovation in epidemiological analyses, institutional partnerships, 
and transparency in adopted measures. Formation of the first class of 
Episus Fundamental Rio in field epidemiology training at the basic 
level.

Vaccine, testing, and access Opening of 17 COVID-19 Care and Testing Centers throughout the 
city, which was recognized and served cariocas from all social classes.

2022: Axis XI
Recovery of the Healthcare 

Network as a Priority
Examples and Actions

Return of PHC teams Return of more than 140 FHS teams in all PHC units, with the 
replacement of 6 CHAs per team. Expansion of the Street Clinic and 
Prison Primary Care teams to 100% coverage.

Budget rebalancing Improvements in the infrastructure of health units with a balance 
between investment in partnerships and budget availability.

Super Carioca Health Center Creation of the public health complex comprising the following units: 
Centro Carioca do Olho, Centro Carioca de Diagnóstico e Tratamento 
por Imagem, and Centro Carioca de Especialidades. The complex is 
modern, efficient and accessible, and aims to offer more services, 
speeding up care for the population of the city of Rio de Janeiro.

Center for Epidemiological 
Intelligence (CEI)

The CEI is characterized by epidemiology, integration, innovation, 
technology, and transparency. It was created as a strategy to work 
with health data and transform it into information for society and the 
entire network.

2023: Axis XII
We can Live Longer, Better, 

and Happier
Examples and Actions

Happiness matters Ensuring that all service points in the network have connectivity and 
a system. Launching of the online vaccination booklet and offering at 
least 10% of consultations remotely.

Digital Health and 
Debureaucratization

“MinhaSaúde.Rio” delivers all test results, prescriptions, and 
renewals, in addition to allowing 24-hour access to pre-medical 
consultations by telephone.

Strengthening knowledge centers Expansion of the OTICS-Rio Network to the Souza Aguiar Hospital, 
planning to carry out the PHC user evaluation survey, PCATool “Rio 
2024” (10 years after the first).

Restore the public-private 
relationship

Public-private partnerships (PPP) for hospital hotel services, with the 
purchase of services and procedures in public units.

Chart 1. Strategic axes and guidelines of Primary Health Care Reform (RCAPS) in the city of Rio de Janeiro, 
2009-2025.

it continues
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In this way, the professionals who make up the 
teams in each unit have extra financial incentives 
that allow them to earn a 14th salary, if well-defined 
goals are met (agreed as “variable parts 2 and 3” in the 
management contract). One of the most important 
indicators, which measures access and the longitudi-

nality of care, refers to the percentage of consultations 
carried out by the family doctor. In Rio de Janeiro, the 
expected target is between 70% and 90%. In Lisbon, 
the reference for this same indicator ranges between 
75% and 80%. This means that 100% of the doctor´s 
appointments of a SUS user in PHC are not expected 

2024: Axis XIII
Public Health in Rio de Janeiro Examples and Actions

Reestablishing bonds Integration of specialists with each specialty center making its own 
regulation.

New forms of costing and payment Units that train their own human resources, with the support of 
qualifications through the OTICS-Rio Network, and management of 
the acquisition and incorporation of specialized inputs.

2025: Eixo XIV
Strengthening the SUS Network 

in Rio de Janeiro
Examples and Actions

Ampliação do acesso Expansion of 700 beds in the two municipalized federal hospitals – 
Andaraí and Cardoso Fontes – with plan to create two more Super 
Health Centers to reduce waiting times, along with the expansion of 
the functionalities of “MinhaSaúde.Rio”.

Source: Based on Soranz et al.4, updated for the period of 2015 to 2025.

Chart 1. Strategic axes and guidelines of Primary Health Care Reform (RCAPS) in the city of Rio de Janeiro, 
2009-2025.
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to be done with the same family doctor, since there 
are periods of inter-doctor substitution in order to 
attend conferences and internal or external meetings, 
as well as vacation periods and even leaves of absence. 
The results found in the city of Rio de Janeiro indicate 
that, in 2024, the results of this indicator were always 
close to 80%, and therefore within the expected target 
(Graph 3).

Regarding the monitoring of two of the main 
chronic conditions – diabetes and hypertension – the 
results proved to be different, with the target for both 
being at least 70%. In the first case, values above the 
target were found, that is, the proportion of registered 
people with diabetes with at least two appointments 
recorded in the last 12 months, at least one medical 
and one nursing, varied around 75% throughout 
2024. The proportion of registered people with hy-
pertension with at least two appointments recorded 
in the last 12 months (also at least one medical and 
one nursing appointment) fluctuated below 70%. 
However, the question can be raised about the lack of 
registration by the professionals of the teams or even 
the registration done in an inappropriate place in the 
medical record (Graph 3).

In times of Digital Health, a new indicator is be-
ing monitored with inputs into the electronic medical 
record: “the proportion of non-face-to-face scheduled 
appointments, whether by telephone, email, or elec-
tronic medical record web platform”. With the advent 
of the COVID-19 pandemic, between 2020-2022, 
new tools and technological solutions have been de-
veloped with incentives and regulations in Brazil, in 
such a way that certain types of appointments can be 
carried out in a non-face-to-face or remote mode. In 
the city of Rio de Janeiro, this indicator exceeded the 
target of 10% in 2024, remaining between 12% and 
13% (data not tabulated).

Care coordination: What does the research say?  

Regarding the attribute of care coordination, also 
since 2012, family and community doctors have been 
responsible in each unit for outpatient regulation 
functions for other levels of the system, scheduling 
appointments for other specialists and exams for di-
agnostic support online directly through SISREG, the 
Ministry of Health’s System, in the entire network, 
which counts on dozens of municipal, state, federal, 
and private service providers accredited with SUS. 
This means that a more experienced doctor from the 
primary care unit itself organizes his/her work pro-
cess to include a period of regulation of the requests 
for appointments and exams from the unit itself, that 
is, from the colleagues who work in the unit. 

Two surveys (2014 and 2024) were conducted 
with samples of users of public health services in the 
city of Rio de Janeiro to assess the extent to which 
PHC attributes have been developed, which help us 
understand this important aspect of health care13,26 
(Supplementary Material 5, available at: https://doi.
org/10.48331/scielodata.PNW6YL).

In these two surveys, the main estimated out-
come was the PCATool-Brazil indicator or score - a 
score ranging from 0 to 10. In the instrument’s meth-
odology, a score above 6.6 was considered satisfacto-
ry, that is, PHC services were adequately connected to 
their attributes. We observed that, for both child and 
adult users, a satisfactory index was reached in 2024, 
that is, we can state that PHC in Rio de Janeiro coor-
dinated health care for the entire municipal network 
during the period evaluated in this study. Between 
2014 and 2024, the PCATool-Brazil score that mea-
sures this attribute increased from 6.0 to 7.3 in chil-
dren and from 6.6 to 7.2 in adults. Despite this, it was 
important to note that, with the enormous growth of 
PHC units, the medical resolution rate in PHC de-
creased, on average for the municipality, in both time 
periods. In 2014, 16.6% of those responsible for chil-
dren and 28.3% of adults were unable to resolve their 
health problem at the unit on the day of the medi-
cal appointment. In 2024, these values increased to 
22.5% (children) and 49.0% (adults). The city of Rio 
de Janeiro itself set a target of around 20%. In October 
2023, in another survey, this time addressing workers 
in PHC units, there was a perception among 73.4% 
of those interviewed in Family Clinics and 69.6% in 
Municipal Health Centers that their units serve more 
than their service capacity27.

How to monitor the development of actions 
and procedures in PHC: service portfolioaq

Created in 2011 by the Rio de Janeiro Municipal 
Health Department28, the service portfolio sets out 
a minimum standard expected for the provision of 
services to be made available in all PHC units. Only 
in 2019 did the Brazilian Ministry of Health create a 
“national portfolio” for the entire country. According 
to Cunha et al.29, “by defining a transparent list of ac-
tions and services aimed at the most frequent health 
problems and conditions, we have the necessary 
‘leverage’ to move the ‘world’ of comprehensiveness 
and bring it into the daily lives of people and PHC 
teams”. 

In 2010, the city of Rio de Janeiro created a digital 
tool called “carteirômetro”, which has stopped being 
publicized by SMS-RJ since 2018, thus losing the abil-
ity to monitor, with transparency for the population 
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Graph 2. Evolution of the number of family health teams, oral health and potential population coverage. 
Municipality of Rio de Janeiro, 2008-2025 (*).

Note: Only family health teams were considered. EAB/EAP were not included. (*) Number of teams planned based on the 
LOAS (2025) presented to the Rio de Janeiro City Council by SMS-RJ. With this projection, it is estimated that in 2025, the 
mark of five million Rio residents with Family Health Teams will be surpassed, if we consider that on average an FHS is 
responsible for 3,450 people.

Source: Authors, based on SCNES/Ministry of Health, eGestor APS and population projections and censuses - IBGE. 
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of Rio de Janeiro, the development of actions and 
procedures carried out by FHS teams. Coincidentally, 
the attribute most poorly evaluated in the most re-
cent external evaluation survey pointed precisely to 
“comprehensiveness - services available” and “com-
prehensiveness - services provided” as those with the 
greatest weakness for the population that uses the ser-
vices of Family Clinics and Municipal Health Centers 
(PCATool-Brazil scores, below 6.0 for child users and 
below 5.0 for adult users)13.

Discussion

One path designated by the approved Annual Bud-
get Law (LOA-2025) is to strengthen all levels of care 
by 2025, indicating a path for five million residents 
of Rio de Janeiro with FHS teams, strengthening the 
care model and expanding access to medium com-
plexity, with the expansion of more “Super Health 
Centers”, the modern and technological polyclinics 
created in the city of Rio de Janeiro. But how can this 
assessment be carried out in a simple and contextual-
ized manner, based on the experience of SUS users? A 
recent population-based household study pointed out 
the existence of a strong association between people 
who offer a high evaluation of services and higher in-
dices among the PCATool-Brazil scores considering 
all of the Brazilian states30.

The expansion of the implementation of sample 
research panels to evaluate PHC services in Rio de Ja-
neiro is an essential strategy for the continuous mon-
itoring of the processes and results obtained by the 
FHS teams, which represent the central pillar of the 
RCAPS. This approach aims to provide consistent and 
updated data that can support the decisions of the 
municipal SUS management team, allowing adjust-
ments and improvements in the services offered and 
provided. Major progress in this regard was achieved 
with the creation of the Center for Epidemiological 
Intelligence (CEI), which has stood out as an im-
portant tool for the analysis and integration of infor-
mation related to public health in the city. However, 
there is still a significant gap in the integration of mi-
crodata from IBGE households and census surveys. 
This rift between the municipal management data-
bases and the detailed information from the Institute 
limits the ability to optimize the understanding of 
the specific needs of each territory, hindering a more 
precise analysis of health conditions at the local level 
and the formulation of public policies that are more 
appropriate to the particularities of each territory. To 
overcome this challenge, a viable alternative would be 
to use the National Registry of Addresses for Statis-

tical Purposes (Cadastro Nacional de Endereços para 
Fins Estatísticos - CNEFE) from the IBGE itself as a 
basis for the territorialization of health units. This 
tool can serve as a strategic starting point to improve 
the allocation and management of health services, en-
abling a more precise approach aligned with the spec-
ificities of each area of the city. In other words, the use 
of statistical intelligence, associated with the combi-
nation of data from different sources, can represent a 
significant innovation in the way health services are 
monitored and assessed, promoting more efficient 
and personalized management that more effectively 
meets the needs of the population of Rio de Janeiro.

The main challenge faced by healthcare manage-
ment when investing in training processes is the need 
to remove professionals from their workplaces to par-
ticipate in training and qualifications. This measure 
can create gaps in services and overload teams, which 
makes it necessary to use technological resources that 
allow for learning in a flexible manner, with low im-
pact on daily activities. Advanced Distance Learning 
(DL) tools, with high interactivity and support from 
artificial intelligence, offer the possibility of personal-
izing teaching, adapting content to the needs of pro-
fessionals and allowing individualized monitoring of 
their progress.

The implementation of DL tools with a high de-
gree of interaction and artificial intelligence resources 
presents a significant opportunity to expand access to 
formal education courses currently offered by SMS-
RJ. These innovative technologies can contribute de-
cisively to the training process and continuing educa-
tion of SUS professionals in Rio de Janeiro, ensuring 
that the training of the public health workforce in Rio 
de Janeiro is continuous and effective, without com-
promising the quality of care provided to the popu-
lation. In 2025, the OTICS-Rio Station Network, in 
conjunction with RCAPS, will celebrate 15 years since 
its creation31. This network represents a fundamental 
milestone in strengthening public health and educa-
tion policies in the city, playing a crucial role in in-
tegrating technology into the educational process of 
health professionals and workers. The continuity and 
advancement of this network are essential to ensure 
that the Rio de Janeiro SUS system remains aligned 
with the best training and qualification practices, in 
turn promoting more efficient management, with 
professionals who are better prepared to meet the de-
mands of the population with safety and excellence. 
The use of distance learning, therefore, reaffirms itself 
as a strategic tool for the evolution of the health ed-
ucation model in Rio de Janeiro, keeping pace with 
technological transformations and the needs of the 
Rio de Janeiro SUS workforce.
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Final considerations

The main challenges of the new healthcare model, im-
plemented after the restructuring of the SMS-RJ orga-
nizational chart in January 2009, and which was sub-
sequently improved, are directly linked to the need 
for a profound cultural transformation in the city’s 
public healthcare system, which required the adop-
tion of a management model focused on inducing 
good practices based on results, with the introduction 
of new management tools and practices. The imple-
mentation of mechanisms to monitor accountability, 
combined with the use of indicators monitored in real 
time, represented a significant advance in the search 
for greater transparency and efficiency in the man-
agement of public resources. Budget decentralization, 
one of the main pillars of this model, brought with 
it expanded responsibility for managers of the city’s 
different planning areas. This movement required 
each healthcare unit to adapt to new ways of working, 
establishing and strengthening local teams prepared 
to deal with the specificities of the territories, without 
losing sight of the general guidelines of the municipal 
public health policy. This change also imposed upon 
local managers the responsibility of planning and ex-
ecuting actions more autonomously, with a focus on 
results and more dynamic and adaptive management.

However, the challenges are not limited to adapt-
ing to the new management tools. The cultural trans-
formation required to internalize this new manage-
ment approach required time, training, and above 
all, effective alignment among the various spheres 
of municipal management. The transition to a re-
sults-oriented model is not simple, and the need for 
coordination between the central, local, and regional 
levels required the reorganization of teams and the 
construction of a mindset focused on efficiency, con-
tinuous assessment, and the ability to respond quickly 
to the demands of the population. Thus, the progress 
achieved with the implementation of the new health 

management model in Rio de Janeiro was notable, but 
the path to its full consolidation remains challenging. 
Constant review and improvement of management 
practices are essential, as is the ongoing commitment 
to training and qualifying the professionals involved 
so as to ensure that the expected results are not only 
achieved, but also sustained over time.

This article presents the main references that un-
derpinned the Primary Health Care Reform (RCAPS) 
in the city of Rio de Janeiro, recommending that 
new studies be conducted to assess its effective im-
plementation, considering the strategic axes defined 
throughout the municipal management cycles of the 
last 15 years. The Family Health Strategy has consol-
idated itself as the main gateway to PHC services in 
the city, also attracting the middle class of Rio de Ja-
neiro, who began to attend health units, along with 
the vaccination schedule offered by the Municipal 
Health Department. This experience demonstrated 
the viability of RCAPS in a large city with over six 
million inhabitants, and pointed out some limitations 
that need to be addressed: (i) the need to reorganize 
continuing education processes, with an emphasis on 
dialogue between primary care and hospital care, (ii) 
improving communication with the population that 
uses SUS, and (iii) insufficient tripartite funding, es-
pecially from the State Government. Finally, it would 
be ideal for the city to return to the levels of its own 
resources allocated to health seen in 2016, when the 
municipality allocated 25% of its own expenses to this 
area. The integration of Digital Health, as a strategic 
axis to improve communication, expand access and 
ensure greater resolution, is today consolidated as the 
greatest challenge for municipal management, repre-
senting the key to the evolution and modernization 
of public health services in the city of Rio de Janei-
ro. Overcoming these challenges will be decisive to 
guarantee the sustainability of the Rio de Janeiro SUS 
system and the quality of care for the population in 
the long term.
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Collaborations

All authors participated in the preparation stages of 
the article. LF Pinto reviewed the data analysis and 
the final writing of the text.
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