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ABSTRACT
Objectives: to analyze the nurse’s educational practice in Family Health Strategy. Methods: 
descriptive study with a qualitative approach, whose data production used the World Café 
group technique, in two meetings, with 26 nurses of a health district of Manaus-AM. The 
technique used was Categorial-Thematic Content Analysis. Results: the study generated two 
units of analysis: Political and Organizational Configuration of Educational Work at ESF and 
Operational Configuration of Educational Work at ESF, revealing the necessary (re)configurations 
in co-management, in the centrality of the subject for the planning of educational work, 
and in (re)pactuation between the management of services and training institutions to 
overcome contradictions in the implementation of National Policies on Permanent Education 
and Basic Health Care. Conclusions: the configuration of nurses’ educational practice at ESF 
works toward interactions, organized to respond to health policies, incorporating creativity 
in doing, but facing numerous obstacles.
Descriptors: Health Education; Family Health Strategy; Family Health Nursing; Primary 
Health Care; Health Work.

RESUMO
Objetivos: analisar a práxis educativa de enfermeiros na Estratégia Saúde da Família. 
Métodos: estudo descritivo com abordagem qualitativa, cuja produção dos dados utilizou a 
técnica grupal World Café, em dois encontros, com 26 enfermeiros de um distrito de saúde do 
município de ManausAM. Utilizou-se a técnica de Análise de Conteúdo Categorial-Temática. 
Resultados: foram geradas duas unidades de análise: Configuração Política e Organizacional 
do Trabalho Educativo na ESF e Configuração Operativa do Trabalho Educativo na ESF, 
desvelando necessárias (re)configurações na cogestão, na centralidade do sujeito para o 
planejamento do trabalho educativo e na (re)pactuação entre a gestão dos serviços e as 
instituições formadoras para superação das contradições na implementação das Políticas 
Nacionais de Educação Permanente e de Atenção Básica em Saúde. Conclusões: a práxis 
educativa dos enfermeiros na ESF se configura em interações, se organiza para responder às 
políticas de saúde, incorporando a criatividade no fazer, mas enfrentando inúmeros obstáculos.
Descritores: Educação em Saúde; Estratégia Saúde da Família; Enfermagem em Saúde da 
Família; Atenção Primária em Saúde; Trabalho em Saúde.

RESUMEN
Objetivos: analizar la praxis educativa de enfermeros en la Estrategia de Salud Familiar. 
Métodos: estudio descriptivo con abordaje cualitativo, para los datos utilizó la técnica 
grupal World Café, en dos encuentros, con 26 enfermeros de un distrito de salud de Manaus-
AM. Se utilizó la técnica de Análisis de Contenido Categorial Temático. Resultados: han 
generadas dos unidades de análisis: Configuración Política y Organizacional del Trabajo 
Educativo y Configuración Operativa del Trabajo Educativo, en la ESF, desvelando necesarias 
(re)configuraciones de cogestión, centralización del sujeto para planeamiento del trabajo 
educativo y (re)pactuación entre la gestión de servicios y las instituciones formadoras para 
superación de las contradicciones en la implementación de Políticas Nacionales de Educación 
Permanente y Atención Básica en Salud. Conclusiones: la praxis educativa de los enfermeros 
en la ESF se configura en interacciones, se organiza para responder a las políticas de salud, 
incorporando la creatividad en el hacer, pero enfrentando innumerables obstáculos.
Descriptores: Educación en Salud; Estrategia de Salud Familiar; Enfermería en Salud Familiar; 
Atención Primaria en Salud; Trabajo en Salud.
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INTRODUCTION

Although etymologically, the term praxis has the approximate 
meaning of practice, this manuscript assumes its broadest mean-
ing, controversial and procedural, materialized in the movement 
of action beyond conduct(1). In this study, praxis is understood as 
the synthesis between being, thinking, and living in the world, a 
self-created action based on Marx’s work, and taken up again by 
Paulo Freire in Brazil, as a central problematization - the dialectic 
union between practice and theory, represented by praxis as the 
fostering of humanizing processes and revolutionary transformation 
of social reality(1-2). The specific form of praxis to be approached 
is the educational praxis materialized in individual and collective 
manifestations of nurses who act in the Family Health Strategy (ESF)(1).

The ESF was born in Brazil in 1994, formulated by the Ministry 
of Health (MH) and launched under the name of the Family Health 
Program (PSF), a program of Primary Health Care (APS) that sought 
to differentiate itself from the model previously under development. 
In 1997, it started to be defined as a strategy because it was not 
only a “program” but a policy with organizational and substitute 
character, facing the traditional model of primary care(1). Therefore, it 
is part of the health sector reform process, supported by the Federal 
Constitution, aiming at increasing accessibility to the health system 
and increasing actions on prevention and health promotion(1,3).

The advances produced by ESF in the political-institutional, 
organizational, and technical-assistance dimensions are un-
deniable. The former observed an expansion of primary care, 
institutionalization, promotion of equity, intersectoriality, and 
confrontation of personnel management issues training and 
education for the health system. The integration of the services 
network, planning, and social participation is highlighted in the 
organizational dimension. In the technical-assistance dimension, 
there are benefits to multidisciplinary work, family focus, shelter, 
bonding, humanization, and production of care(1,4).

The educational practice linked to the actions of APS seeks 
to overcome the dichotomization of teaching care. Studies con-
ducted in the last two decades(1,5-6) have pointed out the nurses’ 
educational praxis at ESF in a positive way for teamwork, because 
it bestows, based on the praxis itself, the cast of educational 
priorities and the recognition of the subjects’ needs, making 
from there emerge the ends that direct the proposal of work to 
be developed by the team with the population(1).

Studies that discuss the health work process in the scope of 
the Family Health Strategy indicate that one of the challenges is 
the production of other models that promote the confrontation 
of contradictions and difficulties, the implementation of ruptures, 
and the adoption of different postures, in order to seek for options 
and possibilities of creation(1,7). Given the above, it is necessary 
to carry out studies that analyze the educational praxis in ESF, in 
order to subsidize the collective construction of paths and new 
ways of doing education in health services. The reflection in real 
work contexts and through participative dialogue presupposes 
that ESF professionals are actors in subjectivating praxis. It is not 
a matter of interpreting the good or bad practice in progress, but 
of unveiling possible paths of pertinent knowledge(1). The guid-
ing question was: How is a nurses’ educational practice of Family 
Health Strategy in a health district of Manaus-AM?(1)

OBJECTIVES

To analyze the nurses’ educational practice of the Family Health 
Strategy, in the Health District East of Manaus-AM1.

METHODS

Ethical aspects

This research is a model of a project entitled “Construction 
and validation of instruments for nurses’ educational praxis in 
Family Health Strategy.” They based the project upon ethical 
principles of Resolutions 466/2012, 510/2016, and 580/2018 of 
the National Health Council (CNS), which govern research with 
human beings, social sciences, and strategic interest within the 
Unified Health System (SUS). It received institutional consent 
from SEMSA, was submitted to the Brazil Platform, and obtained 
an opinion consubstantiated of approval by the Research Ethics 
Committee of a University on November 10, 2017(1). The Free and 
Informed Consent Term and the Authorization Term for the use 
of Image and Voice were signed. 

Approach and type of study

The option for the qualitative approach gave the contextual, 
dialectical, constructivist critical character in which the under-
standing of the object emerges from the constructions, produces 
intervention effects, and incorporates, based on the social relations 
of the participants, the question of the meaning of necessary 
actions and the intentionality as inherent to the acts, relation-
ships, and social structures. They took the latter as significant 
human construction, both in their advent and transformation, 
proposing alternatives, in the search for solutions, and the very 
ethical-political positioning of the research(1,8-9).

This type of study participant allows to know one’s own reality, 
participate in the production of knowledge, and learn to write 
and rewrite one’s own history. The researcher is like someone who 
helps and serves as a tool of scientific knowledge. Researchers 
and participants work together, even if in different situations 
and tasks(1,10).

Methodological procedures

Study scenario

The research scenario was the District of Health Leste (DISAL) 
of the Municipal Health Secretariat (SEMSA), in a city of Manaus, 
capital of Amazonas. With coverage of 51.68% of the population, 
Basic Care is organized in five Health Districts (four urban and one 
rural), with 305 health care establishments (EAS), of which 215 
are Basic Health Units (UBS). ESF has 225 teams and reaches 32% 
coverage, and DISAL has 58 ESF teams with 37 active nurses(1).

 
Data source, inclusion, and exclusion criteria

Twenty-six nurses from Basic Family Health Units (UBSF) par-
ticipated in the study, included by the following criteria: to be 
an effective SEMSA professional and to have a minimum of two 
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years in this service. The research excluded nurses on leave in 
health treatment, premium leave, maternity leave, or any other 
type of leave during the data gathering period(1).

 
Data gathering, organization and analysis

The data gathering took place between June and August 2018. 
The group technique called World Cafe Method was used in two 
meetings, with 12 and 14 participants. This technique works as 
a meeting of people who, through meaningful and strategic 
conversations, seek meaning for the multiple contexts in which 
they live, work, or have fun. There, the conversations favor the 
discovery and participatory construction of joint solutions to 
collective problems(1,11). The technique was coordinated by the 
“host-researcher,” who made the study participants raise aware-
ness through telephone contact followed by visitations to the 
UBSFs of DISAL.

The group technique used a space, located in a central district 
of the city, called “Café com Texto,” which was reserved exclusively 
for the study on the days and times agreed with the participants. 
At the World Café meetings, participants were organized in groups 
of four people per table, one of whom was chosen by the group 
as “table hostess.” The tables contained paper towels, crayons, 
and various pens for scribbling, taking notes, or recording ideas(1). 
The dialogues’ starting question was: What can Family Health 
Strategy teams create to enhance educational practice in health?

The dialogues took place in 15-minute rounds, after which the 
participants exchanged tables to talk with another group. In the 
last round, people returned to their initial tables to synthesize 
the discussions, discoveries, and organize and share each group’s 
ideas, in a moment of manifestation of collective knowledge. The 
meetings lasted three hours and were filmed and photographed. 
The research relied on trained research assistants for logistics, 
records, and other aspects of infrastructure(1).

In the organization and processing of data, the contents of 
the tablecloths and videos were transcribed and processed with 
the help of Atlas.ti 8 (Qualitative Research and Solutions), version 
8.3.20/2019, a CAQDAS (Computer Assisted Qualitative Data 
Analysis Software) that has been widely used in the most diverse 
areas of research(1,12). It is a technological resource that allows 
different types of textual and image data analysis, articulating 
different theoretical-methodological approaches, facilitating 
the management in the organization process of a large amount 
of data, and contributing to the accuracy and scientificity in 
the interpretation of meanings. For analysis, this software’s use 
was combined with Thematic Categorical Content Analysis(1,13) 
to understand the discourses and their meanings. The steps of 
the analysis were: 1. floating reading of the corpus of analysis; 2. 
definition of the units of record (discursive expressions); 3. the-
matic grouping into units of meaning; 4. definition and naming 
of subcategories and categories; 5. magnitude/quantification of 
segments; 6. association of categories to scientific knowledge.

The transcribed discursive data were treated in a Hermeneutic 
Unit (UH) with two Primary Documents (PD), one for each World 
Coffee held. The documents generated ten Research Codes (RC) 
in the selective coding process, related to 189 segments of dis-
cursive expressions grouped by meaning. In the process of axial 

coding by association and interpretation, they generated two 
sets (Code Groups), here called Units of Analysis (UA)(1).

RESULTS

Of the ten research codes, five formed the Analysis Unit called 
“Political and Organizational Configuration of Educational Work 
in ESF,” and five codes constituted the Unit “Modes of Doing 
Educational Work in ESF.” Chart 1 presents each Analysis Unit, its 
respective codes, indicating their magnitude according to the 
number of discursive segments that compose them(1).

Chart 1 - Units of Analysis of the educational praxis of nurses at ESF - 
Manaus, 2019

UH/
DP RESEARCH CODES – RC UNITS OF 

ANALYSIS – UA Magnitude

1 UH/
2 DPs

1.	 Cogestion and community 
ties

2.	 	Educational demands 
motivated by community 
actors

3.	 Contribution of other 
partner actors

4.	 	Productivist work process 
5.	 	Partnerships and 

intersectorality

Political and 
Organizational 
Configuration 
of Educational 

Work at ESF 
(CPO-TESF)

83
Segments

6.	 	Outpatient individual 
educational work

7.	 Group educational work by 
health condition

8.	 Momentary educational 
work

9.	 Methodological strategies 
and resources of 
educational work at the ESF

10.	 	Permanent education for 
the ESF

Operational 
Configuration 
of Educational 

Work at ESF 
(COP-TESF)

106 
Segments

Note: UH – Hermeneutic Unit; DP – Primary Documents; ESF – Family Health Strategy.
Source: World Café - Corpus of Video Transcriptions and Tablecloths.

In the first Analysis Unit (Political and Organizational Configu-
ration of Educational Work at ESF), five research codes reveal ele-
ments directly linked to the premises of the Unified Health System 
regarding the work with the community, its motivations and needs 
of knowledge, as well as the ongoing intersectoral partnerships 
and others necessary for the effectiveness of educational work. 
This code includes elements related to political and community 
relations, organization, social control, and management of the 
nurse’s educational work process(1).

Research code 1 highlights co-management and community 
ties as fundamental subsidies for teamwork, expressing that the 
organization of educational work needs to be supported by the 
community(1).

We need the interaction of community leaders to have this support 
and be able to improve our work. We will know the most significant 
need that we have within our community, and with the support 
of leadership, maybe we can do much more than we do. (Enf1)

The educational demands motivated by the community actors 
constitute the elements of the research code 2, which reveals the 
inclusive perspective and social participation of the community 
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as necessary in the planning of the actions to be developed with 
the users(1).

We put the motivation, the one in which the community presented 
demand to us, so that we could arm ourselves and pass on 
information about that demand that arose. Then, the team must 
be motivated to develop those themes the community demanded. 
(Enf4)

The elements of research code 3 express the recognition of the 
contribution of partner actors in the development of educational 
work, involving schools, churches, non-governmental organiza-
tions (NGOs) located in different territories(1).

Another thing that could be helpful is training. Making the team 
between the health team and the education team, that is, that 
school where you work, could form a little group, a team could take 
care of a part: do recreations for children, adolescents, be helping 
in this issue of health education. This school we are talking about 
is a linked school. (Enf2)

So, my reality is different, I have a partnership with the school, 
I have the church next to the unit, I have the full-time school in 
front of us, which has a participative program, that invites us to 
participate with them in the lectures, there are four more schools, 
our team is good in the interaction with the schools, we have two 
NGOs also that looked for us seeking help. (Enf3)

In research code 4, are pointed out a productivist work process, 
the problems arising from work regulated and measured by strictly 
quantitative metrics and daily targets or volume of services, in a 
productivist regime not very sensitive (disconnected) to specific 
realities and actors. Most of the ESF nurse’s work time is dedicated 
to assistance activities or bureaucratic controls around his work, 
to detriment of educational actions with the community and the 
team members themselves(1).

The system alienates us. Everything is the system because I 
have to generate a number, stop doing good assistance, stop 
promoting health. After all, the system’s quantity alienates the 
health promotion. (Enf5)

Another thing is the quality of attendance because we do not have 
the quality in attendance; they ask for a quantity and not quality, 
which already harms our work a lot. (Enf6)

But then I tell you, am I going to form groups for the team’s perma-
nent education if I do not have time to promote health education? 
I have to find time to promote team education too, if you, nurse, 
alone want to do everything, you cannot. (Enf7)

The strategy nurse is very stuck in the assistance; he is too focused 
on bureaucracy, demand that takes much time. (Enf8)

The research code 5 brings elements that reveal the need for 
advances in partnership and intersectorality with the potential 
to transform the conceptions and practices of the ESF team. In 
this code, some elements reveal the search for knowledge from 
the university’s permanent relationship and the health service in 
the preparation and technical and scientific enrichment of ESF 

professionals. Thus, it has a close relationship with permanent 
education, highlighted here as a political guideline with impacts 
on the organization of work(1).

Universities Professionals inside the health units change a conception 
and work very well; there is such an increase of knowledge for the 
health units, much improvement within this health team. So, it 
would be particularly useful if we could establish permanent 
partnerships. (Enf24)

Universities Professionals inside the health units change a concep-
tion and work very well; there is such an increase of knowledge 
for the health units, much improvement within this health team. 
So, it would be particularly useful if we could establish permanent 
partnerships. (Enf25)

In the second Analysis Unit, entitled “Operational Configuration of 
Educational Work in ESF,” the discursive elements describe the models 
used in health education developed in ESF, innovative strategies 
and technologies, as well as the need for continuous education(1).

The first three research codes of this UA (6, 7, 8) express tenden-
cies or models of making that coexist and interact in the educa-
tional activity with the users - individual actions, group actions, 
and a third assumed as remaining practices of old nurse actions. 
There is a restriction in individual ambulatory educational work 
(code 6), development of orientations, linked to consultations, 
and programmatic actions, such as passing on information the 
professional considers necessary for that service(1).

The path for Health education is individual; yes, it is daily, if you 
do that every day. (Enf9)

When I attend the patient, I already have a daily list of guidelines 
to give him. According to the needs of each patient who requires 
that orientation, I will spend a little more time with him. (Enf10)

I do not think I can do it like I used to, because now I need to fulfill 
goals, I have a time practically determined for each patient. (Enf1)

According to a health condition (research code 7), group 
educational work is as an eventual alternative of educational 
action through lectures directed to users’ segments by health 
condition. To execute the units, size and physical structure must 
be available for the development of this practice(1).

As the unit’s service is also no longer per population group, per 
program, this [reality] deconstructs, because we end up not having 
time; and time is everything, even to give a lecture. There is a 
collective activity, but collective activity is a part of it, you speak 
here, everybody signs, and it is over. (Enf12)

With one pregnant woman, it is one thing. It is another with an 
older man, but now I cannot work with groups anymore like I used 
to do. Today I work only with the group of pregnant women. (Enf13)

In our reality, we have the little house, the house, mine is strategy, 
where we have three teams, so everything is a different reality. 
In mine, thank God, I can innovate, because our structure is big, 
our area is big, and I enjoy the time they are doing the screening 
process. (Enf14)
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The short educational work (research code 8) is that carried out 
without planning, without recognizing the needs of the subjects, 
the desire to know, at the reception, in the waiting room, minutes 
before the medical care, recognized as “of old.” The reports show 
hegemonic practices that conceive health education as a strategy 
of normative, prescriptive, and passive behavioral modeling(1).

Honestly, this old-fashioned thing... Ah! I schedule with the women 
at a school, call and go where they live, you are going to give a 
lecture for these women about breast cancer, people! They will not 
go, they will not go, just a few hangdogs appear. So, what is the 
opportunity? It is that moment when they are there waiting for the 
consultation, only they are waiting for the consultation wanting 
to leave too. I say: “Doctor, wait 10 minutes before calling them 
and I will make a quick conversation here about breast cancer”. 
She holds the consultation. Then they start complaining: “Doctor, 
aren’t you going to call our names?” You are talking [about the 
issue]and they are complaining, “The doctor will not attend us 
today?” (Enf15)

The methodological strategies and resources of the educational 
work at ESF (research code 9) focus on a set of technologies used 
by nurses at ESF, ranging from traditional (expository) to more 
spontaneous and emerging adaptations and creations (dialogi-
cal), including the use of mobile devices(1).

The rounds of conversation are an excellent strategy and form 
a better bond. The conversation circle presents the specialties, 
unlike the waiting room, which includes everything. I will work 
the demands, because we think we know it all, speak briefly, and 
those who know nothing learn even less. (Enf20)

We make a quarterly certificate of recognition, man, woman, 
adolescent [...] and we did a workshop to build puppets, we stay 
in the unit to use in lectures. (Enf21)

Every team has WhatsApp groups. We have one day to work on 
continuing education; who does not have a smartphone today? 
And so, we get fed up with information all day by WhatsApp. (Enf22)

So, we also formed a WhatsApp group [with users], and it worked. 
We also have a group of vulnerable families. (Enf23)

The research code number 10 highlights the need for perma-
nent education at ESF, with a view to the search for knowledge, 
skills, and attitudes necessary to achieve mechanisms that qualify 
the educational work at ESF(1).

The professional should seek knowledge in order to develop a 
mechanism to reach the user in the practices of health education. 
(Enf16)

Many times, professionals do not know where to look for work-
ing methodologies, like searching in a database, a book that will 
improve the practices within the services. (Enf17)

The assistance void does not allow you to develop the practice of 
health education, we cannot do it if we do not have our base. (Enf18)

So, I observed, and the team is used to, accommodated with, 
“everything has to be the nurse” and “I will not do it because I do 

not know how to do it.” Training together so that everyone, who 
guides in the same language, to use accessible language. (Enf19)

DISCUSSION

In the configuration of the educational practice of nurses at 
ESF, from the First Unit of Analysis, emerged political and orga-
nizational configurations that directly impact service users of 
the educational work(1).

The co-management and link with the community are tools 
to support and improve the professional do. To co-manage the 
studied scenario is not to be an “operationalized” subject by the 
system, but an “operationalizing” actor of the process, the one 
who, through participation, becomes the operator of its needs, 
difficulties, desires, knowledge, and powers in the construction 
of educational work in health(1).

The current perspectives of co-management are materialized 
by participation and collective construction devices, since they 
grant responsibility to all social actors involved (workers, manag-
ers, and users), who start participating in the unit planning and 
organization, intervening in the improvement of work processes 
and health production quality in Primary Care(1,14). The study nurses 
highlighted the imperative need for resuming interaction with 
community leaders in the search for solutions to the challenges, 
dilemmas, and perspectives of educational work in health. 

Since the 8th National Health Conference (CNS), the assistance 
model’s reorientation has its proposal based on the participation 
movement as a mechanism for building and consolidating SUS. 
However, this reorientation has brought us numerous challenges, 
and in the scope of the ESF, educational work is an essential part 
of the integral and continuous attention to families in the areas 
assigned to the program(1).

The policies materialize services and concerning community 
involvement in the construction and co-management of SUS, 
guaranteeing user’s participation in Law 8.142/90. Since the 
creation of Conferences and Health Councils(1,14), the demands 
of social movements and their communities constitute the 
guidelines that integrate the planning of actions required to the 
territories and their players.

Although co-management means thinking and creating collec-
tively(1,15), representative participation and the actors’ contribution 
to the territory has not been a reality for all nurses. Some territories 
have fully institutionalized the contribution of partner actors, 
such as schools, churches, associations, and non-governmental 
organizations; others are incipient in the articulation-collaboration, 
which reveals an urgent need for the establishment of intersectoral 
partnerships for the (re)configuration of political and organizational 
educational work in their teams and territories(1).

As a political and organizational configuration, the actors and 
the community’s educational demands need to consolidate a 
strategy and response to individual and local needs and speci-
ficities. Those actions would transform political-organizational 
decisions and referrals into instruments for meeting the popula-
tion desires, beyond the programmatic limitations and the real 
requirements of the ESF teams(1).

The nurse who works at ESF, in general, makes home visits, 
performs nursing consultations, meets spontaneous demand, 
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performs private procedures, besides developing the managerial 
function(1,16), an inseparable singularity of nursing work, but which 
is still a product of incomprehension and has repercussions in 
the technical division of work(1,17).

Nurses associated the process of productive work to bureau-
cracy, work overload, spending too much time on programmatic 
activities, assistance/education dichotomy, and achievement of 
quantitative goals, which have been creating alienation to the 
system, mishaps in the maintenance of teamwork(1,18) and lack 
of knowledge of the nursing work itself. 

Nursing is the only health profession with an increasing 
proportion of work hours, greater than or equal to 40 hours per 
week(1,19). The Nursing Professional Exercise Law regulates that 
educational work is an inherent activity of the nursing profession 
and aims at improving the health of the individual, the family, and 
the population in general. It is necessary to review the ordering of 
educational work in ESF fragmented by the metric-assistencialist 
focus(1,20), of action far from those recommended to solve prob-
lems in a harmonic relationship between the workload and the 
activities developed by nurses in ESF(1).

The process of productivist work, of mechanized scope, gen-
erates damages to the policies, the professionals, and the users’ 
lives. Even nurses connect to the assistance activities, and the 
educational work cannot diverge and neglect ESF’s daily actions. It 
is necessary to build understandings that will associate caring with 
educational activities, in an articulated proposal of preservation 
of the precepts of the National Policy for Health Promotion (PNPS) 
for a reorientation of the model of attention (and education) to 
health(1). This integration of the educational-cautious doing goes 
through the fragile, pedagogical preparation, whose theoretical-
practical instrument enhances the educational activities in all 
instances, whether they are assistential or managerial. Meanwhile, 
pedagogical qualification promotes professionals confrontation 
and empowerment through a dynamic, dialogical, and political 
process, which develops through reflection and dialogue among 
subjects, resulting in a commitment to change reality(1,21).

Considering that the discussion on health promotion has 
been strengthened in the global scenario presenting proposals 
for a redefinition of public policies, directing another look to 
the health context. Understand that biomedical devices are not 
capable of modifying social determinants and conditioning of 
the health-disease process(1,21), partnerships and intersectoriality 
revealed in the participants discourse the perspective to expand 
public policies. Through the intersectoriality in an integrated 
search for actions and services in a non-fragmented manner(1,22) 
to strengthen and increase health services or other spaces, such 
as squares, schools, community territories, NGOs, industries, 
among others. However, the concept of intersectoriality that 
permeates the study is taken as problematic, since it does not 
translate professional and/or management strategy, but rather 
interprofessional arrangements by nurses and their teams(1). 

The partnership and intersectoriality materialize in the teaching-
service articulation, which is transversal to two analysis units: first, 
as a partner for the educational competence development(1,23) of 
ESF nurses; and second, as a strategy for continuing education 
in ESF(1,24). These processes broaden horizons, (de)naturalizing 
obsolete practices and trainers of sensitive and committed 

subjects-workers in the construction of practices that do not 
only constitute biomedical knowledge(1,25).

The individual educational work is carried out in nursing 
consultations from a list of informative “orientations” according 
to goal and/or programmatic action. These conducts ratify the 
maintenance of the authoritarian hegemonic model(1,26) and 
disregard the determinants and their multiple influences in the 
health-disease process.

In group educational work by a health condition, the population 
groups organized actions according to pathology or program. 
The lecture is the strategy that remains operational, persisting in 
the conception that marginalizes the students’ needs and their 
experiences in the centrality of the process of knowledge con-
struction(1,26). However, the emergence of advances in educational 
work is perceived, through the use of pedagogical processes and 
techniques based on the collective, centered on the socialization 
of life, developed based on daily experiences, assuming the group 
dialogue as the construction of liberation and transformation of 
problems into health solutions(1).

The lecture is maintained as a resource to help the lack of in-
formation and guidance in the clinical care of multi-professional 
work in health(1,27); it is useful when in conjunction with educational 
programs. In the study scenario, the lecture’s use was portrayed 
as an old strategy, with little adherence, although still opportune, 
mainly when waiting for the medical consultation, being configured 
as a short educational work(1). Thus, the importance of training 
nurses to act as educators is perceived, in a critical, progressive, 
and transforming perspective(1,28) of daily practice at ESF.

The recognition of a specific community’s educational needs 
is not fully used as a participatory planning tool nor listed as a 
priority. Joining co-management and ongoing health education 
are synonymous with transforming the daily practices of SUS(1) 
workers. From this perspective, the Freirean (Paulo Freire’s) legacy, 
committed to its “what to do” - being available for dialogue, com-
mon sense, humility, freedom, joy and hope, respect for human 
beings, ethics, aesthetics, and the conviction that change is 
possible - becomes a possibility for overcoming the limitations 
of educational practice at the ESF(1,29-30).

Regarding the methodological strategies and resources of the 
educational work at ESF, the conversation circle highlighted an 
alternative for bond formation and recognition of the subjects’ 
demands; and it has been widely used by nursing(1,31) for being an 
active, critical, reflective educational methodology that deepens 
the dialogue, stimulates democratic participation and effectively 
contributes to the promotion of the population’s health(1).

Although there are no Information and Communication Tech-
nologies (ICT) at the UBSF, the mobile application WhatsApp was 
incorporated, taking ESF teams educational. ICTs, in the public 
health and cyberculture interface(1,32), is still little explored in 
the preparation/execution of educational work at ESF(1,33), but, 
although incipient, the reality studied innovates with the use 
of this tool to support the management of the unit(1,34) and to 
promote the health of vulnerable communities(1,35), creating 
means to integrate people, with low-cost technologies and the 
broad access(1).

The National Policy for Permanent Education needs to 
strengthen a qualifying strategy for health professionals. Study 
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participants emphasize and recognize the need for improvement 
and preparation for action in the face of countless challenges, 
and place pedagogical knowledge as a preponderant element 
for transforming educational actions(1,36).

The teaching-service articulation(24) emerges as a fundamental 
element of continuing education for ESF. However, there is a need 
for adjustments among workers’ demands to public policies and 
a (re)pactuation among service management and training institu-
tions, aiming at overcoming contradictions in the implementa-
tion of the National Policy on Permanent Education in Health(1).

Study limitations

Among the limitations of this study, it is worth mentioning 
the restrictions to the scenario studied, limiting generalizations 
of the findings to other Family Health Strategy teams from other 
contexts. However, some issues and characteristics discussed 
associate us with a practice peculiar to interprofessional and 
teamwork, which places this research scenario potentially similar 
to others. Future studies include the other categories/members 
that integrate ESF in different regions of Brazil.

Contributions to Nursing, Health or Public Policy areas

The results of this study filled a scientific gap in the reviewed 
context by discussing with originality the educational praxis 
as an alternative of knowledge intervention and production in 
health; and by highlighting the work and creativity of the nurse 
in the translation of public health policies, even if intertwined by 

numerous obstacles. In this sense, it contributes substantially to 
the discussion on the nurse’s educational work planning, revealing 
political, organizational, and operative configurations pertinent 
and applicable to other scenarios and units of the same typology 
in the context of Primary Health Care in Brazil.

CONCLUSIONS

The study achieved its objective since it analyzed the educational 
practice of nurses in the ESF of the Eastern Health District of Manaus, 
revealing a delicate balance. The educational practice proved to 
be transforming of iniquities and a possible alternative to other 
modes of knowledge-intervention and production in health. It is 
necessary to look at the present moment and face the challenges 
with alternatives that consider professionals and users as subjects 
of production/transformation of the educational praxis in ESF(1).

Ways of doing educational work include using strategies and 
pedagogical techniques to socialize knowledge, share knowledge, 
and train health professionals in life care. Both authoritarian 
and coercive practices were verified, which do not consider the 
psychosocial and cultural determinants of behavior. Critical-
reflexive, liberating, and constructing new knowledge practices 
are ratified - in an oscillating, intermittent between hegemonic 
and dialogic models of education(1).

The nurse’s work is configured in interaction, responds to the 
political bases of health, incorporates creativity in doing, but 
encounters numerous obstacles. There is a movement “from the 
past” to the “present”; there are tensions and intentions; hermeti-
cism and fractures(1).
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