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Abstract  Considering the trajectory of Rio de 
Janeiro e Lisboa region regarding strengths of the 
their health local systems to achieve health for all 
and equity, the study aimed to compare the or-
ganization of the Primary Healthcare from both 
regions, searching to identify the advancement 
which in terms of the Delivery Health Networks’ 
coordination. It is a case study with qualitative 
approach and assessment dimensions. It was used 
material available online such as scientific manu-
scripts and gray literature. The results showed the 
different grades regarding Delivery Health Net-
works. Lisboa region present more advancement, 
because of its historic issues, it has implemented 
Primary Healthcare expanded and nowadays it 
achieved enough maturity related to coordination 
of its health local system and Rio de Janeiro suffers 
still influence from historic past regarding Prima-
ry Healthcare selective. The both regions has done 
strong bids in terms of electronic health records 
and telemedicine. After of the study, it is clearer 
the historic, cultural and politics and legal issue 
that determined the differences of the Primary 
Healthcare coordinator of the Delivery Health 
Network in Rio de Janeiro and Lisboa region.
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Introduction

As stated by the World Health Organization 
(WHO), the Primary Health Care (PHC) estab-
lished after the Alma-Ata Conference in 19781 is 
“now more than ever”2 the appropriate strategy 
to improve access to care mitigating high costs 
and boost quality expectations.

There was little discussion on the need for 
reorganization of health systems in view of the 
age profile of the population. It is expected that 
by 2025 there will be 1.2 billion people over the 
age of 60, with the oldest (older than 80 years old 
or more) almost doubling today’s numbers. It is 
known that in view of this situation, there will 
be higher costs and more use of health services2.

Therefore, new forms organization of health-
care services have been envisaged, which can es-
sentially support the management and control of 
chronic conditions, which are intrinsically relat-
ed to aging, focusing on health promotion, hab-
its or lifestyle of healthy lives through PHC. The 
idea is a PHC that is not restricted to a service 
level focused on groups in a situation of poverty 
but able to assume the coordination of all its us-
ers and the integration of its system3.

The typology of PHC services show signifi-
cant variations in the world and present defining 
characteristics as the Main Gateway to health ser-
vices; Continuity of Care, especially for chronic 
conditions; Completeness, Coordination, Cen-
trality of the family process; and Guidance to-
wards community care, and assuming the re-
sponsibility for solving users’ health problems3. 
Hence, the Health Care Network (HCN) projects 
are aimed at overcoming the fragmentation of 
care and the management of health services, and 
improving the political-institutional functioning 
of universal coverage systems throughout the 
world.

Through this technological model of produc-
tion of health actions and services, it is expected a 
more active participation of managers, bringing 
them closer to health professionals, users and the 
realities of the community, instituting a culture 
of sharing, mutual aid and reciprocity3.

In order to achieve their goals, managers and 
health professionals should have competencies 
aligned with the healthcare mission, with broad 
access to information, to financial support and 
availability of human resources, as well as orga-
nizational mechanisms and of healthcare deliv-
ery4,5. Another requirement is that the institu-
tional environment allows the definition of core 
and field of competence, with a clear definition 

of the responsibilities that govern the division of 
labor among the different professional categories 
involved in PHC6.

The complexity of HCN should be studied 
considering a theoretical framework or assump-
tions that support their organization. For this 
study, HCN are assumed to be poly-hierarchical 
sets of healthcare services, linked to each other by 
a single organizational mission, common objec-
tives and cooperative and interdependent action, 
that allow to offer a continuous and integral at-
tention to a determined population, coordinated 
By PHC7.

The operational structure of the HCN is 
composed of four components: governance 
model, which aligns the PHC activities with the 
other attention points; Support Systems such 
as diagnostic and therapeutic support systems, 
pharmaceutical care and health information sys-
tems; Logistic Systems, which consist of user’s 
identification card, electronic health records, reg-
ulated access systems to healthcare and transport 
systems; and a Communication Center that coor-
dinates in-flows and out-flows of the care system, 
ideally located at the level of PHC teams7. Thus, 
once the systems presenting these characteristics, 
there is great potential to converge towards HCN 
under the aegis of PHC.

Considering the number of studies published 
on the subject and the importance of proving a 
new organizational logic of health services that 
are sensitive to chronic conditions and aging 
populations, a comparative analysis of the PHC 
organization was proposed in Rio de Janeiro (RJ) 
and in the Lisbon Region, seeking to identify the 
advances of these organizations in terms of co-
ordination of HCN and in the management of 
chronic conditions.

When thinking about the structure of an 
HCN coordinated by a PHC entity, it is assumed 
that it is a complex process, with forces estab-
lished in the intra and inter-services of health-
care. The resulting vector may approach or de-
tach itself from the HCN scheme. To understand 
these aspects, it was necessary to define a theoret-
ical framework of the study, which is presented in 
the next section.

Theoretical Framework

The management of health organizations 
aims at contributing to a more efficient and ef-
fective health production process in priority 
areas with quality standards, opening the possi-
bility for “smart” rearrangements that are estab-
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lished to face or overcome the diversities and so-
cial complexities that arise in healthcare services.

The healthcare organization must be under-
stood as a living system, which by its inner com-
plexity is capable of generating strategies to deal 
with the paradox, diversities and uncertainties 
risen between health professionals and manag-
ers. Organizations are indeed open systems that 
allow the entry of “energy” (effort, ideas, motiva-
tions, interests, macro and micro-structures poli-
cies) that feed the “agents” (health professionals) 
so that they can counteract entropy and promote 
diversity, to generate new ideas that can help im-
prove health processes8.

The application of complexity theory inter-
prets healthcare facilities as a “complex adaptive 
system” (CAS). They are complex because they 
are related to the interaction network of sever-
al agents and are adaptive since they are able to 
quickly adapt to the new conditions that are im-
posed by their environment9.

In healthcare, the existing culture in each 
PHC unit arises from the “making sense” re-
sulting from the multiple interactions between 
heterogeneous actors (in conversations, commu-
nications, and clinical visits). Team meetings are 
important components of collective learning, be-
cause it emerges from the analysis of the attempts 
and the error itself in the many actions.

The ability to communicate among the mem-
bers of a team is fundamental to its good func-
tioning, which results in an improvement in the 
quality of healthcare services, i.e. in the capacity 
to adapt. The formative process of a clinician is 
to learn and contextualize knowledge with those 
who know through action, which gradually leads 
to further improvement.

In order for a “self-organization” to emerge 
in healthcare, certain conditions are necessary, 
such as the focus on quality, the diversity of com-
petences, the existence of qualified professionals, 
who know how to work with the most varied un-
certainties, adversities and challenges. A “self-or-
ganized” PHC, resulting from positive interac-
tion among healthcare professionals, can easily 
find patterns of behavior for its users. Given the 
complexity of their needs, these units will be in a 
better position to provide responses in line with 
identified needs.

The operation in “self-organization” allows 
to increase the portfolio of solutions available af-
ter the diagnosed situation for the quality of the 
healthcare service, promoting more cost-effec-
tive production of actions and closer to the users’ 
needs. Figure 1 elucidates, in a didactic way, the 

strategic variables in the “Self-Organization” of a 
PHC to coordinate the HCN, which are essential 
for a satisfactory performance of a health system 
under the auspices of PHC.

Methods

This is a case study10 based on a qualitative ap-
proach and with evaluative dimensions. It is a 
method that has an increasing acceptance in the 
field of public and collective health, because it al-
lows to define hypotheses, to deepen in relation 
to the object under analysis, to build a theoreti-
cal referential, to take into theoretical reflections, 
and to scan for new research horizons.

For the study, published material on PHC in 
the two regions was used, being considered scien-
tific articles and gray documents as reports, offi-
cial documents, journalistic, among other sourc-
es of information available online selected for 
the convenience of the authors. For the analysis 
of the empirical material, the HCN11 referential 
was used.

Results

Table 1 shows the main observed characteristics 
of the scenarios selected for the case study. Since 
they present very unique characteristics in terms 
of the organization of their services, it was decid-
ed to create central categories that allowed their 
comparability, as the historical from Alma Ata, 
macro and micro politics for the implementation 
and sustainability of PHC; Elements of an HCN 
and innovative mechanisms for strengthening 
PHC/HCN.

The first aspect observed was the PHC typol-
ogy, adopted after the Primary Healthcare Con-
ference in Alma Ata, considered the first inter-
national declaration that awoke and emphasized 
the importance of PHC as the key to universal 
access. This universal access was adopted in Bra-
zil as selective PHC and in the Lisbon Region as 
a comprehensive PHC. With regard to the de-
mographic context, it can be observed that both 
regions have been presenting, over the years, an 
increase in the number of elderly people and a 
considerable evolution of life expectancy.

It was also observed differences in terms of 
macropolitics, such as the promulgation of the 
Constitution conceiving Health as a Constitu-
tional Law, having occurred in Portugal in 1974 
and in Brazil only 14 years later. With regard to 
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the introduction of PHC, Portugal did it in mid-
1985 and in Brazil in 1988 with the Constitution 
itself, later with Organic Law 8080 and 8142, with 
the Basic Operational Norms (NOBs) and, later 
in 2006, with The Health Pact. In terms of mi-
cro-politics, or local strategy for the strengthen-
ing of PHC, in the case of RJ, the “Present Health” 
Program was observed, which aims at the pre-
vention and follow-up of patients, and in the Lis-
bon Region, no similar experience was identified.

Still in this context, it can be seen that in Rio 
Region until 2010, coverage of the Family Health 
Strategy (ESF) was less than 10%, compared to 
2005 in Lisbon, which under a favorable political 
and economic context promoted by a majority 
government (the former had been mainly coali-
tion governments) the reform of PHC was pro-
posed through the restructuring and progressive 
autonomy of health centers with emphasis on the 
creation of small Family Health Units (USF), in 
which The primary healthcare was reconfigured 
into a new organizational and functional matrix, 
impacting on a later increasing coverage.

In RJ, in a chaotic health organizational con-
text, specifically related with the epidemic of 
dengue and under social pressure, a project of 
expansion of the PHC was initiated in 2009. This 
project included the implementation of a new 
model of governance and support to favor an im-

prove guidance of the work processes, to increase 
the resolution and impact on the health situation 
of individuals and communities, providing an 
important cost-effectiveness contribution, which 
enabled to reach approximately 50% of ESF cov-
erage by 201512.

It is also worth mentioning that in the Lis-
bon region, for the implementation of PHC, the 
partnership with private healthcare services was 
used through complementary or substitution of 
healthcare schemes, in order to endorse private 
providers to develop incentive models for higher 
efficiency and equity, when viewed as substitutes 
for the provision of the National Health Service.

In RJ, the management model used for the ex-
pansion of PHC was the partnership with the So-
cial Health Organizations (OSS), in which a new 
policy was assumed by health policy makers and 
managers, allocating PHC as the main Organiza-
tion in the HCN11,13. There was also a significant 
investment in PHC, such as the implementation 
of the ESF in pre-existing basic health units, the 
inauguration of new health units (more atten-
tion points in HCN), called ‘family clinics’ and 
organized into ten program areas (AP)14.

Another relevant aspect in these cases was the 
consolidation of information systems infrastruc-
tures, in which PHC is one of the sources of data 
and information generation. This information 

Figure 1.Ways for the development of Self-organization and to promote HCN coordenated by PHC.

Source: Adapted from Lapão8.
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allows the identification, knowledge and analy-
zation the local reality, as a result of an environ-
ment capable of proposing actions that interact 

with them15. In addition, in the Lisbon Region, the 
Hospital Reference Networks were implemented, 
which regulates, within a new institutional archi-

Dimension related to the conformation of Health Care Networks Lisboa Region Rio de Janeiro

Background from Alma 
Ata

PHC tipologyinitiallyadopted* Embracing Selective

Demographiccontext Elderly proportion in the population 19,2% (2012) 10,8% (2012)

Life expectancy 80,6 years (2002) 75,2 years (2010)

Macro and micropolitics 
for APS implementation

Universal access yes yes

Constitution promulgation year that 
defines health as a constitutional right

1976 1988

Introduction year of Primary Health 
Care Policy as structuring axis of the 
System

1985 
(Family Physician 
Career Creation)

1988
(Reinforced by 
the Health Pact)

PHC policy as coordinator of a Care 
Network

yes yes

PHC /Family Health Strategy Coverage 
between 2010 and 2015 (tendency)

10 to 60% 9,52 to 46,16%

PHCMicropolitics -- Current Health

Ambience for PHCinstallation yes
PHC with health 
teams organized 
voluntarily (with 
physicians, nurses 
and technicians)

yes
Health 
professional 
fixing difficulties 
such as nurses, 
technicians and, 
in particular, 
physicians

Partnership with the Private System yes
(Only at the level 
of diagnostic tests 
performance)

yes
(Through Social 
Organizations)

Constituent elements of 
a HCN

Defined population yes yes

Support Systems yes
(System oference and 
Network of Health 
Centers Clusters)

yes
Network 
of Stations 
Observatories of 
Information and 
Communication 
Technologies in 
Health Systems 
and Services 
(OTICS)         

Logistics Systems yes

(Information Systems 
since 2006)

yes

Well defined Governance Systems with 
the participation of users, workers and 
managers

yes

(Since 2005)

yes

it continues

Table 1. Comparative analysis of Health Primary Care capacity in the coordination of Networks in Lisbon and 
Rio de Janeiro, 2016.
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tecture, the complementary and technical support 
relationships between the intervening entities 
through an electronic medical record, in order to 
promote patient access to healthcare services they 
effectively need, as well as to support the integrat-
ed interinstitutional information system.

In RJ, the Network of Observatory Stations 
for Information and Communication Technolo-
gies in Health Systems and Services (OTICS) was 
created, a complementary axis to the expansion 
of the PHC, to provide physical and technological 
support for the qualification of professionals and 
for the evaluation of PHC indicators. According 
to the selected studies, which focused precisely 
on electronic health records, they emphasize that 
their introduction contributed to the elimination 

of “duplicate” registrations, as well as the reduc-
tion of waiting time for consultations, examina-
tions and procedures, further contributing for 
the quality of the records and for a better access 
for the population16.

The PHC reform in the Lisbon Region has 
also led to the strengthening of management 
capacities to lead multi-professional teams and 
to support the adjustment to a new governance 
model designed to offer care services more 
adapted to the specific needs of the population. 
With this process, new leadership positions were 
created, however most of the appointed profes-
sionals had little or no management experience.

Thus, a training strategy was developed to 
provide leadership and management skills in 

Dimension related to the conformation of Health Care Networks Lisboa Region Rio de Janeiro

Innovative mechanisms 
to strengthen the PHC/
HCN

Service Portfolio yes yes

Regulation yes

Network of Health 
Centers Clusters 
(ACES)

yes

Creation of 
‘Regulator 
Protocol’ and 
Electronic 
Records

Projects of Telemedicine/Telenursing and 
Permanent Education

yes

(Since 2007)

yes

Assessment yes

Indicators contracted 
with the National 
Health System

yes

PMAQ and 
work processes 
followed and 
monitored 
monthly or 
quarterly

Financial Incentive yes

Introduction of 
additional payment 
as an incentive to 
perform specific 
services (e.g. 
immunization or 
a diabetes control 
program) and 
partial capitation to 
supplement services 
fee

yes

Variable PAB/
Fixed PAB

There is no teams’ 
autonomy in the 
management 
of financial 
resources

Career Plan of Workers associated with 
the PHC

yes

(Since 1988)

--

Health Centers with managers proximity 
administrating the Health Center

yes --

* Giovanella25.

Table 1. continuation
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HCN, tailored to the needs of its tasks, through 
evaluation questionnaires and observations, but 
also analyzing the perceptions of new managers 
and clinical managers on the benefits derived 
from their participation in capacity building ac-
tivities. However, one area where the Portuguese 
reform had made little progress was the expan-
sion of the roles of nurses and other profession-
als to whom doctors could delegate some of their 
traditional functions17.

From this perspective, the PACES training 
program created opportunities for health man-
agers to analyze management problems and to 
share potential solutions with their colleagues. 
This had some positive effects and resulted in 
learning gains such as group spirit and network-
ing habits among managers, which helped in 
their relations with regional authorities and in 
sharing strategies on how to stimulate the cre-
ation of new USF11.

At the same time, in RJ, a new public gover-
nance was established between the state, finan-
cier and regulator, and the third sector, provider 
of health services through the OSS, having as 
main characteristics the extension of the deci-
sion-making autonomy in financial and orga-
nizational terms14. The analysis carried out by 
Costa Silva et al.14 showed that the negotiation 
process in the municipality between municipal 
management and OSS is weak, establishing a re-
lationship closer to subordination than to part-
nership and cooperation. This limits the devel-
opment of management innovations to be intro-
duced by the adoption of commissioning logic 
or by the institutionalization of the management 
evaluation of results.

Accordingly, the innovative mechanisms for 
strengthening PHC in the Lisbon Region have 
experienced users’ accessibility and have secured 
a portfolio of services capable of offering a range 
of individual clinical care to the population en-
rolled in the list of GPs at different stages of life, 
aimed at covering the most common conditions 
and solving most of the problems of individuals 
and /or their families in different illness situa-
tions.

Similarly in Rio de Janeiro, the Service Port-
folio aims to standardize the supply of care in the 
PHC units and determines what types of con-
sultations and procedures should be performed 
with a list of services related to care for the adult, 
the adolescent and the child, the Mental and oral 
health, health surveillance and promotion, and 
the management of emergency and emergency 
situations18.

In these scenarios there was also the stan-
dardization of regulation; In the Lisbon Region 
culminated in the creation of a network of Health 
Center groups (ACES)19 to improve the coordi-
nation and efficiency of health services at the lo-
cal level through better planning and sharing of 
resources. Each ACES is managed by a proximity 
team composed by an Executive Director, a Clin-
ical Council (with four members representing 
the different professional groups) and a Manage-
ment Support Unit (UAG).

In RJ, this process came about through the 
creation of the ‘Protocol for the Regulator’, 
which deals with referral protocols for medical 
specialties and diagnostic procedures20, based 
on the Ministry of Health’s Regulation System 
(SISREG), in order to establish the Care Regu-
lation as a management function, which makes 
it possible to introduce mechanisms for ordering 
health care practices in SUS. Family doctors are 
in charge of each unit for the function of regulat-
ing to other points of care, for the SISREG direct 
online appointment, for the consultations to oth-
er specialists and for diagnostic tests throughout 
the HCN, in line with the proposal of the PHC to 
function as a communication center that coordi-
nates the flows and co-flows of the care system7.

In the Lisbon Region, telecommunication 
equipment and digital technology, such as the 
Telemedicine and Tele-nursing Projects, are used 
for the coordination of the HCN, which enables 
health care at a distance, providing information 
to patients, favoring preventive actions and cre-
ating alerts for nurses and physicians who can by 
direct contact with the patient, change therapies 
and habits without resorting to new consulta-
tions.

In RJ, the effective application of technologi-
cal solutions such as Telemedicine and Telehealth 
aims at optimizing education, planning logistics, 
regulating care and implementing methods to 
provide multicentric research based on sustain-
ability management strategies and on the devel-
opment of new models.

Regarding the evaluation of PHC in the Lis-
bon Region, contractual performance indicators 
are used, introduced with a perspective to stim-
ulating USF professionals, and their respective 
ACES in a set of actions. These actions should 
address accessibility, user satisfaction, economic 
performance, Child and maternal health surveil-
lance programs, family planning, limited process 
data and intermediate outcomes.

In RJ, the working processes are monitored 
monthly or quarterly, depending on the level of 
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management, whether local or central. Teams 
that offer improvements in the quality of care 
receive more resources from the Federal Gov-
ernment. That is, the better the performance, 
the more financial incentives will be passed on. 
These incentives and evaluations also take place 
through the National Program for Improving 
Access and Quality of Basic Care (PMAQ-AB), 
created in 2011.

It is also worth noting that the fundamental 
reform ideas in the Lisbon Region have as finan-
cial incentive the introduction of the additional 
payment, that works as a stimulus to perform 
specific quality services (for example, immuni-
zation or a diabetes control program) and also 
partial capitation value to complement service 
fee; The development of home-based services 
and the strengthening of the role of entry point 
for PHC21-24.

In RJ, the financial incentive occurs from two 
resources divided into two modalities, the fixed 
PAB and variable PAB. The fixed PAB is a value 
that remains practically fixed and fluctuates ac-
cording to the population of the municipality and 
the variable PAB according to the performance of 
the manager and his/her team, as well as in the 
accomplishment of the established goals.

An innovative mechanism of HCN, in Lisbon 
Region, was the institution of a career plan for 
workers linked to the PHC aimed at planning and 
managing the organization practices. That con-
text differs in Rio de Janeiro, causing difficulties 
to establish health professionals like nurses, tech-
nicians and, in particular, physicians, in addition 
to demotivation, partial fulfillment of workload, 
lack of knowledge about the PHC attributes, and 
backward-based vision in programmatic activi-
ties on services organization.

Discussion

A comparative analysis was proposed between 
the two health regions (Lisbon & Tejo Valley 
and Rio de Janeiro) with the present case study, 
aiming to identify the PHC advances regarding 
HCN coordination and chronic conditions man-
agement. In general, it is worth mentioning that 
these localities have progressed regarding that 
objective, and they can observe policies inducing 
the macrostructure that end up reflecting in the 
PHC micropolitics. 

The very constitution that legitimates the 
countries’ health as a social right and universal 
access imposed new ways for the health system 

organization to the managers that could meet the 
main health demands of the population. Thus, 
given the demographic panorama at the current 
juncture, with a contingent of elder people that 
only increases, PHC is the only viable and cost-ef-
fective alternative to support the new reality. 

According to the results, there are different 
rhythms regarding HCN in both regions. Lisbon 
implemented with greater speed, even for histor-
ical reasons, the PHC comprehensive model and 
today has reached a sufficient degree of maturi-
ty about the system coordination. On the other 
hand, Rio de Janeiro still suffers from historical 
remnants of a selective PHC25. It is also worth 
noting that RJ is a federative entity that has to-
tal autonomy in the health system management. 
However, in Lisbon, the decision-making pro-
cesses and action plans are under the auspices of 
the Portuguese National System.

Results showed PHC substantial expansion 
regarding micropolitics over the last six years in 
both scenarios, and almost on equal proportions. 
Nevertheless, in Lisbon, it happened through the 
professionals’ will, and in Brazil, through judici-
alization. A critical issue considered by RJ for the 
sustainability of the PHC technological model 
and HCN coordinator consisted of granting sta-
ble professionals, especially in the medical cate-
gory, along with partial regimes of work contract 
and even employment bonds precariousness.

In RJ, the PHC expansion project was sup-
ported by the OSS, which are non-profit pri-
vate sector institutions that work in a formal 
partnership with the State and collaborate in a 
corresponding manner as provided for the Or-
ganic Law No. 8080/90. In Lisbon, it happened 
incrementally and was developed according to 
the professionals’ willingness and motivation to 
join a project for the PHC quality improvement. 

Although the OSS are legal institutions in 
Brazil, the State has not developed sufficiently 
regulatory or inspection mechanisms to manage 
its processes, including the financial ones, which 
may open up possibilities for deviations or dis-
tortions. Such scenario has led to internal crises, 
PHC credibility and some questions about trans-
parency in the application and use of the public 
good. Private interference causes the SUS (Brazil-
ian Healthcare System) to be sometimes crossed 
by opposing forces, which end up undermining 
its fundamental principles, such as equity11. 

The study also showed that there are signifi-
cant advances, in both places, of PHC in the co-
ordination of HCN regarding Support, Logistics 
and Governance Systems along with the custom-
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ers’ ascription. In RJ, it was possible to identify 
local strategies to strengthen the PHC such as the 
Regulatory Protocol and Electronic Records that 
allow the user’s care coordination to other points 
of attention. 

In Lisbon, there are ACES with quality teams 
and clinical councils whose purpose is to revital-
ize the culture of clinical governance and quality 
supported by managers who are accountable for 
results that were previously negotiated and con-
tracted. 

It was also possible to observe other mecha-
nisms to strengthen the PHC-Portugal with the 
creation of a family doctor career, in 1985. On 
the other hand, in Rio de Janeiro, the career plan 
is still not given although Law projects with such 
intentionality have been found26. The career plan 
is a major incentive for professionals’ motivation, 
significance and involvement, especially in the 
medical category with PHC, which has more dif-
ficulties to link to the model. 

Lisbon followed the reform implemented 
throughout the country, and there was a signifi-
cant alignment between policies and investments 
made, with a focus on human resources and their 
training. The reform implemented in RJ brought 
interesting aspects regarding HCN structuring 
such as electronic medical records, OTICS, sys-
tematics of local assessment in an alternate way 
due to results, thus serving as inspiration for oth-
er main centers of the country.

Rio de Janeiro’s HCN benefit from a popu-
lation characteristic of being associated with the 
family team, something that the reform in Lisbon 
intends to replace with current listings of users 
attributed to the doctors. 

The study also showed that there are differ-
ences in the PHC organization, even in the same 
region, and some of them are achieving more 
advances in HCN than others. That is entirely 
understandable because such performance is a 
result of intrinsic factors (service management 
form, employees’ perspective, their motivation to 
do so, meaning of what they are doing, valori-
zation and professional recognition, satisfaction, 
participation and community support), and ex-
trinsic factors such as health policies, economics, 
legal apparatus and cultural competence11. 

It is worth noting that a health organization’s 
development is directly proportional to the lead-
ership process, professionals’ management capac-
ity, incentives and adequate resources in a pro-
gressive scale of care. The PHC are as expensive as 
hospitals from the economic viewpoint since they 
require a significant amount of financial invest-
ment to start functioning and have quality in the 
production of actions. However, if we consider the 
medium and long terms, the economic demand 
will be less and less for this technological model, 
which is a different logic from the hospital-centric 
that tends to require more and more resources. 
It is understood that researchers’ involvement is 
positive in this process because they can highlight 
these aspects and help translate good practices 
and their adaptation to the local context7.

Regarding regulatory and evaluation mech-
anisms both cities present complex models. In 
Portugal, a contractual model bases on a set of 
annual performance targets. In Brazil, the PMAQ 
seeks to create a quality performance benchmark 
for all municipalities.

It is worth emphasizing that the methodology 
used prevents from generalizations. The empiri-
cal material sample was selected for the authors’ 
convenience along with the limitation of few ex-
isting works. The material analyzed was not clas-
sified according to the level of scientific evidence 
nor verified its internal consistency. The sample 
gathered technical and management documents 
of the regions, which may be embedded by sub-
jectivities. It is necessary to add as limitations the 
publication bias and material selection only avail-
able online. There may be other physical sources 
not accessed by the authors; thus, an on-site case 
study would be interesting for future research.

However, the study contributed to knowl-
edge advancement by bringing in a theoretical 
perspective about the advances of two regions 
regarding the HCN conformation to manage 
chronic conditions or diseases associated with 
aging. There are few studies with such purpose, 
and it can serve as a model for networks evalu-
ation. It is necessary to clarify the historical, cul-
tural, political and legal issues that eventually de-
termine differences in the PHC performance that 
coordinates HCN in RJ and Lisbon. 
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