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RESUMO 

 

Objetivo: Descrever as ações desempenhadas por enfermeiros e compreender suas percepções acerca da autonomia na atenção pri -

mária à saúde (APS). Método: Estudo qualitativo, exploratório, de casos múltiplos, com sete enfermeiros de Unidades Básicas de 

Saúde com e sem Estratégia Saúde da Família, em Goiânia. As entrevistas on-line, realizadas entre janeiro e junho de 2021, foram 

transcritas e analisadas por quatro pesquisadores mediante análise de conteúdo. Resultados: Mapearam-se 55 ações desenvolvidas 

pelos enfermeiros, agrupadas em três eixos: assistência individual ao usuário, atividades coletivas e ações de gestão. Duas categorias 

analíticas expressaram a autonomia profissional: “Condições de trabalho dos enfermeiros na APS” e “Prática profissional dos e nfer-

meiros na APS”. Conclusão: A autonomia do enfermeiro é moldada pela organização do processo de trabalho e pela disponibilidade 

de recursos humanos, materiais, físicos e informacionais. Escopo de prática, nitidez de papéis e limites institucionais condi cionam a 

concretização da prática profissional. 

 

Descritores: Autonomia Profissional; Enfermeiros de Saúde da Família; Atenção Primária à Saúde; Atenção à Saúde; Estratégia 

Saúde da Família. 

 

ABSTRACT 

 

Objective: To describe the actions performed by nurses and understand their perceptions of autonomy in primary health care (PHC). 

Method: A qualitative, exploratory, multiple-case study was conducted with seven nurses from Basic Health Units, both with and 

without the Family Health Strategy, in Goiânia, Brazil. Online interviews were conducted between January and June 2021, tran-

scribed, and analyzed by four researchers using content analysis.  Results: A total of 55 actions performed by nurses were mapped 

and grouped into three categories: individual care, collective activities, and management actions. Two analytical categories reflected 

professional autonomy: “Working Conditions of Nurses in PHC” and “Professional Practice of Nurses in PHC.” Conclusion: Nurses’ 

autonomy is shaped by the organization of work processes and the availability of human, material, physical, and informational  re-

sources. The scope of practice, clarity of roles, and institutional boundaries determine the realization of professional prac tice. 

 

Descriptors: Professional Autonomy; Family Health Nurses; Primary Health Care; Health Care; Family Health Strategy. 
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What is already known: 

• Nursing plays a central role in PHC, with essential functions 

in health promotion, disease prevention, and longitudinal 

care. 

• Nurses’ autonomy is influenced by federal, state, and munic-

ipal legislation and protocols, affecting both clinical and 

managerial practice. 

• Despite regulatory support, limitations and heterogeneity per-

sist in implementing autonomous practices across different 

local contexts. 

What this article adds: 

• Clear institutional protocols and precise role definitions 

strengthen nurses’ autonomy in PHC. 

• Inadequate infrastructure, scarcity of resources, and limited or-

ganizational support are barriers to autonomous practice. 

• Analyzing factors that influence autonomy provides insights for 

management decisions aimed at improving nurses’ working con-

ditions. 

INTRODUCTION 

 

Nursing holds a strategic position in primary health 

care (PHC) and within the Health Care Network (HCN), fo-

cusing on health promotion, disease prevention, and compre-

hensive population care(1). In Brazil, PHC within the Unified 

Health System (SUS) is structured around multiprofessional 

work, where nurses play a central role in ensuring access and 

continuity of care(2). In several countries, the scope of these 

responsibilities is linked to the degree of professional auton-

omy, which depends on institutional support, proper training, 

and a collaborative culture(3-5). 

Autonomy is defined as the ability to make independ-

ent decisions without external coercion(6). In the professional 

context, it implies the freedom to innovate, solve problems, 

and organize work according to one’s own criteria(7). In nurs-

ing, it translates into self-governed practice, supported by 

clinical and managerial decisions aligned with the ethical 

and legal boundaries of the profession(3). 

Despite Brazilian regulation (Law No. 7.498/86) and 

specific guidelines for PHC practice(2), the degree of nurses’ 

autonomy varies across services, even within the same level 

of care. This heterogeneity can create barriers to workflow 

and compromise problem-solving capacity. Although the 

National Primary Care Policy (PNAB) includes responsibil-

ities such as nursing consultations, clinical and educational 

activities, procedures, ordering tests, prescribing medica-

tions, and making referrals(2), greater standardization is still 

needed to ensure safety, access, and quality. The lack of uni-

formity in the scope of practice imposes limitations, particu-

larly regarding the ordering of imaging exams and the pre-

scription of certain medications(8). 

Nurses’ practice in PHC is guided by legally sup-

ported clinical protocols that structure and direct care. How-

ever, professionals’ perceptions vary between recognizing 

autonomy within these protocols and perceiving that such in-

struments also impose restrictions — even when there is 

room for decisions based on clinical judgment and focused 

on problem-solving(9). 

Because of the organizational diversity of PHC in 

Brazil, analyzing nursing practice through the lens of auton-

omy is essential to understand daily challenges and improve 

practices. In Goiânia, a city operating within a decentralized 

system supported by a specific nursing protocol for PHC(10), 

this discussion is particularly relevant. Therefore, this study 

aimed to describe the actions performed by nurses and un-

derstand their perceptions of autonomy in PHC. 

 

METHOD 

 

Study design 

 

Qualitative study using a multiple-case design, appro-

priate for capturing reality from different perspectives of 

nurses working in PHC services(11). Because of the existence 

of a state nursing protocol for PHC in Goiás(10) — grounded 

in best practices and current regulations — we assumed the 

presence of professional autonomy, albeit with limitations. 

Reporting follows the Consolidated Criteria for Reporting 

Qualitative Research(12). 

 

Setting and sample 

 

The study was conducted in Goiânia (population 

1,437,366)(13). The local PHC network comprises 21 tradi-

tional health centers and 53 Family Health Strategy (FHS) 

units, distributed across seven health districts under direct 

municipal management(14). According to the National Regis-

try of Health Facilities (CNES), 306 nurses work in munici-

pal PHC, assigned to health centers and Family Health teams 

(FHt). 

The sample included nurses based in units that neces-

sarily had physicians and other nurses on the team, both in 

health centers and in FHS units. Selection used simple ran-

dom sampling from the CNES nominal list of nurses, with 

cluster sampling to ensure at least one participant per health 

district and to include both service types. The sample size 

was defined a priori and, during data collection, complemen-

tarity and repetition of information were observed(15). The fi-

nal sample comprised seven nurses: three from health centers 

and four from FHS units. 

 

Procedures 

 

The study was performed in 2021 in three stages: i) 

definition and planning; ii) preparation and data collection; 

and iii) analysis and conclusion(11). 

In planning, we specified the guiding hypothesis re-

garding nurses’ autonomy in PHC, defined the cases, and es-

tablished the data-collection protocol. We developed a semi-

structured interview guide covering actions and procedures 

performed, groups served, and perceptions of the impact of 

the COVID-19 pandemic, given the collection context. The 

instrument was produced by a network of researchers expe-

rienced in the topic. 

For data collection, the interviews constituted the 

study cases. Initial contact was made with managers via 

CNES phone numbers, who indicated potential nurse partic-

ipants. Beyond invitation, disclosure of objectives, and 

scheduling, no additional recruitment strategies were used. 

Interviews were conducted online (Google Meet), lasted 10–

20 minutes, and were led by two master’s-level nurses (GOS 

and FSO) with PHC experience. The team received specific 

training and support materials. Twelve professionals were 

invited; seven accepted and five were unavailable. Inter-

views were held during business hours. Participants were 
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asked to be in a private setting without third parties to ensure 

confidentiality and to keep their cameras on. Recordings 

were transcribed in Microsoft Word and returned to partici-

pants for review; all agreed with the content. Transcripts 

were then analyzed case by case by a panel of four research-

ers, who produced reports with initial codes representing per-

ceptions. 

We applied Bardin’s thematic content analysis(16) in 

three movements: i) pre-analysis; ii) exploration of the ma-

terial; and iii) treatment and interpretation. In pre-analysis, 

we conducted exhaustive reading to identify meaning units 

related to professional practice and autonomy. During explo-

ration and treatment, these units were organized into the-

matic categories that expressed essential aspects of the phe-

nomenon. Interpretation discussed the findings in light of the 

framework that supported the emergent themes(17). Discrep-

ancies were debated by the team until consensus. For this 

stage, three meetings were held to discuss the key points 

from each interview. 

 

Ethical considerations 

 

The study was approved by the Research Ethics Com-

mittee of the Faculty of Health Sciences, Universidade de 

Brasília (CAAE no. 20814619.2.0000.0030). Participation 

was voluntary and contingent on reading and signing an in-

formed consent form, in accordance with Resolution No. 

466/2012 and other applicable regulations. Anonymity was 

ensured through alphanumeric codes, identifying each par-

ticipant by the letter “N” followed by an Arabic numeral cor-

responding to the interview order. 

 

RESULTS 

 

Profile of nurses and actions performed in PHC 

 

Seven nurses participated in the study (six women 

and one man), with a mean age of 51.14 years. Five gradu-

ated from private institutions and two from public institu-

tions. The mean length of PHC experience was 16.6 ± 6.2 

years. Household income ranged from BRL 7,000 to BRL 

20,000. Participants were distributed across different munic-

ipal health units, with no more than one interviewee per ser-

vice. 

Analysis of the interviews identified 55 actions per-

formed by nurses, grouped into three domains: i) individual 

user care; ii) group activities; and iii) management actions. 

Chart 1 summarizes these actions and shows how they were 

distributed across participants. 

 

Professional practice and nurses’ autonomy in PHC 

 

The content analysis of the interviews revealed four 

thematic axes that influence nurses’ autonomy in day-to-day 

care. These axes were grouped into two categories that syn-

thesize practice in PHC: i) nurses’ working conditions and 

ii) nurses’ professional practice (Figure 1). Illustrative ex-

cerpts for each category and their respective axes are pre-

sented in Chart 2. 

The two categories emerging from the analysis reveal 

interdependent dimensions of professional autonomy. The 

first highlights how the organization of the work process and 

the availability of human, material, physical, and informa-

tional resources condition nurses’ practice, often limiting 

practical autonomy even when there is legal support. 

 

Figure 1 – Categories and thematic axes representing 

nurses’ autonomy in primary health care. Goiânia, Goiás, 

Brazil, 2021 

 

I schedule the consultation, make the request through 

the Ministry of Health […] I already define where the 

patient will take the exam, in the clinics accredited by 

the Ministry of Health […] and the patient already 

leaves with the test scheduled. […] On Tuesday morn-

ings, I collect six Pap smears, and that’s when we fo-

cus on women’s health. If I find any abnormalities 

during the collection, I also schedule a clinical eval-

uation […] and, if necessary, I refer the patient to a 

gynecologist for further evaluation. There’s also the 

possibility of referring the patient to a dermatologist 

when needed. (N2, Family Health Strategy) 

 

At the same time, professional practice varies accord-

ing to the type of unit, reconfiguring the work process based 

on team composition, especially when specialists are present. 

 

We don’t provide prenatal care — unlike in the Strat-

egy. I begin prenatal care when I identify a woman 

with a delayed period, I request tests, the result comes 

back positive, and I start with the ‘Mom Test,’ but I 

don’t request routine tests. At the Health Center, 

pregnant women must schedule through the 0800 

[call center for citizens not registered in the Family 

Health Program], so I don’t have the autonomy to 

schedule the second prenatal visit for that patient be-

cause there are specialists there. In the Family Health 

Strategy, the nurse and the doctor alternate prenatal 

visits. (N7, Health Center) 

 

[...] For the FHS staff, they have a broader range of 

protocols and receive training, which gives them 

some autonomy [for prescribing medications]. In the 

traditional network, we are much more limited. In the 

FHS, you can have greater autonomy. (N4, Health 

Center) 

 

Primary Care nurses are generalists, right? We see 

patients of all ages — from babies to older adults — 

covering pregnant women, women’s health, men’s 

health, adolescence, and geriatrics. The Family 

Health Strategy encompasses all of that. (N3, Family 

Health Strategy) 

 

This framework aligns with the wide range of actions 

summarized in Chart 1, encompassing various lines of care 

across the life course. 
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Chart 1 – Actions described by nurses in the context of primary health care. Goiânia, Goiás, Brazil, 2021 

Actions performed N1 N2 N3 N4 N5 N6 N7 

1. Activities related to individualized user care 

Triage/reception     X X X   X 

Nursing consultation X X X X X X X 

Referral and counter-referral X X           

Immunization X   X   X   X 

Rapid tests for sexually transmitted infections X   X X X X X 

Rapid COVID-19 testing (during the pandemic)     X   X X   

Reception of patients with suspected COVID-19     X   X X   

Case notifications X         X X 

Care related to rabies control             X 

Care pathways 

Care for people with hypertension X X X X X X X 

Care for people with diabetes X X X X X X X 

Care for people with tuberculosis X X   X X X X 

Care for people with leprosy X X   X X X X 

Mental health care   X       X   

People across the life course 

Reproductive planning X     X   X X 

Rapid pregnancy test/request for beta-hCG             X 

Prenatal follow-up X   X X X X X 

Maternal screening tests 1 and 2 X     X       

Prescription of ferrous sulfate and vitamin A X           X 

Postpartum follow-up         X     

Newborn heel-prick test X           X 

Child growth and development consultation     X   X X X 

Breastfeeding counseling X           X 

Ordering and tracking mammograms   X X   X X X 

Breast self-examination counseling     X         

Pap smear (cervical cytology) X   X   X X X 

Adolescent health consultation     X   X     

Older adult health consultation   X X   X X   

Alzheimer’s classification scale         X     

Men’s health consultation     X         

School Health Program   X X   X     

Test requests 

Requests for biochemical tests   X X     X X 

Urinalysis (EAS) request     X         

Urine culture request     X         

Stool culture request     X         

Other actions 

Management of skin lesions with dressing prescriptions X   X   X X X 

Suture removal             X 

Circulating nurse in minor surgery       X       

Integrative Health Practices         X     

Follow-up of people in vulnerable situations and risk groups     X       X 

Home visits   X X   X     

Prescribing medications recommended by the Ministry of Health X X X         

2. Group activities 

Health education groups X X X X X X X 

Health education group for older adults         X     

Health education group for pregnant women         X   X 

Health education group on obesity     X   X     

Health education group on smoking cessation     X X X     

Physical activity and leisure groups         X     

Pink October (breast-cancer awareness) campaign actions         X     

Lectures/talks X   X   X     

3. Management/administrative actions 

Personnel and materials management X X X X X X X 

Supervision of the Central Sterile Supply Department     X         

Supervision of community health agents   X           
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Chart 2 – Categories and thematic axes representing nurses’ autonomy in PHC. Goiânia, Goiás, Brazil, 2021 

Category Thematic 

axis 

Nurses’ perceptions 

Nurses’ work-

ing conditions 

in PHC 

Organization 

of the work 

process in 

PHC 

I think, well… a lot still needs to happen. I say that some protocols are outdated, old. I think each nurse in each 

place does it in a different way. Some don’t do it because they don’t know how, some don’t cooperate because they 

don’t want to know, some say ‘oh, I’m not getting anything for this.’ (N5, Family Health Strategy) 

 

So when they get a possible [leprosy] case, they do exactly that, colleague: they put a question mark and mark MB 

[multibacillary leprosy] so we’ll know. I said: no, there is an investigation form for this; you will take it to your 

physician — he has to fill it out, because diagnosis is his role (N4, Health Center) 

 

[...]So, we don’t do prenatal care; we support the professionals who do prenatal care. (N7, Health Center) 

 

We support managers on health issues and work organization. Each month as the work is presented, we organize 

ourselves and carry it out. I provide child growth and development care, care for pregnant women, women’s 

health, and care for patients with hypertension and diabetes. So we perform all those assessments, all those nursing 

consultations, right?! (N2, Family Health Strategy) 

 

[…] Children not so much, since the Basic Health Unit has a pediatrician, a general practitioner, and a gynecol-

ogist — children usually stay with the pediatrician. […] When the gynecologist was missing, they wanted us to 

handle prenatal care. In a few days, when the dentist can’t see patients, I think they’ll call us. So, the GP — today 

I told the pediatrician, ‘Wow, in a few days I’ll be doing childcare in your place…’ The nurse becomes the do-it-

all when certain professionals are absent; the nurse is called to do whatever is needed. (N7, Health Center)  

People, mate-

rial, physical, 

and infor-

mation re-

sources 

We’re short on human resources, right? We have only two nursing technicians in the morning, and there’s the 

issue of filling in the spreadsheets — for example, the Tuberculosis spreadsheet, I don’t know if you’re familiar 

with it… the Leprosy spreadsheet, the SISCOLO [Cervical Cancer Information System] spreadsheet, and then you 

have to enter data into SISCOLO too. So I help them with that as well, because I think the nurse can help with 

everything. And while doing that I talk to mothers about their children’s development before the physician sees 

them. (N1, Health Center) 

 

The difficulties — if we stop to think — are structural and related to adequacy. We don’t have the conditions to 

work, you know? Sometimes there’s a lack of supplies, a lack of physical conditions. […] At first there was a lack 

of material. (N2, Family Health Strategy) 

 

[…] Even with all the difficulties we face today with this pandemic, with terrible working conditions — the unit 

where I work, the ceiling is literally falling on our heads; the physical structure is extremely precarious, awful; 

the ceiling is moldy, the roof is actually falling. So even with all those difficulties we manage to get things done, 

right? There’s a lack of supplies, a lack of material resources, a lack of staff — for example, I’ve been without a 

nursing technician for about 6 months. All of that makes the process harder, right? But we love what we do; we’re 

nursing, so we’re always working. (N3, Family Health Strategy) 

 

Our biggest difficulty is human resources. Look, there’s a shortage of nursing technicians and they want the nurse 

to do it. […] So for me, it has always been — and will always be — a human resources issue. (N7, Health Center) 

Nurses’ profes-

sional practice 

in PHC 

Scope of 

practice 

We see patients in the leprosy and tuberculosis programs; we do rapid tests when they come up; prenatal consul-

tations; ‘Mom Tests’ 1 and 2; family planning […] the diabetes and hypertension program. I worked for a few 

years with the smoking cessation program — basically whatever came up in the unit. Sometimes I even served as 

circulating nurse in minor vasectomy surgeries; when there’s no professional, we step in. […] We can get mam-

mography, mammography yes. On SISCAN [Cancer Information System] we can also get the Pap smear; the per-

son can have the sample collected, because in the Strategy there are colleagues who do it, right?! […] We can 

order beta [hCG], we can order a CBC […] for family planning, smoking cessation, […] for Hiperdia [hyperten-

sion/diabetes groups], and there was a group for pregnant women. (N4, Health Center) 

 

I’ve worked in the Strategy for 20 years and I provide care for people with hypertension, diabetes, tuberculosis, 

and leprosy; I do prenatal, postpartum, and pregnancy care; we make home visits; I provide child growth and 

development care; I do risk classification and nursing process; I also do acupuncture and auriculotherapy at the 

clinic, uh… what else? In addition to caring for older adults… I use that Alzheimer’s classification scale; I take 

part in vaccination campaigns; I also work in schools, doing School Health and work in daycare centers. So we 

see children from 0 to 5 years old, and then we have the School Health [Program], where we serve other ages; in 

School Health we do prevention of eye diseases, toothbrushing, we teach oral hygiene to the class, we give talks 

about drugs and STIs… (N5, Family Health Strategy) 

 

[…] I supervise nursing services, and what we offer to the population in Primary Care is the immunization service, 

triage with suture removal, blood pressure checks, and blood glucose checks. We do the first and second ‘Mom 

Tests,’ the heel-prick test, dressings, and suture removal. […] Anti-rabies care […] We handle the epidemiology 

component: reports, active case finding; we’re there as ‘bacillus killers’ for leprosy and tuberculosis. We can do 

early case finding for TB and leprosy and, if the clinical picture is decisive, we can start treatment as well. We see 

patients for the first ‘Mom Test’ and, if positive for syphilis, the nurse already starts early treatment […] nurses 

handle suspected pregnancy; we order the rapid test or request a beta-hCG […] we provide vitamin A […] we 

have nursing consultations [for people with hypertension and diabetes], and the Hiperdia group. (N7, Health 

Center)  

(continued) 
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Category Thematic 

axis 

Nurses’ perceptions 

Nurses’ profes-

sional practice 

in PHC 

Role clarity I follow the Ministry of Health ordinance; I prescribe [medications for sexually transmitted infections]. As long 

as the medication is available at basic health units. When a medication isn’t available, then I take it to the 

physician and ask for an evaluation, because regular pharmacies don’t accept our prescriptions. So we run into 

that barrier — I only prescribe what is available in the system, that I know the network carries. (N3, Family 

Health Strategy) 

 

[…] Like, when someone arrived [at the health center], we tried to provide the best possible resolution; if it 

wasn’t within our remit, we made the referral and explained everything. (N4, Health Center) 

 

In the past, when I worked with other professionals, I would fill out the form and they would stamp it. Today I 

prefer to bring in the patient, attach the data, and say, ‘go for a consultation now and ask for the ultrasound.’ 

I’m no longer doing that thing of filling out and stamping everything; I refer them and say, ‘ask for it there.’ 

(N5, Family Health Strategy) 

 

Because here [at the unit] we usually pause together  — me and the physician — and if there’s any case, there 

are other nurse colleagues we usually discuss it with. We don’t work alone. So if I have a patient in crisis, my 

colleague also knows about my patient; she has full autonomy to see them even if I’m not here, because she 

knows everything that’s going on, just as I know what’s happening with her patients. (N6, Family Health Strat-

egy) 

Boundaries 

and limita-

tions 

I believe it could be improved — for example, in prenatal care. We do the first visit, order tests and so on, but 

then we run into the ultrasound. I think ultrasound — we’ve even discussed this with the health department — 

should be ordered at the first visit, but nurses can’t order ultrasound, whereas screening mammography is en-

abled in the system for nurses to request. So sometimes things get blocked. You have to track down a physician 

to order the ultrasound for the patient you’re seeing. There are things that could be improved, you know? I think 

it could be better. […] Now, biochemical tests are fine; the system doesn’t block them — CBC, glucose — I can 

order all of those. (N3, Family Health Strategy) 

 

Ultrasound, no — only physicians [can request imaging]. We can get mammography, mammography yes. On 

SISCAN we can also request the Pap test, the person can have the sample collected. We don’t prescribe; only 

physicians [can prescribe ultrasound]. There are some laboratory tests we can order. We can order beta [hCG], 

we can order a CBC. […] A semen analysis — some of those are authorized for us. (N4, Health Center) 

 

Unfortunately we need [another professional’s evaluation or prescription to complete care that I initiated], be-

cause our prescription is valid within the municipality, and the municipality doesn’t dispense that medication. 

The patient can’t obtain metronidazole, so it turns into a back-and-forth to get the antihypertensive medication 

as well; we end up having to turn to the physician every time. (N6, Family Health Strategy) 

 

No, nurses don’t order any imaging exams. We request some lab tests, mammography, and preventive screening. 

We can also request the PP) and sputum smear microscopy, but not imaging tests. […] Those are diagnostic, 

and we are not allowed to make diagnoses. (N7, Health Center)  

 

Here we provide care — well, we used to — for 

growth and development, women’s health with Pap 

tests, I’m also involved in family planning, care for 

pregnant women, prenatal, care for older adults. So 

it’s comprehensive care, from birth onward… (N6, 

Family Health Strategy) 

 

There is also a shared perception that the lack of per-

sonnel, supplies, and infrastructure undermines performance 

and exacerbates the precariousness of services. 

 

The same difficulties everyone faces: lack of physical 

structure, sometimes lack of supplies. For example, 

we couldn’t perform minor surgeries because we ran 

out of sutures — can you imagine that?! […] Last 

week, we even ran out of alcohol; we had to borrow 

it from the cleaning staff, who are outsourced, you 

know?! […] We were using their alcohol, just so you 

have an idea. (N4, Health Center) 

 

We don’t have access to a proper office; four nurses 

share one. It used to be two offices for four nurses, 

but since the pandemic, it’s just one, and there’s no 

physical structure at all — it’s all improvised. We 

don’t have transport for patients. Sometimes a patient 

arrives unwell, and we have no way to transport them. 

A patient came in short of breath, and I couldn’t find 

the oximeter; another nurse had stored it somewhere, 

but she wasn’t here. I had to ask the nursing techni-

cian if she had one. So we run into these issues all the 

time — lack of equipment. What was sent to me was 

already defective, and they’ve never sent a replace-

ment. All of that hinders the workflow. (N6, Family 

Health Strategy) 

 

The second category shows that although the scope of 

practice is broad and supported by policies and protocols, un-

clear role definitions and institutional restrictions impose 

limits—particularly regarding test ordering and medication 

prescription. According to professionals, nonexistent or out-

dated Health Care Network (RAS) pathways make it difficult 

for users to navigate the system. 

Reports converge on limitations in test ordering and 

patient referral, demonstrating a lack of autonomy in specific 

areas. Some nurses mention being able to order biochemical 

tests and mammograms but express frustration at being una-

ble to request ultrasounds, even when clinically indicated. 

This restriction — attributed to network limitations — forces 

them to depend on physicians to continue patient care, even 

though they are qualified to manage these situations more  
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effectively. 

 

[…] The only imaging test I’m authorized to order is 

[mammography]. What’s really problematic is the 

lack of a designated referral center so that I can send 

patients who need an endocrinologist or cardiologist, 

for example. Today, when we refer a patient, they en-

ter a long waiting list. (N2, Family Health Strategy) 

 

[…] For me, it’s discouraging; the protocols remain 

rigid. For instance, if the doctor is absent, people say, 

‘How will the nurse handle it? How will they refer the 

patient?’ Today nurses have extensive knowledge — 

we study hard and prepare well — but I see that the 

protocols are the same as 20 years ago. Nothing has 

changed; it’s still the same situation. In that regard, 

I think the system is very outdated. (N5, Family 

Health Strategy) 

 

In light of the nursing autonomy framework — de-

fined as the ability to decide and act based on clinical judg-

ment within ethical and legal boundaries — clinical proto-

cols play an ambivalent role: they provide technical-scien-

tific support and safety but restrict autonomy when not im-

plemented, poorly understood by teams, or excessively nor-

mative. Thus, nurses’ autonomy in PHC depends not only on 

the existence of protocols but on their concrete applicability 

and the clarity of roles within multidisciplinary teams. 

 

DISCUSSION 

 

This study identified, among the activities performed 

by nurses in PHC, individual user care, group activities, and 

management actions as well as two categories representing 

professional autonomy — working conditions and profes-

sional practice — that cut across everyday health-care deliv-

ery. 

Since in Brazil PHC units with and without FHt co-

exist(18), participants’ statements indicate that scope of prac-

tice and the degree of autonomy vary across services, espe-

cially when medical specialists are present. This arrange-

ment affects how work processes are organized and how re-

sources are allocated, with perceptible effects on users’ ex-

perience. 

This context can also hinder public understanding of 

PHC, as observed in a study comparing users’ perceptions in 

traditional units and units with the FHS(19), including public 

understanding of nurses’ roles and autonomy at these points 

of care. 

Several constructs emerged as autonomy enhancers: 

knowledge of the service network, clarity about the nurse’s 

role in PHC and within the multiprofessional team, and well-

defined clinical pathways and protocols. When these ele-

ments are not internalized by professionals, scope of practice 

varies and the user experience is affected, whether in terms 

of problem-solving capacity or care continuity. 

Understanding RAS points of care, public policies, 

and service offerings within the SUS enables nurses to steer 

care along the lines of care available in PHC, fostering con-

tinuity and comprehensiveness of services(20). The accounts 

suggest that, as nurses develop this knowledge, they expand 

their capacity for intervention and resource mobilization, 

strengthening their role as change agents and contributing to 

care quality(21-22). 

Internationally — particularly in countries such as 

Canada and the United States — studies show that PHC 

nurses conduct over 90% of consultations autonomously, 

with progressive gains in autonomy over the first months of 

practice(23-24). Such autonomy does not stem solely from ac-

ademic training; it is linked to competence developed on the 

job, clinical decision-making, and collaborative interactions, 

with potential positive effects on quality of work life(25-27). 

Similarly, our results indicate that role clarity for 

nurses — both individually and within the multiprofessional 

team — supports autonomy and can improve interprofes-

sional communication and collaboration, with positive im-

pacts on care quality in the SUS(28-29). In a study with FHt 

professionals in a city of the state of São Paulo, autonomy 

was perceived when ideas were valued and decision-making 

and trust were encouraged by management and team mem-

bers(28) — an outcome consistent with the perceptions re-

ported here. 

Practice supported by evidence-based protocols tends 

to confer safety to autonomous decision-making and im-

prove care quality(30). Nurses recognize these instruments as 

guides for care; while they do not encompass the entirety of 

practice, they provide technical-scientific and ethical back-

ing for actions and procedures within the professional 

scope(31). These findings converge with our results, despite 

mentions of outdated protocols and a lack of protocol famil-

iarity among other professionals. In our setting, PHC is sup-

ported by a state nursing protocol(10) that organizes practice 

within the network. 

Conversely, barriers to autonomy emerged related to 

the removal of nursing functions and to shortages of human, 

material, physical, and informational resources. These fac-

tors comprise working conditions that constrain practice and 

reduce job satisfaction(32). 

In recent years, Brazil has faced financial constraints, 

precarious infrastructure, medication shortages, and reduc-

tions in multiprofessional teams, undermining care quality 

and the effectiveness of preventive and health-promotion ac-

tions within the SUS(33) — conditions associated, in part, 

with changes in PHC financing(34-35). Participants’ accounts 

illustrate how this scenario directly affects nurses’ autonomy 

by limiting execution of competencies, imposing barriers to 

implementing interventions, and hindering team coordina-

tion, with consequent losses in problem-solving capacity. 

The SUS adopts a decentralized, integrated, intersec-

toral model of multiprofessional care aimed at overcoming 

care fragmentation(36). Within this framework — and consid-

ering nurses’ pivotal role in sustaining PHC and the system 

as a whole — it is crucial to strengthen nurses’ actions. 

Greater investment is needed in PHC infrastructure, contin-

uing health education, and the organization of workflows and 

work processes — preferably from a horizontal perspective 

— as well as in consolidating PHC as the coordinator of 

care(37). 

In light of the two emergent categories, participants’ 

perceptions reinforce that professional practice and working 

conditions must be improved to increase service problem-

solving capacity and efficiency. Such improvements inter-

sect with aspects of nurses’ autonomy already outlined in the 

PNAB but depend on regulations at other levels and on the 

concrete organization of work processes within units. 

Consistent with the National Survey on Nurses’ Prac-

tice in PHC(38) — which points to work overload, lack of up-

dated protocols, and limitations in test ordering and medica-
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tion prescribing — our local analysis shows how these bar-

riers materialize in the daily work of professionals in the 

Metropolitan Region of Goiânia. Moreover, while the na-

tional study identifies diffuse perceptions regarding scope-

of-practice limits, our findings underscore the urgency of 

management strategies and public policies that ensure better 

working conditions, role clarity, and the strengthening of 

clinical autonomy as a structuring axis of PHC practice. 

The study has some limitations, namely: a predefined 

sampling approach (mitigated by data saturation), recruit-

ment difficulties — due to workload overload during the 

COVID-19 pandemic — and the impossibility of statistical 

inference, as it is a case study restricted to the participants 

and the conditions of the data collection period. Future re-

search could further explore the understanding of autonomy 

based on the categories identified here (using qualitative ap-

proaches) and, additionally, employ quantitative methods 

that allow inferential analysis of nurses’ practice autonomy 

in PHC. 

 

CONCLUSION 

 

The study identified both barriers and enabling fac-

tors that shape nurses’ autonomy in PHC, organized into two 

analytical categories: i) working conditions, influenced by 

how the work process is organized and by the availability of 

human, material, physical, and informational resources; and 

ii) professional practice, particularly regarding scope of 

practice, role clarity, and the limits imposed by institutional 

regulations and protocols. 

As a contribution, the study deepens the discussion on 

work organization and professional scope, offering insights 

for managers at local and central levels. The findings high-

light the need for investments in infrastructure, updates to 

evidence-based protocols, and greater recognition of clinical 

decision-making to strengthen autonomy in PHC. Such 

measures can guide public policies that expand nurses’ lead-

ership, promoting more resolutive and higher-quality prac-

tices, with a positive impact on care coordination and the ef-

fectiveness of health actions within the SUS. 

 

CONFLICT OF INTEREST 

 

The authors declare that there is no conflict of inter-

est. 

 
 

REFERENCES 

 

1. Sousa MF de. O poder transformador da enfermagem na 

atenção primária à saúde no Brasil. Enferm. foco 

(Brasília). 2024;15(Supl 1):e-EDTSUPL120240001. 

https://dx.doi.org/10.21675/2357-707X.2024.v15.e-ED 

TSUPL120240001  

2. Brasil. Ministério da Saúde. Portaria n. 2.436, de 21 de 

setembro de 2017. Aprova a Política Nacional de 

Atenção Básica, estabelecendo a revisão de diretrizes 

para a organização da Atenção Básica, no âmbito do 

Sistema Único de Saúde (SUS). Diário Oficial da União. 

2017 Set 22;Seção 1(183):68-76. 

3. Lazarini WS, Doriguetto MA, Busatto LS, Marinho GL, 

Lachtim SAF, Lana FCF, et al. Um olhar sobre a 

autonomia: percepções de enfermeiras sobre suas 

práticas na atenção primária. Enferm. foco (Brasília). 

2024;15(Supl 1):e-202407SUPL1. https://dx.doi.org/1 

0.21675/2357-707X.2024.v15.e-202407SUPL1  

4. Ateş-Ös A, Bulut-Serin N. Cognitive flexibility and 

belonging among university students: mediating role of 

adaptation. Curr Psychol. 2024;43:3234-3242. https:// 

doi.org/10.1007/s12144-023-04577-2 

5. Adams S, Komene E, Wensley C, Davis J, Carryer J. 

Integrating nurse practitioners into primary healthcare to 

advance health equity through a social justice lens: An 

integrative review. J Adv Nurs. 2024; 80(10):3899-

3914. https://doi.org/10.1111/jan.16093  

6. Lima AMN, Martins MMF da S, Ferreira MSM, 

Schoeller SD, Parola VS de O. The multidimensional 

concept of autonomy: a conceptual analysis using a 

scoping review. Revista de Enfermagem Referência. 

2021;5(7):e20113. https://doi.org/10.12707/rv20113  

7. Costa RLM, Santos RMD, Costa L de MC. The 

professional autonomy of nursing in pandemic times. 

Rev Gaucha Enferm. 2021;42(spe):e20200404. https:// 

doi.org/10.1590/1983-1447.2021.20200404 

8. Toso BRG de O, Fungueto L, Maraschin MS, Tonini 

NS. Atuação do enfermeiro em distintos modelos de 

Atenção Primária à Saúde no Brasil. Saúde Debate 

(Online). 2021;45(130):666-680. https://doi.org/10.159 

0/0103-1104202113008 

9. Pereira JG, Oliveira MA de C. Nurses’ autonomy in 

Primary Care: from collaborative practices to advanced 

practice. Acta Paul. Enferm. (Online). 2018;31(6):627-

635. https://doi.org/10.1590/1982-0194201800086 

10. Conselho Regional de Enfermagem de Goiás. Protocolo 

de Enfermagem na Atenção Primária à Saúde no Estado 

de Goiás [Internet]. 4. ed. Goiânia (GO): Coren-GO; 

2022 [cited 2025 Jan 18]. Available from: https://ww 

w.protocolodaenfego.org/_files/ugd/e67780_5b153989

85b040f28f7d7d3d1cc9047f.pdf   

11. Yin RK. Estudo de Caso: Planejamento e Métodos. 5. 

ed. Porto Alegre (RS): Bookman; 2015.  

12. Booth A, Hannes K, Harden A, Noyes J, Harris J, Tong 

A. COREQ (Consolidated Criteria for Reporting 

Qualitative Studies). In: Moher D, Altman DG, Schulz 

KF, Simera I, Wager E. Guidelines for Reporting Health 

Research: A User’s Manual. New Jersey: John Wiley & 

Sons, Ltd; 2014. p. 214-226. https://doi.org/10.1002/978 

1118715598.ch21 

13. Instituto Brasileiro de Geografia e Estatística. Brasil: 

Panorama [Internet]. 2023 [cited 2025 Feb 27]. 

Available from: https://cidades.ibge.gov.br/brasil/pano 

rama 

14. Brasil. Prefeitura de Goiânia. Decreto n. 046, de 07 de 

janeiro de 2021. Aprova o Regimento Interno da 

Secretaria Municipal de Saúde e dá outras providências. 

Diário Oficial do Município. 2021 Jan 07;(7459):18-72. 

15. Minayo MC de S. Amostragem e saturação em pesquisa 

qualitativa: consensos e controvérsias. Rev. Pesqui. 

Qual. (Online) [Internet]. 2017 [cited 2025 Jan 18];5 

(7):1-12. Available from: https://editora.sepq.org.br/rpq/ 

article/view/82 

16. Bardin L. Análise de conteúdo. São Paulo: Edições 70; 

2016.   

17. Vaismoradi M, Turunen H, Bondas T. Content analysis 

and thematic analysis: Implications for conducting a 

https://dx.doi.org/10.21675/2357-707X.2024.v15.e-EDTSUPL120240001
https://dx.doi.org/10.21675/2357-707X.2024.v15.e-EDTSUPL120240001
https://dx.doi.org/10.21675/2357-707X.2024.v15.e-202407SUPL1
https://dx.doi.org/10.21675/2357-707X.2024.v15.e-202407SUPL1
https://doi.org/10.1007/s12144-023-04577-2
https://doi.org/10.1007/s12144-023-04577-2
https://doi.org/10.1111/jan.16093
https://doi.org/10.12707/rv20113
https://doi.org/10.1590/1983-1447.2021.20200404
https://doi.org/10.1590/1983-1447.2021.20200404
https://doi.org/10.1590/0103-1104202113008
https://doi.org/10.1590/0103-1104202113008
https://doi.org/10.1590/1982-0194201800086
https://www.protocolodaenfego.org/_files/ugd/e67780_5b15398985b040f28f7d7d3d1cc9047f.pdf
https://www.protocolodaenfego.org/_files/ugd/e67780_5b15398985b040f28f7d7d3d1cc9047f.pdf
https://www.protocolodaenfego.org/_files/ugd/e67780_5b15398985b040f28f7d7d3d1cc9047f.pdf
https://doi.org/10.1002/9781118715598.ch21
https://doi.org/10.1002/9781118715598.ch21
https://cidades.ibge.gov.br/brasil/panorama
https://cidades.ibge.gov.br/brasil/panorama
https://editora.sepq.org.br/rpq/article/view/82
https://editora.sepq.org.br/rpq/article/view/82


 

 

PROFESSIONAL PRACTICE OF NURSES IN PRIMARY HEALTH CARE: CHALLENGES AND OPPORTUNITIES FOR AUTONOMY 
Carmo BA, Rocha JS, Silva GO, Oliveira FS, Santos PT, Aredes NDA 

 
 

Online Braz J Nurs. 2025;24(Suppl 2):e20256899 | 9 

qualitative descriptive study. Nurs Health Sci. 

2013;15(3):398-405. https://doi.org/10.1111/nhs.12048 

18. Alves RFS, Boccolini CS, Baroni LR, Boccolini P de 

MM. Primary health care coverage in Brazil: a dataset 

from 1998 to 2020. BMC Res Notes. 2023;16(1):63. 

https://doi.org/10.1186/s13104-023-06323-0 

19. Marin MJS, Marchioli M, Moracvick MYAD. Strengths 

and weaknesses of the care delivered in the Traditional 

Primary Healthcare Units and Family Healthcare 

Strategy units in the perspective of users. Texto contexto 

enferm. (Online). 2013;22(3):780-788. https://doi.org/1 

0.1590/S0104-07072013000300026 

20. Belga SMMF, Jorge A de O, Silva KL. Continuidade do 

cuidado a partir do hospital: interdisciplinaridade e 

dispositivos para integralidade na rede de atenção à 

saúde. Saúde Debate (Online). 2022;46(133):551-570. 

https://doi.org/10.1590/0103-1104202213321 

21. Weber ML, Vendruscolo C, Adamy EK, Silva CB da. 

Melhores práticas na perspectiva de enfermeiros da rede 

de atenção à saúde. Enferm. foco (Brasília). 

2020;11(3):87-92. https://doi.org/10.21675/2357-707X. 

2020.v11.n4.3130 

22. Ghorbani A, Mohammadi N, Rooddehghan Z, Bakhshi 

F, Nasrabadi AN. Transformational leadership in 

development of transformative education in nursing: a 

qualitative study. BMC Nurs. 2023;22(1):17. https:// 

doi.org/10.1186/s12912-022-01154-z 

23. Duhoux A, Poitras ME, Rioux-Dubois A, Nguyen BL. 

Interprofessional collaboration in a Primary Care Team: 

how autonomous are nurse practitioners? Int J Integr 

Care. 2025;25(S1):455. https://doi.org/10.5334/ijic.ICI 

C24455 

24. Bahadori A, Fitzpatrick JJ. Level of autonomy of 

primary care nurse practitioners. J Am Acad Nurse 

Pract. 2009;21(9):513-519. https://doi.org/10.1111/j.1 

745-7599.2009.00437.x 

25. Laserna Jiménez C, Garrido Aguilar E, Casado 

Montañés I, Estrada Masllorens JM, Fabrellas N. 

Autonomous competences and quality of professional 

life of paediatric nurses in primary care, their 

relationship and associated factors: A cross-sectional 

study. J Clin Nurs. 2023;32(3-4):382-396. https://doi. 

org/10.1111/jocn.16244 

26. Rouhi-Balasi L, Elahi N, Ebadi A, Jahani S, Hazrati M. 

Professional Autonomy of Nurses: A Qualitative Meta-

Synthesis Study. Iran J Nurs Midwifery Res. 2020;25 

(4):273-281. https://doi.org/10.4103/ijnmr.IJNMR_213 

_19 

27. Pursio K, Kankkunen P, Sanner-Stiehr E, Kvist T. 

Professional autonomy in nursing: An integrative 

review. J Nurs Manag. 2021;29(6):1565-1577. https:// 

doi.org/10.1111/jonm.13282  

28. Kanno N de P, Peduzzi M, Germani ACCG, Soárez 

PCD, Silva ATC da. Interprofessional collaboration in 

primary health care from the perspective of 

implementation science. Cad Saude Publica. 2023;39 

(10):e00213322. https://doi.org/10.1590/0102-311XPT 

213322  

29. Durans KCN, Silva MCP da, Miranda AF, Sousa HF de, 

Lima SF, Pasklan ANP. Atitudes relacionadas a 

colaboração interprofissional entre os profissionais da 

Atenção Primária em Saúde. Res Soc Dev. 2021;10 

(4):e57110413392. http://dx.doi.org/10.33448/rsd-v10 

i4.13392  

30. Connor L, Dean J, McNett M, Tydings DM, Shrout A, 

Gorsuch PF, et al. Evidence-based practice improves 

patient outcomes and healthcare system return on 

investment: Findings from a scoping review. 

Worldviews Evid Based Nurs. 2023;20(1):6-15. https:// 

doi.org/10.1111/wvn.12621 

31. Araújo MCC, Acioli S, Neto M, Silva HCD de A e, 

Bohusch G, Rocha FN da, et al. Nursing protocols in 

primary health care: instrument for quality of care. 

Cogit. Enferm. (Online). 2020;25:e71281. https://doi. 

org/10.5380/ce.v25i0.71281 

32. Soares SGA, Camponogara S, Vargas MA de O. What 

is said and unspoken about the autonomy of a nurse: 

(dis) continuity in discourses. Rev Bras Enferm. 2020; 

73(6):e20190401.  http://dx.doi.org/10.1590/0034-7167 

-2019-0401 

33. Cobaito FC, Cobaito VQ. SUS – Sistema Único de 

Saúde: A Gênese, Contemporaneidade, e os desafios do 

amanhã. Inova Saúde. 2022;12(1):160-177. https:// 

doi.org/10.18616/inova.v12i1.6026  

34. Seta MHD, Ocké-Reis CO, Ramos ALP. Previne Brasil 

Program: the apex of threats to Primary Health Care? 

Cien Saude Colet. 2021;26(suppl 2):3781-3786. 

https://doi.org/10.1590/1413-81232021269.2.01072020 

35. Schönholzer TE, Zacharias FCM, Amaral GG, Fabriz 

LA, Silva BS, Pinto IC. Performance indicators of 

Primary Care of the Previne Brasil Program. Rev Lat 

Am Enfermagem. 2023;31:e4007. https://doi.org/10.1 

590/1518-8345.6640.4008 

36. Iglesias A, Andreatta PP, Drumond NC, Garcia DC, 

Ribeiro Neto PM. Gestão do SUS na perspectiva da 

literatura: fragilidades, potencialidades e propostas. 

Espaç. saúde (Online). 2021;22:e755. https://doi.org/ 

10.22421/1517-7130/es.2021v22.e755 

37. Ribeiro SP, Cavalcanti M de LT. Primary Health Care 

and Coordination of Care: device to increase access and 

improve quality. Cien Saude Colet. 2020;25 (5):1799-

1808. https://doi.org/10.1590/1413-8123202 0255.3412 

2019 

38. Sousa MF de. Práticas de Enfermagem no Contexto da 

Atenção Primária à Saúde (APS): Estudo Nacional de 

Métodos Mistos (Relatório final). Brasília (DF): Editora 

ECoS; 2022. 

  

AUTHORSHIP CONTRIBUTIONS 

Project design: Silva GO, Oliveira FS, Aredes NDA. 

Data collection: Silva GO, Oliveira FS. 

Data analysis: Carmo BA, Rocha JS, Silva GO, Aredes NDA.  

Data interpretation: Carmo BA, Rocha JS, Silva GO, Oliveira FS, Santos PT, Aredes NDA. 

All authors are responsible for the writing and critical review of the intellectual content, the final published version, and all 

ethical, legal, and scientific aspects related to the accuracy and integrity of the study. 
 

  

https://doi.org/10.1111/nhs.12048
https://doi.org/10.1186/s13104-023-06323-0
https://doi.org/10.1590/S0104-07072013000300026
https://doi.org/10.1590/S0104-07072013000300026
https://doi.org/10.1590/0103-1104202213321
https://doi.org/10.21675/2357-707X.2020.v11.n4.3130
https://doi.org/10.21675/2357-707X.2020.v11.n4.3130
https://doi.org/10.1186/s12912-022-01154-z
https://doi.org/10.1186/s12912-022-01154-z
https://doi.org/10.5334/ijic.ICIC24455
https://doi.org/10.5334/ijic.ICIC24455
https://doi.org/10.1111/j.1745-7599.2009.00437.x
https://doi.org/10.1111/j.1745-7599.2009.00437.x
https://doi.org/10.1111/jocn.16244
https://doi.org/10.1111/jocn.16244
https://doi.org/10.4103/ijnmr.IJNMR_213_19
https://doi.org/10.4103/ijnmr.IJNMR_213_19
https://doi.org/10.1111/jonm.13282
https://doi.org/10.1111/jonm.13282
https://doi.org/10.1590/0102-311XPT213322
https://doi.org/10.1590/0102-311XPT213322
http://dx.doi.org/10.33448/rsd-v10i4.13392
http://dx.doi.org/10.33448/rsd-v10i4.13392
https://doi.org/10.1111/wvn.12621
https://doi.org/10.1111/wvn.12621
https://doi.org/10.5380/ce.v25i0.71281
https://doi.org/10.5380/ce.v25i0.71281
http://dx.doi.org/10.1590/0034-7167-2019-0401
http://dx.doi.org/10.1590/0034-7167-2019-0401
https://doi.org/10.18616/inova.v12i1.6026
https://doi.org/10.18616/inova.v12i1.6026
https://doi.org/10.1590/1413-81232021269.2.01072020
https://doi.org/10.1590/1518-8345.6640.4008
https://doi.org/10.1590/1518-8345.6640.4008
https://doi.org/10.22421/1517-7130/es.2021v22.e755
https://doi.org/10.22421/1517-7130/es.2021v22.e755
https://doi.org/10.1590/1413-81232020255.34122019
https://doi.org/10.1590/1413-81232020255.34122019

