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ABSTRACT
Objective: to analyze the aspects of the job process that generate dissatisfaction among professionals working in the Family Health Strategy.
Method: this was a qualitative study, conducted with 76 participants from five geographic regions of Brazil, and 27 Family Health Teams 
from 11 Basic Health Units. Data were collected using semi-structured interviews, observation and documentary analysis. The treatment 
and interpretation of the data were performed by means of thematic content analysis using the software resource, Atlas.ti 7.0, for analysis 
of qualitative data, supported by the Marxist theories of work process and job satisfaction, by Christophe Dejours.
Results: the aspects that generate job dissatisfaction are related to the categories: health work management, team and patient relationships, 
and overwork. Health work management gathered the following factors: inadequate physical structure, lack of material resources, salary 
deficits, work disorganization, management problems, and excessive work hours. In the relationships with staff and patients, the factors 
were: violence, lack of knowledge of the Family Health Strategy, patient attitude, lack of qualification of team members, and deficit in work 
organization. Finally, in the overwork category, the factors were: work overload, excess demand, and bureaucracy.
Conclusion: the manifestations of dissatisfaction among professionals working in the Family Health Strategy were significantly influenced 
by working conditions, management weaknesses, and problems in the scope of work relations.
DESCRIPTORS: Primary health care. Unified health system. Family health strategy. Job satisfaction. Qualitative research.

INSATISFAÇÃO NO TRABALHO DE PROFISSIONAIS DA SAÚDE NA 
ESTRATÉGIA SAÚDE DA FAMÍLIA

RESUMO
Objetivo: analisar aspectos do processo de trabalho geradores de insatisfação nos profissionais que atuam na Estratégia Saúde da Família. 
Método: estudo com abordagem qualitativa, realizado nas cinco regiões geográficas do Brasil, com 27 Equipes de Saúde da Família, lotadas 
em 11 Unidades Básicas de Saúde, totalizando 76 participantes. Os dados foram coletados por meio de entrevistas semiestruturadas, 
observação e estudo documental. O tratamento e interpretação dos dados foi realizado articulando Análise Temática de Conteúdo e 
recursos do software para análise de dados qualitativos Atlas.ti 7.0 com suporte das teorias marxista de processo de trabalho e de satisfação 
no trabalho, de Christophe Dejours. 
Resultado: aspectos geradores de insatisfação no trabalho estão relacionados às categoriais: gestão do trabalho em saúde, relações com 
a equipe e usuários e excesso de trabalho. A gestão do trabalho em saúde agregou os seguintes fatores: estrutura física inadequada, falta 
de recursos materiais, déficit salarial, falta de valorização do trabalho, problemas na gestão e jornada de trabalho excessiva. Na categoria 
relações com a equipe e usuários: violência, falta de conhecimento da Estratégia Saúde da Família, postura do usuário, falta de qualificação 
da equipe e deficiência na organização do trabalho. Por fim, na categoria excesso de trabalho consta: sobrecarga de trabalho, excesso de 
demanda e burocracia. 
Conclusão: as manifestações de insatisfação dos profissionais que atuam na Estratégia da Saúde da Família são influenciadas 
significativamente pelas condições de trabalho, por fragilidades na gestão e por problemas no âmbito das relações de trabalho.
DESCRITORES: Atenção primária à saúde. Sistema Único de Saúde. Estratégia saúde da família. Satisfação no emprego. Pesquisa qualitativa.
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INSATISFACCIÓN EN EL TRABAJO DE PROFESIONALES DE LA SALUD EN 
LA ESTRATEGIA SALUD DE LA FAMILIA

RESUMEN
Objetivo: analizar aspectos del proceso de trabajo que generan insatisfacción entre los profesionales que actúan en la Estrategia Salud de 
la Familia.
Método: estudio con abordaje cualitativo, realizado en las cinco regiones geográficas de Brasil, con 27 Equipos de Salud de la Familia, 
abarrotados en 11 Unidades Básicas de Salud, totalizando 76 participantes. Los datos fueron recolectados mediante entrevistas 
semiestructuradas, observación y análisis documental. El tratamiento e interpretación de los datos se realizó mediante análisis de contenido 
temático utilizando el recurso de software Atlas.ti 7.0 para el análisis de datos cualitativos, apoyado por las teorías marxistas del proceso 
de trabajo y la satisfacción en el trabajo, por Christophe Dejours. 
Resultado: los aspectos generadores de insatisfacción en el trabajo están relacionados con las categorías: gestión del trabajo en salud, 
relaciones de equipo y usuarios y exceso de trabajo. La gestión del trabajo en salud agregó los siguientes factores: estructura física inadecuada, 
falta de recursos materiales, déficit salarial, falta de valorización del trabajo, problemas en la gestión y jornada de trabajo excesiva. En la 
categoría relaciones con el equipo y usuarios: violencia, falta de conocimiento de la Estrategia Salud de la Familia, postura del usuario, falta 
de calificación del equipo y discapacidad en la organización del trabajo. Por último, en la categoría exceso de trabajo consta: sobrecarga 
de trabajo, exceso de demanda y burocracia.
Conclusión: las manifestaciones de insatisfacción de los profesionales que actúan en la Estrategia Salud de la Familia son influenciadas 
significativamente por las condiciones de trabajo, por fragilidades en la gestión y por problemas en el ámbito de las relaciones de trabajo.
DESCRIPTORES: Atención primaria de salud. Sistema Único de Salud. Estrategia salud de la familia. Satisfacción laboral. Investigación 
cualitativa.

INTRODUCTION 
Health work can be a source of satisfaction, 

but also dissatisfaction, with direct repercussions 
on health care and one’s professional life.  Cur-
rently, in addition to the increase in unemployment 
and underemployment, dissatisfaction is identified 
among those who continue to work.1-4

Studies demonstrate factors that cause dissat-
isfaction in health work, as well as within Primary 
Health Care (PHC). Among these are: working in 
a place that was not their choice, work overload, 
violence;5 conflicts in work relations, problems in 
the organizational structure;6 insufficient salaries, 
excessive workload, lack of a career plan;7 situations 
that limit professional autonomy; and, problems in 
co-operation with co-workers.8-9 This latter study 
concluded that physicians working in PHC were 
more satisfied than those working in the hospital.

The Family Health Strategy (FHS) is based on 
the PHC principles and those of the Brazilian Uni-
fied Health System (UHS), and is currently part of 
the National Primary Health Care Policy (PNAB).10-11 

Almost 41 thousand Family Health Teams (FHts), 
are distributed in most Brazilian cities, representing 
more than 15% of all Brazilian health care facilities, 
which are among the main services of the health 
area, and one of the main places of employment 
for health professionals,12-13 showing relevance for 
studies focused on those who work in these facilities.

Among Brazilian studies addressing health 
professional dissatisfaction, few include dissatisfac-
tion in the PHC, and even less in the FHS. Studies 

consider the dissatisfaction with workload, job 
instability, low wages, and the lack of defined job 
responsibilities.14-16  Other studies indicate increase 
in the workload of health professionals working in 
the FHS, which can result in physical exhaustion 
and illness, and contribute to professional dissat-
isfaction.17-19 

Despite a significant number of studies on 
the subject, this study has a different approach by 
centralizing the research object exclusively in the 
FHS, addressing multiprofessional teams from the 
five regions of the country.

Thus, the objective of this study was to analyze 
the job aspects that generate dissatisfaction in the 
professionals who work in the FHS.

METHOD
This was a qualitative study,20-22 based on 

the theoretical precepts of Marx and Dejours.1-4,23 
Participants and the place of study were selected 
according to one of the criteria used in qualitative 
research, namely, intentionality, which consists of 
the researcher’s decision to choose “cases or types 
of cases that can better contribute to the information 
needs of the study”.21:354 

The inclusion and exclusion criteria incorpo-
rated aspects related to the place and participants. 
The study included the BHUs with Family Health 
teams in the five geographic regions of Brazil: South 
(S), Midwest (MW), North (N), Southeast (SE) and 
Northeast (NE) including at least one municipality 
and state in each region; FHts of good quality, ac-
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cording to management information, professionals 
or leaders from different regions; professionals 
from different categories that constitute the FHts; 
and FHts that presented all the components of the 
minimum team, as recommended by the PNAB.10 

The exclusion criteria were: BHUs in which the 
two care models coexist, that is, the traditional care 
model and the FHS; workers who were not health 
professionals, excluding community health agents 
(CHAs); and administrative, cleaning and support 
staff.

The sample was considered sufficient by the 
data saturation criterion,24 and was composed of 
76 participants from 27 FHts and 11 BHUs from six 
municipalities, distributed in the five geographic 
regions of the country. Data collection occurred 
between November of 2010 and April of 2014, by 
means of instrument triangulation,20-21 involving: 
semi-structured interviews (76) as the main instru-
ment; non-participant observation, materialized by 
observation notes (44), conducted in the 27 FHS, 
totaling 142 hours and 30 minutes; and documen-
tary analysis of different documents that guided 
and recorded the work of professionals in the FHS 
(32), as a complementary tool. For data collection, 
previously developed scripts were used.

The data were uploaded into the software for 
analysis of qualitative data, Atlas.ti 7.0.25-26 The anal-
ysis process was based on thematic content analysis 
associated to the software resources, and guided by 
the chosen theoretical framework. Thematic content 
analysis has three phases: pre-analysis, material 
exploration and treatment of the obtained results, 
and inference and interpretation.27 

The first phase (pre-analysis) consists of select-
ing the “documents to be submitted for analysis, 
the formulation of hypotheses and objectives and 
development of indicators that support the final 
interpretation.” 27:125 In this phase, 76 interviews and 
five observation notes totaling 81 primary docu-
ments were uploaded, and grouped into families by 
geographic region. The first memos (reminders that 
aim to make an association with the theory) were 
also written. The data obtained in the documentary 
study were uploaded in the software in the form of 
comments, and combined for analysis.

Then, the material was exhaustively read and 
the significant portions, that is, the quotations, were 
selected and a code was assigned to each (word or 
set of words), according to the objective of the re-
search and the supporting theory, and then these 
were grouped into families.

In the third phase (interpretation), the “gross 
results are treated in a way that is meaningful and 
valid”, allowing one “to establish results tables, dia-
grams, figures”. 27:131 In this stage, associations were 
made using software analysis tools, establishing 
relationships between quotations, codes and memos, 
as well as completing the synthesis of the results, 
using the network formation feature.

Data collection complied with all interna-
tionally recommended ethical standards regard-
ing research involving human beings, as well as 
respecting all Brazilian legislative guidelines and 
received the ethical protocol process 971 FR: 366844 
and certificate of presentation number for ethical 
assessment: 25557614.0.0000.0121. The anonymity 
of the participants was guaranteed by means of an 
alphanumeric code consisting of the professional’s 
initials and the geographical region, followed by 
a cardinal number. The observation notes were 
identified by the abbreviation Obs, followed by the 
respective geographical region, for example: Obs. 
SE is the observation related to the southeast region.

RESULTS
The results demonstrate the existence of fac-

tors that generated dissatisfaction in the profession-
als who work in the FHS, which are summarized in 
the Table 1.

Table 1 - Distribution of quotations (n=171) 
according to codes (14) of dissatisfaction in the 
work of professionals in the Family Health 
Strategy, in Brazil

Codes Quotations
n %

Lack of material resources 26 15.2
Inadequate infrastructure 22 12.9

Management problems 21 12.3
Undervaluing the work 18 10.5

Salary deficient 14 8.2
Patient posture 12 7.1

Excessive demand 11 6.4
Excessive work hours 10 5.8

Lack of knowledge of the FHS 9 5.3
Bureaucracy 8 4.7

Violence 5 2.9
Work overload 5 2.9

Work organization 5 2.9
Lack of team qualification 5 2.9

Total 171 100.0
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The codes were structured in three categories: 
health work management, work overload, and re-

lationships with staff and patients. Figure 1 shows 
the synthesis of the results.

Figure 1 - Relationships of the factors generating dissatisfaction in the work of the professionals of 
the Family Health Strategy

Health work management
This category represents more than 64.9% of 

the quotations, and adds the following reasons for 
dissatisfaction among FHS professionals in Brazil, 

synthesized by the codes: inadequate physical struc-
ture, lack of material resources, lack of manage-
ment, excessive work hours, lack of appreciation 
for work and defi cient wages. Figure 2 summarizes 
this category.

Figure 2 - Health work management as a dissatisfi er of Famili Health Strategy professionals
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Relationships with staff and patients
This category represents more than 21.1% of 

the quotations, and adds the following codes: patient 
attitude, lack of knowledge about FHS, lack of quali-

fi cation and preparation of team members, problem 
in team and PHC organization, and violence. Figure 
3 summarizes the relationships between codes and 
quotations.

Figure 3 - The relationships with the staff and patients as a dissatisfi er for the Family Health Strategy 
professionals

Work overload 
This category represents more than 14% of the 

quotations and adds the following codes: work over-

load, excessive demand, and bureaucracy. The fol-
lowing fi gure illustrates the relationships between 
codes and quotations as well as an observation note.

Figure 4 – Work overload as a dissatisfi er for Family Health Strategy professionals



Texto Contexto Enferm, 2017; 26(3):e2500016 

Soratto J, Pires DEP, Trindade LL, Oliveira JSA, Forte ECN, Melo TP 6/11

DISCUSSION 
The results indicate the professional dissat-

isfaction that those in the FHS associated to three 
aspects: management problems, relationships es-
tablished in the practice environment of care, and 
work overload.

The dissatisfaction of the professionals work-
ing in the FHS has a strong connection with the 
health work management in the PHC. This category 
of analysis presented the greatest number of factors 
generating dissatisfaction in the work of profession-
als of the FHts.

The factors related to work management are 
closely associated with working conditions, involv-
ing several elements related to the environment 
in which the work is completed, which includes 
the workforce, considering the amount, qualifica-
tion and role played in the production process, 
contractual relationships, salary, work day, labor 
benefits, and rules related to job protection. The 
working conditions also include the instruments of 
work in terms of quantity and quality, in addition 
to the institutional conditions, and the knowledge 
to develop them.28

The 40-hour work week, considered exces-
sive, was highlighted as an unsatisfactory element 
for professionals working at the FHS, contributing 
to an increase in workload. It should be noted that 
for some participants, the working hours are even 
greater due to double and even triple employment. 
That is, the time dedicated to work occupies a great 
space in the life of these professionals.

The balance between the time spent at work 
and in one’s personal or family life is intrinsically 
related to the possibility of a satisfactory job, and 
affects the quality of the life of the professional and 
the people around him/her.3-4 Other authors also 
emphasize the relationship between overwork and 
overload, and the impact on the care and on one’s 
personal life.17,29-30 

Most of the research participants have a secure 
job relationship, which is in line with studies that 
support a decrease in the practice of precarious work 
found with direct contracting within the FHS.31 Even 
when facing this situation, deficient wages, and 
especially the absence of a career and salary plan, 
considering their time in the profession and their 
level of education, was another important aspect 
that contributed to professional dissatisfaction in 
the FHS. 

The incorporation of the career and salary plan 
for health professionals in the FHS in Brazil is still 

fragile. Only 21% of the professionals have this,32 
which indicates the need for investments by the 
municipal administrations related to political deci-
sions, so that this proposal of professional valuation 
becomes effective.

Other aspects of dissatisfaction related to 
working conditions are related to deficits in the 
physical structure and working tools found in the 
Basic Health Units where the FHts work.

Regarding the physical structure, issues in-
cluded: the absence of BHU enlargements in places 
with extreme structural need; delays in BHU struc-
tural reforms; dental office closed for more than 
three years; lack of bid planning for acquisition of 
supplies and medicines; and structural difficulties 
that interfere in the accomplishment of necessary 
exams for patients of specialized care services; along 
with other problems that have direct repercussions 
on the effectiveness of the care provided.

One of the main objectives of the manage-
ment oriented to the FHS is the functionality of the 
services. So that the actions of the FHS happen ac-
cording to the PNAB guidelines, it is necessary to 
guarantee essential elements, such as: availability of 
adequate physical structure, and supplies necessary 
for health care under favorable conditions of use.

The concept of environment, adopted by the 
Ministry of Health as a prescription for the con-
struction of FHS units, means the construction of a 
welcoming and humane physical space for health 
care, both for workers and health professionals, as 
well as for patients;10 this was not found in most of 
the units participating in this study. The absence 
of supplies interferes with the adequate provision 
of care, resulting in prejudice of care and, in some 
cases, interruption of caring.33 

The deficits in this set of factors related to 
working conditions contribute to the patients’ dis-
satisfaction and, consequently, to a professional who 
cannot provide the desired response. These aspects 
make it difficult for the professional to see himself 
in his work,23 as “working is not only intended to 
produce, it is also about transforming oneself [...] it 
is an opportunity offered to the subjectivity to test 
itself, in order to be successful”.1:30

This aspect also includes the factors related 
to work management that cause dissatisfaction in 
the professionals of the FHts, the lack of profes-
sional appreciation by the team, managers or even 
by patients. This valuation implies actions related 
to salary policies, but also recognition for the work 
done. The valuation of work is of fundamental im-
portance for a satisfactory job, and must consider 
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the efforts, doubts, disappointments and dismay of 
the professional.2,4 

Valuing is not only about framing the profes-
sional based on quantitative results, but also about 
the quality and intensity of his/her actions. Valuing 
includes recognizing the professional as a person, 
with unique abilities and contributions in the actions 
that s/he performs. It also requires “ the recognition 
of what is done by adding to the one who benefits 
from it, a collective belonging to a team or a busi-
ness, and should not consist of judgments of the 
person who works, but rather about doing, about 
working”.1:33 

Considering the importance of the category 
“health management” to the dissatisfaction of FHS 
professionals, it should be emphasized that manage-
ment in the sector has been a recognized problem 
in the literature and within the health systems, in 
the country and in the international scenario, and 
that these problems are presenting consequences 
for patients and professionals. The reality of the 
Brazilian health sector presents scarce resources, 
with unprepared managers with little knowledge of 
health policies, and even those who lack a commit-
ment to professionals and the population.34 Given 
these problems, the capacity to produce different 
things and even to create different patterns is some-
thing exclusively human, and it is not possible to 
be individually exercised; however this is possible 
in part by sharing the work. However, this leads to 
a change in the management role to one of process 
control regarding the workforce, and the expropria-
tion of the staff from the product of his work.23

The high turnover of committed and trained 
managers due to merely political issues is another 
aspect, hampering the continuity of good practices 
and better quality care.32  

The lack of commitment and planning of 
managers to continue health actions, coupled with 
the political influence on the services, hinder the 
implementation of the PNAB guidelines. This is 
reflected in the day-to-day care within the FHS, and 
compromises its ability for resolution.

The second category that aggregates the factors 
of dissatisfaction concerns the “relationships” that 
happens at the locus of care, between the professionals 
themselves and between professionals and patients. 

In coexistence with a multiprofessional team 
and a varied number of patients, problems in re-
lationships commonly occurs, and it is part of this 
collective work environment to experience conflicts. 
For work in the FHS, a multidisciplinary team is 
required, which has specific assignments. This 

team should work with the objective of caring for 
an assigned population, offering actions of health 
promotion, disease prevention, and cure and health 
recovery.10 

In this context, conflicts emerge once again 
from the share of work, which separates the concep-
tion and execution of the work, separation of the 
tasks between different staff members, fragmenta-
tion of the work, with the responsibility falling to 
the manager to control the phases of the process 
and the method of execution, aiming toward greater 
productivity.23

The patient’s attitude, which is sometimes 
disrespectful of the professionals, may not respond 
positively to the proposed treatment, and gener-
ates professional dissatisfaction when they do not 
understand the precepts established in the model of 
FHS care. It also generates dissatisfaction with the 
manner in which colleagues and managers imple-
ment the FHS, sometimes contradicting the model 
of care designed for PHC.

The participants’ dissatisfaction regarding 
the patient’s attitude and the manner of work or-
ganization in the FHS implies the need to face these 
difficulties, to renounce their individual subjective 
potential in favor of a collective,1 namely, the team. 
To reduce dissatisfaction with these relationships, 
it is necessary to overcome the optics of work pro-
duction and learn to live together in work, because 
it is in the real work within the collective that dis-
satisfaction will be overcome.3 Marx contextualizes 
another aspect present in the work that reinforces 
the demands on staff members, the exclusive recog-
nition of productive work, as exclusively that which 
produces user value.23 This aspect is complex in 
the scope of health work, considering that the final 
product of work is immaterial.35

On the other hand, it is fundamental that pro-
fessionals know the principles and guidelines that 
regulate their work within the FHS, and cooperate 
to reverse the curative logic that still prevails in 
professional practices and organizations, and also 
in the patient’s expectations. Changing this situa-
tion requires proactive action by professionals and 
patients to reverse this logic of care.

Another unsatisfactory aspect in this category 
is the absence of security for exercising professional 
practice, either inside or outside the BHU. The work 
skills in the FHS require working outside the unit, 
in places with a higher incidence of crime. These 
reasons lead, sometimes, to a fear of working.

The advance of crime has been a matter of con-
cern to the most diverse sectors. Criminal actions that 
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were once more restricted to the outskirts, today do 
not have specified locations, social classes or groups, 
so society as a whole lives with the fear of insecurity. 
This fear of insecurity generates a conduct of self-
defense, impairs the organization of work, provides 
loss of satisfaction, and generates suffering.2 

In health, the struggle for a safe place is un-
derstood as an aspect that can provide quality of life 
for people, and has been the subject of discussion 
in the sector since the first conference on Primary 
Health Care, held in Alma Ata, in 1978. The Brazilian 
national health promotion policy also supports the 
need to stimulate the adoption of nonviolent ways 
of living and the development of a culture of peace, 
which is also a responsibility of the FHS.36 

The last aspect of dissatisfaction is “work 
overload”. The FHS is conceived as one of the most 
important places to guarantee universal access in 
health. The team members need to manage this 
access, scheduling and defining work schedules; 
however, the existence of poorly defined geographi-
cal areas of the FHS, seasonality, and the curative 
culture also present as increased demand from 
the population. This lack of control of the demand 
generates professional dissatisfaction.

The reception of spontaneous demand is one 
of the activities foreseen in the FHS, with a view 
to favoring access to the attached population. It 
involves actions that must be conducted across all 
aspects of health care, including PHC services, es-
pecially in the FHS.10,37 However, this flow manage-
ment is difficult to administer in many situations, 
requiring a broader action by managers and profes-
sionals so that patients can be welcomed by team 
members. The actions can consist of the resizing of 
the geographical area, construction or expansion 
of new BHUs within Family Health, and hiring of 
more professionals.

The results also indicate that bureaucratic 
aspects of the FHS functions cause dissatisfaction. 
In the FHS, work time is not only dedicated to care 
actions, but also to administrative activities, such as 
statistical consolidation of production, completion 
of reports, updated maintenance of medicines and 
supplies requested, among others. Although these 
activities are recognized as important for the good 
functioning of the services, the participants’ percep-
tion of the research does not rank these as high of 
a priority as the caring practices, and consequently 
they generate dissatisfaction.

The bureaucratic activities in the FHS are nu-
merous, and have increasingly decreased the time 
available to provide care, increasing the dedication 

to administrative actions, based on concern for 
quantity, target and numbers, with little emphasis 
on quality of care. Bureaucracy makes sacred the 
rules and regulations. Most often, between solving 
a situation and following a norm, the bureaucracy-
based organization opts for the second. The big 
problem does not necessarily exist within the norms 
and rules, which must be respected in the FHS, but 
is found within their temporal rigidity, inadequacy 
for reality, and abusive implementation.38 

Considering the interests of the organiza-
tion, which is based on the tightening of norms, 
the professional is often punished for his desires, 
and forced to act according to the organizational 
desires. This expropriates the professional from 
his competence, and also disregards a more flexible 
care practice, generating dissatisfaction.4 On the 
other hand, health care work is performed in the 
relationship between the established and the real, 
and must be frequently reinvented by the profes-
sional, aiming to achieve the target of health care, as 
well as to generate more satisfactory work, because 
“so, for the work process function, the prescriptions 
must be adjusted and the work organization must 
be effective”.1:32

Another unsatisfactory aspect of this category 
is work overload as a consequence of excessive 
demand, and the several bureaucratic activities 
that surround the FHS. The work overload, and 
the forms of organization, can be detrimental for 
health care and even for aspects of the personal life 
of the worker.3,17,30 

When discussing overload, out-of-office work 
must also considered, such as the commuting, the 
housework after formal work, and also the time 
that workers think about working, outside the work 
environment. This means that the dedication to 
work occupies much of a person’s life. The work is 
not only the time that the professional stays in the 
FHS, it goes beyond any limit imposed by time, and 
mobilizes a commitment of all subjectivity. The BHU 
has closed its doors, but the professional has not 
stopped working, he thinks, plans and structures 
his demands for the next day.

Overload means that the work is not com-
pleted at the end of the shift, but extends to the 
external environment of professional practice. To 
confront these situations experienced in the work 
environment, Dejours. 4:364 sustains the need to “to 
make oneself be inhabited by the experience of the 
real and the failure, the suffering, not being able 
to sleep at night, even poison the domestic space 
relationships, even dream about this experience”, 
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because he understands that it is in meeting the real 
work adversities that overcoming these situations 
can turn into satisfaction.

The methodological precepts used in this 
study are described to allow for replication or ex-
pansion. The interpretation of the results can be a 
limitation, as the results correspond to those identi-
fied in a given historical moment, and each social 
reality is conceived by subjects that, while being 
influenced by macro social determinations, are also 
agents of change.

CONCLUSION
This study demonstrated that several factors 

contribute to professional dissatisfaction while 
working in the FHS, interfere in the work process 
in health, and also in the life of the professionals 
themselves. These factors are centered in three 
aspects: the management, relationships with staff 
and patients, and the work overload.

To reduce the unsatisfactory work aspects of 
FHS professionals, it is necessary to have: better 
physical structures and guarantees of availability 
of materials and supplies for health care; improve-
ments in the processes of professional evaluation, 
contemplating more the qualitative than the quan-
titative elements of the work process in health; and 
qualify the development of administrative actions 
focused on efficiency and effectiveness, aiming to 
reduce bureaucracy. Also, aiming to reduce work 
overload, the demands of reducing the working 
day must be adjusted, whether looking for ways to 
implement them or acting in the legislative sphere; 
strengthening secure employment relationships; 
developing professional valuation practices, includ-
ing the development and implementation of a career 
and salary plan.

Relationships between professionals also 
generate dissatisfaction, either due to the lack of 
knowledge of the precepts recommended by the 
FHS, the patient desire for quick and curative health 
care, or the professionals’ fear regarding violence in 
the areas covered by the FHS. The work in the FHS 
requires the establishment of congruent relation-
ships for a more resolute health.

The results of this study can contribute to 
health management in setting priorities for action, 
with a view to reducing unsatisfactory factors. 
Additionally it can support professionals in the 
development of coping strategies; and for teaching, 
especially for education of future professionals who 
will work in the FHS, by aiming for better prepa-

ration of the professionals in the face of possible 
factors of dissatisfaction.
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