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Abstract In order to examine whether Bra-
zil’s Mais Médicos (More Doctors) Programme
(PMM) reflected World Health Organisation
(WHO) recommendations for improved attrac-
tion, retention and recruitment of health workers
in remote and rural areas, this descriptive, quali-
tative study drew on document analysis in order to
compare the WHO recommendations published
in 2010 with Brazil’s Law No. 12,871/13, which
instituted the PMM. Of the 16 WHO recommen-
dations systematised here, the PMM met 37.5%.
Recommendations not incorporated into the
PMM include career development programmes
and public recognition strategies. Although re-
flecting WHO recommendations and already in
place elsewhere in the SUS prior to announce-
ment of the PMM, the National Retention Grant
Programme and multi-professional teams (as in
the Family Health Strategy) were not implement-
ed by the PMM. The programme contains inno-
vative components such as a new curriculum for
medical schools and compulsory medical service.
On the other hand, the PMM could have invested
more in personal and professional support.
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Introduction

Maldistribution of doctors, a problem in several
countries, has been studied systematically since
the 1960s'. The number of health service vacan-
cies attests to the lack of health workers in both
wealthy and poor countries®. In addition, short-
ages of health workers, particularly doctors, are
more severe in remote and socioeconomically
vulnerable areas™*.

According to World Health Organisation fig-
ures’, half the world’s population lives in rural and
remote areas, while most health workers live and
work in cities. The geographical distribution of
health workers is a factor that cannot be addressed
in isolation, because a doctor’s decision to remain
in or leave a rural area depends on several factors*®.
Dussault & Franceschini® report that strategies to
address maldistribution of health workers often
involve reactive measures developed in response
to crises, but should take account of factors out-
side what is exclusively the health sector domain,
to set up integrated, coordinated agencies able to
arrive at more comprehensive appraisals of the en-
vironment where health workers operate. Carval-
ho & Sousa’ stress that provision policies should
focus on changing the work process by fostering
integration between universities and services in
order to modify local conditions.

As conditions of life and access to informa-
tion have improved, so people have come to hold
higher expectations for the kind of health servic-
es they should receive®. In recent years, Brazil’s
national health service (Sisterna Unico de Satide,
SUS) has been restructured to prioritise primary
care, which is the main system gateway to user
care. Notwithstanding these changes, however,
people living in remote or rural areas still have
difficulty accessing health services®’.

Family medicine is not new to Brazil or the
world"' and can be considered a strategic med-
ical speciality focussed on Primary Health Care
(PHC), because it reduces both hospital admis-
sions for causes amenable to primary care'? and
mortality”. It can be considered a comprehen-
sive medical speciality, because it offers inclusive,
continuous care for users of all ages, genders, cul-
tures and creeds, with special regard for each pa-
tient’s social context'"*. Preparation of doctors
who specialise in family medicine can be consid-
ered key to a strong PHC structure in any health
system, but especially for those offering universal
coverage, such as the SUS#>1>17,

The health of populations of rural and re-
mote areas cannot be treated in the same way as

the health of urban populations, because their
contexts are different. In addition, populations
of rural and remote areas are exposed to differ-
ent kinds of risk, present more frequently with
certain health problems, differ in terms of health
indices and social determinants and face more
acute difficulties in, for instance, accessing health
services — all of which leads to lower coverage
rates than in urban areas and lesser quantity and
variety of health workers's%.

In order to meet the health needs of popu-
lations in rural and remote areas, health work-
ers should take a bio-psycho-social approach to
the process of health and illness, focussing on:
i) understanding the context of the disease; ii)
prioritising care centred on individuals, always
encouraging their autonomy; iii) maintaining a
close relationship with the community, perceiv-
ing that the health worker belongs to an broad
health care system; iv) see every contact with us-
ers as an opportunity for prevention and health
education; v) develop skills to deal with typically
rural health conditions; and vi) encourage team-
work and vocational training directed to devel-
oping different skills in order to treat individuals
who, in urban areas, would normally be referred
to other sites in the health system, and thus re-
duce the obstacles to comprehensive access to
health'-"22,

Gustavo Gusso”, Culture and Communica-
tion Director of the Brazilian Society for Family
and Community Medicine (Sociedade Brasileira
de Medicina de Familia e Comunidade, SBMFC),
writes that family and community doctors (the
title can differ by country), who may be consid-
ered the health worker of first contact in coun-
tries such as Canada, United Kingdom, Holland
and Portugal, account for 55% of all doctors in
Canada and 51% in the United Kingdom.

Canada depends on Canadian medical grad-
uates and international medical graduates to
supply rural areas. In order to be able to provide
sufficiently and stably for such areas, it has to in-
crease the numbers of Canadian doctors interest-
ed in working in rural areas®. Australia also has
to cope with shortages in rural and remote areas,
and increasing the numbers of medical intern-
ships alone is not enough to meet current needs®.
The Rural Health Workforce Australia (RHWA)
reports that, in 2015, Australia recruited about
549 health workers to operate in rural communi-
ties and in Aboriginal Medical Services, provided
rural relocation grants to 58 dentists, supported
more than 2,500 rural doctors’ families and some
6,000 health workers and 1,800 rural practices, in



addition to engaging university health students
in positive rural experiences®.

In that context, the World Health Organisa-
tion developed a series of strategies to improve
the attraction, retention and recruitment of
health workers in rural areas. These are set out
in the document “Increasing access to health
workers in remote and rural areas through im-
proved retention: Global policy recommenda-
tions™, which is designed as a guide for countries
proposing to address the difficulty of attracting,
recruiting and retaining health workers in rural
and remote areas. It recommended strategies
for all types of health worker, from health sci-
ence course candidates/students to formal health
workers, such as managers and doctors.

Developing countries invest in training
health workers, but may see no return on that in-
vestment in the event workers decide to emigrate,
generally to countries that are economically more
developed than their country of origin'”*.

Sheffer® compared the numbers of doctors
registered with Brazil’s Federal Medical Council
(Conselho Federal de Medicina, CFM) and SUS
doctors registered with the national register of
health establishments (Cadastro Nacional de Es-
tabelecimentos de Satide, CNES), finding a higher
concentration of doctors in the private sector. He
also found that, by region of Brazil, the ratio of
doctors providing services to the SUS per 1,000
population was highest in the Southeast (1.35),
followed by the South (1.21), Mid-West (1.13),
the Northeast (0.83) and the North (0.66)%.

The Mais Médicos Programme was intro-
duced by Law 12.871 of 22 October 2013%, for
the purpose of expanding human resources for
the SUS, particularly in areas with low densities
of doctors. In January 2013, a campaign titled
“Where’s the Doctor?” (Cadé o médico?) was
launched during a national meeting of mayors
in Brasilia, which called on the federal govern-
ment to move proactively to provide doctors to
the various regions of the country and to relax
the rules on foreign doctors’ entering Brazil, so
that such doctors could work in Primary Health
Care’. In response to those demands and to re-
lieve those regions in greatest need and produce
impact on health indicators in the short term,
the government introduced the Mais Médicos for
Brazil Project (Projeto Mais Médicos para o Brasil,
PMMB), to provide Brazilian and foreign doctors
to work in such areas™.

In order to achieve its goals, the PMM is
structured with a view to: i) changing the cur-
ricular matrix and reorganising supply of med-

icine courses, as well as expanding the number
of vacancies to prioritise locations where doctors
are scarce; ii) introducing compulsory medical
service for final-year medical students in SUS
primary care or prompt response and emergen-
cy services, as of the first semester of 2015; and
iil) engaging Brazilian doctors, Brazilians trained
abroad and foreign doctors for a three-year peri-
od (extendable for a further three years) to work
in municipalities with few health workers. By July
2014, the programme had expanded primary
health care and was benefiting some 50 million
Brazilians: under the PMMB, 14,462 doctors be-
gan to offer care in about 68% of municipalities
nationwide, as well as in the 34 Special Indigenous
Health Districts®. In addition, it is providing for
11,500 new places on undergraduate medicine
courses by 2017 and 12,400 medical residence
vacancies for specialist training by 2018, with the
emphasis on improving primary care, the Family
Health Strategy and SUS priority areas®.

With a view to examining the maldistribution
of doctors in Brazil in the light of the WHO glob-
al guidelines, this study was designed to ascertain
whether the PMM contemplated the WHO’s rec-
ommendations regarding improving the attrac-
tion, recruitment and retention of health workers
in remote and rural areas.

The study is important and relevant both in
that the PMM is currently the main public poli-
cy on providing human resources for health and
reformulating medical training in Brazil®”’, and
that the WHO — as an international organisation
with representation in numerous countries — ex-
erts strong influence worldwide. Another factor
is that the WHO recommendations were devel-
oped on the basis of experience in other coun-
tries, which helped identify which strategies were
successful and which were not, underscoring the
importance of evidence-based decision making.

Method

This descriptive, qualitative study drew on docu-
ment analysis to compare the recommendations
published in 2010 by the WHO with Brazil’s Law
12.871/13, which introduced the Mais Médicos
Programme. The sources used for document
analysis were the WHO publication “Increasing
access to health workers in remote and rural ar-
eas through improved retention: Global policy
recommendations™ and Brazil’s Law 12.871/13%.
The information they contain was then systemat-
ically catalogued and critically analysed.
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The recommendations were developed by a
broad expert panel convened by the WHO, which
involved from policy makers to representatives of
professional associations and was tasked with ex-
amining the existing scientific evidence in favour
of “practical guidance to policy-makers on how
to design, implement and evaluate strategies to
attract and retain health workers in rural and re-
mote areas”. The recommendations were draft-
ed from a review of studies and reports on re-
taining, recruiting and attracting health workers
for remote and rural areas, with additional input
from meetings of the experts in 2009 and 2010.
Evidence for interventions was evaluated using
the Grading of Recommendations, Assessment,
Development and Evaluation (GRADE) system,
plus additional information from the experts to
complement the GRADE system. The proposals
were built around seven principles for improv-
ing recruitment and retention of health workers
in remote and rural areas, which recommended:
focus on health equity; ensure rural retention
policies are part of the national health plan; un-
derstand the health workforce; understand the
wider context of social, economic and political
factors; strengthen human resource management
systems; engage with all relevant stakeholders
from the beginning of the process; and get into
the habit of evaluating and learning from inter-
ventions.

The electronic version of the document of
recommendations is available on the WHO
website. Although the document states that the
information it contains was valid up to 2013, it
was decided to use this document here for three
reasons: the first is that the Mais Médicos Pro-
gramme was launched in 2013, i.e., within the
period for which the information was valid; sec-
ondly, the 2010 recommendations were the first
to be published on this subject’; and lastly, no
other document of recommendations published
after 2010 had been encountered at the time this
study was conducted. As these are secondary data
publicly available in the literature, there was no
need to submit this study to a Research Ethics
Committee.

The WHO recommendations were divided
into four categories: i) Education; ii) Regulatory
Aspects; iii) Financial Incentives; and iv) Profes-
sional and Personal Support. These categories
can be seen in greater detail in Chart 1.

Results

Chart 2 shows the comparative analysis of the
WHO recommendations and the measures im-
plemented by the PMM. The study maintains the
structure of the WHO report, which is divided
into four categories: Education, Regulation, Fi-
nancial Incentives and Professional and Personal
Support.

In the Education category, the PMM em-
bodies two of the five measures proposed by the
WHO, meeting 40% of the recommendations. As
regards unmet items, the regulations of the PMM
make no explicit mention of prioritising students
from rural areas for entry into medicine courses,
of exposing undergraduate medical students to
clinical rotations, specifically in rural areas, or of
developing curricula that reflect the problems of
rural and remote areas. Chart 2 shows descrip-
tions of the items met, which relate to locating
health professional schools outside the large cit-
ies (setting up new medicine courses in health
regions with lower ratios of vacancies and doc-
tors per head of population) and continued pro-
fessional development for rural health workers
(specialisation courses centred on the SUS).

Expanding course hours in medical intern-
ships in primary care and prompt and emergen-
cy services cannot be considered a measure that
meets the need for clinical rotations in rural or
remote areas, just as the new curricular guide-
lines for medicine courses cannot be considered
as meeting the need for curricula to reflect rural
health needs, because although doctors have to
work in accordance with demand from the com-
munity where they are allocated, the law does not
refer directly to the specific characteristics of ru-
ral and remote areas.

In the Regulation category, as can be seen in
Chart 2, the PMM implements two of the four
WHO proposals, meeting 50% of the recommen-
dations. The two items not contemplated were
the recommendation to extend incentives to oth-
er health professionals, besides doctors, and to
regulate enhanced scopes of practice in rural and
remote areas in order to increase the potential for
job satisfaction.

The single item in the category of appropriate
Financial Incentives for health workers was im-
plemented by the PMM in the form of non-taxa-
ble monthly income and other travel, accommo-
dation, meal and complementary training allow-
ances (Chart 2).



Chart 1. Categories of interventions used to improve the attraction, recruitment and retention of health
workersin remote and rural areas - WHO (2010).

Category of Examples Explanation
intervention
A.Education | Al - Students from rural origins Use admissions policies for students from rural

areas with a view to increasing the likelihood of
graduates’ working in rural areas

A2 — Health schools for professionals
outside the large towns

Set up medical schools in rural areas for the
purpose of training more doctors who work in
those areas

A3 — Clinical rotations in rural areas
during studies

Expose undergraduate students to experiences in
rural areas, so as to exert a positive influence on the
attraction and recruitment of health workers for
such areas

A4 — Curricula that reflect rural health
problems

Curricular review to include subjects bearing on
primary care and rural concerns

A5 — Continued professional
development for rural health workers

Continued education and professional development
programmes

B. Regulatory

B1 — Enhanced scope of practice

Regulate to advanced forms of practice in rural
and remote areasso as to increase potential for
satisfaction at work

B2 - Different types of health worker

Introduce different types of health workerswith
training and practice in rural areas

B3 - Compulsory service

Compulsory service in rural areas with appropriate
support and incentives

B4 — Subsidised education in exchange
for service

Provide scholarships or other forms of education
funding for students who propose to serve in in
rural areas

C. Financial
incentives

C1 — Appropriate financial incentives

Use a combination of fiscally sustainable financial
incentives (free transport, paid holidays, housing
allowance etc.).

D. Professional
and personal
support

D1 — Better conditions of life

Improve workers’ conditions of life by investing
in infrastructure and services, such as sanitation,
electricity, telecommunications, schools etc.

D2 — Secure, supportive work
environment

Ensure all the equipment and materials necessary to
the work environment

D3 — Outreach

Take steps to inform and motivate health workersto
foster professional cooperation

D4 — Career development programmes

Support career development programmes for
workers in and from rural areas

D5 — Professional networks

Support the development of professional networks
and associations so as to improve health workers’
morale and reduce feelings of professional isolation

D6 — Measures to foster public
recognition

Formulate and encourage measures for public
recognition to foster professional motivation

Source: prepared by the authors from data taken from the WHO report®.
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Chart 2. Categories of interventions used in the Mais Médicos Program as compared with the WHO
recommendations for improving the attraction, recruitment and retention of health workers in remote and rural

areas.
Mais Médicos Program (Law 12.871/13 and MP. 621/13)
Category of Examples Does the Program intervene in this respect?
intervention
Yes No
A. Education Al‘ - Students from rural X
origins
A2 — Health schools for I — Reorganises the supply of Medicine courses and
professionals outside the large | vacancies for medical residencies, prioritising health
towns regions with lower ratios of doctors per person and
with health service structure in a position to offer
students a sufficient and quality field of practice
A3 — Clinical rotations in rural X
areasduring medical studies
A4 — Curricula that reflect X
rural health problems
A5 — Continued professional | Art. 4 § 2. Internship activities in Primary Health
development for rural health | Care and Prompt and Emergency Care in the SUS and
workers Medical Residency activities shall be performed with
academic and technical supervision, as pursuant to Art.
27 of this Law.
Art. 14. Professional development of participating
doctors shall occur by specialisation courses at public
institutions of higher education and shall involve
teaching, research and extension activities, which shall
have a care component assured by integration between
teaching and service (Mais Médicos for Brazil Project).
B. Regulation | Bl — Enhanced scope of X
practice
B2 - Different types of health X
worker
B3 - Compulsory service § 1. The first year of the Residency Programme in
General Family and Community Medicine shall be
compulsory for entrants to the following Medical
Residency Programmes: I — Internal Medicine (Clinical
Medicine); II — Paediatrics; III — Gynaecology and
Obstetrics; IV — General Surgery; V — Psychiatry; VI —
Preventive and Social Medicine.
B4 — Subsidised education in | Art. 19. Doctors on the Mais Médicos for Brazil Project
exchange for service may receive grants in the following forms: I — training
grant; I — supervision grant; and III — tutorship grant.

The Professional and Personal Support cate-
gory contains the largest number of WHO pro-
posals, a total of six reccommendations. Of these,
the PMM applies only one (improved working

it continues

conditions) in that the PMM regulations men-
tion that the SUS will have five years in which
to furnish primary health facilities with quality
equipment and infrastructure.



Chart 2. continuation

Mais Médicos Program (Law 12.871/13 and MP. 621/13)

Category of Examples Does the Program intervene in this respect?

intervention
Yes No

C. Financial C1 — Appropriate financial | Art. 19.§ 1.In addition to the provisions of the main
clause, the Union shall grant expenses to defray the
participating doctors’ installation costs, which may not
exceed the amount corresponding to of 3 (three) training
grants. (Mais Médicos for Brazil Project)

Art. 19.§ 2. The Union is authorised to pay the travel
expenses of participating doctors and their legal
dependents, pursuant to the joint order by the Ministers
of State for Planning, Budget and Management and
Health. (Mais Médicos for Brazil Project)

Meals, travel, drinking water and housing — Order
SGTES/MS No. 30 of 12 February 2014. (Mais Médicos
for Brazil Project)

incentives incentives

D. Professional | D1 — Better conditions of X
and personal | life
support

D2 — Secure, supportive Art. 30. § 2. The SUS shall have 5 (five) years to furnish
primary health care facilities with quality equipment and
infrastructure, to be specified in the multi-year plans.

work environment

D3 — Outreach X
D4 — Career development X
programmes

D5 — Professional networks X
D6 — Measures for public X
recognition

Source: prepared by the authors from WHO recommendations®and Law 12.871/13* and other laws, ministerial orders and
provisional orders relating to the PMM?*¢.

Graph 1 summarises the percentage fulfil-  Discussion
ment of the WHO’s recommendations. Of the 16

proposals, the PMM contemplated six, attaining
37.5%. The category that stands out most is Fi-
nancial Incentives, although this category con-
tains only one recommendation, suggesting that
financial incentives should be fiscally sustaina-
ble, and is followed by the categories Regulation,
Education and finally Professional and Personal
Support.

In Brazil, the extremely unequal geographical
distribution of doctors is influenced by a number
of factors, including the distribution of schools
of medicine and residency programmes. P6voa
et al.”” find that doctors are concentrated in eco-
nomically more developed areas with higher
concentrations of residency programmes, as oc-
curs in the South and Southeast regions, which
account for 70.1% of Brazil’s medical schools.
This favours the unequal distribution of doc-
tors, because the Southeast not only offers 57%

NS}
~
~
o

910T ‘¥8LT-€LLT(6)1T “©AD[OD) IpNiES X BIIUID)



NS
~
oo
(=)

Carvalho VKS et al.

D. Professional and personal support
C. Financial incentives

B. Regulatory

0% 20%

A. Education

40% 60% 80% 100% 120%

Graph 1. Percentage of WHO recommendations met by the PMM.

Source: prepared by the authors.

of vacancies, but supplies 57.7% of all doctors.
Brazil needs to increase the supply of family and
community doctors and of incentives to attract
health professionals to this field*.

The World Organisation of Family Doctors
(WONCA) argues that developing residency
programmes in family medicine in rural areas
can be considered a gold-standard strategy to in-
crease human resources for rural health and de-
centralise the distribution of doctors, but should
always be accompanied by strategies to guarantee
the quality of the residency programme'. Fam-
ily medicine is intrinsic to universal coverage
and accordingly is concerned with equity and
with the individual right to health®. The Brazil-
ian Family and Community Medicine Society
(Sociedade Brasileira de Medicina da Familia e
Comunidade, SBMFC!") reports that some coun-
tries, including Canada, United Kingdom, Cuba,
Holland and Portugal have instituted the family
medicine specialist as first-contact health care
professional: in Canada, they account for 55% of
all health professionals, in the United Kingdom,
51%, in Cuba, 65% and in Holland, 33%.

The creation and reordering of medical res-
idency vacancies under the PMM are measures
in keeping with the WHO recommendations,
prioritising as they do areas with smaller num-
bers of doctors per inhabitant, as in the North
and Northeast and towns in the interiors of all
Brazil’s regions. Approximately 40 municipalities
are scheduled to receive new medicine courses,
to produce a potential increment of 4,460 new
undergraduate places and 2,822 new residency
vacancies in 20142,

The Federal Medical Council® has positioned
itself against the opening of new medicine cours-

es, claiming that it would be of more advantage to
invest funds in existing courses, because the sites
selected do not have the capacity to offer quality
training. Dr Mauricio Marcondes Ribas*, when
vice-chairman of the Parand Regional Medical
Council, declared that “today Brazil has 400,000
doctors and is starting to train another 18,000
every year. The numbers are more than what is
needed for our realities”. According to the Sdo
Paulo Regional Medical Council (CREMESP#),
if new medical schools and course places contin-
ue to open up at the same pace, by 2022 Brazil
will have 2.52 doctors per 1,000 population, but
that, if there is no change in the Brazilian health
system and in measures to attract and retain doc-
tors, that increase will not be enough to reduce
existing inequalities among regions and between
public and private health sectors.

In opposition to that, the Brazilian Health
Studies Centre (Centro de Estudos Brasileiros em
Satide, CEBES""), disagreeing with the arguments
put forward by medical associations that claim
supply of doctors is sufficient, points to the lack
and poor allocation of doctors as serious prob-
lems. Setting up medical schools in places which
have no medicine courses is one way of improv-
ing the distribution of health services and profes-
sionals®; one example of how rural recruitment
has been pursued with relative success by some
courses, Dussault & Franceschini®> report on
Thailand, which intends to train 300 doctors per
year to work in rural areas.

The WHO guidelines contain no recommen-
dation on engaging international doctors. How-
ever, given the situation in Brazil, where doctors
are not only in short supply, but poorly distrib-
uted, engagement of international doctors can



be seen as an important emergency measure to
meet the population’s needs. Some authors>** ar-
gue that engaging doctors from other countries
is an important measure for combating shortag-
es of doctors in rural areas, as in Australia, for
example, which since the 1990s has been seeking
strategies para to address the scarcity of doctors
in rural areas and has come to rely on foreign
doctors to solve the problem and keep Australia’s
health system functioning?*>*.

Under the PMM, doctors who form part of
the PMMB are offered continued professional de-
velopment activities involving teaching, research
and extension under the orientation of doctors
as supervisors and tutors. White et al.*, by way
of the interviews and accounts of 429 doctors
from rural communities, show the importance of
continued professional development: 80% of the
interviewees stated that, were it not for continued
medical education, they would be less willing to
continue to pursue their functions in rural are-
as. As regards the PMMB, continued education
is implemented in the form of a postgraduate
course, with the SUS as the specialisation context.
The report by the Federal Court of Audit (Tri-
bunal de Contas da Unido, TCU%) on the PMM
declares that there is still room for improvement
in the specialisation course, because the number
of supervisor and tutor doctors is still less than
specified in the PMM’s own rules.

Compulsory medical service, as instituted by
Provisional Order No. 621/13%, forms part of the
PMM and has been in force since 1 January 2015
for medical students. As this study was conduct-
ed the same year that compulsory service began,
no data were available on compulsory medical
service under the PMM. Although this is one
dimension in which the PMM has innovated for
the SUS, this kind of service is not exclusive to
Brazil, but has been introduced in various parts
of the world and can include not just doctors, but
other types of health worker, such as nurses and
midwives*. In Colombia, compulsory medical
service is decentralised and strongly connected
with the universities, while hospitals are respon-
sible for administering the vacancies'.

Opinions are divided on financial incentives
for health workers. Garcia et al.* argue that, by
opening up the labour market and offering fi-
nancial incentives, the numbers of doctors per
head of population can be boosted and the dif-
ferences among regions, lessened. On the other
hand, Dussault & Franceschini® believe that fi-
nancial incentives may not be able to improve
the distribution of health workers. Reis et al.*®

argued that although money is a good incentive,
it is not enough, and that other kinds of recom-
pense, such as courses and awards, may be more
effective.

In the Work Environment category, where
all the equipment and materials necessary to
the work environment should be guaranteed,
the SUS was allowed five years to equip primary
health facilities with quality equipment and in-
frastructure, by means of measures to be spec-
ified in the multi-year plans. Mendonga et al.’
note that health managers and health workers
report a need for interventions to foster good
organisation, a clean and comfortable work en-
vironment, reliable supply of appropriate mate-
rial, physical and mental security and working
conditions appropriate to the health workers’
functions. The WHO? reiterates the importance
of: investing in improvements to infrastructure
in rural areas, which can not only improve reten-
tion of health workers, but make the overall envi-
ronment more attractive to all economic sectors;
outreach and motivation strategies to reduce
feelings of professional isolation, particularly in
remote areas, recommending the use of mech-
anisms such as Brazil’s Telessatide (remote con-
sulting, diagnostic and education) programme
and visits by doctors or teams to other localities;
career plans to improve health workers’ morale
and professional status, which can increase satis-
faction and performance at work; and a series of
low-cost measures to assure public recognition,
which can constitute an important step in im-
proving recognition for rural health workers, in
addition to suggesting awarding titles and pub-
lishing studies conducted in rural areas, for the
purpose of making rural practices more widely
known and possibly making it more attractive to
young doctors to work in rural areas.

One of the WHO recommendations that was
not embodied in the PMM was to use admissions
policies to enrol students from rural areas. Law
12.871/13*® and MP 621/13*, which instituted
the PMM, were not found to contain any pro-
vision corresponding to this recommendation,
although there is a Retention Grant Programme
(Programa Bolsa Permanéncia, PBP) which, al-
though not directly connected to undergraduate
health science studies, is designed to grant finan-
cial incentives to students at federal institutions
of higher education who are in socioeconomi-
cally vulnerable situations and to indigenous and
quilombola students®. In Australia, as noted by
Maciel Filho!, medical students with rural back-
grounds showed interest in returning to their
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place of origin after completing the Medicine
course and, in view of that interest, the govern-
ment introduced measures to motivate and en-
courage middle-school students in rural areas to
study Medicine, backed by the incentive of study
scholarships and a mechanism to facilitate ad-
mission to medical schools.

The recommendation of ‘enhanced scopes of
practice’ for rural health workers — which means
expanding the functions that a health profes-
sional can perform, such as allowing nurses to
prescribe medicines for users — was not contem-
plated by the PMM. The WHO? reports evidence
that care provided by health workers whose scope
of practice has been expanded in this way shows
no loss of quality and that such enhancement can
contribute to increasing health workers’ satisfac-
tion with their work.

Nor does the PMM feature inclusion of dif-
ferent types of health workers, although such
inclusion is already a feature of the SUS, as part
of the Family Health Strategy, whose teams com-
prise a doctor, dentist, nurse, community health
workers, dental health technician and/or auxil-
iary and nurse technician and/or auxiliary. The
WHO? emphasises the importance of engaging
and training new health workers as a means to
mobilise human resources more quickly (given
shorter training times) and economically, mak-
ing this a useful option for localities with scant
financial resources.

Final remarks

Shortages of doctors and the difficulty of at-
tracting and retaining health professionals in
rural and vulnerable areas are global problems.
A number of factors can influence domestic mi-
gratory processes, such as career plans, location,
professional status and recognition and the belief
that better personal, professional and financial
development is possible in urban areas.

A number of countries have introduced
measures to address the shortages of health work-
ers, each according to its particular conditions.
However, it is possible that measures considered
successful can be used by other countries as a
basis for constructing new measures to improve
the attraction and retention of health workers in

rural and remote areas. The WHO stresses that it
is important for interventions to be interrelated,
because in such a complex process, the hoped-for
results are unlikely to be achieved through any
single intervention.

The PMM has many features that are innova-
tive to the SUS, such as engaging professionals to
work in vulnerable areas; investing in improve-
ments to PHC facility infrastructure; curricu-
lar changes in medical training; rearrangement
of medicine courses towards areas with fewer
doctors; and the provision that 30% of medical
internship should be taken in Primary Health
Care and in Prompt and Emergency Care ser-
vices. The PMM incorporated 37.5% of the rec-
ommendations made by the WHO. Some of the
recommendations that were not included were
already in place in the SUS, such as the National
Retention Grant Programme and the inclusion
of different categories of health workers (Family
Health Strategy).

Compulsory medical service may also be con-
sidered an innovative feature of the PMM and an
important measure for improving the quantity
and distribution of doctors in Brazil. However,
it is important to take steps so that compulso-
ry service does not cause medicine graduates to
come to see the SUS as a kind of punishment.
Ongoing curricular changes in medicine courses
are also an innovation, because these, of all the
measures, can come to be the most effective in
the long term, because they are designed to alter
the professional profile of doctors trained in Bra-
zil, which can bring change to the current model
of care.

Even with all the advances introduced by the
PMM, the programme could have been more
daring and innovative, by giving greater promi-
nence in the law to issues involved in providing
health workers specifically for rural and remote
areas. In addition, it could have given greater at-
tention to the WHO recommendations on per-
sonal and professional support, which a number
of authors stress are important and require little
financial investment, besides indirectly influenc-
ing health professionals’ decision to stay on at
their location, thus bringing long-term, low-cost
benefits, which make them useful measures giv-
en the current scarcity of resources faced by the
SUS.
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