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Abstract

This study aims to analyze whether the process by which policies for human 
resources for health that aim to improve the geographic distribution of physi-
cians have been informed by scientific evidence in Brazil and Portugal. This 
was a multiple case study on a decision-making process for human resources 
for health in Brazil and Portugal. The respective case studies were based on 
Brazil’s More Doctors Program (Programa Mais Médicos – PMM) and 
Portugal’s strategy of hiring foreign physicians through bilateral agreements, 
to work in the country’s National Health Service (SNS). We interviewed 27 
key actors in the policy-making process on the following topics: factors that 
influenced the policy decisions, actors that were expected to win or lose from 
the policy, and the scientific evidence and available data used in the policy-
making, among others. The most evident factors appearing in the interviews 
as having influenced the PMM were: institutions; external factors (Presiden-
tial elections); group interests (e.g. physicians’ professional associations), gov-
ernments (Brazil and Cuba), international organizations, and civil society; 
and ideas (scientific evidence). The most frequently cited factors in Portugal 
were: institutions and interests of government (from Portugal and the coun-
tries involved in the bilateral agreements), civil society, and groups (physi-
cians’ professional associations). Contrary to the case study in Brazil, where 
the evidence was reported to having played an important role in the policy 
decisions, in Portugal, scientific evidence was not identified as contributing to 
the specific policy process.

Health Manpower; Public Health Policy; Policy Making; Medically  
Underserved Area; Health Services Accessibility
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Introduction

Health policy-making informed by the best available scientific evidence helps policy-makers make 
more assertive decisions 1. It is characterized by transparent assessment of the relevant research, 
aimed at guaranteeing that others can determine which evidence was used appropriately 1. The 
potential advantages are: better structuring of policy-making rather than sole determination by the 
main actors 2,3; helping the public at large and decision-makers understand a problem and choose the 
most appropriate policy alternatives; achieving greater transparency in the use of public funds; and 
reducing or avoiding the risk of the policy’s failure 3. Meanwhile, failure to use evidence can lead to 
underutilization of effective interventions, incorrect use of adequate interventions, and excessive use 
of unproven interventions 4,5. This scenario can create serious consequences for users of services, 
such as jeopardizing access to adequate healthcare, increasing health inequalities 1, and inefficient use 
of limited resources for healthcare provision 6.

Despite progress in the last 20 years in the use of evidence, not all the lessons learned in policies 
related to clinical practice can necessarily be applied to other areas. Some review studies have exam-
ined the factors that hinder (vs. facilitate) the use of scientific evidence for informing policy decisions 
in legislative and administrative areas in the health sector 7,8. Few studies have examined the use of 
scientific evidence in the policy-making process in a context of competing influences 9. The use of 
evidence in policy-making could be improved if researchers knew the competing influences in the 
political process, formed partnerships with the decision-makers, questioned the incentives from 
research institutions, and engaged in the public debate on the research problems 9.

This study aims to analyze whether the policy decisions for human resources for health that aim 
to improve the geographic distribution of physicians have been informed by scientific evidence in 
Brazil and Portugal. More specifically, the study aims to identify and analyze the factors that influence 
policy-making for human resources for health that aim to improve the geographic distribution of 
physicians, the efforts to use evidence in these policy decisions, and strategies used to improve human 
resources for health policies, informed by scientific evidence.

Method

This is a multiple case study on the policy-making process for human resources for health in Bra-
zil and Portugal, developed in three phases: (I) and (II) analysis of the political contexts for human 
resources for health in the two countries 10,11 and (III) the focus of this article, analysis of the policy-
making process and the factors that influenced it, from the perspective of the respective actors.

The policies were selected because they have the same objective of reducing the asymmetrical 
distribution of physicians in areas with unmet needs for health services (rural, remote, and/or poor 
areas) and because they are implemented mainly in primary healthcare (PHC) (Table 1).

Data collection and sampling

From November 2015 to April 2016, face-to-face semi-structured interviews were conducted by the 
first author with key actors in the policy-making process for the target policies. A total of 27 actors 
were interviewed out of 35 requests that were sent (“snowball approach”), after a maximum of three 
attempts at contacts, so 8 actors were not interviewed (6 Brazilians and 2 Portuguese). The inter-
viewed actors belonged to one of the three groups in Table 2.

A semi-structured questionnaire was used with the following topics: the policy’s history, factors 
that influenced the policy-making, actors who were expected to gain or lose with the implementation, 
scientific evidence and available data used for the policy-making, and mechanisms promoted by the 
Ministry of Health to facilitate the use of and access to research results. Interviews focused on the 
interviewees’ personal perceptions and experiences in the policy process and do not express the views 
of the institution or the position occupied by the actor.
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Table 1

Description of policy strategies that were analyzed for the case studies in Brazil and Portugal.

Strategies analyzed (country) Description of strategies

I. More Doctors Program (Brazil) Launched in July 2013 through Executive Order 621 and regulated by Law 
12,871 of October 22, 2013, which established the program as a state 

policy. The purpose is to train physicians and deploy them in communities 
and areas with a shortage or lack of physicians. To achieve its objectives, 

the program was structured in three main lines of action: 
- Upgrading of the primary care structure: improvement in the 

infrastructure of the Healthcare Network (RAS), with a focus on primary 
care units; 

- Emergency provision, entitled “More Doctors for Brazil Project” (PMMB), 
working with emergency provision of physicians in vulnerable areas. The 

physicians are recruited individually, from Brazil and other countries (with 
more physicians per thousand inhabitants than Brazil), and through a 
bilateral agreement with the Cuban government 34. Participants in the 

program receive a monthly stipend and relocation allowance, higher for 
participants deployed to the remotest areas; and 

- Medical training: changes in undergraduate medical education and 
specialist training 35.

II. Hiring of foreign doctors through bilateral agreements (Portugal) Formulated to respond to the shortage of family physicians in Portugal, 
especially in needy areas. The first bilateral agreement began in 2008 

and was signed by the governments of Portugal and Uruguay, hiring 15 
physicians to work in the National Institute for Emergency Medical Care 

(INEM). In 2009, an agreement was signed with Cuba, renewed in 2012 and 
2014, including some 200 physicians, specifically to work in health centers 

in the Algarve, Alentejo, and Lisbon/Tagus Valley (LVT). In 2011, bilateral 
agreements were signed with Colombia (120 physicians) and Costa Rica 
(12 physicians). All the foreign doctors hired in this arrangement began 

the selection process in their own countries. The Porto School of Medicine 
(FMP) conducted written exams with the applicants. Before coming 
to Portugal, the selected physicians took a course in the Portuguese 

language. After validation of their diplomas by the FMP and an exam in 
Portuguese, they registered with the Portuguese National Medical Board. 

A brief training course was organized, covering the National Health Service 
(SNS), and there was a two-week period for adaptation to the service.

Analysis of the interviews

The interviews were recorded and transcribed. The analysis of the collected data used the 3Is (Inter-
ests, Ideas, and Institutions) conceptual framework, including External Factors (3Is+E) (Figure 1).

The framework is based on three factors that the political science literature uses to explain the 
public policy development process 12,13. The principle is that the policy’s development and choices 
can be influenced by the actors’ interests and ideas and the institutions’ configuration 12,13 (Table 3).

The thematic data analysis occurred deductively through predetermined categories and subcat-
egories proposed in the conceptual framework and inductively with subcategories that emerged from 
the reading of the transcribed interviews.
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Table 2

Grupos dos atores entrevistados no Brasil e em Portugal.

Groups of actors interviewed Brazil Portugal

Policy-makers (PM) at the central level and Ministry of Health staff involved in the policies 4 actors (3 PM and 
1 staff)

8 actors (7 PM and 
1 staff)

Researchers cited by policy-makers or referenced in the relevant documents 5 3

Interest groups: other actors, from international organizations (IO), medical associations (MA), 
councils, e.g., Federal Board of Medicine, National Council of State Health Secretaries (CS)

5 actors (2 IO,  
1 MA, 2 CS)

2 MA

Figure 1

Conceptual framework: 3Is (Interests, Ideas, and Institutions) + External Factors (3Is+E).

Source: adapted from Lavis  et al. 12.

Interests

Ideas

Institutions

External

Factors

• Policy network

• Policy legacy

• Government structure

• Political changes

• Media

• Groups

• Individual

• Civil society

• Scientific evidence

• Values

• Personal experience

Ethical aspects

The study was approved by the Institutional Review Board of the Institute of Social Medicine of the 
State University of Rio de Janeiro, Brazil (CAAE:49733215.4.0000.5260) and the Ethics Council of the 
Institute of Hygiene and Tropical Medicine of the New University of Lisbon, Portugal.

Results and discussion

The results are organized in subsections with the research objectives in order to allow comparisons.
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Table 3

Factors that influenced the public policies.

Factors Comments

Institutions Institutions refer to the formal and informal rules, norms, precedents, and organizational factors that structure the 
policy behavior 12. The Institutions factor consists of various sub-factors, including the policy legacy, or the attributes 

of previous policies that can shape the policy process through the creation of incentives and giving some actors access 
to more or fewer resources in comparison to others; and the government structure and characteristics of the policy-
making process (e.g., response time to a problem and level of approval required for a policy in a given country) that 

can structure policy behavior 13,36.

Interests Interests relate to the various stakeholders’ agendas – social groups, public employees, elected officials, researchers, 
and policy advocates 12,13. The  Interests factor (various stakeholders’ agendas) refers to the desire to influence the 

policy-making process to achieve their ends, in order to push or prevent the development of policy choices 12,13. This 
factor expresses the political actors’ perceptions concerning the winners and losers from the outcome of a given 

policy, and the extent of their gain or loss 12,13.

Ideas Ideas can influence how actors define the problem and how they perceive the different policy options as effective, 
feasible, and acceptable. This factor includes research and other types of information and the values of the policy-

makers, policy advisors, and other stakeholders 12,13.

External Factors The framework also considers External Factors, which can provide opportunities to introduce  
changes in a policy process 12,13.

Factors that influenced the policy decisions for the strategies in Brazil and Portugal

The factors that appeared most often in the interviews as having influenced the More Doctors Pro-
gram (PMM, in Portuguese) were (Ia) Institutions, with the subcategories referring to government 
structure and policy legacy; (Ib) External Factors (Presidential elections); (Ic) group Interests (mayors 
and medical associations), governments (Brazil and Cuba), international organization (Pan American 
Health Organization – PAHO) and civil society; and Ideas (scientific evidence). The most frequently 
cited factors in the interviews in Portugal were (IIa) Institutions, policy legacies, and government 
structure and (IIb) Interests of governments (the Portuguese government and those of countries 
involved in the bilateral agreements), civil society and groups (medical associations). See Table 4 for 
examples of quotes by the interviewees.

• Ia – Institutional factors in the PMM (Brazil)

In relation to government structure, policy-makers reported that the internal difficulties in the Minis-
try of Health, bureaucratic issues, and centralization of the policy process and program deployment in 
a country the size of Brazil all hindered the policy process (BR_PM1). According to the policy-makers, 
the Ministry of Health played the role of designing, coordinating, and implementing the PMM and 
leading the changes in the physicians’ training process, together with the Ministry of Education and 
the Office of the Chief of Staff. The process also involved the Brazilian Ministry of Foreign Relations, 
Ministry of Defense, Internal Revenue Service, Federal Police, Ministry of Labor and Employment, 
and Bank of Brazil (BR_Staff/BR_PM1). The Ministry of Health’s role in providing the guidelines 
and policy decisions was challenged by interviewees in the interest group, according to whom the 
Ministry of Health, with the PMM, began to adopt an operational role, contradicting the organization 
of the Brazilian Unified National Health System (SUS) and indicating a possible re-centralization of 
healthcare activities (BR_CS1).

According to the policy-makers, policy legacies gave impetus to and shaped the policy process 
and also mitigated the difficulties. The process drew on a principle from Article 200 of Brazil’s 1988 
Federal Constitution, according to which the SUS has the mandate to organize human resources for 
health training. This mandate provided the basis for the additional interventions in the training and 
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Table 4

Examples of quotes concerning factors and sub-factors in the policies.

Strategy Factor Sub-factors Citation

PMM Institutions Government 
structure – 

bureaucracy and 
centralization of 

the process

“The Ministry da Health is tough, it’s a heavy bureaucracy, it’s a difficult process, it’s a country with 
a lot of rules, with a lot of difficulties, with a lot of situations. It’s obvious that in Brazil and in the 

Ministry, a centralized process in a country this size is not an easy operation” (BR_PM1). 
“In the Ministry of Health in recent years there has been a misguided re-centralization of health 
activities. The Ministry moved from a normative and policy-making role to a more operational 
role, and with highly vertical action in the local and state territories. I think this is critical, I this 
contradicts the framework of the Brazilian Unified National Health System (SUS)...” (BR_CS1).

Institutions Policy legacies 
– constitutional 

principle and 
previous programs

“And at the same time we also reclaimed the Constitutional principle, where Article 200 of the 
[1988] Federal Constitution states that it’s the prerogative of the SUS to organize human resources 

training, so it provided the basis for the need, not only for programs, for example, to attract [health] 
professionals to a given location, but also to think of training, to think of continuing education, to 

think of various dimensions” (BR_PM2). 
“We have the understanding, for example, that it would not have been feasible to implement the 

PMM so quickly, or that in 9 months there would already be 14,000 physicians participating in the 
program, if it were not for the experience we already had with PROVAB. So this experience in the 

Ministry of Health to issue a national call for physicians, to allocate physicians in localities, to make 
the payments to these physicians, to supervise these physicians, and to monitor the development of 

the activities” (BR_PM2).

External 
Factors

Presidential 
elections

“...based on all the existing evidences, it was apparent that the main problem was the government’s 
need in the pre-election stage to have a star program, a program known in the health area (...) It 
was very attuned with the election calendar, which makes sense, since a lot of things happen for 

political reasons, and this case had a strong political relationship” (BR_IO).

Interests Actors that gained – 
governments (Cuba 
and Brazil), mayors 

of municipalities 
served by the PMM, 

civil society, and 
PAHO

“...the President [Dilma Rousseff] wanted to guarantee the program, there was the population 
demanding more access [to healthcare] in the demonstrations, so there was this window of 

opportunity, the mayors were demanding, the President was supporting, and Brazil had the funds” 
(BR_Staff). 

“Referring to the demonstrations, ‘...that accelerated, made the President turn to us and say, that 
proposal you were developing, is it ready, or isn’t it ready?’. It’s ready. So let’s launch it” (BR_PM3). 
“One actor that gained a lot was PAHO, which got 50 million dollars and a lot of relevance with the 

[Brazilian] government” (BR_IO).

Interests Potential loser with 
the program – the 
medical profession

“I think nobody lost, I don’t see it. I noticed that the Brazilian Association of Physicians and the 
Federal Board of Medicine initially mounted strong opposition (...) but later they realized that these 

doctors were forbidden from working outside of this program, so they weren’t going to be, and never 
would have been a source of competition (...) I think the program proved that there was something 

to gain for everybody” (BR_IO).

Ideas Scientific evidence 
– use in the policy 

process

“Since 2011 when I’ve been in the Ministry, we use a lot of evidence to make decisions. For example, 
for us to discuss the PNAB, the President herself asked for scientific articles. She turned and said, 
look, I want some articles that show how the PNAB worked, is it really family health? What’s the 

impact? What is the best way to invest money in primary care?...” (BR_PM3). 
“...in mid-May 2013, the President convened a meeting with the medical associations, to hear 
these organizations about the problem the mayors were raising insistently, and to hear these 

organizations about the alternatives they saw (...) So they created channels to discuss the issue. The 
issue was the difficulty in acting as channels with proposals, because it was not about opening new 

medical schools, because it was not about brining doctors from other countries...” (BR_PM2). 
“One would say, there’s a shortage of doctors, the other would say there are doctors, but they’re 

poorly distributed. That actually both things are true, but one emphasized one thing and the other 
emphasized the other (...) But it all fell on deaf ears, it wasn’t a discussion. The Administration had 
already made the firm decision to bring doctors from Cuba, much earlier, at least a year before (...) 
And [medical associations] all over the world take the position against importing physicians from 

other countries” (BR_IO1).

(continues)
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Table 4 (continued)

Strategy Factor Sub-factors Citation

Ideas Scientific evidence 
– mechanisms to 

promote the use of 
scientific evidence

“These data served as backing, they had already been used before independently, I mean this feeling, 
this evidence already existed. So the policy was backed by this evidence that already existed, to be 

implemented (...) The studies were financed by the Ministry of Health and by the Observatory, in our 
case, and via PAHO” (BR_P4). 

“So the mechanisms varied. When we want something more quickly and the collaborator can 
present interim results, precisely to shed light and produce evidence for the policy, we usually fund 

directly. Because if we use a bidding process, the research may start today and it’s two or three years 
before you have any findings. And then the guy is going to write the article, and he doesn’t release 

[the findings] before the article. By the time the article is published, you’re no longer in office. When 
we want to do [the policy] to feed the decision-making process, we fund directly” (BR_PM3).

Ideas Scientific evidence 
– reasons for use

“The second report was very interesting because it was used both by the CFM and the medical 
associations to prove that there was no shortage of physicians in Brazil and to say, ‘Look how 
unevenly physicians are distributed, how there’s a shortage of physicians.’ So if you look at the 

medical demographics, they serve as the basis for the position by the medical associations, against 
More Doctors, and it’s part of the PowerPoints and publicity materials, saying that the medical 
demographics prove, even give evidence, that there’s a shortage of physicians and that they’re 

needed. (...) So aspects that may be negative for one or the other political purpose are selected from 
the production and the scientific evidence” (BR_P1). 

“I think he promotes, like every policy-maker promotes. In principle the policy-maker does not decide 
on the basis of scientific evidence, he decides as a function of political pressure or the political 

demand that’s out there. Later he fine-tunes the response based on the scientific evidence, but this 
issue is triggered more by the perception, sometimes rather diffuse, of a certain reality, which is 

adjusted later by the evidence” (BR_P2).

Bilateral 
agreements

Institutions Policy legacies – 
past experience 
with the bilateral 

agreement

“According to estimates in 2008, it would take us approximately 7 to 10 years to have enough 
physicians for every Portuguese citizen to have a family doctor. This was especially difficult in 

some regions of the country where [physicians] didn’t want to go. And because there was already 
some international experience with this. Because in 2006, when I needed physicians to work only 
in medical emergency departments (...) I couldn’t get them in Portugal. Because in Portugal, in the 
physicians’ market, the supply and demand are turned around. (...) So there was an opportunity 
to sign an agreement with Uruguay to bring doctors to work in medical emergency departments” 

(PT_PM3).

Institutions Government 
structure – 

centralization 
of the decision-
making process

“...It was just me and two secretaries. So when I left there was nobody to deal with this. So I had to 
do everything, I hired the Camões Institute to teach Portuguese history. I hired Portuguese teachers… 

the entire policy was designed in the Ministry and thus with my work I answered directly to the 
Minister, so it was a lot easier, right?” (PT_PM3).

Interests Interests – 
political need and 
population’s need

“It was political, because any government administration wants to say it gave doctors to everybody. 
And there had to be alternatives, as I said, there were only two [either increasing the list of users 

per physicians or hiring foreign doctors] (...) because there weren’t enough physicians” (PT_PM3). 
“In 2008 we were faced with this, we had done what was strategically adequate to solve the shortage 

of physicians, but we had a shortage of physicians because the strategic measures were going to 
take a long time to take effect” (PT_PM2). 

“Portugal’s objective was always the same. What they gave the country had to be consistent with 
what the countries wanted or needed” (PT_F3).

Interests Certain resistance 
to the strategy – 

medical profession

“I couldn’t identify anyone that might lose (...) There’s always a little professional pressure, but I 
think everyone gained from this (...) And always based on an overall number, which is that Portugal 
has enough physicians by international comparison. Maybe it does. I’m not going to question that. 
Portugal may have [doctors] but there aren’t any in Odemira. I launched an admissions process, 

and nobody applied... I think my obligation as a policy-maker is to find a doctor that wants to go to 
Odemira” (PT_PM2).

(continues)
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Table 4 (continued)

Strategy Factor Sub-factors Citation

Ideas Scientific evidence 
– did not contribute 

to the policy 
process

“I don’t know what scientific evidence would be better than the absence of physicians interested in a 
place in a procedure that everybody knows? What could I do differently?” (PT_PM2). 

“From there, for us to base these policies on a sociological study, on a scientific study, I doubt that 
anybody will ever do one, and even generally speaking I think that policy-makers rarely base their 

decisions on scientific studies. I hate to say it...” (PT_EM1).

Ideas Scientific evidence 
– mechanisms to 

promote the use of 
scientific evidence 

(in shaping the 
policy agenda)

“I commissioned the study, by a geographer who was very interested in spatial planning, and was 
thus very familiar with the country’s spatial situation in terms of where the health services are, 

where the health centers are, the population densities and the shortages of physicians, she worked 
extensively with those data and was writing a lot about it at the time, and she was particularly well 

versed on the subject. And it was a way to obtain a study quickly…” (PT_ PM4).

Ideas Scientific evidence 
– reasons for use

“Policy-makers often understand scientific evidence from an instrumental perspective, that is, 
scientific evidence interests them to the extent that it corroborates a decision one has already made, 
and not exactly because it changes a decision just because it’s scientific evidence. Besides, many of 

these decisions are based on common sense and don’t require a lot of scientific evidence” (PT_EM1).

PAHO: Pan American Health Organization; PMM: More Doctors Program; PROVAB: Program for Valorization of Primary Care Professionals.

continuing education programs, namely expanding the areas of policy intervention used to act on the 
issue of distribution of physicians in the country (BR_PM2).

The policy-makers and interest group actors also emphasized the importance of programs that 
preceded the PMM and aimed to correct the uneven distribution of physicians. The Program for 
Territorial Decentralization of the SUS (PISUS) and Program for Territorial Decentralization of 
Healthcare Work (PITS) helped demonstrate that isolated interventions tend not to spawn long-term 
sustainability, and that multiple interventions in different policies are needed to achieve the objectives 
and sustainability. The experience with these programs was short-lived, involving a limited number of 
health professionals, and they failed to change crucial issues in the medical training process (BR_CS1/
BR_PM1/BR_PM2).

More recent programs strengthened the Ministry of Health’s institutional capacity, which proved 
essential for developing the conditions to design and implement the PMM. These previous experi-
ences allowed greater agility and scale for the implementation of the PMM (BR_PM2/BR_Staff).

• Ib – External Factors to the PMM (Brazil)

As for External Factors, nearly all of the interest group actors mentioned the Presidential election as a 
factor that influenced the PMM, citing the need for a quick policy and program that could be identi-
fied as the Administration’s brand in the health area.

• Ic – The Interests factor in the PMM (Brazil)

According to the three groups of interviewees, the actors that gained the most with the program were: 
governments (Cuba and Brazil), mayors of the municipalities served by the PMM; civil society, and 
PAHO. The Brazilian medical profession was identified as a potential loser.

According to the policy-makers, the initial milestone of the PMM took place when a new Minister 
of Health took office: in his first few months in office in 2011, he organized a national seminar in 
Brasília on the shortage, provision, and retention of health professionals in remote and more vulner-
able areas. In addition, the Multi-annual Plan and the National Primary Health Care Policy (PNAB), 
central pillars in the organization of the SUS, cited a shortage of physicians as one of the difficulties 
for upgrading and expanding primary healthcare, showing that this issue would be a priority on the 
health policy agenda at the time.
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According to the policy-makers, the PMM was a political decision by the President of Brazil, who 
in February 2012 mandated the Ministry of Health to design a program capable of increasing the 
supply and quality of physicians in PHC. The issue was discussed for a year and five months, dur-
ing which time information was gathered for organizing a diagnosis, proposing interventions, and 
identifying priority places for action. The possibility of cooperation with Cuba began to materialize 
in April 2013 (BR_Staff).

Also according to policy-makers, in early 2013 the Program for Valorization of Primary Care Pro-
fessionals (PROVAB) filled 3,500 vacancies, but the demand from local governments was for 13,000 
physicians. At the time, one of the factors cited in nearly all of the interviews (as one of the most 
important at the time), the National Coalition of Mayors (FNP), launched a campaign called “Where’s 
the Doctor?”. The FNP appreciated and drew on previous initiatives such as the Fund for Financing 
Students in Higher Education (FIES) and PROVAB, while emphasizing that more action was needed. 
To advocate for a solution to the problem, the mayors relied on non-systematic or unstructured evi-
dence (BR_PM1).

Most of the interviewees cited the protests by Brazilian civil society in June and July 2013, spear-
headed by the “20-Cents March” (against a fare hike in municipal buses), as catalysts for the policy 14. 
Health was a key issue on the national agenda, and the demands included quality improvement and 
expansion of access to services (BR_PM3). One of the actors in the interest group also identified this 
time as a window of opportunity for human resources for health policy in Brazil, which was subse-
quently confirmed (BR_CS1).

The Cuban government and PAHO were also identified as winners in the program’s policy-mak-
ing. According to the interest group actors, the program was initially conceived as a political agree-
ment between the government of Cuba and the government of Brazil with participation by PAHO, 
with specific characteristics of economic cooperation (BR_IO). There was an increase in PAHO’s 
relevance in the organization’s interaction with the Brazilian government (BR_IO).

Finally, interviewees showed some reluctance in identifying the actors that stood to lose from 
the program’s policy. The policy-makers stated that up to a certain point the medical associations, 
especially the National Federation of Physicians, Brazilian Medical Association, and Federal Board 
of Medicine (CFM), supported initiatives like PROVAB. Still, although the policy-makers and some 
interest group actors did not see the program as harmful to Brazilian physicians’ employability or 
income (referring to the emergency component of hiring foreign physicians), as perceived by these 
actors, the medical associations as a whole proved resistant and fearful that they might lose from the 
implementation of the PMM (BR_PM1). One interest group actor also identified an unexpected final 
gain for Brazilian physicians, who wanted the PMM physicians to cover unserved areas of the country 
(BR_IO).

Lobbying by medical associations against the PMM led to a change. The policy’s initial ver-
sion included the “second cycle in medicine”, which consisted of extending the course of medicine 
for two more years to include an internship in PHC. In the face of the resistance, this intervention  
was changed.

• IIa – Institutional factors in the bilateral agreements (Portugal)

As an institutional factor (policy legacies), the past experience with the bilateral agreement with the 
Uruguayan government for provision of emergency medical services was cited as a factor that influ-
enced subsequent policy decisions. The possibility of this agreement was identified by the exchange 
of experiences between health policy-makers from both governments in an Ibero-American meeting, 
and the policy-making process began in 2005 and 2006, while the policy was implemented in 2008. 
Portugal’s part of the agreement was to train physicians and nurses in liver transplantation during a 
year at the Curry Cabral Hospital in Lisbon and to provide support by the Portuguese team in the first 
liver transplants performed in Uruguay. Based on this experience, in 2008 the Portuguese govern-
ment commissioned a plan for hiring foreign physicians, to be designed by the person responsible for 
executing the bilateral agreement with the government of Uruguay (PT_PM3/PT_PM4).
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Another facilitating factor cited by a policy-maker (from government) was the fact that the process 
was developed in the Ministry of Health and concentrated in a single policy-maker with direct access 
to the Minister (PT_PM3).

• IIb – The Interest factor in the bilateral agreements (Portugal)

According to the interviewees, the actors that gained the most with the bilateral agreements were 
the governments and civil society. A potential “loser” that was identified was the medical profession, 
represented by the medical associations.

In relation to the interest factor, the policy process was identified by policy-makers as indispens-
able as a political need and the population’s need (PT_PM3). As for the population’s need, there was 
a large share of the Portuguese population without designated family physicians, which hindered the 
development of a reform program in PHC. Various isolated and ad hoc strategies were employed to 
deal with this problem, such as the implementation of a 25% quota for places in medical residency for 
family physicians. According to the policy-makers interviewed in this study, these strategies failed to 
produce an adequate short-term response, which required an intervention that would have obtained 
a “more immediate” response than training physicians (PT_PM2). But according to the interested 
actors, the bilateral agreements did not involve a significant number of physicians and were imple-
mented to solve isolated problems in regions like the Alentejo and Algarve (PT_EM1).

According to the policy-makers, the decision to hire physicians from Latin America was due to 
the impossibility of hiring physicians from European countries, which was Portugal’s original choice 
due to the diploma’s automatic validation. However, physicians’ salaries in some of these countries 
are at least as high as in Portugal, while the cost of living is lower (e.g., Poland), and other European 
countries with shortages of physicians, like England, Finland, Sweden, Norway, and Germany, offer 
more attractive conditions (PT_PM2).

All the bilateral agreements included a counterpart role for the government of Portugal, except 
for the agreement with Costa Rica, where the negotiation was done with the Medical Council, which 
did not require it. Cuba received financial compensation specifically as an amount paid to the Cuban 
government for physicians with experience in the Community of Portuguese-Speaking Countries 
(CPLP) to provide healthcare in Portugal for three years. In the case of Colombia, Portugal’s part was 
an agreement between universities by which students would conduct research projects and Master’s 
and PhD theses between Portugal and Colombia, in Portugal.

According to the policy-makers, the Order of Physicians showed some resistance to the strategy, 
although Portuguese physicians were identified as actors that did not stand to lose from the policy, 
since the bilateral agreements provided that the foreign doctors would work in the country for three 
years, after which they would return to their own countries. The argument employed in the political 
opposition to the government was that Portugal was not short on doctors, but that the doctors were 
poorly distributed. As indicated by one of the policy-makers, this rhetoric had prevented effective 
political action for years (PT_PM2).

Ideas factor

The problem of geographic distribution of physicians is not exclusive to Brazil and Portugal and has 
been the subject of hot debate by academia for at least ten years. Although a series of possible strate-
gies have been identified with greater or lesser strength of evidence 15,16,17, there is no single model 
that can be implemented by any country and guarantee a solution to the problem. It is thus necessary 
to understand the problem’s causes, the characteristics and needs of the country’s system and health 
professionals, in order to make the policy choice and the necessary adjustments in the selected set  
of strategies.

The use of scientific evidence in policy-making is a complex process, not always systematic or 
transparent, and influenced by numerous factors, since decision-making is not an exclusively tech-
nical process, but is also inherently social 1,12. The complexity of this process, specifically that of 
policy-making for human resources for health, has increased in recent years due to the number of 
actors involved and the growth in scientific evidence, both in volume and complexity. As revealed by 
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the interviews, research is not the only factor that influences policy decisions, and we thus need to 
understand the policy-making process as a whole in order to understand the research needs and the 
moment in which it is possible to use the results.

When analyzing efforts to enhance the use of evidence in designing such strategies, we 
chose to examine the use of scientific evidence in the process and the moment in which it was  
used 18,19, its purpose 20,21, the approaches 22, and the strategies used to inform policy-making with 
scientific evidence.

• Ideas factor in the PMM (Brazil)

According to the interviewees, the scientific evidence from research results and other data from the 
CFM and Ministry of Health were used in the PMM to both inform and oppose the policy 23,24,25,26,27. 
As for the moment in which the evidence was used, the policy-makers reported that the use of 
domestic scientific evidence stemmed from the identification of the problem and its causes, from the 
needs for adjustments to strategies chosen for implementation, and more recently from the assess-
ment of the PMM. In addition, sources used to identify possible solutions included the international 
literature, systematic international reviews, and other studies of strategies used in different countries 
15,16,17. The interviewees also identified the exchange of experiences with policy-makers from other 
countries during meetings of the World Health Organization (WHO), on strategies used to correct 
the uneven distribution of physicians. According to one researcher, no other policy had generated as 
much investment as the PMM to assess such a program (BR_P2).

According to policy-makers and researchers, PMM spawned a debate between medical asso-
ciations and the Ministry of Health. According to the policy-makers, the medical associations used 
research results to oppose the PMM during the policy design and initial implementation stages 27. 
They also used the argument that the lack of incentives for physicians to work in these underserved 
areas was the main problem, not the shortage of physicians (BR_P4).

According to researchers and policy-makers, one of the approaches that promoted the use of sci-
entific evidence was the effort to collect evidence by users that turned to research to extract informa-
tion and thus make decisions. In other words, such efforts are appropriate in situations in which the 
potential users have identified a knowledge gap and seek a timely solution 22. According to the policy-
makers, researchers, and some interest group actors, another approach involved efforts at exchange, 
which occurs when producers or providers of research develop significant partnerships with a group 
of users who help them identify and answer relevant questions 22. The Secretariat of Labor Manage-
ment and Health Education (SGTES) of the Brazilian Ministry of Health has a relationship with a set 
of researchers from the Network of Observatories on Human Resources in Health in Brazil (Obser-
vaRH), who have produced a set of studies commissioned and/or financed by the Ministry of Health, 
and that served to inform the program’s policy-making (BR_P4).

According to policy-makers, a mechanism for streamlining the use of research results in the 
Ministry of Health was direct financing with the presentation of interim results by the researcher. 
According to the policy-maker, the traditional funding mechanism used by the Ministry of Health 
(call for projects) requires two to three years to produce results, plus the time for writing and publish-
ing the article (BR_PM3).

Concerning the purpose for using the scientific evidence, the main discussion in the field focuses 
on three types of use of research: instrumental, conceptual, and symbolic 8,20. In the specific case of the 
PMM, there is no consensus among the stakeholders concerning the purpose for the use of evidence 
generated by research, varying from conceptual use, which involves a more generic and indirect use 
of the evidence, instrumental use, with specific and direct application of the results, and symbolic 
use, in which the research is used to validate and support decisions that have already been made, for  
other reasons 20,28.

Some interest group actors and researchers questioned whether the evidence had been used 
adequately in the case of the PMM. For example, one researcher mentioned that the report on medi-
cal demographics 27 had been used both by medical associations contrary to the PMM, to contend 
that there was no shortage of physicians in Brazil, and by policy-makers, to support the claim that 
there was a shortage of physicians. Interviewees from the group of researchers and stakeholders in the 
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PMM asked whether the abnormal and disproportional volume of investments in research, compared 
to other components of the health system, was really meant to validate the PMM (BR_P1).

Finally, two determinants were identified that facilitate the use of evidence, namely the acknowl-
edgment of the importance of using evidence in policy-making by the stakeholders, including the 
policy-makers, and the characteristic of the policy-making process in Brazil, which includes forums 
for discussions.

The majority of the interviewees acknowledged the importance of: (1) use of research evidence 
in all phases of the policy process in Brazil and (2) an organizational culture for the use of such evi-
dence. One of the policy-makers stated that evidence from both domestic and international research 
is used to shed light on policy debates, a position taken by the Office of the President, Office of the 
Chief of Staff, and the Ministry of Health (BR_PM3). However, some researchers interviewed in this 
study admitted that evidence is not the only factor that influences policy-making, and that it may 
not be the “priority” among competing factors. Meanwhile, evidence is used to enhance the response 
to a problem that was initially influenced by other factors such as political pressures and demands  
(BR_P2).

According to the policy-makers, there were various forums for discussion of the possible solutions 
to the problem of physician distribution in Brazil, such as the National Health Council (CNS). The 
discussions in these forums on the PMM lasted approximately four months, before the program’s 
implementation in July 2013 and during the process leading up to the Executive Order (BR_PM2).

According to the interest groups, these dialogues took place quickly and when the possible inter-
ventions were already being presented, rather than merely during the policy design. This stage 
involved technical discussion with divergent information among the actors. Based on data and stud-
ies, members of the government administration pointed to a lack of physicians in the target munici-
palities (counties), while the medical associations also drew on commissioned studies to contend that 
the problem was not the number of physicians but their distribution, and that the problem thus called 
for improving the career plan system for physicians (BR_IO1).

In a policy decision, even among specialists, there may be diverging opinions on the meaning, 
interpretation, and perception of sufficiency of evidence for making the decision, or even for its use 
to defend different policy solutions to a problem. In this scenario, some stakeholder groups, like spe-
cialists, can wield power and influence the type of evidence that will be used, as well as the purpose 
and moment of its use 29. According to one researcher, the use of scientific evidence by renowned 
Brazilian institutes can lend a kind of power to policy-makers, a sort of power perhaps created by the 
“issue of scientificity”, based on the researcher’s impartiality. Thus, the empowerment of citizens and 
other actors in the use of scientific evidence to advocate for a strategy and participation in the policy 
debate can help reduce the incorrect use of such evidence (BR_P3).

• Ideas factor in the bilateral agreements (Portugal)

Scientific evidence did not contribute to the policy decisions on the strategy for hiring foreign physi-
cians in Portugal. According to the policy-makers, the policy decisions for this strategy drew on an 
exchange of experiences with policy-makers from other countries (PT_PM2).

Scientific evidence played a role in introducing the problem on the government agenda, helping 
identify the problem and thus raising the need to design a policy for the strategy through a descriptive 
study 30 and a prospective quantitative study on the need for physicians 31. These studies were com-
missioned directly to the researchers by the Ministry of Health 31 and Ministry of Education 30. Other 
types of evidence like technical reports with information taken from databases prepared by technical 
groups from the Ministry of Health were also used (PT_PM4).

The approach to promote the use of scientific evidence in shaping the agenda (inclusion of the 
physician distribution issue) was the effort to collect evidence by the user, the same mechanism used 
in Brazil. Direct financing was identified in Portugal as the way to streamline the process of using 
research results in the Ministry of Health (PT_ PM4).

The bilateral agreements in Portugal sparked a debate, and the medical associations were opposed 
to them, citing research results during the implementation phase 32. The Portuguese medical asso-
ciations used the same argument as their Brazilian colleagues, namely that the lack of incentives for 
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physicians to work in underserved areas was the main problem, and not a shortage of physicians 
(PT_EM1).

The majority of the interviewees acknowledged the potential for use of research in the initial 
phase of the policy decision-making process (shaping the policy agenda). In addition, some stake-
holders questioned whether scientific evidence could really be used adequately, or only to support a 
decision already made (symbolic).

Thus, the low priority assigned by the main source of financial support (the national research 
funding agency) to research in health services or human resources for health 33 and thus the limited 
number of studies in the area, besides the lack of recognition by the actors concerning the importance 
of using evidence in other phases of the policy, may have been reflected in the use of research centered 
on the identification of the problem for designing the bilateral agreements in Portugal.

The study presents some limitations that are inherent to the case study method, like the impos-
sibility of extrapolating the findings to another context (external validity). To ensure the findings’ 
credibility (internal validity), the methodological steps were followed rigorously: a tested interview 
questionnaire and triangulation of data sources used different data collection procedures for analysis 
of the context 10,11. Finally, the inferences were based on scientific evidence prior to the current study.

Final remarks

The factors most frequently identified in the PMM as influencing the policy process and competing 
with the ideas (scientific evidence) were the institutions (government structure and policy legacy), 
external factors (Presidential elections), and various stakeholders’ interests. In the bilateral agree-
ments in Portugal, the interviewees reported that the process had been influenced predominantly 
by interests and institutions (centralization of the process), with a limited role for evidence in the 
problem’s inclusion on the policy agenda.

Contrary to the findings in the case study in Brazil, where evidence played an important role in 
the policy, in Portugal the scientific evidence produced by research was not identified as having con-
tributed to the human resources policy. The study identified different determinants in the restriction 
of the role of evidence in the policy process for hiring foreign physicians in the bilateral agreements 
and the use of evidence in the policy process for the PMM.

On the one hand, the characteristic of the policy-making process in the country – the policy 
process in Portugal was concentrated in a few actors; and in the case of Brazil, the process involved a 
variety of actors, including the Ministry of Health, the Office of the Chief of Staff, and the Ministry of 
Education, and also forums for discussions inherent to the characteristic of the policy process in the 
country. On the other hand, the organizational culture for the use of evidence – in Brazil, evidence 
was included in the policy process with some instruments, especially the research agenda and with 
strategies like the ObservaRH. No institutional mechanisms were identified in Portugal that pro-
moted the use of evidence in this human resources for health policy process.

In both countries, the study identified the need for interventions and policies that contemplate all 
areas of the health labor market and include measures that affect other sectors in addition to health. 
The potential reinforcement of the use of scientific evidence in policy-making could be achieved 
with investment in forums for discussion and platforms for interaction between researchers, policy-
makers, and other users of research results and an increase in support for research through financing 
and mechanisms for the establishment of political priorities.

Future studies are important for evaluating the strategies implemented in these two countries, 
to analyze the drain of health professionals through emigration and the flow from the public to the 
private healthcare sector or to other sectors, besides dual employment, to produce a more accurate 
diagnosis of the distribution of physicians between levels of care, to explore the organizational culture 
for use of evidence by analyzing beliefs and attitudes, to analyze the work by knowledge-brokering 
organizations, using other policies, and to produce more studies on the factors that lead physicians to 
migrate or to work in underserved regions.
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Resumo

O estudo objetiva analisar o processo em que as 
políticas de recursos humanos em saúde (RHS), 
que visam melhorar a distribuição geográfica dos 
médicos, são (ou não) informadas por evidência 
científica no Brasil e em Portugal. Foi realizado 
um estudo de caso-múltiplo sobre o processo de de-
cisão das políticas de RHS no Brasil e em Portugal. 
Para compor os estudos de caso, as políticas esco-
lhidas foram o Programa Mais Médicos (PMM) e 
a estratégia de contratação de médicos estrangeiros 
por acordos bilaterais para o trabalho no Serviço 
Nacional de Saúde (SNS) português. Foram entre-
vistados 27 atores-chave no processo de formula-
ção das políticas em análise nos seguintes tópicos: 
fatores que influenciaram a formulação, atores 
que eram esperados ganhar ou perder, evidências 
científicas e os dados disponíveis utilizados para 
a formulação, entre outros. Os fatores mais evi-
dentes identificados nas entrevistas como sendo 
influenciadores do PMM foram: Instituições; Fa-
tores Externos (eleições presidenciais); Interesses 
de grupos (por exemplo, associações de profissio-
nais médicos), governos (brasileiro e cubano), or-
ganização internacional e sociedade civil; e Ideias 
(evidência científica). Os fatores mais listados em 
Portugal foram: Instituições e Interesses dos gover-
nos (português e envolvidos nos acordos bilaterais), 
sociedade civil e grupos (associações de profissio-
nais médicos). Ao contrário do que se verificou no 
estudo de caso do Brasil, em que reconhecidamente 
a evidência teve um papel importante na formula-
ção da política em análise, em Portugal a evidên-
cia científica não foi identificada como contributo 
para a formulação da intervenção em estudo.

Recursos Humanos em Saúde; Políticas Públicas 
de Saúde; Formulação de Políticas; Área Carente 
de Assistência Médica; Acesso aos Serviços  
de Saúde

Resumen

El estudio tiene por objetivo analizar el proce-
so en el que las políticas de recursos humanos en 
salud (RHS), que tienen como fin la mejora de la 
distribución geográfica de los médicos, son (o no) 
informadas por evidencias científicas en Brasil y 
en Portugal. Se trata de un estudio de caso-múl-
tiple sobre el proceso de decisión de las políticas 
de RHS en Brasil y en Portugal. Para configurar 
los estudios de caso, las políticas elegidas fueron 
el Programa Más Médicos (PMM) y la estrategia 
de contratación de médicos extranjeros mediante 
acuerdos bilaterales para el trabajo en el Servicio 
Nacional de Salud (SNS) portugués. Se entrevis-
taron a 27 actores-clave en el proceso de formula-
ción de las políticas en el análisis en los siguientes 
asuntos: factores que influenciaron la formula-
ción, actores que se esperaba ganar o perder, evi-
dencias científicas y datos disponibles utilizados 
para la formulación, entre otros. Los factores más 
evidentes, identificados en las entrevistas como de 
influencia en el PMM, fueron: instituciones; fac-
tores externos (elecciones presidenciales); intereses 
de grupos (por ejemplo, asociaciones de profesio-
nales médicos), gobiernos (brasileño y cubano), or-
ganización internacional y sociedad civil; e ideas 
(evidencia científica). Los factores más registrados 
en Portugal fueron: instituciones e intereses de los 
gobiernos (como el portugués y los involucrados en 
los acuerdos bilaterales), sociedad civil y grupos 
(asociaciones de profesionales médicos). Al contra-
rio de lo que se verificó en el estudio de caso de 
Brasil, donde se reconoció que la evidencia tuvo un 
papel importante en la formulación de la política 
en análisis, en Portugal la evidencia científica no 
fue identificada como una contribución para la 
formulación de la intervención en estudio.
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