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The objective of this research was to assess how the More Doctors Program has been implemented in 

rural areas and the contributions made by providing physicians to ensure comprehensive health care. A 

study was conducted in a predominantly rural city in the state of Pará, involving 42 interviews with 

health professionals and managers, council members and users. The interviews then underwent 

content analysis. The results suggest that there have been improvements in primary health care – such 

as a higher number of consultations and expanded access to the primary care services offered – that 

can be attributed to the presence of the physicians and the use of more equitable strategies. However, 

there are still challenges to be confronted in order to ensure comprehensive health care in rural areas, 

such as maintenance of the program and overcoming recurrent problems, such as: lack of drugs and 

tests; limitations in follow-up on patients referred to other services; and weaknesses in the health care 

network.  
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 Introduction 

 

 The right to health from the perspective of comprehensive care  
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Health is a right of all citizens, protected in the Federal Constitution of 1988, which 

must be fully and universally guaranteed. The Brazilian National Health System (SUS) was 

implemented in 1988, based on the principles of health reform, aimed at restructuring the 

health care model. The hegemony of the biomedical care model, which emphasizes 

individual and biological aspects, with care focused on the illness, was questioned.  

In contrast, the SUS advocates a comprehensive care model that takes into 

consideration the needs of the population in the planning of care activities. It also organizes 

the system with the objective of including promotion, prevention, treatment and recovery 

based on primary, secondary and tertiary care.  

Comprehensive care, which is one of the principles of the SUS, can be understood on 

the basis of two dimensions or levels of analysis. The first refers to organization of the 

health services network, where there is a need to guarantee coordinated prevention, 

promotion, protection and recovery activities, at both the individual and collective level, for 

all levels of complexity in the system.  

The second is in regard to the approach adopted in the relationship between actors 

(professionals and users) in terms of supply and demand for services, i.e., it is related to the 

care process and entails understanding individuals as whole persons, thus ensuring a 

biological, psychological and social approach1,2. 

Some authors broaden the concept of comprehensiveness and consider other aspects 

besides organization of services and understanding individuals, such as: attributes related to 

the political sphere; and guaranteeing fairness, with differentiated treatment for users in 

unequal situations; and care focused on individuals4.  

According to Ferreira5, the implementation of a comprehensive health system 

depends on the relationship between the principles of the SUS, such as universality, fairness, 

and guaranteed access. Universality is expressed in the idea that the state must provide care 

for the entire population.  

As in the case of comprehensiveness, access has also been a subject of debate. It 

could be limited to the supply of health services to the population, or could also encompass 

utilization and quality of service in the care process. It could also examine whether the 
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responses provided by the service meet the needs of the population, based on time, space 

and distance6. 

Donabedian considers two aspects in the definition of accessibility: one is socio-

organizational and the other is geographic7. The first has to do with variables that influence 

access to health, such as social, cultural, educational and economic conditions. The second 

involves the distance between the services provided and users. Therefore, it not only 

includes availability of resources, but also characteristics of services and resources, which 

can strengthen or limit access to the network by users8.   

In relation to fairness, it can be understood from a horizontal perspective, with equal 

treatment for individuals in equal situations, as well as from a vertical point of view, defined 

as differentiated treatment among individuals in unequal situations7. The principle of 

fairness is based on the idea of social justice, with the goal of reducing social differences, 

through differentiated care for different needs9.  

 

 Characteristics of health care in rural areas  

 

According to the National Primary Care Policy, primary care is the gateway to the 

health care process10. However, unequal access to primary health care in rural areas is 

intensified by various access barriers related to geographical, economic, cultural and 

organizational issues11-13. 

The rural population depends almost exclusively on the SUS for its health care. Due 

to the geographic location of primary healthcare units and economic and transportation 

barriers for getting to them, rural residents generally look for health services closer to their 

homes. This results in people going more often to the health unit located in the actual rural 

area where they live. Going to the center of the city for care generally occurs when health 

professionals are lacking in the primary healthcare unit or because of the need for 

specialized care.   

A number of studies have pointed out difficulties in recruiting and retaining 

professionals in rural areas, in addition to high turnover in family health teams14-16. There 

are various factors related to the shortage of human resources in these regions, particularly 
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geographic location, since these areas are distant from major centers and are often hard to 

reach.  

Rural inhabitants account for 18.75% of the total population of Brazil, i.e., around 

29.9 million people residing in approximately 8.1 million households, with 46.7% living on 

the extreme poverty line17. There is a tendency in rural areas for the population to seek 

health primarily in cases of illness and not for routine testing or prevention. The data shows 

the characteristics of this population and the central role played by the SUS, due to the fact 

that the rates of health plan coverage among rural residents is lower than those for 

individuals living in urban areas18.  

Due to unequal access to health services by rural dwellers, the federal government 

implemented the National Policy of Comprehensive Health for the Population in Rural and 

Forest Regions in 2013, aimed at social insertion and the right to health of populations 

historically excluded from access to health services19. The policy notes that the rural 

population experiences various disadvantages in relation to health care, which therefore 

requires different strategies for its inclusion.  

The policy includes health promotion among populations living in rural, forest and 

waterway regions, through actions and initiatives that recognize characteristics such as 

gender, generation, race/color, ethnic group and sexual orientation. This is done in order to: 

provide access to health services; reduce health risks and complications resulting from 

workplace conditions and agricultural technologies; and improve health and quality of life 

indicators19. 

Comprehensive health care in rural areas is a challenge, since these regions have 

characteristics that hinder universality, fairness of access and use of services. To address 

this challenge, the federal government implemented the More Doctors Program (MDP) in 

2013, to strengthen primary care and reduce the shortage of physicians in various areas, 

including rural areas and the outskirts of many urban centers20,21. The MDP responds to the 

shortage of primary care physicians through the following measures: 1) calls for physicians 

to work in needier regions, where there is a shortage or absence of these professionals; 2) 

provision of courses and training for physicians, with an increased number of undergraduate 
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places in courses of medicine and medical residency; 3) investments in infrastructure and 

equipment in health units.  

The MDP was instituted by Provisional Measure No. 621 of July 8, 2013, and 

converted into Law No. 12871/2013, representing an agreement to improve the care of 

users of the SUS20,21. For their work in the cities, the physicians selected by the program 

receive a stipend of BRL 10,000 per month, paid by the Ministry of Health. The local cities 

were responsible for providing housing, food and transportation to carry out their activities. 

The contracts with the physicians are for a period of three years and can be renewed for 

another three years. Available openings in the MDP can be filled by physicians trained in 

Brazilian universities or whose diplomas have been recognized in the country, or by 

physicians educated in foreign universities. It is important to note that there is a set of 

priorities in relation to the selection of physicians.  

The objective of this paper was to study how the MDP has been implemented in the 

rural areas of a city in the state of Pará, and the contributions made by physicians on rural 

family health teams to guaranteeing health care to the city's residents.  

 

 Methodology  

 

A qualitative study was conducted in a city in the state of Pará. Forty-two semi-

structured interviews were carried out with 18 professionals from Family Health Strategy 

(FHS) teams, five managers, four MDP physicians, one representative from the Municipal 

Health Council and 14 users. All interviews were recorded and transcribed.  

The interview scripts employed with users, physicians, FHS professionals, managers 

and the council member sought to capture the perceptions of the various actors regarding 

the implementation of the MDP and the contributions of physicians to improving health care. 

Therefore, questions were included about the health situation in the communities, the main 

health problems noted, provision of services by the city, assessment of the implementation 

of the MDP, and changes perceived after the physicians from the program started working.  

In the case of managers, it was decided to do interviews with professionals directly 

involved in the coordination of primary care activities, such as primary care coordinators, the 
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health secretary, and advisors. The users, physicians and FHS professionals who were 

interviewed came from the primary healthcare units where the MDP physicians were 

assigned. Choice was by convenience, i.e., the actors were in the primary healthcare units 

and were invited to participate in the study. To choose the representative responsible for 

oversight by the public, priority was given to the chairman of the local health council. The 

interviews were conducted in accordance with ethical standards of confidentiality and 

anonymity, and the study design was submitted to and approved by the ethics committee. 

In relation to the profile of the professionals interviewed, there were: nine community 

health agents, two nurses, two dentists, three nursing technicians and three nursing 

assistants; most (12) had worked in the city for more than six years. Of the four MDP 

physicians interviewed, three had been working on the FHS team for more than two years. In 

the case of users, three men were interviewed, all rural workers, one of whom was retired. Of 

the 11 female users, all said they had been rural workers, but only three were still working 

as such; five were housewives and three were salespersons. 

The content analysis technique was used, focused on the stages employed by 

Bardin22: pre-analysis, exploration of the material, and treatment and interpretation of the 

results. The support tool used to execute the analysis stages was the software Atlas.ti. This 

was followed by systematization and categorization of the information, and an analysis 

based on the literature, with a focus on issues pertaining to the study.  

 

 Results 

 

The city under study was founded in the 1990s and is located around 200 km from 

Belém. Its population is slightly under 30,000, with the inhabitants living predominantly in 

rural areas (74%), according to the IBGE estimate of 2010. The main economic activity is 

agriculture. However, there are other occupations in the city, such as fishing and harvesting 

of plants and trees. 

The primary health network of the city consists of nine primary healthcare units: 

three for FHS and six for FHS – Oral Hygiene, in addition to an urban community health 
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agent program and a family health support center. In relation to the MDP operation, four 

physicians from the program work in rural FHS – Oral Hygiene units.  

 

 Operation of the More Doctors Program: changes and challenges in primary health 

care in rural areas in the state of Pará  

 

The MDP was implemented in the city in 2013, through the allocation of four Cuban 

physicians. They were designated to work in four primary healthcare units located in rural 

areas and made up the FHS teams. Three primary healthcare units are part of the Primary 

Healthcare Unit Requalification Program, with two units already inaugurated.  

The professionals from the primary healthcare units that were studied highlighted 

the performance of health promotion and disease prevention activities, such as 

consultations, vaccinations, registration and follow-up of users with chronic diseases, 

prenatal care, growth and development, house calls and, to a lesser extent, group and 

educational activities in the primary healthcare units, and also in other venues, such as 

schools.   

According to some professionals, before the MDP, one of the main challenges the 

units faced was continuity of care of users, especially patients with chronic diseases. Both 

professionals and users remarked that this problem was alleviated by the arrival of 

physicians from the MDP, due to their consistent work in the primary healthcare units, 

resulting in lower turnover, and because they established bonds with users: 

 

“I didn't go to work that day.” (think the program is very good because they really 

fulfill their working hours. Before, people would come and it was a waste of a trip 

because there was no physician or the physician didn’t come very often or Health 

Professional, FHP 1) 

 

“I used to come here before and they'd always tell me the doctor wasn't there. After 

the arrival of the Cuban doctor, she's always here. I've come in the morning, I've 

come in the afternoon, and that encourages you to come, doesn’t it?” (User, FHP 4) 
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The presence of the physicians increased the frequency with which users utilized the 

system and follow-up on diseases, thereby ensuring greater access to health care. Various 

users mentioned the importance of having medical care available every day in rural areas 

and emphasized the special treatment given by the Cuban physicians.  

She provides good care and is very attentive. The first times I came for a consultation, I was 

embarrassed because she looks at you, wants to talk and asks a lot of things. But now I think 

it is good she's like that with everyone. (User, FHP 3) 

At the same time, this indicates the continuation of a model where the point of 

reference for care is the physician. There is a need for more intensive work by teams to 

ensure qualified care. The users pointed out various care situations involving professionals 

that may be hindering the establishment of bonds, such as: frequent changes in nurses and 

dentists in the area; lack of privacy and confidentiality in consultations; inadequate 

reception; and disqualification of alternative therapies that have been adopted based on 

cultural practices, such as self-medication, healing through prayers or blessings, and home 

remedies.  

Knowing the reality of users and their survival needs can help teams understand the 

characteristics of the public being served and find ways to avoid criticizing the local health 

strategies used. At the same time, it facilitates the creation of bonds, which are necessary 

for strengthening the perception of health promotion.   

The creation of bonds between users and the service also depends on trust 

established with the professionals and, for this reason, attitudes during care are crucial. 

Some users reported lack of confidentiality and privacy in the care process, which makes it 

difficult to build these bonds. This is especially true when a certain amount of 

intimacy/cooperation is required, such as cervical cancer preventive testing, where users feel 

more exposed.  

Therefore, it is essential to provide a welcoming environment focused on users’ 

health needs and based on important characteristics of this group. These are not always 

taken into consideration by health teams, such as: high socioeconomic vulnerability and 

food insecurity; low educational level; labor activities related to subsistence farming that 

require physical effort and may explain back problems reported by various users; and 
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housing situations that lack sewage systems, basic sanitation, or treated water, which can 

cause various sicknesses. 

Three other factors prevent users from seeking and continuing to use services: 

geographical accessibility, care deficiencies related to lack of drugs and difficulties doing 

tests; and limitations in the specialized care network. In relation to geographic accessibility, 

it was noted that most of the primary healthcare unit users interviewed lived far from the 

reference primary healthcare unit and from the center of the city. Geographic obstacles, such 

as distance and poor roads, are also a reality in rural areas, exacerbated by infrequency of 

public transportation and the fact that the users’ financial situations do not always allow 

them to pay for transportation.  

For this reason, the physicians interviewed stressed that understanding the realities 

of users encourages the adoption of strategies, based on organization of schedules, that 

enable them to take into consideration the needs of more distant residents. This was 

reflected in a higher number of spontaneous consultations or establishing specific days to 

visit individuals living in distant locations, combining these days with availability of public 

transportation.   

In terms of the care deficiencies, there were various complaints from users and 

professionals in the interviews. Both commented that lack of drugs is a regular problem in 

the city, and that not all patients have the financial means to purchase them, resulting in 

patients not receiving the proper treatments to control chronic diseases and prevent 

possible complications.  

With respect to doing tests, both professionals and users said there are flaws in the 

provision of this service. Pregnant users, for example, pointed out that there are often no 

openings to schedule routine prenatal care and, consequently, these procedures are done in 

private clinics. However, the professionals know that the economic situation of users limits 

the use of private health care services, preventing them, from being tested in a timely 

manner to check the development of the fetus.  

Finally, the issue of limited referrals and counter-referrals can also be considered a 

factor that reduces the participation of users in the activities offered by the primary 

healthcare units studied. In many of the interviews, users said it was difficult to schedule 
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appointments with specialists and that sometimes the primary healthcare unit is used as a 

bureaucratic gateway to the network of specialized services. For this reason, some users do 

not understand that the FHP is a health promotion strategy and they show a cultural belief 

that specialized care is a more effective route for resolving their health needs.  

 

“In primary care, I can strive to provide a quality visit for the user, but sometimes I 

need additional tests and have to refer the person to a specialist. At times, this 

continuity of care does not occur. “(MDP physician) 

 

However, various users mentioned that their point of view changed after visiting 

physicians from the MDP and they realized that going to a primary healthcare unit is not just 

for obtaining a referral, but also for resolving problems that were previously considered the 

realm of specialized care. This attitude was due, not only to lack of knowledge of the 

services provided by primary healthcare units, but also to the insufficient number physicians 

to compose family health teams.  

There is a convergence in the comments of the interviewees regarding the challenges 

to improving the comprehensiveness of health care in the city, related to three points: 1) 

lack of structure (tests, drugs, transportation and referral and counter-referral network); 2) 

failure to establish bonds with users so that the point of reference will be the team and not 

just the physician, thereby enabling comprehensive care; and 3) the need to improve human 

resources for better performance of family health teams in areas such as fulfilling work 

hours, reduced turnover and mapping of the region so that the work is focused on the needs 

of users, based on the characteristics of rural areas. 

In relation to the perception of changes that occurred after the MDP physicians 

started to work, the remarks of the interviewees can be categorized into three subgroups. 

The first group commented on the existence of differentiated clinical practices. The 

interviewees gave positive assessments of the program based on elements such as how they 

are received and care quality. According to users, the Cuban physicians are "more human," 

since during consultations they are attentive, talk to the users, and seek strategies to build 

bonds with patients.  
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In the second subgroup, the issues were related to the continuity of the physicians in 

the FHP. The interviewees noted that continuity in the service enables continuity of care and 

follow-up of users for longer periods. This makes it possible to understand the particular 

needs of the public being served and seeks to include users who work in agriculture in the 

morning, or who live in very distant rural areas. Such strategies not only help to create 

bonds, but also facilitate carrying out mid-term activities that can support the process of 

health promotion and disease prevention, enhance the problem-solving capacity of the units 

and reduce the demand for hospital services.  

Finally, the third subgroup reflects issues associated with the provision of primary 

care. According to some interviewees, although the local health system has a medicalized 

care approach, the work of the MDP physicians strengthened the perception of primary 

health care, through education in health activities, planning of actions with the team, and 

more frequent house calls. This different approach to care enabled users to participate more 

in FHP activities and resulted in better organization of care requests.  

 

Table 1. Challenges of the More Doctors Program as perceived by the key actors interviewed. Pará, 2015. 

Challenges mentioned in 

relation to the program 

Managers FHP 

professional

s 

MDP 

physicians 

Council 

Representativ

e 

Users 

1. Reduced federal government 

funding for family health 

teams with MDP physicians 

X     

2. Communication problems 

with physicians / 

understanding the language  

 X   X 

3. Preconceptions regarding 

the performance of Cuban 

physicians  

  X X X 

4. Sustainability of the program  X X X X X 

5. Difficulty of teams and 

managers with recognizing 

the importance of 

networking with other areas 

  X   

Source: Data collected on the field  
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In terms of the challenges to implementing the MDP, there was unanimous concern 

among the interviewees as to the sustainability of the program. Although managers 

acknowledged the importance of the MDP in increasing the supply of health care in the city, 

as well as its quality, there was no mention that they intended to renew their participation in 

the program. One reason for this may be the perception of managers that utilizing teams 

composed of physicians from the MDP results in loss of financial resources. As for users, 

besides the challenge related to the sustainability of the MDP, they noted that in the 

beginning it was difficult to understand the "physician's language," but that this has 

lessened over time.  

The physicians from the MDP stated that the main challenge is the difficulty, on the 

part of professionals and managers in understanding and recognizing the importance of the 

primary care service they provide. The physicians believe that city authorities lack a deeper 

understanding of the role of primary care and the importance of teamwork, which needs to 

take place between different health care levels, but also requires building bonds with 

professionals from different fields who could contribute to health promotion.   

Another issue highlighted by the physicians was the effect that the controversy 

surrounding the program has on assessing the physicians' performance and on people’s 

trust in the work being done. They reported facing various difficulties in their day-to-day 

work related to preconceptions and mistrust about the work they do. They recognized, 

however, that the professionals have gradually come to understand the health outlook and 

work strategies used to strengthen municipal primary care.   

  

 Discussion 

 

 An analysis of the implementation of the MDP in rural family health programs in the 

state of Pará suggests that improvements have occurred in primary health care in these 

locations. These improvements are reflected in a higher number of consultations and 

increased access to services provided by primary healthcare units, based on more equitable 

strategies adopted in the planning of actions to be carried out. 
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One of the challenges stressed by the MDP physicians involves the limited conception 

of primary care and health promotion, which hinders development of a coordinated network 

in the city. Fighting for a broader concept of health means understanding that health 

promotion involves not only action in relation to the specific policy, but sectoral 

coordination with other areas that also affect health23.  

Another challenge cited by the MDP physicians is resistance by some professionals to 

the work of the Cuban doctors. Similar experiences have also been observed in other 

countries24-26. However, there are studies that demonstrate the contributions made by 

Cuban physicians to improving health services in countries participating in cooperation 

agreements, even in Brazil27-31. The current study found that many of the users and 

professionals interviewed evaluated the program and the work of the physicians as 

satisfactory. Allocation of physicians to the city’s rural areas was considered very important, 

in light of constant shortages and high turnover of these professionals in the family health 

teams.  

It is important to add that this study has limitations regarding the definition of the 

user population that participated. The users were selected in the health units which may, to 

some extent, have had a bearing on their positive assessment of the program’s 

implementation and satisfaction with the care provided by the MDP physicians, since the 

interviewees were using the health services. Despite this limitation, the findings of this study 

were similar to those of other studies on the MDP that indicated high satisfaction of users 

and professionals with the implementation of the program29,31. 

Half the world's population lives in rural and remote areas and faces difficulties 

obtaining adequate and fair access to health care32. In the case of rural populations, various 

studies have mentioned the issue of shortages of professionals to work in these areas, as 

well as barriers related to the distance from the health units, which hinders the population's 

access to health care24,33. For this reason, Cuban physicians are generally assigned to distant 

and remote rural areas, i.e., to locations where it is difficult to provide doctors34.  

It was observed that the population studied experiences serious social and health 

vulnerability, financial difficulties, and inadequate hygiene and sanitary conditions. This is a 
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reality that has been pointed out in other studies that address the condition of rural 

inhabitants35,36.  

With respect to health care, the results of the present study show that progress has 

been made in operationalizing health practices and work processes. However, more effective 

strengthening also depends on improvements in the organizational/managerial realm, i.e., 

the reorganization of activities and services and establishing relationships between units 

that provide services37. Enhancing the value of primary care depends on a combination of 

strategies involving the organization of work processes and levels of complexity, in order to 

provide continuity of care.  

The results indicate that many users tend to value specialized services that focus on 

the use of technology and prescription of drugs37. Even so, in the initial stages, it was noted 

that primary healthcare units have stopped serving as a bureaucratic stepping stone to 

accessing hospital care. Users said that having physicians in the area encourages use of the 

services offered by the family health program and enables greater participation in education 

in health activities.  

On the other hand, teamwork needs to be strengthened, which has previously been 

recommended in primary care10,38. The results of the present study show that physicians 

from the MDP strive to reinforce teamwork in the planning of primary healthcare unit 

activities and by doing house calls and engaging in education in health initiatives. 

Nevertheless, users still seek private medical consultations. 

One explanation for the continuation of this reality is limited bonds between team 

and users, as reported in various interviews that mentioned shortcomings in how users are 

received, related to lack of dialogue and lack of education in health initiatives. Therefore, 

family health teams should intensify their health diagnosis activities in the regions, to 

understand the needs of users. 

Future qualitative studies are needed regarding the work of the MDP in rural areas 

with specific publics, such as quilombolas (descendants of Afro-Brazilian slaves who 

escaped from slave plantations that existed in Brazil and currently live in hinterland 

settlements), indigenous people and riverside communities. It would also be important to do 

quantitative research to expand the sample scope and generalize the results.  
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 Final considerations  

 

This research demonstrates that the MDP has contributed to providing rural 

populations with greater access to primary health care, even though limitations in health 

care persist, such as lack of drugs, difficulties doing tests and limitations in the specialized 

care network. 

There is evidence that MDP physicians adopt professional practices that seek to meet 

the characteristics of the rural population, based on certain strategies: expansion of 

education in health initiatives; planning of actions with the team; better organization of the 

agenda in an effort to include the needs of individuals living in distant and/or isolated areas; 

more frequent house calls; greater continuity of health care, which enables the creation of 

bonds, especially with users suffering from chronic diseases; and greater presence in the 

health services, resulting in reduced turnover. Finally, another strong point of the MDP, 

reported by both users and professionals, is the special treatment given by the Cuban 

physicians, demonstrating a clinical approach that respects the culture of the residents, 

evidenced by more dialogue and attention to the particular needs of the rural public being 

served. 

The core issue to be addressed by government agencies and bodies for oversight of 

public administration in cities is strategies to be adopted that will ensure the sustainability 

of the progress achieved through the MDP, i.e., policies of a structural nature need to be 

discussed that will strengthen government actions and guarantee quality access to health 

care by users in rural areas.   

Reducing inequalities and strengthening the comprehensiveness of health care 

depends especially on guaranteeing that professionals will be supplied for rural family health 

teams. It also depends on the development of strategies that seek to deal with recurrent 

problems in health services in rural areas, such as: geographical barriers; lack of drugs; 

problems scheduling tests; limitations in the referral and counter-referral system; and, 

especially, weaknesses in the health care networks.  
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Therefore, strengthening primary health care in the rural areas studied and 

guaranteeing the principles of universality, comprehensiveness and fairness do not just 

depend on the work of physicians from the MDP. Also important are factors such as: 

combining the professional knowledge of teams; respect for traditional health care practices; 

effective coordination between the various care levels; and, last, the promotion of strategies 

that encompass the specific needs of rural residents and ensure the provision of health care.    
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