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Abstract

Health care challenges in remote rural municipalities (RRMs) emphasize the importance of primary health care
(PHC) and require an expanded scope of practice. Doctors are key actors in this context. The aim of this study
was to explore the level of integration of doctors in RRMs and working practices. We conducted a qualitative
study involving semi-structured interviews with 46 PHC doctors working in 27 RRMs in Brazil. Content analysis
was performed, resulting in the identification of categories of analysis grouped under three core dimensions:
doctor training and experience; comprehensive care and timely access; and the community-based approach.
Doctors working in RRMs were mainly recent graduates with limited experience who had undertaken their degree
outside Brazil, and care was focused on the individual. The findings also revealed weak sociocultural adaptation
and a harsh working environment and issues related to social status that reinforced prejudice against rurality and
poverty. Practice was limited in scope and care tended to be oriented towards acute problems, disease-centered
and focused on the biomedical model of medicine. Barriers to the delivery of comprehensive care include both
structural constraints, such as poor facilities and centralization of services in administrative centers, and the lack
of professional competencies necessary for PHC in these areas. The findings point to the need to promote an
expanded scope of practice in PHC delivery in RRMs, with major public investment in the promotion of training
and strengthening career pathways in these areas.
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Background

The provision of health care in rural and remote areas is a
challenge for universal health systems around the world.
The health workforce is a critical element of service deliv-
ery in these areas and the shortage and high turnover of
professionals, notably doctors, is a recurring challenge. In
a world of growing urbanization, the movement of health
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health professionals. Health care in these areas tends to
be limited to primary care services, which are tasked with
providing comprehensive, timely, and longitudinal care
integrated with other levels of care. However, specialist
and hospital care are generally absent in sparsely popu-
lated areas, being disproportionately concentrated in
regional hubs or capitals [3-5].

Health care practices in remote rural areas need to be
tailored to the local context, considering aspects such
as geographical isolation and environmental, historical,
cultural, and social factors [3, 6, 7]. The characteristics
of rural areas mean that health facilities need to provide
a broader set of services, requiring health professionals
such as nurses and community health workers, as well as
physicians, to be knowledgeable and skilled in advanced
practices [3, 7, 8]. Interpersonal and intercultural skills,
community participation, multidisciplinary teamwork,
and intersectoral collaboration are important compe-
tencies in these areas [6, 7]. According to Wakerman et
al. [9], the more remote communities are, the greater
the need for economic and political incentives and the
greater the incentive for the development of comprehen-
sive health services.

In Brazil, the National Primary Health Care Policy [10]
outlines a set of competencies for professionals work-
ing in the country’s main model of Primary Health Care
(PHC), the Family Health Strategy (FHS). Yet, apart from
a limited number of FHS teams working in riverine com-
munities, the PHC policy does not define specific compe-
tencies for PHC teams working in rural and remote areas
[11, 12].

The FHS envisages the delivery of community-based
health care anchored in the four essential primary care
attributes (access, longitudinality, comprehensiveness
and coordination), as well in family centeredness, com-
munity orientation and cultural competence, based on
Starfield [13]. These attributes mean that PHC must
be close to communities to represent users’ first point
of care in the health system, providing them with care
throughout their lives, meeting most of their health needs
and coordinating care with other services in the health
system. In addition, PHC must expand its vision beyond
the individual and address the family, the community and
the cultural aspects related to health care [13]. Moreover,
amounting to standard Family Health Strategy practice in
remote rural areas, family and community medicine, as
a specialty within the field of family health, encompasses
both general primary care competencies and those spe-
cific to rural health care, such as person-centered clinical
care, the contextualized approach and expanded scope of
practices [6, 14].

However, health education and training, particularly of
doctors, still follows the biomedical and hospital-centric
paradigm and little emphasis is placed on PHC in the
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country’s public health system, the Unified Health Sys-
tem [Sistema Unico de Saiide (SUS)] [15, 16]. In addi-
tion, medical practice in Brazil is strongly self-regulated,
focusing on private practice and a public-private sector
mix [17, 18], which is not conducive to working in rural
settings.

One of the policies to address the shortage of doctors
in rural and peripheral areas is the More Doctors Pro-
gram, which is considered the most successful and far-
reaching initiative of its kind in the country [8, 18, 19].
The More Doctors Program has had a major impact in
rural and remote municipalities (RRMs) and sparked
intense debate, particularly due to the employment of
Cuban doctors under a cooperation agreement with the
Pan American Health Organization [8, 19]. These doctors
represented 80% of the around 18,500 More Doctors Pro-
gram professionals employed up to the end of 2018, when
Cuba terminated the agreement in the wake of Jair Bol-
sonaro’s victory in the presidential elections and the new
administration’s rejection of Brazil-Cuba relations. Stud-
ies have shown that, in contrast to Cuban doctors, Brazil-
ian doctors working in the More Doctors Program after
2019 were predominantly fresh graduates, who are more
likely to leave a rural workplace [8].

The More Doctors Program led to an increase in the
number of medical graduates [8], resulting in a sharp rise
in the number of doctors in the country, which stood at
500,000 in 2020. However, a mere 5% of doctors in Bra-
zil work in rural municipalities outside metropolitan
regions, which together have a population of 44 million
people, meaning that the density of doctors in these areas
is 0.59 per 1000 population, revealing persistent health
inequities [17].

Faced with the challenges to guaranteeing health care
in remote rural areas, the focus of this study is to analyze
the working practices of medical doctors in RRMs in Bra-
zil. The literature on rural health still gives few empiri-
cal perspectives on care practices, especially in low- and
middle-income countries such as Brazil [7]. This article
aims to contribute to this gap through a nationwide
qualitative study, providing an in-depth look at medical
practices in remote rural contexts. In order to under-
stand how medical practices are shaped, it is also neces-
sary to examine the training and experience of doctors
as part of their process of integration to work in remote
rural contexts. According to the WHO [1], analysis and
planning of medical work in rural areas must take into
account the component of integration into the context.
In our study, the understanding of the working practices
of doctors in RRMs was based on international literature
[1, 7] and guided by the attributes of PHC [13]. In addi-
tion, the premises of the FHS in Brazil, which empha-
size comprehensive and holistic clinical care combined
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with a community approach [10, 12], were considered as
expected working practices in Brazilian PHC.

Therefore, the aim of this study was to explore the level
of integration of FHS doctors into RRMs and their work-
ing practices. The article sought to examine the extent to
which these professionals are equipped with the knowl-
edge, attitudes and skills required to provide health care
in these areas. In addition, it aimed to outline the main
challenges of providing health care in remote rural areas
of Brazil.

Methods

This paper is part of a broader study titled “Atencdo
Primdria a Satide em Territorios Rurais Remotos no
Brasil” (Primary Health Care in Remote Rural Areas in
Brazil), which analyzed the organization of PHC in the
country’s RRMs [20]. The 323 Brazilian RRMs were cat-
egorized according to their socioeconomic, demographic
and health characteristics, and divided into six regional
clusters: “Vetor Centro-Oeste’, “Matopiba’, “Norte Minas’,
“Norte Aguas’, “Norte Estradas” and “Semidrido”. Nine of
RRMs were not included in the clusters because they are
geographically isolated from the other regions. Various
aspects of the RRMs were analyzed to organize the clus-
ters, such as geographical location, economic activities,
transport routes, population data, social indicators and
health care indices. A total of nineteen indicators were
used and described by Bousquat et al. [4].

In order to explore PHC in depth in the different reali-
ties of Brazil’s remote rural context, a qualitative multi-
ple-case study was carried out with a purposive sample
of RRMs selected from the six clusters. In each research
cluster, two or more municipalities were chosen that cor-
responded to the most frequent socioeconomic, demo-
graphic and health characteristics among the RRMs in
the respective area. One or more atypical municipali-
ties were added, i.e. municipalities with more unusual
features in the area. The aim was to ensure that differ-
ent realities of the RRMs were included. This procedure
resulted in a sample made up of 27 RRMs distributed
across the six previously defined areas. The methodology
and sampling procedures are described in Bousquat et al.
[4].

The data were collected in 2019 using interviews
with key informants. The interviewers were all from
the research team (including the authors) and partners
from local universities. These interviewers were men
and women, professors or doctoral students, with at
least a master’s degree. They were all trained to use the
interview guide, take field notes after the interviews and
were coordinated by four senior researchers from the
research team, with many years of doctoral and qualita-
tive research experience. The interviewers had no previ-
ous relationship with the participants, and they informed
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the participants about their focus on understanding PHC
in RRMs.

In each of the 27 municipalities, we interviewed two
family health doctors working in primary care clin-
ics: one working in a clinic in the municipality’s admin-
istrative center and one working in a clinic in a remote
sparsely populated area outside the center. The doctors
were nominated by the municipal health managers, who
were previously contacted by telephone to agree to the
research and organize the interviews. The final sample
comprised 46 participants, eight less than expected due
to refusals and the unavailability of some doctors. The
losses did not compromise the design of the study or the
representativeness of the six clusters, since it was possi-
ble to ensure interviews both in the administrative center
and in the remote areas of the municipalities of all clus-
ters. Therefore, the data collected were considered suffi-
cient to achieve the objectives of the study and to draw
the necessary conclusions.

We conducted semi-structured interviews using a
multi-dimensional interview guide built around the fol-
lowing themes: interviewee characteristics, access, clinic
facilities, work processes, interculturality, level of con-
tact with specialist/hospital care, transport, urgent care,
health workforce, intersectoral collaboration, commu-
nity participation, antenatal, childbirth and postpartum
care, cervical cancer prevention and treatment of high
blood pressure [21]. The guide was pilot tested. The
interviews were done face-to-face at the doctors’ work-
place, with no one else present besides the participants
and the researchers. They lasted an average of one and a
half hour. No interviews were repeated. The interviews
were audio-recorded, transcribed and later added to the
study database, where participants were anonymized by
codes. Review of the transcripts by the participants was
available on demand. Although no one asked for the tran-
scripts to be returned, partial results were discussed with
the participants in online group meetings in 2021.

A thematic and deductive qualitative content analysis
was conducted according to Flick [22]. Three basic stages
were carried out: pre-analysis, exploration of the material
and interpretation. Initially, the first author organized the
data by region and location of the clinics (in the admin-
istrative center of the municipality or in remote areas
outside the center) and did a floating reading of the mate-
rial in order to get closer to the data and inform the next
stage.

Secondly, the same author, with the support of the sec-
ond author, structured the material into categories, based
on an integrative review of the literature on primary care
in rural areas [7] and on the available data. These previ-
ous categories were: professional development, care and
monitoring of priority groups, emergency care, advanced
practice, mental health approach, family-centeredness,
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Table 1 Categories of analysis: family health strategy doctors’
level of integration and working practices in RRMs

Page 4 of 16

Table 2 Profile of family health doctors working in the selected
remote rural municipalities, Brazil 2019

Dimensions Categories PROFILE N %
Doctor training and  Years of professional experience and employment Age (years)
experience Competencies acquired during professional 24-30 21 457
experience 31-40 17 370
Professional qualifications 41 and over 8 173
Sociocultural adaptation Sex
Comprehensive Patient tracking Female 16 348
care and timely Investigation and monitoring of health problems Male 30 652
access Therapeutic practices Country of study
Collective actions Bolivia 23 500
Unscheduled care Brazil 17 370
Approach to mental health Cuba, Paraguay, Peru 6 130
Community-based  Family centeredness Time since graduation
approach Cultural competence Less than one year 1 239
Intersectoral collaboration 1-2 years 19 413
Community participation 3-5 years 7 15.2
Team planning 6 or more years 9 19.6
Source: the authors Length of time working in the team
Less than one year 32 696
interculturality, community participation, intersectoral  1_3years 9 196
collaboration, and team planning. The first author coded  pore than 3 years (6-15 years) 5 109
all the content of the interviews into these categories  Type of employment
using N'Vivo® software and generated in total 1904 codes.  More Doctors Program 29 630
Finally, after further analysis and interpretation by all  Statutory 5 109
authors, these categories were revised and grouped into  Other (fixed-term contract, self-employed, cooperative) 12 26.1
three core dimensions: doctor training and experience; Registered in a regional medical council
comprehensive care and timely access; and community-  Yes 23 500
based approach. The resulting dimensions and their No 23 500
respective categories are shown in Table 1. Throughout = Employment outside the Family Health Strategy*
the results, we illustrate the content with excerpts of the =~ Notemployed outside the Family Health Strategy 33 717
interviews that represent the six clusters of RRMs and  Employed outside the Family Health Strategy 13283
both the administrative center of the municipalities and  Specialty training*
the remote areas outside the center. No specialty training 38 826
Family and Community Medicine 3 6.0
Results Psychiatry 1 22

Doctor training and experience

Years of professional experience and employment:
recently qualified and employed under the More Doctors
Program.

The respondents were predominantly young and male.
Forty-four of the respondents were Brazilian, one was
Cuban, and one was Peruvian. Most of the sample did
their medical degree outside Brazil: half in Bolivia and six
in other Latin American countries (Cuba, Paraguay and
Peru). Most of the participants were new graduates work-
ing in the More Doctors Program as their first job out of
college. More Doctors Program doctors accounted for
63% of the participants and worked mainly in the Ama-
zon. Half of the overall sample were not registered with a
Regional Medical Council and more than two thirds had
been working in the health team for less than one year
(Table 2).

Clinical specialties (internal medicine, cardiology, derma- 4 8.7
tology, neurology)

Surgical specialties (general surgery, colorectal surgery, 2 43
vascular surgery)

Health administration 1 22
Total 46 100.0

*Total greater than number of interviewees due to multiple responses

Source from the database of the study “Atencdo Primdria a Sadde em territcrios rurais
remotos no Brasil”

More than 70% of the respondents were not employed
outside the Family Health Strategy (Table 2), as employ-
ment outside the PHC is not permitted for doctors
employed under the More Doctors Program not regis-
tered with a Regional Medical Council. In contrast, doc-
tors registered with a Regional Medical Council tended
to seek outside employment, generally in the region.
In addition, doctors who had validated or were expect-
ing to validate their degree and subsequently apply for
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registration with a Regional Medical Council mentioned
that they could leave the region.

They have already invited me to work in the hos-
pital, but since I'm not registered in the Regional
Medical Council, I can’t work outside the clinic. It
would be good for me [...] The day I get my Regional
Medical Council registration, I'll consider their pro-
posal. Whether I stay [in the municipality] or not
will depend on their offer (5SPA9MED?2).

Competencies acquired during professional experience:
more experienced doctors a role model for responsive-
ness in primary care.

More experienced doctors were an important source of
advice and guidance for younger doctors, helping them
with their professional development and to deal with the
challenges of working in rural and remote areas. These
doctors were also more critical of the poor working con-
ditions in RRMs, highlighting that they hinder perfor-
mance and limit responsiveness.

Because now that I'm getting used to things, I'm get-
ting to know what the people are like, what the com-
munity needs. So, at first it was a bit difficult for
me, because I used to live in a huge capital city and
I stuck myself in the middle of nowhere, a bit diffi-
cult [...]. Especially since I did my degree in another
country, where it’s totally different. Until I got used
to it ... And I'm more comfortable now. I always
share ideas with the more experienced doctors here,
Dra. C., Dr. H,; and we always come up with a solu-
tion (SPASMED?2).

More experienced doctors (three or more years of experi-
ence) had worked in small towns and large urban centers
in other states where they accumulated a broad range of
experience — generally in primary care and hospital shift
work — and acquired skills in areas such as surgery, deliv-
ery and a variety of clinical specialties. This experience
encompassed not only techniques, but also the systemati-
zation of practices and identification of patient needs.

That's what I say, right? I have 15 years of experience.
So, experience makes a big [difference]... You have a
road map in your head, you already know how to
examine the patient, what to examine, how to do the
examinations, it’s much easier (6BASMEDI).

While providing a certain peace of mind at a later stage
of their careers, the main reasons more experienced
doctors choose to work in a RRM were relatives living
in the region, prestige, recognition, sense of responsi-
bility toward the local community and the possibility of
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working with an extended scope of practice, which is a
requirement in rural settings.

These doctors reported greater responsiveness to
patients’ needs, reducing referral rates and, as a result,
attracting patients from other health teams. They pro-
vided services in their areas of expertise that are beyond
the scope of the Family Health Strategy, including treat-
ments that are often unavailable in the region’s referral
centers. For this reason, they enjoyed some privileges and
held a certain level of political capital.

Most of the demand that we have in the municipal-
ity comes to me, both because of trust and level of
responsiveness. I can deal with a variety of problems
and conditions without having to refer patients.
For that reason, even the manager is different with
me. I see more [patients] and my working hours are
slightly longer [...] He makes a small effort for me
to have a higher salary. I don’t earn what a doctor
of Family Health Strategy earns, I earn a bit more
because of my responsiveness to the population. |[...]
So, I stay here mainly because of the salary. [...] But
also because I like the town (6BASMEDI).

Professional training: limited and discontinuous.

Specialty training was the exception rather than the
rule, even among doctors with more years of experience.
None of the interviewees working in the Amazon were
specialists. Only eight participants had completed spe-
cialty training, either via a residency or a postgraduate
training program. Three doctors, two of whom did their
medical degree in Cuba, had multiple specialties. Three
doctors said they had done specialty training in family
and community medicine but had not received the cer-
tificate (Table 2).

More Doctors Program physicians are entitled to one
day’s training leave per week to undergo an online post-
graduate course on family health. One of the training and
work support strategies adopted by the More Doctors
Program is academic supervision. Consisting of monthly
meetings and the provision of remote support by super-
visors, this initiative contributes to the improvement of
clinical practices.

The lack of training opportunities at local level was
compensated by the provision of courses in state capitals
and regional health hubs by universities and state gov-
ernments. These courses were provided on a sporadic
or monthly basis, depending on the region. Long travel
times were mentioned to be a barrier to attending longer
courses.

For example, in March I went to Montes Claros
to do a very good course on cutaneous leishmani-
asis. There are courses from time to time. The pro-
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fessionals often don’t want to go, but they do give
[courses]. It’s tiring to go to Montes Claros, you know.
(2MGSMED2).

Online training was the main form of qualification; how-
ever, lack of time was a limiting factor. Due to long travel
distances to accredited training institutions, several pro-
fessionals sought continuing education opportunities on
their own initiative and using their own funds, focusing
on online specialty training programs that do not provide
a recognized specialist qualification. Training was also
driven by market demand created by the shortage of doc-
tors and poor availability of services in rural areas.

P: Colposcopy and biopsy services aren’t provided
here, right? R: No, not even privately. Colposcopy,
not yet. I'm going to offer [the service]. P: Is there a
demand for it? R: Yes, there is. It’s one of the next
things I want to do. I want to do the course. I'm going
to look into it (BMA25MEDI).

Sociocultural
environment.

None of the doctors were from the municipalities
where they worked. Some had chosen to live in the RRM
or region because they had relatives who lived there.
While the respondents recognized some positive aspects
of the process of adapting to living in a RRM and cultural
differences, they tended to make comparisons between
the local conditions and way of life of the municipality
and those of their home town, displaying undertones of
discrimination and prejudice.

adaptation: ~ weak; harsh  working

The people from [the state] of Amazonas are really
lazy. [...] I thought that this program [the cash trans-
fer scheme Bolsa Familia] was a real blessing for
people [...] but there are people that just [sit around
and] wait the whole month. [...] A girl, I think aged
around 23, 25 [said] “Doctor, I'm starving, I haven’t
got any food, there’s nothing to eat at home.” While
you feel sorry [for her] [...] for God’s sake, there is an
endless amount of land to plant on, the river, igara-
pés (4AM17MEDI).

One of the reasons doctors did not settle into the RRM
was limited access to social services and leisure, leading
to feelings of loneliness and helplessness. In the begin-
ning, the respondents, especially the young doctors,
found it hard to adapt to the food, living conditions,
being away from the family and the culture shock of see-
ing social inequalities firsthand.

My main challenge was leaving my family and com-
ing to a place I didn’t know, that'’s difficult to get to.
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To get here and be thrown in at the deep end. Thank
God that I was welcomed with open arms, but it was
difficult for me. Like “my God, what am I doing in
this place”? On the first day I began to cry and cry.
I started to freak out, calling my mum: “‘Mum, I'm
going to leave, I'm going to quit! It’s not working out
for me” (SPA9MED?2).

So, the difficulty of the logistics of living in the out-
back, where there are no shopping malls, where
there’s nowhere nice to go, no leisure options... Here
leisure is bathing in the river. It’s difficult for those
who are financially... Are like, how can I say, stable,
right? It’'s more for those at the beginning of their
career, for those who are trying to climb up the lad-
der (4AM17MEDI).

Some of the respondents said that they felt welcomed by
the population and that living and working in the RRM
was a remarkable learning experience. The experience of
living in other municipalities or countries helped them
adapt to their new environment and some participants
developed an affinity with the local way of life. In con-
trast, other interviewees saw a stark difference between
rural and urban areas, referring to the latter as “civilized”

Comprehensive care and timely access
Patient tracking: “Patient tracking? I don’t think so...”.

The interviews showed that few doctors were con-
cerned with patient tracking to attract and follow up
patients. In general, this task was the responsibility of
nurses and mediated by community health workers. An
exception to this rule was antenatal care; nonetheless,
failings in this process led to delayed follow-up, pos-
ing a risk to patient health. Some interviewees reported
visiting patients who had abandoned follow-up because
they felt embarrassed, including antenatal patients and
patients with tuberculosis and sexually transmitted
infections.

During health interventions in the community such as
Hansen’s disease and women’s health campaigns, health
teams, including doctors, were mobilized to invite the
local community and promote participation in activities.
However, some doctors reported that patient tracking
was of limited effectiveness because patients often failed
to turn up to scheduled appointments due to geographi-
cal barriers to access, especially in more remote commu-
nities where patients have difficulty getting to the clinic.
Other factors limiting the effectiveness of patient track-
ing reported by the interviewees included incomplete and
out-of-date registrations and difficulty locating patients,
especially migrants. Some doctors believed patient track-
ing was unnecessary, because the community is kept con-
stantly informed, relying on patients to seek timely care
at the clinic.
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Patient tracking? I don’t think so... I think it’s kind of
not very necessary, because we already do the work
of informing [the community], asking, of telling peo-
ple to come to follow-up. I don’t really think there is
any need (4AMI17MED]).

Investigation and monitoring of health problems:
under-resourced.

Limited resources were available for the investigation
and monitoring of health problems. In general, labora-
tory test samples were collected in the municipality’s
administrative center. Despite being limited, availability
was considered adequate by most of the doctors. The
participants working in the state of Pard highlighted
major difficulties, such as the lack of simple tests such
as blood counts, meaning it was necessary to prioritize
pregnant women and endemic diseases. All interviewees
mentioned that patients frequently paid out-of-pocket to
do tests in other municipalities.

Tests are a really complicated issue here. Because,
for example, patients with high blood pressure and
diabetes have to request tests every three to six
months depending on the protocol; however, these
tests are done privately. Some manage to go to the
clinic in Itaituba [a major city in the region] or to R.
[a neighboring municipality], but the municipality
itself doesn’t offer these tests to the community. Just
for pregnant women and, even then, they are very
specific (4PA12MED?2).

Diagnostic tests, such as rapid tests for sexually trans-
mitted infections, pregnancy tests, blood glucose tests,
pap smears and, to a certain extent, ultrasounds, were
generally available, but predominantly in the administra-
tive center, and lacked the resources for accessible and
effective provision. For example, ultrasounds depended
on specialists visiting the municipality, rapid tests
required training to be carried out, blood glucose tests
often lacked functioning glucose meters and test strips,
and pap smears were not returned in a timely manner
because municipalities have little access to laboratories.
These problems highlighted weaknesses in comprehen-
sive care and meant that patients often had to pay out-of-
pocket for the tests.

The most underserved communities were those in more
remote areas outside administrative centers, especially in
the Amazon. In these communities, real Family Health
Strategy coverage is particularly low, with generally only
people living closer to clinics being able to access health
services. While mobile health services such as floating
clinics — widely recognized as having major potential in
the Amazon — partially addressed these problems, they
were infrequent, weakening the longitudinality of care.
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Test shortages, delays and long travel distances for test-
ing hindered timely investigation and monitoring, lead-
ing to uncertainty and doctor and patient demotivation.

We get a bit frustrated. I even talked about it with
D. [nurse], yesterday actually. A patient of ours was
feeling abdominal pain: I asked for an ultrasound
and she couldn’t afford to do it privately. [...] I didn’t
wait for the ultrasound [offered by the SUS]. I sent
her to Lacerda [a referral center] and it was a tubal
pregnancy! If I had held the woman here, she would
have died. [...] So, I say to D. that our hands are kind
of tied. Because here it'’s the Family Health Program,
but it's a Family Health Program in which we do
everything, because there’s only us. And you see that
and get frustrated because you want to solve things
but can’t. If I had had an ultrasound machine,
I would have done it here, I would have seen it
(IMT26MEDI).

Therapeutic practices: poor facilities and shortage of sup-
plies, limited scope of practices.

The doctors prescribed medicines offered by the SUS,
despite knowing there were shortages. Prescriptions were
limited to the list of medicines available under public
pharmaceutical assistance programs, dispensed only in
administrative centers. All interviewees mentioned that
vaccines and essential medicines for pregnant women
were readily available.

Medicine shortages meant that patients had to pur-
chase medicines, adversely affecting comprehensive care
and the effectiveness and credibility of primary care ser-
vices. Therapeutic strategies were affected by access dif-
ficulties, resulting in medication stockpiling by families,
self-medication and the use of inappropriate medicines.
In rare cases, medicines were dispensed in clinics or
facilities in the villages by community health workers.

In some RRMs, vaccines were made available through
occasional campaigns and mobile services, generally in
the administrative center with restrictions on operating
hours. The treatment of tuberculosis and Hansen’s dis-
ease, despite protocols for observed treatment, was also
centralized in some of the municipalities; however, in
most RRMs drugs for these diseases were dispensed in
clinics.

The only big failing is with respect to medicines, you
know? That are at times... are almost always not
available... Because there’s this issue with tendering,
these things, you know? [...] They are all here in J.B.
[administrative center], which is a little centralized
here in J.B. P: So, people with Hansen'’s disease have
to come here to get the medicine? R: That's right, but
what happens in these cases is that the patient takes
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a month’s supply of medicine. They take [the medi-
cine] and then they always have to come back for us
to do an assessment (3PI2IMED]I).

The doctors performed simple procedures in the clinics,
such as stitching and cerumen removal; however, these
services varied considerably across RRMs, with these
types of procedures being less frequent in clinics in more
remote areas outside administrative centers due to lack of
supplies, facilities and backup care. In administrative cen-
ters, simple procedures were often carried out in health
centers or urgent care centers. Some doctors working
outside the administrative center performed these proce-
dures in the clinic due to the long travel distances to the
main town. Procedures such as canthoplasty, drainage of
abscesses and minor skin surgery were less common in
these areas.

When there is a problem, we try to do as much as
possible. Infiltration let’s say, when the patient has
arthrosis, a knee problem, doing an infiltration,
stitches (SPAISMED?2).

The doctors provided individual advice and guidance
to patients regarding disease prevention and lifestyle
changes. However, some interviewees revealed a more
top-down approach to patient-doctor communication,
mentioning that patients were not very “enlightened”
Communication was prescription-based and doctors
did not provide an opportunity for patient participation.
Many interviewees reported low adherence to medi-
cal advice and a clash between traditional knowledge
and technical knowledge and language. The challenge of
changing habits to promote health was compounded by
lack of longitudinality. Nonetheless, interviewees high-
lighted the important role played by doctors in encourag-
ing healthy habits, especially in collaboration with nurses
through health education activities.

The doctors commented that the main aim of the Fam-
ily Health Strategy was disease prevention and health
promotion, although some interviewees highlighted
that work processes tended to adopt a disease-centered
approach rather than focus on longitudinality. This con-
tradiction was attributed to the fragile care system,
doctor shortages, access difficulties in vast areas and
excessive consultation workload.

What's the objective of primary care today? Preven-
tion and health promotion. Today, we very rarely
manage to do disease prevention and health promo-
tion. We do secondary and tertiary disease preven-
tion [prevention after the disease has already set
in]. Treating high blood pressure, preventing it from
developing into a heart attack, a stroke, or dam-
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aging major organs; no, we treat the disease itself
(2MG7MED2).

Collective actions: lack of emphasis.

Few doctors organized disease prevention and health
promotion groups. Collective actions led by nurses were
developed predominantly as part of Ministry of Health
campaigns and programs. Some doctors developed
group activities in waiting rooms, while others orga-
nized “grupées” (large groups), providing shared medical
appointments when the clinic had a full supply of medi-
cines, including guidance in the form of talks empha-
sizing different aspects of diseases and risk factors. In
general, while limited in number, these initiatives were
implemented by multiprofessional teams in coordination
with other government sectors and with the support of
the local community.

Some doctors recognized the importance of these
actions, viewing them as a payment of a “debt” owed
by the Family Health Strategy, given that the overarch-
ing priority of the program is disease prevention and
health promotion. However, health education tended to
focus on individual actions, taking a lifestyle/behavioral
approach to health promotion.

There are no educational activities, but we provide
advice. The advice is individual (6BA4MED2).

The turnout to talks, to whatever we do, is low. [...]
There are [group activities], but I don’t think these
groups, these talks, these things work [...] You tell a
person with high blood pressure to take up walking,
cut down on salt; all diet-related. And they don’t do
it. It’s the region, it’s regional; rich food, high in fat,
you know? A lot of salt. And there’s alcohol on top
of that. People with diabetes... Adherence is very low
(2MG6MED?2).

Unscheduled care: the main activity of doctors.

The findings show that doctors spent most of their time
delivering unscheduled care to patients with acute prob-
lems, dealing with a range of cases from common condi-
tions such as fever to traumatic injuries. The latter were
widely reported by the interviewees and often resulted
from workplace and traffic accidents, especially in more
remote areas outside administrative centers. Agricultural
work-related acute musculoskeletal pain was also high-
lighted, together with accidents involving venomous ani-
mals, especially in clinics in areas in more remote areas
outside administrative centers. Some of the doctors asso-
ciated acute problems with patient habits, such as smok-
ing corn straw cigarettes in Minas Gerais and eating wild
game in the Amazon.

Doctors highlighted challenges in monitoring and fol-
lowing up chronic conditions. However, according to the
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interviewees, potentially preventable complications arose
due to lack of adherence to drug therapy and medical
advice regarding lifestyle changes.

“Where are the tests?] “Ah, I left them at home’
I thought [she meant] the house here, but it’s the
house in the country, 110 km away! So, she goes to
her house at the weekend to get the tests and comes
back the next week. That’s another week on, from 34
to 35 weeks [of gestation]. And no, it’s not just her, it's
various people. [At] 39 weeks, me saying: “Look girl,
you can’t go to the country. You can’t ride a horse.
You can’t ride a motorbike’, “OK doctor, I won’t” Half
an hour later and the ambulance calls saying “Look,
I'm going to pick up a pregnant woman. Hundred
and twenty kilometers. Leaking amniotic fluid. Rid-
ing a horse at 39 weeks!” (2MG7MED?2).

Some doctors reported treating serious cardiovascular
events in the clinic — mainly due to lack of availability of
services at urgent care centers — as well as serious preg-
nancy complications and assessment of labor progress.
Others had delivered babies in the clinic due to longs
travel distances to the maternity hospital. According to
some doctors, the Family Health Strategy tended to be
more oriented towards unscheduled care and acute prob-
lems because of the high demand for urgent care in the
municipalities, meaning that they felt overburdened.

Today I can say to you that you wouldn’t think I was
a doctor of Family Health Strategy, I'm more like an
emergency doctor. Because I just solve [blood] pres-
sure problems and send [patients] away. There's no
continuity because there is no way of seeing these
patients every day. [...] There are areas that go three
or four months without seeing a doctor due to the
distance from other areas. [...] How do I turn to a
patient whose pressure is 200/100 mmHg and say:
“No, I'm only going to see 18 reception tickets”? Or
to a child with a temperature of 39 °C “Look, I'm
not going to see you? We get here early to be able to
see 18-20 tickets; but we never do, it’s always 30, 32
tickets 2MG7MED2).

Approach to mental health: limited skills.

To the doctors’ surprise, there was considerable
demand for mental health care in the Family Health
Strategy of the RRMs, ranging from psychotic disorders
to dependence on benzodiazepines. Alcohol abuse was
a common problem highlighted in the north of Minas
Gerais, where the production of cachaga, a spirit made
from the fermentation and distillation of sugar cane
juice, is a tradition. Most doctors received support from
psychologists and/or, to a lesser extent, psychiatrists,
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generally from psychosocial care centers outside the
municipality.

A large proportion of the doctors were not equipped
with the skills necessary to deal with mental health
problems. Some doctors reported that they did not have
an affinity with the area, while others mentioned that
patients had very high expectations, demanding psycho-
social support that they had not been professionally pre-
pared to give.

There are things that happen that you don’t find in
books. Like in the area of, how can I say, in the area
of dealing with people. Because, since this is like a
backwater, doctors are seen almost like a God. We
don’t just solve health problems, we also deal with
the psychological side, resolving various types, vari-
ous factors as well. So that’s a bit complicated in
itself (3PI20MED?2).

Some of the interviewees’ comments carried undertones
of prejudice, including the use of terms such as “addicts”
and “rebellious children’, associating mental problems
with low education levels and labelling developmental
delays in children or epilepsy as psychiatric disorders.
Some, albeit few, doctors organized group mental health
initiatives to prescribe anti-anxiety drugs, provide sup-
port for people with drinking and drug problems and
develop more broad-ranging health promotion activities
addressing psychosocial problems.

Community-based approach
Family centeredness: limited by the focus on the
individual.

The findings reveal a low level of family centeredness
in medical practice. While a number of doctors reported
that appointments and home visits were attended by fam-
ily members (generally women), there was no evidence of
a more systematic approach to care involving dimensions
relating to family, the local context and the patient as a
person. On the other hand, some doctors followed up
successive phases of the family life cycle, such as antena-
tal, postpartum and infant care, strengthening their bond
with the community.

The doctors showed that they took a timely individu-
alized approach to pregnancy and sexually transmitted
infections prevention; however, adolescent girls were
often prevented by their family from using contracep-
tion, hampering this approach. Teenage pregnancy and
machoism were problems highlighted by the interview-
ees, although some doctors displayed prejudice, for
example, in relation to the start of sexual activity.

[Teenagers] start having sex very early here; and
[guess] what happens? This municipality’s a bit
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male-dominated and patriarchal; mothers and
daughters don’t have much freedom to say: “Dad, 1
want to start using contraceptives” They [just] don’t.
So, what happens? They start getting pregnant, preg-
nant, pregnant (3PI21IMED]I).

In general, contraceptives and rapid sexually transmit-
ted infections tests were readily available in clinics; how-
ever, these supplies were often underused due sexual
shame. Some doctors promoted sexual and reproduc-
tive health groups in schools or with women attending
antenatal care. Others addressed family planning at an
individual level, identifying the need to improve group
interventions.

There’s a lack of family planning. So much so that
they are getting pregnant [again] within a year or
even less [after giving birth]. They say that the pop-
ulation in Brazil is decreasing. Not here! Not here,
especially among teenagers. There’s a lack of plan-
ning, so they get pregnant [snapping of fingers]!
(3MA25MEDI).

Cultural competence: underdeveloped.

Doctors rarely recognized the specific needs of indig-
enous and traditional peoples. One of the doctors com-
mented that “all the population here is ‘normal” As a
rule, the Family Health Strategy (FHS) and clinics were
not tailored to the local context. According to one of the
doctors: “the team is here to care for everybody in the
same way”.

Traditional knowledge and practices were common.
Sometimes patients would use traditional remedies first
before resorting to the FHS, with many people, especially
the older generation, trusting these practices more than
those recommended by the family health team. The use
of home-made remedies prepared from plants and ani-
mals in the form of brews, concoctions and patches, and
prayer-healing handed down through generations was
common.

Following guidance received under the More Doctors
Program, some doctors said they respected traditional
practices and cultural differences and were even involved
in activities such as medicinal herb gardens. However, in
addition to adopting caution due to known risks, almost
all the doctors expressed reservations and distanced
themselves from traditional knowledge, rejecting tradi-
tional practices and associating them with “lack of educa-
tion” None of the doctors mentioned the integration of
traditional healers into care provision.

Lots of brews, lots of plants that become brews
[laughs]. There are even some medicines that are
restricted use because of the culture, because in their
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culture a certain brew resolves [the problem]. So,
they prefer to use the brew. What I mostly see here
are brews. 1 give advice at the clinic. Even in groups,
1 try to give advice on self-medication, on the use of
these substances that are not backed up by research.
1 try to make this very clear 2MG7MEDI).

Intersectoral collaboration: driven by federal programs.

Intersectoral collaboration with social services and the
local education department was led by nurses and, to a
lesser extent, community health workers. According to
the doctors, their role was limited to supporting group
activities and consultations in the local community after
they had been scheduled. Actions developed in conjunc-
tion with social services included patient transport, food
and prescription assistance. These actions were less fre-
quent in more remote areas outside administrative cen-
ters. Some doctors believed that social problems fell
outside the scope of health care.

We talk to the CRAS [Social Assistance Reference
Center]. There are some cases like... These days we
are using [the center] a lot. Because of drugs, dys-
functional families, neglect. There are things that 1
say like: “Guys, [the] health [service] has its limits.
From this point on social services have to deal with
it” (BMA25MEDI).

Family Health Strategy actions in schools were men-
tioned frequently. Carried out once or twice a year gener-
ally by other members of the health team, these actions
rarely involved doctors. Besides these actions, driven
largely by federal government initiatives such as the
Bolsa Familia, a cash transfer scheme, and school health
programs, examples of intersectoral collaboration were
rare. The development of partnerships and activities in
the community was hampered by lack of institutional
resources, particularly in more remote areas outside
administrative centers.

Community participation: little emphasis in medical
practice.

Only two doctors took part in municipal health coun-
cils. Some doctors encouraged patients during appoint-
ments to demand improvements to local health care
services. Most of the interviewees mentioned that
patients were present in political bodies; however, some
doctors reported that patient participation in municipal
health councils was limited and most were not aware of
the importance of these councils for the Family Health
Strategy (FHS).

Some of the interviewees mentioned that people in
rural areas were generally “apathetic’, “apolitical” or
“ignorant”. The few associations that doctors were aware
of were linked to local churches, but with little or no
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involvement of representative from the FHS and health
services. Exceptionally, some doctors established part-
nerships with religious leaders, especially those working
with socially vulnerable groups.

The doctors also highlighted the problem of clien-
telism, involving mainly councilors and local government
managers. They mentioned that patients had easy access
to local politicians to request individual benefits such as
transport, tests and appointments, interfering in profes-
sional autonomy, taking away control of appointment
scheduling and compromising the management of scarce
resources.

The culture is very different, excessively paternalistic
and we are not used to that. There is a lot of politi-
cal interference. A patient hurt his back lifting a gar-
bage can and wants an x-ray and I have to refer him
because the mayor asked. [...] So, he calls the Munic-
ipal Health Secretary and he turns up here. There is
indeed a lot of interference (IMT26 MED?2).

Doctors were in frequent contact with local politicians,
being sought after by local government managers and
councilors seeking updates on the local health situation.
Some doctors called on local politicians and managers to
improve working conditions, with many reporting that
their demands were ignored and others suffering political
retaliation or not making requests for fear of retaliation.

Team planning: infrequent and limited doctor
participation.

According to the doctors, health teams held meetings
with varying frequency because teams were small and
in contact on a daily basis and meetings hampered care.
Most of the doctors did not attend meetings or took part
only occasionally.

Few clinics had electronic patient records. Those that
did experienced difficulties due to poor information and
communication technology facilities and internet con-
nectivity, hampering the recording of patient informa-
tion. Data were compiled centrally, not treated and not
returned to Family Health Strategy (FHS) profession-
als. Few doctors knew how many patients there were in
priority groups or were able to describe FHS goals and
indicators, with some highlighting that this failing was a
challenge in delivering quality care.

Look, I can tell you that we don’t even set priorities.
We treat patients on a case-by-case basis. There’s
no strategy [like]: “Ah, this month I'm going to work
with high blood pressure, next month we're going to
work with..” There’s no strategy (IMT26 MED?2).

The main findings are synthesized in Table 3.
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Discussion and conclusions

Main conclusions

The findings suggest that the performance of doctors
was generally limited by the lack of a specific approach
to PHC in RRMs in Brazil and by factors related to train-
ing and experience and medical practice, manifesting the
professionals’ way of being and acting in these setting.

It is evident that competencies of doctors developed
before and after working in RRMs are manifest in a dia-
lectic praxis [23]. Competencies can be understood as
knowledge, skills and attitudes or, in other words, the
effective application of knowledge to work [24]. The way
doctors acted in response to demands and work condi-
tions were strongly driven by how they developed their
skills and attitudes to respond to health problems and
practice medicine in the Family Health Strategy in RRMs.

Another interesting finding was that care delivery
tended to focus on the individual level based on the bio-
medical model of medicine, sometimes reinforced by the
organization of work processes. The findings highlight
the high level of responsiveness of some doctors and the
promotion of healthy habits, although the approach was
still far from person-centered care [15].

Our study focused on the profile of doctors entering the
More Doctors Program almost one year after the Cuban
doctors left the program due to the Bolsonaro adminis-
tration’s (2019-2022) position on the initiative. The vast
majority of doctors were Brazilian, from outside the RRM
and had done their medical degree outside the region and
mostly outside the country. In other countries, the hiring
of foreign doctors to work in rural and remote areas is
a common recruitment strategy [1]. However, our find-
ings show that most of the doctors employed in RRMs
were recent graduates and some had yet to validate their
degree and did not have specialty training.

These doctors felt insecure in their new sociocultural
environment, with employment in RRM resembling a
form of “exile”. They were forced to seek their own iden-
tity in the region — or territoriality, as Santos [2] puts it.
The search for professional identity in remote rural set-
tings was also described by Allan et al. [25] in Australia,
with professionals also highlighting problems related to
isolation and privacy.

The doctors experienced settings in which social rights
were, to a large extent, beyond the reach of the popula-
tion. The discriminatory attitudes expressed by the doc-
tors, which are repeated in rural health settings around
the world [26, 27], reaffirm the notion of rurality as being
at odds with urbanity [3]. Doctors referred to working
in primary care in RRMs as a “non-place” [2], reflecting
their self-image of their high social status.

The findings reveal tensions in doctor-patient com-
munication, with the former taking a prescriptive and
authoritarian stance, often challenged by non-adherence
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Table 3 Main findings regarding PHC doctors'integration and working practices in RRMs. Brazil, 2019

Doctor training and experience

Recently qualified
and employed under
the More Doctors
Program

More experienced
doctors a role model
for responsiveness in
primary care

Limited and discon-
tinuous professional
training

Weak sociocultural
adaptation and harsh
working environment

Most of the doctors had been working in the RRMs for a short period of time, were recently qualified and did their degree
outside Brazil, mainly in Bolivia.

Almost two-thirds were employed under the More Doctors Program and half were not registered with a regional medical
council.

Doctors registered with a Regional Medical Council tended to seek other work opportunities, working shifts in hospitals and
primary care services in the region, bringing experiences from their work in these settings to their work in the RRM.

The few more experienced doctors had acquired skills in areas such as surgery, delivery and a variety of clinical specialties.
Experienced doctors were an important source of advice and guidance for younger doctors, helping them deal with the chal-
lenges of working in primary care in rural and remote areas

Experienced doctors centralized demands, mainly in their areas of expertise, showed a higher level of responsiveness to
patient’s needs, created bonds with the local community and held a certain level of political capital.

Specialty training was the exception rather than the rule, with exceptional cases of doctors with multiple specialties.

More Doctors Program doctors had more permanent training opportunities, with online training, academic supervision to
enhance clinical practices and training leave.

A varying range of training courses were offered by universities and state governments with the support of the local health
department; however, long travel times were a barrier to participation.

Online training was the main form of qualification, with some doctors seeking courses and specialty training on their own
initiative often motivated by the possibility of providing private services to supplement their income.

Most of the doctors had difficulty settling in, finding that working in primary care in RRMs did not live up to their expectations
and characterizing urban areas as “civilized".

Some doctors suggested that RRMs were inferior to urban areas and other regions of the country, while others attributed
vulnerability to people’s attitudes.

Most doctors were not from the RRM, working in the municipality they were posted to by the More Doctors Program; how-
ever, some chose to work in the municipality because they had relatives in the region, except in the Amazon.

Many doctors had difficulty adapting in the beginning due to the distance from their family, local conditions and ways of liv-
ing and the culture shock of seeing social inequalities firsthand.

Comprehensive care and timely access

Limited patient
tracking

Limited investigation
and monitoring of
health problems
Therapeutic practices
hindered by poor
facilities, lack of
supplies and limited
scope of practices

Little emphasis on
collective actions
Emphasis on un-
scheduled care

Limited skills for
dealing with mental
health problems

Few doctors encouraged patient tracking together with the health team to attract and follow up patients. An exception to
this rule was antenatal care.

Limited diagnostic resources were available for the investigation and monitoring of health problems. Communities in more
remote areas outside administrative centers were the most underserved, especially in the Amazon.

The supply of medicines offered on the SUS prescribed by doctors was often irregular and dispensing was generally central-
ized, meaning that communities in more remote areas outside administrative centers tended to be underserved and hamper-
ing the follow up of non-communicable and communicable chronic diseases (for example, tuberculosis and Hansen's disease).
Doctors performed simple procedures in clinics, although the range of procedures varied from RRM to RRM and services
tended to be concentrated in health centers or urgent care centers in administrative centers.

Doctors provided individual advice and guidance to patients on disease prevention and lifestyle changes; however, work
processes tended to adopt a disease-centered approach and doctor-patient communication was top-down, with little op-
portunity for patient participation.

Few doctors developed collective actions, focusing more on individual care.

Work processes placed emphasis on unscheduled demand, focusing on immediate individual care.

People living in communities outside administrative centers were more vulnerable to acute problems resulting from agricul-
tural work and traffic accidents, especially traumatic injuries, and deterioration of clinical conditions due to failings in health
surveillance, lack of adherence to drug therapy and poor access to care services.

Some doctors treated serious cardiovascular events and delivered babies in the clinic due to poor access to urgent care and
maternity services.

There was considerable demand for mental health care; however, doctors were not equipped with the skills necessary to deal
with the wide range of mental health problems.
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Table 3 (continued)
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Community-based approach
Family centeredness
limited by the focus
on the individual

participated in care.

Health care was focused on the individual, without taking into account family relations or the health of family members who

Some doctors followed up successive phases of the family life cycle, creating a bond with families.

Doctors provided advice on sexual health and family planning taking an individualized approach to pregnancy and sexually
transmitted infections prevention; however, doctors mentioned that this approach was often hindered by cultural issues,
highlighting high rates of teenage pregnancy and machoism.

Underdeveloped
cultural competence

Doctors rarely recognized the specific needs of indigenous and traditional peoples.
Many doctors respected traditional knowledge and practices as complementary and integrative medicine; however, almost all

expressed reservations and none of the doctors mentioned the integration of traditional healers into care provision.

Intersectoral col-
laboration driven by

federal programs Joint actions tended to focus on social assistance.

Little involvement in
spaces of community
participation

Fragile health team
planning

Doctors supported activities coordinated and led by nurses and community health workers with the social services and edu-
cation departments driven by federal government programs.

Doctors maintained distant relations with local health councils and community leaders.

Local government managers and councilors interfered in work processes in response to individual patient requests.
Doctors were important actors in local politics related to the organization of health services.

Few doctors attended infrequent health team meetings.

Doctors did not use output and outcome and health region data and indicators to analyze the health situation.

Source: the authors

due to access, sociocultural and economic factors. The
findings show that medical paternalism prevails in RRMs,
even though society is increasingly demanding a horizon-
tal approach to communication in care settings, particu-
larly in the context of primary care, where patients should
have a high level of autonomy over their health [28].

Training constraints in RRMs compounded the chal-
lenges in optimizing performance. Access to undergradu-
ate and postgraduate health training is a key challenge
in attracting and retaining health workers in rural and
remote areas [1, 26, 27]. Our findings show that the
potential of online education should be further explored,
which is consistent with the conclusions of other studies
(1,8, 27].

The acquisition of competencies through professional
experience was an important attribute in RRMs. The high
level of responsiveness of more experienced doctors is
consistent with the findings of Stralen et al. [8]. However,
fragmented disease-centered care approaches learned in
hospital settings were reproduced in primary care ser-
vices. This practice, underpinned by a biotechnology
rationale [23], highlights the need to promote a shift from
the traditional model of primary care to a family-oriented
patient-centered approach [16].

Another constraint on doctor performance was the
shortage of diagnostic and therapeutic resources, which
were only sufficient to provide minimum basic services.
The delivery of care focused on unscheduled demand and
acute problems to the detriment of health promotion.
Limited doctor involvement in patient tracking and col-
lective activities is inconsistent with a broader approach
to primary care in which doctors should play a key role
[29, 30].

Service structure was an important factor influencing
practices. Services were characterized by poor admin-
istrative support and financial resource shortages, with
the latter being concentrated in the administrative cen-
ter, resulting in the isolation of other areas of the health
system and the prioritization of more immediate health
problems. The Family Health Strategy was practically an
extension of urgent care centers and small hospitals in
the administrative center. The high demand for services
with limited availability led to a care backlog, resulting
in patient deterioration and the need for more complex
interventions, exacerbating social determinants of health
in RRMs, especially in more remote areas outside admin-
istrative centers in the Amazon. These findings are simi-
lar to those of Garnelo et al. [11].

Poor facilities and shortages of equipment and sup-
plies are common in primary care services in poor coun-
tries, reflecting the peripheral position of primary care in
health systems [7]. The delivery of effective primary care
requires major and continuous investment. The high cost
of primary care in rural and remote areas due to disec-
onomies of scale is a subject of debate around the world
[31]. Brazil lacks specific policies to guarantee resources
for the maintenance of primary care infrastructure and
promote care models that address the specific challenges
of providing health care in RRMs [5]. Furthermore, poli-
cies that seek to promote universal access to comprehen-
sive primary care are threatened by power struggles in
the country [18]. The development of professional guide-
lines for the Family Health Strategy and investment in
professional training, particularly in RRMs, focusing on
welcoming, health surveillance, responsiveness and indi-
vidual and collective longitudinal care [18], is vital to res-
cue the broader concept of family care.
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The psychosocial and community-based approach
was weak. Doctors’ attitudes were inconsistent with
the understanding of health as a complex phenomenon
that extends beyond the biological dimension [23], with
professionals having a reductionist view of health, the
patient and the family and community system.

Tentative psychosocial support actions were driven by
national policies, with few doctors assimilating the pur-
pose of mental health programs. The little they did in
terms of intersectoral actions, planning or cultural com-
petence was in response to external requirements.

Many doctors displayed an ambivalent attitude, with
the experience of local living conditions often awaken-
ing a realization of the need for a more community-based
approach. They also recognized relevant social determi-
nants of health such as machoism and clientelism. How-
ever, the interviewees also displayed strong prejudice in
relation to rurality and poverty and a posture that sought
to maintain their status in the hierarchy and vertical rela-
tionships, which Santos [32] calls abyssal thinking.

The findings also show that, in addition to doctors
having a generally biomedical background with lim-
ited community health skills, the shortage of doctors
in RRMs was a determining factor in the adoption of a
disease-centered and less community-oriented approach
oriented towards the individual. Another aspect evident
from the findings is that services tended to be centralized
in administrative centers due to difficulties visiting more
remote rural areas (long travel distances, poor transport
and the need to remain in the clinic to cover shifts when
other doctors are on their days off). Addressing health
workforce shortages and improving the care organization
model is therefore vital to incorporate the community-
based approach into the everyday practice of doctors in
remote rural areas.

The development of an expanded scope of practice is
hindered not only by organizational constraints, but
also the attitudes of professionals, who tend to focus on
care at the individual level, often resulting in the main-
tenance and reproduction of social inequalities without
addressing the underlying social determinants of health
[33]. Although doctors were key actors in the health sys-
tem in RRMs, apart from rare exceptions, they were not
integrated into the community. According to Carroll et
al. [34], the key enabler for re-orienting disease-centered
remote acute care models is integration and community
participation.

Implications for education and policies

It is important to highlight two key elements to expand
the scope of practices and promote the integration of
doctors in PHC in RRMs. The first is the urgent need for
medical training in primary care at different levels, with
curriculum content and practices that are specific to the
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rural context. Promoting family and community medi-
cine at national level, anchored in the principles of the
Alma-Ata Declaration and person-centered care based
on the attributes described by Starfield [13], would be
step forward [16, 27]. However, it is important to ensure
that family and community medicine is oriented towards
the public health system, given that the private sector is
playing an increasing role in this medical specialty [18].

In this respect, it is important to create policies that
provide incentives for residency programs and specialty
training in family and community medicine for students
and professionals from rural areas, considering the chal-
lenges in retaining doctors from outside RRMs. Addi-
tional training provided by the Brazilian Society of Family
and Community Medicine in rural medicine and broader
residency programs [14] are key elements that contrib-
ute to improving training oriented towards rural popula-
tions. It is also important to develop training proposals
that favor the accumulated knowledge of professionals
who deal with remote rural areas on a daily basis, pro-
moting training with and for these professionals based on
the practices they develop in rural areas to promote the
decolonization and ecology of knowledge [32].

The second element is the need to develop family health
care models that are specific to rural and remote areas,
together with the development of a health workforce pro-
vision and career plan that considers the specific features
of primary health care in RRMs [5, 12]. Our findings also
reveal the need to strengthen career pathways to provide
job stability, an attractive and fair salary and working
conditions, and value rural health workers, with working
arrangements cutting across all three levels of govern-
ment (municipal, state and federal) in order to address the
problem of limited resources at local level and clientelism.

Even with these plans, remote rural areas require
the ongoing emergency provision of health workers,
demanding mechanisms that ensure an adequate sup-
ply of doctors in primary care services and other areas
of the health system, with the strategic participation of
state and regional health authorities. The once far-reach-
ing More Doctors Program model consisting of three
core elements (emergency provision — including foreign
health workers with expertise in primary care — training
and infra-structure improvements) should be readopted
[18, 19].

Limitations and open perspectives

Study limitations include the use of a national sample,
meaning it was not possible to assess regional approaches
and patterns, which warrant further research. The diverse
range of geographical, sociocultural, family and local and
regional health system contexts pose specific challenges
for medical practice in primary care services in RRMs.
Future research should consider the perspectives of other



Franco et al. BMC Primary Care (2024) 25:319

actors, including health managers, nurses, community
health workers and patients to complement analyses of
practices in primary care services in RRMs.

The findings of this study revealed that doctors working
in RRMs generally had limited experience and that care
was limited in scope, focused on the individual and dis-
ease-centered, reinforcing the notion of selective primary
health care. However, it is important to highlight that this
does not detract from the important role these doctors
play in health care delivery in these areas. The findings
point to the need to promote an expanded scope of prac-
tice in PHC delivery, requiring major public investment
in the promotion of training and strengthening of career
pathways in the SUS, particularly in remote rural areas.
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