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Medical hiring formats in the Family Health Strategy 
and the performance of their core attributes

Abstract  The study aimed to investigate the 
perception of doctors about the different hiring 
methods and their influence on the performan-
ce of the PHC essential attributes to analyze the 
formats that best contribute to its implementation 
and strengthening. This is a quantitative, cross-
sectional research using a semi-structured form 
with 268 doctors from the ESF in Fortaleza, Ce-
ará, Brazil. A unique sociodemographic profile 
was identified for each group evaluated, influen-
cing the work process and opinions about hiring 
formats. The development of the essential PHC 
attributes was positively evaluated, but different 
perceptions were observed by professional hiring 
method assessed. The work performed by doctors 
in the ESF is influenced by how they are hired 
(p<0.001). Better performance of the statutory 
(4.4) was noted, followed by scholarship holders 
of the Mais Médicos Program/Primary Care Valo-
rization Program (3.7), Consolidated Labor Laws 
(3.5), and, finally, those working with Self-Em-
ployed Payment Receipt (RPA) (2.4). We analy-
zed that hiring through the Brazilian Statutory 
Regime and RPA are, respectively, the best (85%) 
and the worst (96.6%) hiring formats.
Key words  Family Health Strategy, Primary He-
alth Care, Workforce, Unified Health System
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Introduction

In Brazil, a transition from the social protec-
tion model in health centered on the Bismarck-
ian-based social insurance mechanism, through 
the National Social Security Institute for Medical 
Care (INAMPS), to a Beveridgian-based social se-
curity model was observed with the 1988 Federal 
Constitution and the guaranteed right to health. 
This new standard is supported in the health sec-
tor by the Unified Health System (SUS)1.

Several universal health systems and or sys-
tems with universal coverage2 are found global-
ly, emphasizing the Brazilian, French, English, 
Canadian, and German systems, which have 
different financing and professional contracting 
formats. In England’s National Health System 
(NHS), the general practitioner can have two 
relationships with the health system: 1. Indepen-
dent doctors are responsible for running their 
clinics as businesses (alone or in partnership); 2. 
Salaried doctors who are employees of indepen-
dent contracted practices or directly employed 
by PHC organizations. In Brazil, the profession-
al relationship between the medical professional 
and the health system is direct or indirect, while 
in Germany, the service offering is made by pub-
lic and private providers accredited to the Social 
Disease Insurance (GKV) at all levels3.

Brown4 argues that the conflict between pol-
icymakers (ministries of health and finance) and 
providers over payment terms and levels is a per-
sistent issue of political life in Canada, France, 
England, and Germany. Providers negotiate with 
the state, health insurance institutions, or both 
within public budgets and fiscal limits. In Great 
Britain and Canada, organizations of doctors 
and individual hospitals bargain directly with 
government agencies. In Germany, associations 
of sickness fund doctors and individual hospitals 
negotiate with GKV funds. In France, doctors’ 
unions negotiate separately with sickness funds. 
These questions can affect how the health system 
works and influence them on different concep-
tions of universality in health (universal systems 
versus universal health coverage)2.

In the SUS implementation process, perma-
nent tension between constructing a national 
health service with universal access and a system 
directed to the poorest with selective programs 
was observed, a conflict located at the core of the 
public field proposals and the privatizing propos-
als5. Therefore, several difficulties are highlighted 
in implementing this new system, such as the pe-

rennial scarcity of financial and human resourc-
es, especially in Primary Health Care (PHC)6.

Noteworthy is that the shortage of doctors 
in the Family Health Strategy (ESF) in Brazil is 
greater than that of other health professionals7,8. 
Thus, the municipalities sought alternative em-
ployment relationship types (e.g., Statutory, CLT, 
scholarship holders, temporary workers) when 
hiring such professionals to solve this problem9. 
The federal government also created measures 
with several incentives, emphasizing the employ-
ment relationship of doctors with the Ministries 
of Health or Education, as in the case of med-
ical residencies, the PHC Valorization Program 
(PROVAB) and the More Doctors for Brazil Pro-
gram (PMMB)10-12. This hodgepodge of profes-
sional employment formats occurs despite the 
guidelines of the SUS Human Resources Policy 
(PNRH-SUS)13,14.

It is also relevant to point out that the use of 
different formats of hiring medical professionals 
for the ESF teams is a subject of significant inter-
est for the continuity of the PHC work processes 
and should be addressed as a priority in State pol-
icy15,16. It is important to have doctors following 
life cycles, taking responsibility for the health of 
the community over time, guiding their actions 
in humanized relationships, having a long-term 
relationship with their employers17-19 and devel-
oping their activities based on the essential PHC 
attributes, namely, first contact, longitudinality, 
comprehensiveness, and care coordination20.

In this scenario, the diverse connections be-
tween doctors and the ESF may influence their 
work process and the full implementation of the 
strategy, with its doctrines, principles, and attri-
butes. It is also known that the hiring of health 
professionals in the SUS must follow the dictates 
of the National Policy for Human Resources of 
the SUS, while the work of professionals in pri-
mary care must follow the premises of the Na-
tional Policy for Primary Care (PNAB). However, 
the literature is not clear about which doctors’ 
hiring format allows the best development of the 
essential attributes of PHC and assumptions of 
the PNAB.

Based on this observation, this study inves-
tigates the perception of doctors about the dif-
ferent hiring formats and their influence on the 
performance of the essential PHC attributes to 
analyze the professional relationships that best 
contribute to its implementation and strength-
ening, also considering the dictates of PNAB and 
PNRH-SUS.
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Methods

This is a cross-sectional, quantitative, descriptive 
field study. Data were collected from April to No-
vember 2018. A semi-structured form was applied 
to doctors at the ESF in Fortaleza. The 343 doc-
tors in the municipality at the time had different 
professional relationships: 171 were scholarship 
holders through the Mais Médicos para o Brasil 
(More Doctors for Brazil) Program (PMMB) and 
the Primary Care Valorization Program (PROV-
AB); 127 were Statutory; 13 were hired under the 
Consolidated Labor Laws (CLT) regime; 13 were 
under temporary contracts, through a Self-Em-
ployed Payment Receipt (RPA); and 19 doctors 
were in Medical Residency in Family and Com-
munity Health and were included in the study 
because they are duly qualified professionals and 
very much incorporated into the daily care of the 
Family Health Strategy21. The inclusion criterion 
was to be a doctor with effective practice in the 
municipality’s ESF for more than six months. 
The exclusion criterion was being on leave, sick 
leave, or away from work at the ESF at the time 
of collection.

We attempted to apply the questionnaire to 
everyone regarding the sample composition for 
relationships with 20 or fewer professionals (CLT, 
RPA, and medical residency). A simple random 
sample calculation was used for the finite pop-
ulation for the other groups (PMMB/PROVAB 
scholarship holders and statutory) due to the dif-
ficulties inherent in data collection amid an in-
tense and dynamic care environment, with a 95% 
confidence interval (CI), P=50%, Q=50%, and 
sampling error of 5%. The sampling was defined 
at 96 for the Statutory and 119 for the PMMB/
PROVAB, with the expected final sample of 260 
professionals. At the end of the collection, the 
final sample consisted of 268 professionals (123 
PMMB/PROVAB scholarship holders; 100 statu-
tory, 13 working under the CLT regime, 13 RPA, 
and 19 Family Health Residents). As a result, a 
census was carried out for professionals with a 
CLT, RPA, or residency relationship, while the 
simple sample calculation was used for statutory 
and PMMB/PROVAB scholarship relationships. 
Chart 1 shows the total number of professionals 
per job and their respective samples.

A questionnaire was used with inquiries 
about sociodemographic data (age, gender, mar-
ital status, household income, religion, year of 
graduation), professional training, seniority in 
the ESF, hiring formats, and perception of the de-
velopment of the essential PHC attributes (first 

contact, longitudinality, comprehensiveness, 
and care coordination) according to the recruit-
ment formats. The PHC attributes were briefly 
described in the questionnaire. The interviewed 
professionals evaluated the attributes for all the 
relationship formats (PMMB/PROVAB scholar-
ship holders, statutory, CLT, RPA, and medical 
residency). Thus, their opinion was obtained not 
only regarding their hiring format but also the 
other.

Data were collected in all Primary Health 
Care Units (UAPS) in Fortaleza, with visiting 
moments previously agreed with the unit’s coor-
dination and the respective professional. Regard-
ing the location of the study, it is the fifth capi-
tal of the country and second in the Northeast 
in the number of inhabitants. In 2018, the study 
period, according to data from the Ministry of 
Health21, the estimated population coverage of 
family health teams was below 50%. The munic-
ipality currently has 113 health units, distributed 
among the six regional health administrative of-
fices’ units.

The questionnaires were applied as inter-
views, face-to-face or via telephone, prioritizing 
the former and using the latter only to comple-
ment interviews paused due to the service’s is-
sues. When professionals refused to participate 
in the research, they were replaced by other pro-
fessionals from the same health unit with the 
same employment relationship. When there was 
no other professional with these characteristics 
in the health unit, a professional from another 
health unit, but from the same regional health 
administrative office unit, was interviewed to re-
place the sample.

Besides the collection of primary data, a doc-
umentary analysis was carried out on the char-
acteristics related to the formats of hiring doc-
tors for ESF in UAPS in Fortaleza, based on the 
principles of the Unified Health System (SUS), 
the National PHC Policy (PNAB) and the Na-
tional Policy for Human Resources of the SUS 
(PNRH-SUS), through a detailed evaluation of 
documents in the field related to the theme (e.g., 
public policies, ordinances, standards, technical 
opinions, and reports).

This research is nested in the master’s dis-
sertation entitled “The perception of doctors 
concerning the impact of hiring formats in the 
work of the Family Health Strategy” (ISGH 
Ethics Committee). The data were described by 
their frequencies. The responses of the variables 
related to the PHC attributes (first contact, lon-
gitudinality, comprehensiveness, and care co-
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ordination) were transformed into continuous 
variables (excellent, good, fair, poor, and very 
poor, transformed into 5, 4, 3, 2, and 1). Contin-
uous variables were described by the mean and 
standard deviation of descriptive statistics. The 
One-Way ANOVA test was used to compare the 
respondents’ mean scores to the variables related 
to the PHC attributes for the four hiring formats 
analyzed (CLT, statutory, More Doctors program, 
and self-employed). The normality of the quan-
titative variables was verified using the Shap-
iro-Wilk test. A significance of p≤0.05 was used. 
Software packages EpiData 3.1 and STATA 14 
(StataCorp. STATA Statistical Software. V 13.0. 
Release 9.0 ed. CollegeStation, Texas 77845 USA: 
Stat Corporation: 2007) were used for organizing 
and analyzing the data. The ethical-legal aspects 
of Resolution No. 466/2012 were observed.

Results

The survey included 268 doctors working in the 
ESF teams in Fortaleza, subdivided by profes-
sional relationship (123 PMMB/PROVAB schol-
arship holders; 100 statutory, 13 working under 
the CLT regime, 13 through Self-employed Pay-
ment Receipt, and 19 Family Health Residents).

The dominant age group among the respon-
dents was 31-40 years (47.7%). A slight female 
predominance (50.6%) was determined by the 

PMMB scholarship holders (56.9%), while the 
number of men is higher (55% statutory, 61.5% 
CLT, and 53.8% RPA) in the other subcategories. 
Most respondents were married (59%). PMMB 
scholarship holders stand out as the group with 
the most significant number of members with 
completed lato sensu specialization (86.9%), 
followed by statutory (84%), where just under 
half of the courses are in the Family Health field 
(46.6%). Just over a third of the statutory (37%) 
completed Medical Residency in Family and 
Community Medicine, lower than the number 
of statutory who reported completing medical 
residencies in other areas (39%). There is low ad-
herence to the title test by the Brazilian Society of 
Family and Community Medicine (38% statuto-
ry; 23% CLT; 23% RPA; and 13% PMMB/PROV-
AB). Among those who declared household 
income, the highest incomes are with statutory 
and scholarship holders (5% and 1.6% above 31 
minimum wages). Table 1 shows the sociodemo-
graphic data by hiring method, excluding resi-
dents, as they are non-contractual relationships.

The findings show that hiring through the 
Statutory Regime and autonomously were as-
sessed as the best (by 85% of respondents) and 
the worst (96.6% of respondents) ways of hiring 
ESF doctors. These formats protect antagonistic 
positions regarding stability, labor rights, rela-
tionships, remuneration, regular payments, care 
continuity, security, possible incentives, access to 

Chart 1. Number of professionals linked to the Family Health Strategy of the Municipality of Fortaleza by hiring 
and sampling method used to collect data from this research.

Professional 
relationship

Universe

Number of 
professionals 

scheduled for an 
interview

Number of 
professionals 
interviewed

Sampling method

Statutory Regime 127 96 100 Simple random 
sample calculation

Scholarship PMMB/
PROVAB

171 119 123 Simple random 
sample calculation

Consolidated Labor 
Laws (CLT)

13 13 13 Census

Self-employed 
payment receipt 
(RPA)

13 13 13 Census

Family Health 
Residency

19 19 19 Census

Source: Data analysis from the semi-structured interview.



1661
C

iên
cia &

 Saú
de C

oletiva, 26(5):1657-1668, 2021

improvements, reducibility of salaries, longitudi-
nal monitoring, and turnover of professionals, as 
shown in Table 2.

Most doctors had experience with some pre-
vious contract types (70.8%). The possibility of 
changes in satisfaction in exercising their activ-
ities with the hiring format is reported by the 
respondents (58.5%), who refer to exercising 
their activities differently according to the hiring 

format (88.4%). Stability (53.7%), increased em-
ployment (23.5%), labor rights (22.3%), security 
(13.8%), retirement (4.8%), and lower turnover 
(3.7 %) were cited as items that would provide 
changes in satisfaction; while dedication (20.8%), 
continuing education (20.1%) and long-term 
planning (20.1%) appear as the central claims for 
changes in the exercise of their work according to 
the hiring format.

Table 1. Sociodemographic profile of doctors working in the ESF in Fortaleza.

CLT 13
STATUTORY 

100
PMMB/

PROVAB 123
RPA 13

n (%) n (%) n (%) n (%)

Age

Up to 30 years 3(23.0) 0 (0.0) 39 (31.5) 3 (23.0)

31-40 years 9 (69.2) 34 (34.0) 70 (56.7) 6 (46.1)

41-50 years 1 (7.6) 41 (41.0) 7 (5.6) 1 (7.6)

51-60 years 0 (0.0) 20 (20.0) 2 (1.6) 0 (0.0)

>61 years 0 (0.0) 5 (5.0) 5 (4.0) 3 (23.0)

Gender

Male 8 (61.5) 55 (55.0) 53 (43.0) 7 (53.8)

Female 5 (38.4) 45 (45.0) 70 (56.9) 6 (46.1)

Marital status

Single 8 (61.5) 12 (12.0) 59 (47.9) 7 (53.8)

Married 5 (38.4) 78 (78.0) 58 (47.1) 6 (46.1)

Divorced 0 (0.0) 10 (10.0) 6 (4.8) 0 (0.0)

Lato sensu specialization (concluded)

Yes 7 (53.8) 84 (84.0) 107 (86.9) 04 (30.7)

Specialization type

Family Health 3 (23.0) 42 (42.0) 77 (62.6) 3 (23.0)

Public Health 0 (0.0) 2 (2.0) 2 (1.6) 0 (0.0)

Medical Auditing 1 (7.6) 2 (2.0) 2 (1.6) 0 (0.0)

Occupational Medicine 1 (7.6) 9 (9.0) 7 (5.6) 1 (7.6)

Other 2 (15.3) 29 (29.0) 19 (15.4) 0 (0.0)

Completed medical residency

Yes, in Family and Community Medicine 2 (15.3) 37 (37.0) 13 (10.5) 1 (7.6)

Yes, in another field 2 (15.3) 39 (39.0) 11 (8.9) 1 (7.6)

No 9 (69.2) 24 (24.0) 99 (80.4) 11 (84.6)

Specialist title by the Brazilian Society of 
Family and Community Medicine

Yes 3 (23.0) 38 (38.0) 16 (13.0) 03 (23.0)

Household income in minimum wages

Up to 10 minimum wages 5 (38.4) 9 (9.0) 7 (5.6) 6 (46.1)

11-20 minimum wages 3 (23.0) 44 (44.0) 64 (52.0) 3 (23.0)

21-30 minimum wages 0 (0.0) 14 (14.0) 14 (11.3) 0 (0.0)

>31 minimum wages 0 (0.0) 5 (5.0) 2 (1.6) 0 (0.0)

Preferred not to declare 5 (38.4) 28 (28.0) 36 (29.2) 4 (30.7)
Source: Data analysis from the semi-structured interview.
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Assessing the fulfillment of PHC attributes 
when evaluating the first contact (4.4 statutory; 
4.0 PMMB/PROVAB; 3.8 CLT; 3.0 RPA), longitu-
dinality (4.5 statutory; 3.5 PMMB/PROVAB; 3.2 

CLT; 2.0 RPA), comprehensiveness (4.4 statutory; 
3.7 PMMB/PROVAB; 3.6 CLT; 2.5 RPA) and care 
coordination (4.4 statutory; 3.6 PMMB/PROV-
AB; 3.5 CLT; 2.3 RPA), the respondents consid-

Table 2. Opinion of medical professionals working in Fortaleza on their employment relationship and the 
impact of the employment relationship on professional performance. Fortaleza-CE, 2018.

Total 268 CLT 13 EST 100
PMMB/

PROVAB 
123

RES 19 RPA 13

n (%) n (%) n (%) n (%) n (%) n (%)

Main reason to be in the current 
employment relationship

Stability 69 (25.7) 3 (23.0) 43 (43.0) 21 (17.0) 0 (0.0) 2 (15.3)

Identification 129 (48.1) 7(53.8) 51 (51.0) 52 (42.2) 14 (73.6) 5 (38.4)

Transient situation 59 (22.0) 3 (23.0) 0 (0.0) 47 (38.2) 4 (21.0) 5 (38.4)

Lack of options 3 (1.1) 0 (0.0) 2 (2.0) 0 (0.0) 0 (0.0) 1 (7.6)

Other 8 (2.9) 0 (0.0) 4 (4.0) 3 (2.4) 1 (5.2) 0 (0.0)

Previous contract in PHC

Yes 190 (70.8) 11 (84.6) 83 (83.0) 76 (61.7) 15 (78.9) 5 (38.4)

No 78 (29.1) 2 (15.3) 17 (17.0) 47 (38.2) 4 (21.0) 8 (61.5)

Changes in satisfaction with the change 
in the hiring format

Yes 157 (58.5) 12 (92.3) 57 (57.0) 67 (54.4) 16 (84.2) 5 (38.4)

No 111 (41.4) 1 (7.6) 43 (43.0) 56 (45.5) 3 (15.7) 8 (61.5)

How changes in the hiring format 
change the satisfaction in exercising 
your work

Stability 144 (53.7) 6 (46.1) 62 (62.0) 58 (47.1) 8 (42.10) 10 (76.92)

Strengthened employment 
relationship

63 (23.5) 2 (15.3) 38 (38.0) 10 (8.1) 9 (47.36) 4 (30.76)

Employment relationship / Labor 
rights

60 (22.3) 4 (30.7) 26 (26.0) 18 (14.6) 6 (31.57) 6 (46.15)

Security 37 (13.8) 3 (23.0) 14 (14.0) 17 (13.8) 2 (10.59) 1 (7.62)

Retirement pension 13 (4.8) 0 (0.0) 11 (11.0) 2 (1.6) 0 (0.0) 0 (0.0)

Lower turnover 10 (3.7) 2 (15.3) 0 (0.0) 5 (4.0) 1 (5.2) 2 (15.3)

Changes in the way of working 
according to the hiring format

Yes 237 (88.4) 12 (92.3) 91 (91.0) 103 (83.7) 18 (94.7) 13 (100.0)

No 31 (11.5) 1 (7.6) 9 (9.0) 20 (16.2) 1 (5.2) 0 (0.0)

How changes in the hiring format cause 
changes in the way you perform your 
work

Dedication 56 (20.8) 0 (0.0) 23 (23.0) 18 (14.6) 11 (57.8) 4 (30.7)

Continuing education 54 (20.1) 3 (23.0) 12 (12.0) 27 (21.9) 9 (46.3) 3 (23.0)

Long-term planning and actions 54 (20.1) 2 (15.3) 18 (18.0) 17 (13.8) 13 (68.4) 4 (30.7)

Motivation 46 (17.1) 7 (53.8) 14 (14.0) 11 (8.9) 8 (42.1) 6 (46.1)

Strengthened employment 
relationship

31 (11.5) 2 (15.3) 16 (16.0) 8 (6.5) 3 (15.7) 2 (15.3)

Stability 17 (6.3) 1 (7.6) 8 (8.0) 6 (4.8) 2 (10.5) 0 (0.0)

Labor rights 15 (5.5) 0 (0.0) 5 (5.0) 8 (6.5) 2 (10.5) 0 (0.0)

 it continues



1663
C

iên
cia &

 Saú
de C

oletiva, 26(5):1657-1668, 2021

ered the performance (on average) of the statu-
tory in realizing these attributes to be the best, 
always with higher evaluations than the others, 
changing the percentage differences according to 
each essential attribute evaluated (where 1 is very 

poor and 5 indicates excellent performance), as 
shown in Table 3.

The documentary analysis found different 
features between the medical relationships with 
the ESF. The differences were evident regarding 

Total 268 CLT 13 EST 100
PMMB/

PROVAB 
123

RES 19 RPA 13

n (%) n (%) n (%) n (%) n (%) n (%)

Best hiring format

CLT 8 (2.9) 0 (0.0) 0 (0.0) 5 (4.0) 3 (15.7) 0 (0.0)

Statutory 228 (85.0) 13 (100.0) 98 (98.0) 90 (73.1) 14 (73.6) 13 (100.0)

Mais Médicos para o Brasil (More 
Doctors for Brazil) Program

26 (9.7) 0 (0.0) 2 (2.0) 24 (19.5) 0 (0.0) 0 (0.0)

Temporary 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)

Other 6 (2.2) 0 (0.0) 0 (0.0) 4 (3.2) 2 (10.5) 0 (0.0)

Reason for considering the best hiring 
format

Stability 141 (52.6) 8 (61.5) 55 (55.0) 61 (49.5) 8 (42.1) 9 (69.2)

Employment relationship 68 (25.3) 4 (30.7) 28 (28.0) 28 (22.7) 4 (21.0) 4 (30.7)

Longitudinal monitoring 67 (25.0) 3 (23.0) 29 (29.0) 29 (23.5) 4 (21.0) 2 (15.3)

Labor rights 53 (19.7) 7 (53.8) 10 (10.0) 23 (18.7) 5 (26.3) 8 (61.5)

Social security rights 16 (5.9) 1 (7.6) 4 (4.0) 6 (4.8) 3 (15.7) 2 (15.2)

Incentives for improvement 13 (4.8) 1 (7.6) 1 (1.0) 6 (4.8) 5 (26.3) 0 (0.0)

Security 18 (6.7) 1 (7.6) 8 (8.0) 7 (5.6) 1 (5.2) 1 (7.6)

Irreducible wages 5 (1.8) 1 (7.6) 1 (1.0) 2 (1.6) 1 (5.2) 0 (0.0)

Worst hiring format

CLT 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)

Statutory 2 (0.7) 0 (0.0) 2 (2.0) 0 (0.0) 0 (0.0) 0 (0.0)

Mais Médicos para o Brasil (More 
Doctors for Brazil) Program

5 (1.8) 0 (0.0) 2 (2.0) 3 (2.4) 0 (0.0) 0 (0.0)

Residency - - - - - -

Temporary 259 (96.6) 13 (100.0) 95 (95.0) 120 (97.5) 18 (94.7) 13 (100.0)

Other 2 (0.7) 0 (0.0) 1 (1.0) 0 (0.0) 1 (5.2) 0 (0.0)

Reason for considering the worst hiring 
format

Instability 95 (35.4) 4 (30.7) 38 (38.0) 36 (29.2) 8 (42.1) 5 (38.4)

Lack of labor rights 93 (34.7) 10 (76.9) 31 (31.0) 33 (26.8) 8 (42.1) 11 (84.6)

No employment relationship 85 (31.7) 4 (30.7) 32 (32.0) 38 (30.8) 6 (31.5) 5 (38.4)

Wage arrears 54 (20.1) 7 (53.8) 15 (15.0) 27 (21.9) 4 (21.0) 1 (7.6)

Low remuneration 38 (14.1) 1 (7.6) 11 (11.0) 21 (17.0) 3 (15.7) 2 (15.3)

Discontinued care 37 (13.8) 0 (0.0) 12 (12.0) 16 (13.0) 4 (21.0) 5 (38.4)

Insecurity 28 (10.4) 3 (23.0) 15 (15.0) 7 (5.6) 1 (5.2) 2 (15.3)

High turnover 21 (7.8) 0 (0.0) 8 (8.0) 13 (10.5) 0 (0.0) 0 (0.0)

Finds current hiring format 
disadvantageous

Yes 165 (61.5) 12 (92.3) 51 (51.0) 79 (64.2) 10 (52.6) 13 (100.0)

No 103 (38.4) 1 (7.6) 49 (49.0) 44 (35.7) 9 (47.3) 0 (0.0)

Source: Data analysis from the semi-structured interview.

Table 2. Opinion of medical professionals working in Fortaleza on their employment relationship and the 
impact of the employment relationship on professional performance. Fortaleza-CE, 2018.
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the contractors, the policies for retaining the pro-
fessional, the assurance of labor and social secu-
rity rights, and career and training opportunities. 
The employment relationship can be divided 
into two groups: with employment relationship 
(CLT and statutory) and without employment 
relationship (PMMB scholarship holders and 
self-employed). Concerning the institutional 
link, three direct links can be determined with 
the Municipal Health Secretariat (SMS) (CLT, 
statutory, and self-employed) and a relationship 
mediated by the Ministry of Health (PMMB 
scholarship holders); concerning contract’s 

length, they can be classified into temporary 
(CLT, PMMB scholarship holders, and self-em-
ployed) and permanent (statutory); same divi-
sion for the group without Career Progression 
Plan (PCCS) (CLT, PMMB scholarship holders, 
and self-employed) and with PCCS (statutory). 
Assessing opportunities for continuing educa-
tion, we identified a group with a mandatory 
training process (PMMB scholarship holders), 
a group with potential opportunities (CLTs and 
statutory), and a group with few opportunities 
(self-employed).

Table 3. Evaluation of PHC attributes by ESF doctors, according to the employment relationship. Fortaleza-CE, 
2018.

CLT STATUTORY
PMMB/

PROVAB
RPA

p-
value**

Média (DP)* Média (DP)*
Média 
(DP)*

Média 
(DP)*

First contact 3.8 (0.8) 4.4 (0.7) 4.0 (0.8) 3.0 (1.3) p<0.001

Excellent n (%) 48 (17.9%) 140 (52.2%) 86 (32.0%) 42 (15.6%)

Good n (%) 127 (47.3%) 88 (32.8%) 119 (44.4%) 60 (22.3%)

Fair n (%) 50 (18.6%) 17 (6.3%) 49 (39.8%) 63 (23.5%)

Poor n (%) 14 (5.2%) 6 (2.2%) 4 (1.4%) 47 (17.5%)

Very poor n (%) 4 (1.4%) 1 (0.3%) 3 (1.1%) 40 (14.9%)

Don’t know/Did not answer n (%) 25 (9.3%) 16 (5.9%) 7 (2.6%) 16 (5.9%)

Longitudinality 3.2 (0.9) 4.5 (0.6) 3.5 (0.9) 2.0 (0.9) p<0.001

Excellent n (%) 11 (4.1%) 165 (61.5%) 40 (14.9%) 3 (1.1%)

Good n (%) 96 (35.8%) 76 (28.3%) 108 (40.3%) 16 (5.9%)

Fair n (%) 90 (33.5%) 9 (3.3%) 82 (30.6%) 65 (24.2%)

Poor n (%) 34 (12.6%) 4 (1.4%) 23 (8.5%) 80 (29.8%)

Very poor n (%) 16 (5.9%) 1 (0.3%) 11 (4.1%) 91 (33.9%)

Don’t know/Did not answer n (%) 21 (7.8%) 13 (4.8%) 4 (1.4%) 13 (4.8%)

Comprehensiveness 3.6 (0.8) 4.4 (0.7) 3.7 (0.9) 2.5 (1.1) p<0.001

Excellent n (%) 20 (7.4%) 150 (55.9%) 56 (20.9%) 11 (4.1%)

Good n (%) 137 (51.1%) 84 (31.3%) 123 (45.8%) 38 (14.1%)

Fair n (%) 63 (23.5%) 13 (4.8%) 66 (24.6%) 78 (29.1%)

Poor n (%) 24 (8.9%) 5 (1.8%) 14 (5.2%) 73 (27.2%)

Very poor n (%) 2 (0.7%) 2 (0.7%) 6 (2.2%) 56 (20.9%)

Don’t know/Did not answer n (%) 22 (8.2%) 14 (5.2%) 3 (1.1%) 12 (4.4%)

Cara coordination 3.5 (0.8) 4.4 (0.7) 3.6 (0.9) 2.3 (1.0) p<0.001

Excellent n (%) 19 (7.0%) 145 (54.1%) 50 (18.6%) 6 (2.2%)

Good n (%) 120 (44.7%) 85 (31.7%) 109 (40.6%) 30 (11.1%)

Fair n (%) 78 (29.1%) 18 (6.7%) 78 (29.1%) 77 (28.7%)

Poor n (%) 24 (8.9%) 6 (2.2%) 22 (8.2%) 84 (31.3%)

Very poor n (%) 5 (1.8%) 0 (0.0%) 4 (1.4%) 58 (21.6%)

Don’t know/Did not answer n (%) 22 (8.2%) 14 (5.2%) 5 (1.8%) 13 (4.8%)
Captions: SD: Standard Deviation. *Mean was calculated based on the scores given by the respondents for each of the attributes in 
the different professional relationship formats (levels from 1=very poor to 5=excellent performance); **One-way ANOVA.

Source: Data analysis from the semi-structured interview.



1665
C

iên
cia &

 Saú
de C

oletiva, 26(5):1657-1668, 2021

Discussion

This study was carried out in a large municipality 
with mixed hiring formats, which allowed the de-
velopment of a robust assessment on the subject. 
The results are relevant for understanding the 
influence of the hiring formats in the work pro-
cesses of the Family Health Strategy doctor and 
subsidizing the improvement of human resourc-
es policies for the SUS focused on the quality of 
service16.

The different hiring formats found among 
doctors in Fortaleza confirm the consequences 
of the neoliberal reform that allowed more flex-
ible relationships and contracts with simplified 
selection processes and the effects of informal 
reforms, which led to the use of temporary con-
tracts and hiring permanent staff through grants 
and wage compensation22.

There was a unique sociodemographic profile 
for each of the groups of doctors working in the 
ESF, according to their hiring format, diverging 
from one another by age group, predominant 
gender, religion, marital status, training time, 
academic qualifications, and household. While it 
was not possible to assess these aspects, they can 
influence the work process of ESF doctors and 
the assessment of essential attributes. The litera-
ture reports that gender, marital status, training, 
number of employment relationships, seniority 
in the service, and the employment method in-
fluence the development of the essential attribute 
of longitudinality of ESF professionals23.

Rodrigues et al.24 show that a high percent-
age of professionals working in the ESF do not 
receive training to work in PHC, which has been 
observed in this study, as less than half of the pro-
fessionals had a specialization in family health 
(46.6% in general) and only 19.9% in the resi-
dency modality). It is essential to mention that 
training was already one of the challenges iden-
tified by the Ministry of Health for the success of 
the ESF since its early days. Consequently, incen-
tives for academic PHC-oriented training both 
for new doctors and doctors already working are 
essential to qualify care25.

Discrepancies were evidenced in evaluating 
professionals about the different relationship for-
mats, which led to greater dissatisfaction by those 
evaluated, notably more significant among pro-
fessionals with an RPA relationship (with 100% 
of the professionals demarcating their bond as 
disadvantageous; 51% among statutory). As for 
the disadvantageous points in their hiring com-
pared to other groups, it was noted that 84.6% 

of the RPAs pointed out the lack of labor rights 
and 38.4% of them the lack of a relationship. It 
is worth noting that more than one item in this 
variable could be selected, which means that the 
sum of these can reach values above 100%.

This dissatisfaction can negatively influence 
doctors’ work activities in their workplaces, af-
fecting the quality of health care developed in the 
ESF. Thus, professional valorization is an essen-
tial aspect of workers’ satisfaction and is linked 
to service quality. Identifying inequalities may in-
fluence the perceived professional appreciation. 
In the respondents’ view, the uniformity of rights 
is seen as a determining condition in improving 
the performance of multidisciplinary work.

The topic of remuneration has always held a 
relevant space for health system managers26. Poli 
Neto et al.27 states that the best results in the care 
management of the assisted population stem 
from a combination of different remuneration 
formats, usually with a higher fixed amount and 
a variable amount. In Brazil, Curitiba and Rio de 
Janeiro led mixed remuneration actions – with 
fixed and variable sums, also found in Portu-
gal27. According to the author, the managers of 
these locations felt the need to reward financially 
achieved goals. Thus, an incentive policy aimed 
at professionals could improve the population’s 
health indicators.

Another debatable point is the relevance of 
the stability offered by each employment rela-
tionship of medical professionals in the ESF. The 
statutory relationship was by far characterized 
as the best hiring format (85%), with more than 
half (52.6%) of the respondents highlighting sta-
bility as a critical factor for such an assessment. 
However, new processes for the inclusion of pro-
fessionals through this format are scarce, with 
the immediate financial issue possibly emerging 
as one of the relevant points in this equation, the 
economy with earnings by the federative entity. 
However, there seems to be an oversight by not 
considering the financial impact of a resolute 
PHC, reducing referrals to other levels of care, 
and providing more concrete actions to promote 
and prevent diseases, affecting costs20. Neverthe-
less, it is necessary to know that, as described by 
Piola et al.28, salaries attract professionals but do 
not retain them. In the opinion of Brito et al.29, a 
powerful way of retaining SUS human resources 
is creating an attractive policy for workers, com-
bining financial and training aspects and the pos-
sibility of advancing in a state career.

Thus, organizational aspects can be related 
to hiring formats, which may hinder or facilitate 
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access over time to obtain an appointment, type 
of appointment, continuity of treatment, or ser-
vice shifts30. The socio-cultural and economic as-
pects of accessibility related to the hiring formats 
include the professionals’ ability to perceive the 
understanding of the assisted people, assimila-
tion of the risk of severity, knowledge about their 
bodies and the provision of health services, fear 
of diagnosis, beliefs, habits, and communication 
difficulties with the health team, credit given to 
the health system, education levels, employment, 
income, and social security31.

Most respondents assessed the PHC attri-
butes positively. However, this assessment was not 
uniform concerning the group that was assessed. 
The first contact is characterized by accessibility 
and the use of services for each new problem or 
new episode of a problem for which health care is 
sought20 and must be considered regarding geo-
graphic, organizational, socio-cultural, and eco-
nomic aspects. Positive but different evaluations 
were observed for the first contact performance, 
with the statutory and RPA receiving, respective-
ly, the best (52.2% rate it as excellent) and the 
worst rating (32.4% rate it as poor or very poor). 
The availability of a doctor in the health units (if 
present, the first contact is well evaluated) may 
have influenced the respondents’ assessment of 
the first contact.

Regarding longitudinality, determined by 
the connection between users and service pro-
viders, the interference by hiring format appears 
more expressively. The highlight of the statutory 
(61.5% rated it as excellent) in this attribute may 
be related to the fact that they are a lasting em-
ployment relationship with lower turnover23,32.

Longitudinality is built by the existence of 
a regular supply of care by the health team and 
its consistent use over time in an environment 
of mutual trust and humanization between the 
health team, individuals, and families20. Longitu-
dinality and the relationship with the service were 
also assessed by Paula et al.23 when higher scores 
were attributed to statutory workers and profes-
sionals with more than three years of service se-
niority. The authors believe there is evidence that 
the time for developing interpersonal relation-
ships interferes favorably in the longitudinality 
attribute. In this study, 61.5% rated the perfor-
mance of the attribute as excellent by profession-
als with a statutory relationship, with 33.9% eval-
uating it as very poor in the case of RPA.

Comprehensiveness is represented by the 
provision of a set of services that meet the needs 
of the population enrolled in the fields of pro-

motion, prevention, cure, care, rehabilitation, 
and palliative care, unlike the responsibility for 
not offering services in other health care points 
and the adequate recognition of the biological, 
psychological, and social problems that cause 
diseases on the part of the health teams20.

Care comprehensiveness depends on the re-
definition of practices to create bonds, reception, 
and autonomy, which values the subjectivities in-
herent to health work and the individuals’ unique 
needs as starting points for any intervention, 
building the possibility of care centered on the 
health system user30. In this study, the statutory 
relationship also has an advantage in the ESF 
medical professionals’ evaluation regarding the 
performance of this attribute: in this case, 87.2% 
evaluate it as excellent or good.

Care coordination is determined by the abili-
ty to secure care continuity, recognizing problems 
requiring constant follow-up, and is articulated 
with the role of the communication center of the 
Health Care Networks (RAS)14,20. In this sense, 
health needs are complex and, in general, are not 
adequately addressed by health systems charac-
terized by specialization and isolated profession-
al guidance31,32. Inadequacy can result in unmet 
needs, unnecessary treatments, duplicated ac-
tions, and excessive medicalization. However, the 
professional’s ability to coordinate care depends 
on a strong need for regional knowledge and the 
RAS, aspects related to professional turnover, and 
access to training processes in the field, and the 
last characteristic is better identified among the 
statutory and PMMB, with 85.8% and 51.7%, re-
spectively, evaluating them as having an excellent 
or good performance.

Finally, the study’s limitations are its 
cross-sectional design, which does not allow the 
monitoring of notes related to relationship for-
mats and their implications on the quality of care 
and the fact that only the doctors’ viewpoint was 
considered. Thus, further studies are suggested, 
if possible, containing the views of managers, the 
population, and other actors involved in the ESF.

Conclusion

The development of the essential ESF attributes 
was positively evaluated. However, it was not uni-
form by relationship type concerning the group 
evaluated in Fortaleza. In this capital, doctors’ 
work in the Family Health Strategy is influenced 
by their professional relationship. Concerning 
the PHC essential attributes, the doctors inter-
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viewed perceived better performance of the stat-
utory workers, followed by the scholarship hold-
ers of the Mais Médicos Program/PHC Valuation 
Program, Consolidated Labor Laws, and, finally, 
those working under the Self-Employed Receipt 
regimen (RPA).

The respondents’ report points out that job 
satisfaction and the different ways of conducting 
activities are stimulated by the hiring configu-
ration, including its stability. From the doctors’ 
perspective, hiring through the statutory regime 
and via RPA are the best (85%) and the worst 

(96.6%) hiring formats for developing essential 
attributes in the ESF. Scientific studies address-
ing the theme are required to support the fed-
erative entity because public policies will profile 
the health professional valorization. There is an 
urgent need to implement the SUS Human Re-
sources Policy as a guiding tool for the creation 
of employment relationships retaining medical 
professionals in the PHC services but also con-
tribute to the realization of its essential attri-
butes, quality of care, and, consequently, health 
levels of the Brazilian population.
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