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Although several government programs have contributed to significantly increasing the number 

of physicians in Brazil, remote and vulnerable areas that are difficult to access continue to lack a 

minimum number of professionals, and this hampers access to health care services and the 

population’s health indicators. Government strategies, such as special financial incentives, have 

been able to attract physicians to these remote areas with special needs; however, the 

settlement of these professionals has not been effective. In view of the trend toward the 

feminization of Medicine and the increasing family and economic influence of women in 

decision-making in current society, this theoretical essay suggests the use of contemporary 

approaches aimed at gender equity in health services in order to favor the settlement of medical 

professionals in regions most in need.  

Keywords: Physicians. Health services. Working women. Health management. Poor areas. 

 

 

 

 

 

Introduction 

 

Despite a linear and constant increase in the number of medical professionals 

in Brazil, the availability of quality and effective health services in remote and poor 

areas with special needs remains a challenge. This is not unique to Brazil, since many 

countries have to cope with uneven distribution of health professionals, especially 

physicians, and this has become a serious and persistent issue, which is resistant to all 

sorts of strategies1,2. 
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The number of health professionals per inhabitant reflects the availability of 

professionals in selected categories, according to their geographic location. When 

there are shortages of physicians or unequal distribution in some regions, there is an 

increase in people who do not receive care and a resulting negative impact on basic 

health indicators3. 

The growth rate of the number of physicians in Brazil is about twice as high as 

the population growth rate. The ratio of physicians per 1,000 inhabitants went from 

1.15 in 1980 to 2.11 in 2015. Medical personnel reached 364,757 professionals in 

2010, an increase of 24.95% compared to 2000, opposed to a population growth of 

12.48% in the same period. This is mainly related to the opening of new medical 

schools and the resulting increase in the number of seats in undergraduate courses of 

medicine4. 

The More Doctors Program (MDP) was created in 2013 and established by 

means of the Act 12.871. It was conceived of as part of a series of measures to fight 

inequalities in access to primary health care.  

The MDP was structured around three strands of action: (1) investments in 

improvement of health care network infrastructure, with a focus on primary care; (2) 

expansion and reform of medical education, which contributed to an increase in the 

number of undergraduate courses in medicine and established new standards for 

professional training, favoring education-work integration and care practice in primary 

care on the basis of teaching, research and extension actions, in addition to increasing 

programs of medical residency across the country; and (3) emergency provision of 

physicians to vulnerable areas in need and with difficulties in getting professionals to 

settle in56. 

However, this increase in the number of physicians does not ensure 

homogeneous improvement of health indicators, since many regions, especially the 

most vulnerable, still lack professionals. In 2014, despite a national ratio of 2.09 

physicians per 1,000 inhabitants, inequalities were found in the geographical 

distribution of these professionals: the North and Northeast regions (1.09 and 1.3 

physician per 1,000 inhabitants, respectively) are below the national ratio; on the other 
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hand, the Southeast region has the highest number of physicians per 1,000 inhabitants 

(2.75), which is higher than the South (2.18) and the Mid-West (2.20) regions4.  

In view of the issue of settling physicians in remote areas that are difficult to 

access, this theoretical essay has the purpose of discussing health management 

strategies that can attract and retain medical professionals in the country’s most 

vulnerable areas. This essay is based on a contemporary approach to gender equity 

that is able to use the growing number of women in the medicine labor market as an 

opportunity to improve health services management. 

The methodological path that was taken associated the contemporary evolution 

of Brazilian medical demographics with its impact on health indicators, by means of 

the analysis of secondary data related to health indicators that were publicly available. 

We described the integration of women into the Brazilian labor market and their impact 

on family decision-making. And finally, we developed a proposal for retaining medical 

professionals, especially women, in remote and vulnerable areas, on the basis of 

strategies focused on gender equity in the labor market. 

 

Geographical distribution of medical professionals and basic Health indicators 

 

Life expectancy at birth and child mortality are considered to be indirect 

measurements of effectiveness within health care systems3. Child mortality is an 

indicator that is used worldwide to assess the health status of populations and to 

project the death risk of those who are born alive throughout their first year of life. It 

represents the number of deaths of children under one year old per 1,000 children 

born alive, within the population living in a given geographical location, in a given 

year7. This health indicator contributes to supporting processes for planning, 

management and evaluation of health policies and actions aimed at prenatal and 

delivery care, as well as child health protection. 

The regions with the greatest shortages of medical professionals are those with 

high child mortality rates2, which reflects the standards of accessibility and availability 

of resources for maternal health care and the child population7 (Figure 1). 
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Figure 1. Correlation between child mortality rates and the number of physicians/1,000 

inhabitants per Brazilian state in the years 2011 (A), 2013 (B), and 2014 (C). 

 

 

 

 2011 2013 2014 

Spearman’s coefficient (rs)= -

0.7836* 

-

0.8168* 

-

0.7596* 

*P<0.0001. Source: Scheffer. et al., Demografia Médica no Brasil 2011, 2013 and 2015; TabNet/DataSus. 

 

The Brazilian states with the highest number of physicians per 1,000 

inhabitants are the Federal District, Rio de Janeiro, São Paulo and Espírito Santo. As for 

the lowest numbers of physicians, they were found in Maranhão and Pernambuco, with 

0.79 and 1.64 physicians per 1,000 inhabitants in 2014, respectively, which resulted in 

child mortality rates above the national average (Figure 2). 
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Figure 2. Child mortality rates in Brazilian States with the highest and lowest numbers of 

physicians per 1,000 inhabitants in 2014. 

 

Source: TabNet/DataSus. 

 

Although many physicians, especially recent graduates, choose to begin their 

market integration in the Family Health Strategy (FHS), not all of them intend to carve 

out their careers in this field or settle in remote areas with special needs. Most 

physicians hold positions as decision-makers and have a certain degree of 

independence with regard to their work, and few rely only on the salary paid by the 

FHS8, so they are free to redirect their professional choices according to the 

socioeconomic setting of their profession.  
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However, graduate students from residency programs of family and community 

medicine tend to work in health care with FHS teams, which strengthens primary care 

and tends to improve the population’s health indicators9. 

On the other hand, even though high salaries may attract physicians to relocate 

to remote areas, their settlement depends on basic conditions of economic and 

sociocultural development, basic material working conditions, and training in the field 

of work2,10. 

 

Attracting and settling professionals in poor and remote areas 

 

One strategy for attracting and settling professionals in remote areas with 

special needs is to focus on efforts to meet needs related to the female gender, since 

decisions about settling families in other locations depends, to a great extent, on 

women’s opinions. 

Generally speaking, most decisions made by families depend on female 

members. It is possible to infer this on the basis of sociodemographic and financial 

data analysis, and factors related to the consumption of goods around the world: 

 

Women are one of the three emerging forces that are shaping the 21st 

century, along with global warming (weather) and the Internet (Web). We call 

them the 3 Ws: Weather – the need for environmental sustainability is widely 

accepted and is changing the way we think about the planet and our 

relationship with it; Women – the great contribution women can make to 

economic growth and future leadership; Web – the extraordinary 

transformation of the way we live, work and communicate by means of new 

technology11 (Position 318 of 2783). 

 

Women contribute with 40% of the gross domestic product (GDP) in developed 

countries, where they are responsible for 83% of purchases, including 91% of new 
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houses, 94% of furniture and decor, 60% of new cars, 80% of health insurance plans, 

and 89% of new bank accounts11. 

Although women’s rights have only been secured since 1988 in Brazil, with the 

enactment of the new Federal Constitution, women are currently aware of their 

potential and have shown their value as citizens, mothers, and workers, influencing the 

whole social and economic development of the country12. 

 

The phenomenon of feminization of Medicine 

 

One interesting fact is the increase in the number of women in the medical 

profession, especially among younger professionals. Among physicians who are 29 

years old or younger, women already make up the majority, at 56.2% against 43.8% of 

men. With regard to new medical licenses, men were the majority until 2010. In 2011, 

52.6% of new licenses from regional councils of medicine were granted to women and 

47.4% to men. The feminization of this profession has been constantly increasing, 

totaling 54.8% of licenses to women in 2014, against 45.2% to men4. 

Women’s participation in the Brazilian labor market follows a global trend and 

has been increasing significantly and steadily since the 1970s. However, as in most 

countries, there is gender inequality within organizations11. We can mention wage 

discrimination, occupational segregation and difficulty in progressing up the career 

ladder13,14.  

Women’s participation in the labor market worldwide remains smaller than 

men’s, whereas more women carry out unpaid work or have more informal jobs than 

men. Moreover, women’s wages are lower than men’s and this gap is even wider 

among professionals who have completed higher education14. 

In medicine, as well as in other professions, women tend to get lower wages 

than men, despite the same number of employment contracts and similar working 

hours15.  

In developed countries like the United Kingdom, 70% of women with degrees in 

science, engineering or technology are not working in these fields. Also, women hardly 
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ever hold leadership or management positions, in both public and private 

organizations11. 

In developed countries, men spend 66% of their time performing paid work and 

34% are in unpaid activities, whereas in developing countries this ratio is 74% to 26%. 

As for women, in both developed and developing countries, this ratio is almost 

reversed: they spend 34% of their time in paid activities and 66% in unpaid activities, 

including household chores. Activities related to the care of children are more time-

consuming, and the younger the children, the higher the number of hours spent16.  

Although greater participation of parents in care of children is desirable, the 

division of household chores continues to follow the traditional pattern, which is still 

deeply rooted. In this scheme, women are responsible for most duties related to 

hygiene, feeding, health care, education follow-up, and even playing games with their 

children16. 

Data show that more than half of Brazilian women are qualified for professional 

work, but they still face difficulties in entering the labor market due to their desire to 

start families12. 

These gender inequalities make part-time jobs more feminine, and it is a 

solution that women find in order to balance family and work responsibilities14. 

Women whose children go to daycare or kindergarten have higher incomes and 

more work hours, which helps their continued presence in the labor market and 

gender-related productivity16. Data also show that when good child education starts 

early, it can improve the social and economic development of countries17. Therefore, 

public policies that ensure children’s integration into daycare or kindergarten at an 

early age promote virtuous cycles of productivity and social development. 

In addition, women are more prone to invest a majority of their earnings in 

their children’s education, so better work opportunities aimed at women contribute to 

increases in schooling, with resulting increases in the development of the economy of 

countries and decreases in poverty.14 

Among professionals with higher education who work in family health teams, 

there is a predominance of women. Among specialists in family and community 
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medicine, the 20th-ranked specialty with the largest number of professionals, women 

are the majority, with a share of 56.5% against 43.5% for men4,18. These professionals 

are essential to strengthening primary care in municipalities and the resulting 

improvements in health indicators. 

The turnover of physicians in primary care services hampers their relationships 

with communities, and has a direct impact on the work of teams and on health 

indicators19. 

There is a correlation between training and turnover in family health programs; 

the more professionals are trained, the lower the turnover will be10. 

The first residencies in general and community medicine started in 1976. 

Driven by the FHS in 2002, this specialty changed its name to family and community 

medicine and the number of residency programs increased. Even with limited 

availability of courses compared to other medical specialties, family and community 

programs have difficulty filling all vacancies. One of the reasons for so many vacancies 

is the lack of the specific training required to work in the specialty, especially in the 

FHS20. 

It is common for these physicians to encounter challenges to remaining in 

family medicine such as problems related to the basic composition of teams; lack of 

professionals with the profile suggested by the program; different types of work 

contracts; poor training in primary care; heterogeneous physical structures of family 

health units, some of which are inadequate or in poor condition; crowded services; 

difficulty balancing professional life with personal and family interests; impairment of 

the flow of people and information between different levels of the system; unreliable 

information provided by the Primary Care Information System (SIAB); different 

management styles, with either integrating or conflicting relationships; contradictory 

expectations and conflicts between family health teams and local authorities; and 

conflicts in the relationship between FHS and the population, when teams are not able 

to meet demands8,19. 

In view of the importance of specialization in family and community medicine in 

strengthening primary care within the Unified Health System (SUS) and women’s 
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preference for this specialty, the development of public and organizational policies 

aimed at settling female medical professionals in poor and remote areas with special 

needs becomes strategic. 

 

Policies for a gender approach as a management opportunity for the settlement 

of physicians 

 

The expression “gender relations,” as it is used in the social sciences, points to 

the cultural order as a shaper of women and men. Therefore, what we call “men” and 

“women” is a result, not just biological sexuality, but also of social relations based on 

different structures of power21. 

The topic of gender is addressed in the context of dilemmas faced by 

contemporary theories of justice, with a political and economic dimension that, on the 

one hand, separates productive paid work and reproductive and domestic unpaid work, 

and on the other hand, separates, within paid work, male-dominated better paid and 

professionalized occupations, and less specialized and badly paid occupations 

performed mostly by women22. 

It is important to deinstitutionalize cultural valuation standards that prevent 

equal social participation for women and men, and to replace them with standards that 

promote it. Policies for gender recognition and equity at work emerge, and this makes 

women full partners in social life, capable of interacting with others as counterparts23. 

The premise of this study is that the use of management strategies based on an 

equitable gender approach can increase the settlement of medical professionals in 

vulnerable areas, whether they are men or women, and improve basic health 

indicators. 

Motherhood usually presents the first noticeable dilemma in women’s careers, 

especially when they have reached the top of their careers, which is between their 30s 

and 40s11. Although it is unusual for female physicians to abandon their careers in 

order to take care of their children, they are expected to find working conditions that 
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are more suitable to their new life situation, which means places that provide resources 

for the academic, cultural and social development of their families. 

Professionals who had the opportunity to study for many years often try to give 

the same opportunity to their children, so it is not possible to retain physicians in 

remote areas if they are not provided with good options for the education of their 

children. 

Younger women have been planning their work schedules so as to have more 

flexibility and be able to find a balance between work and family. Therefore, lack of 

flexibility in work schedules in FHS units leads female physicians to seek other 

opportunities as independent professionals so they can have more autonomy 

regarding time spent with their families. 

Traditional gender approaches have not proven to be effective, although they 

have had the praiseworthy objective of integrating and retain women in the labor 

market. The legal systems that ensure equal opportunity, equal treatment and equal 

pay are not sufficient and end up depicting women as victims, men as oppressors, and 

organizations as “crime scenes”11,24. 

Gender equity approaches are more contemporary and focused on gender 

recognition and equity within organizations, and such approaches consider the 

existence of bio-psycho-social differences between men and women and the need to 

take those differences into account. However, in these approaches, women should not 

be treated as a minority, since they account for half of the population, and most have 

college degrees and make most purchasing decisions11.  

Understanding and valuing gender differences makes it possible to manage 

them and ensure the permanence and work productivity of both men and women. 

There are differences in communication style, biological rhythms, hormones, brain 

functioning, and lifestyle preferences. For instance, women’s leadership style can be 

very different from men’s, and when they are similar, it tends to be considered rude 

when women are holding leadership positions, whereas men’s style is just seen as 

assertive11.  
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In short, what adds value to the work of both women and men is their 

differences, which enhance the human assets of organizations human when they are 

acknowledged and not suppressed.  

 

A gender equity approach to the settlement of physicians in vulnerable areas 

with special needs  

 

Government and organizational strategies aimed at attracting and settling 

female physicians provide great benefits to men in teams and increase productivity and 

work-related satisfaction for all workers, in addition to retaining talented and 

productive women.  

From this point of view, actions to improve attraction and settlement of medical 

professionals in poor and remote areas require the development of public and 

organizational policies in order to understand and appreciate the interpersonal needs 

of female professionals. 

Most women do not split their lives into personal and professional spheres. On 

the contrary, they usually merge them and try to understand each colleague’s 

subjectivity25. Providing spaces and times for more informal interaction within teams 

during working hours attracts and retains female professionals, improving the 

organizational environment as a whole. 

A sound organizational environment favors a high rate of talent retention, high 

productivity, low turnover, better adaptation to change, strong commitment, better 

performance in training, and infrequent psychosomatic health issues26. 

Men tend to be more aggressive and competitive, and they clearly express their 

will and need to progress in their careers. However, women dislike typically male 

aggressiveness and competitiveness, so they step back and do not show all their 

potential and competence. Managers who are sensitive and identify the needs and 

unexpressed potential of their teams are important for the identification of hidden 

talents and the development of individual skills. 
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Women tend to be responsible with regard to their duties, but they also have 

difficulty performing them properly when they feel their families are at risk, especially 

their children. Flexible working hours that allow women to balance their professional 

responsibilities and their role as mothers and wives, along with programs focused on 

integration into the labor market for their partners and guaranteeing educational 

support and follow-up for their children, are essential to their settlement and 

productivity25. 

Although access to good education, work, culture and leisure are rights 

ensured by the constitution, there are great regional disparities in Brazil that call into 

question the extent to which these rights are granted, in terms of both quantity and 

quality.  

Despite these inequalities, the truth is that the community of physicians in 

Brazil is composed of a social elite, with wages far above the national average, in both 

the public and private systems.  

High pay allows physicians access to the best services and infrastructure 

available locally. Therefore, as it has been pointed out by other authors6,27, the 

financial improvements proposed by the MDP are insufficient, since they encourage 

temporary stays in the medium and long term in regions with few options for good 

quality of life, in addition to being a high-cost policy. 

Access to medical education in Brazil is, and might remain for a long time, 

more elitist28, and the medical profession remains ideologically focused on high 

personal incomes associated with high living standards27. Therefore, regions that do 

not ensure appropriate (and sometimes outstanding) work and study conditions to 

these professionals and their families will not be able to retain them for long periods.  

Work organization is a source of pleasure and suffering for workers29,30. 

Programs designed to acknowledge the quality and importance of the work delivered 

and actions that strengthen the bonds between physicians and communities tend to 

improve professionals’ identification with their work and the health services they work 

for19,31, favoring them staying on the job and in the municipality. 
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Work is a source of personal accomplishment, in addition to earning a living. 

Work challenges lead to the search for constant learning and development of new 

skills, which boosts factors related to self-esteem. 

Investments in worker training and qualification are essential to keep them 

motivated. With regard to primary care, a partnership between services and 

government to share the costs related to specialized training of health professionals is 

essential, and return is guaranteed, since professionals who work in public health 

services tend to remain in the service, even when they leave an institution or a 

municipality25,32. 

Residency posts in family and community medicine, as well as other medical 

specialties, are mainly located in southeast Brazil33. Although the MDP encourages the 

opening of new vacancies in recent courses in medicine, efforts by the government and 

local organizations are still necessary for consolidation of this expansion, limiting 

access by professionals who work in the FHS, especially in remote areas of that are 

difficult to get to. Municipalities must be involved with policies aimed at encouraging 

professionals who are willing to devote their time and resources to residency and 

specialization courses in family health, by providing financial support for their 

relocation and stay, when necessary, with possible decreases or flexibilization of 

working hours as compensation for time spent studying, which is a detriment to their 

availability to their families. 

Acknowledgment by managers and workers of the specific health needs of 

women and attention directed to the morbidities that most affect women improve 

satisfaction at work and reduce absenteeism and worker turnover34. 

Inadequate working conditions related to excessive workloads and low wages 

do not favor the settlement of medical professionals27, especially in areas with social 

indicators that are below the Brazilian average and where the possibilities of investing 

in their careers are limited. 

Table 1 provides a summary of some of the strategies that can be carried out 

by municipal governments and health services managers in order to increase the 
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settlement of medical professionals in remote areas with special needs, by using the 

premises of a gender equity approach as an opportunity (Chart 1) 

 

Table 1. Summary of government and organizational strategies for the settlement of physicians 

in remote areas with special needs, based on the contemporary gender equity approach. 

Government Strategies Organizational Strategies 

Part-time job contracts that allow 

workers to balance family needs and 

professional activity. 

Preservation of an organizational 

environment that is favorable to the 

female gender. 

Municipal programs that enhance the 

absorption of non-medical manpower, 

favoring the employability of physicians’ 

spouses. 

Development of internal policies for 

family appreciation, with flexible working 

hours for women who have children of 

preschool or school age. 

Availability of vacancies in daycare or 

good public nursery schools. 

Development of health programs for 

workers, with a focus on the female 

gender. 

Incentive measures for the integration of 

professionals who already work in family 

health centers in residency courses or in 

specialization in family health, sharing 

the costs with municipalities, either 

providing financial support or giving 

more flexibility in work schedules. 

Creation and implementation of 

continued education plans aimed at the 

development of women-related skills. 

Availability of good public elementary 

and high schools, or partnerships with 

surrounding municipalities that could 

welcome physicians’ children. 

Training aimed at the development of 

the  managerial skills of female 

physicians, so as to enable them to hold 

leadership positions in health services. 

Municipal development policies for 

culture, sports and leisure. 

Programs aimed at mapping and 

developing talents. 

Source: By the author.. 
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Final considerations 

 

The settlement of physicians in poor and remote areas with special needs can 

be more effective with the application of strategies aimed at gender equity in the 

medical profession.  

This study suggests that efforts be made to meet the needs of women so as to 

retain medical professionals.  

Women who are in the labor market become more productive and loyal to 

organizations that have a strategic gender approach. Workplaces that are more 

attractive to women also tend to favor male retention, affecting health services, quality 

of care, and population health indicators. 
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