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A B S T R A C T 
 

 

Introduction:  The Mais Médicos program was introduced in 2013 with the aim of reducing the shortage of doctors in priority 

regions and diminishing regional inequalities in health. One of the strategies has been to offer 3-year contracts for doctors to work in 

primary healthcare services in small towns, inland, rural, remote, and socially vulnerable areas. This report describes the program’s 

implementation and the allocation of doctors to these target areas in 2014. 

Methods:  To describe the provision of doctors in the first year of implementation, we compared the doctor-to-population ratio in 

the 5570 municipalities of Brazil before and after the program, based on the Federal Board of Medicine database (2013), and the 

official dataset provided by the Ministry of Health (2014). 

Results:  In its first public call (July 2013) 3511 municipalities joined the Mais Médicos program, requesting a total of 

15 460 doctors; although the program prioritizes the recruitment of Brazilians, only 1096 nationals enrolled and were hired, 

together with 522 foreign doctors. As a consequence, an international cooperation agreement was set in place to recruit Cuban 

doctors. In 12 months the program recruited 14 462 doctors: 79.0% Cubans, 15.9% Brazilians and 5.1% of other nationalities, 

covering 93.5% of the doctors demanded; they were assigned to all the 3785 municipalities enrolled. The study reveals a major 

decrease in the number of municipalities with fewer than 0.1 doctors per thousand inhabitants, which dropped from 374 in 2013 to 

95 in 2014 (75% reduction). Of the total, 294 doctors were sent to work in the country’s 34 Indigenous Health Districts (100% 

coverage) and 3390 doctors were deployed in municipalities containing certified rural maroon communities (formed centuries ago 

by runaway slaves). After 1 year of implementation, the municipalities with maroon communities with less than 0.1 doctors per 
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thousand inhabitants were reduced by 87% in the poorest north region. More than 30% of municipalities with maroon communities 

in the richest regions had more than 1.0 doctors per thousand inhabitants, whereas in the poorest regions fewer than 7% of 

municipalities reached that level. 

Conclusions:  The Mais Médicos program has granted medical assistance to these historically overlooked populations. However, it 

is important to evaluate the mid- and long-term sustainability of this initiative. 
 

Key words: Brazil, doctors, indigenous population, maroon communities, primary healthcare. 
 
 
 

Introduction 
 

Tackling health inequalities is a global challenge. Around half 

the world’s population live in rural and/or remote areas, but 

only 38% of these have access to nurses, while the supply of 

doctors is lower and more patchy1. 

 

To address the problem of the unequal geographical 

distribution of health workers, several countries have adopted 

specific policies designed to attract and retain these 

professionals, doctors included, in rural and/or remote areas. 

International experience shows that access to and uptake of 

health services is dependent on health equity strategies, 

whereby efforts are made to recruit and retain professionals 

in more vulnerable areas to provide their populations with 

health care1-4. 

 

Maciel Filho5 has reported on government initiatives from 

some countries to boost the recruitment and retention of 

doctors in areas that are far from big cities and/or hard to 

access. Colombia, Peru, Costa Rica, Mexico, and Ecuador 

have all introduced compulsory social service. In Colombia in 

particular, universities are important actors in this process, 

since the new university curriculum has made this social 

service – better known as 'the rural year' (el año rural) – a 

prerequisite for obtaining a medical license. 

 

Mexico’s work in this field is more consolidated, because Mexico 

first introduced this social service in 1945, via rural cooperatives. 

For would-be doctors to obtain their license, they must first spend 

12 months at a designated location. Meanwhile, in Chile, medical 

career paths are established according to the specific features of the 

target areas, such as their geographical distance and risks, and the 

physical and financial infrastructure available for the work, while 

also providing professional development opportunities. In 

Australia, scholarships are available for students of medicine 

willing to gain experience at rural or remote locations5,6. 

 

The form these measures take can be more incentive-oriented 

or more coercive in nature, covering regulations, education, 

selection, and financial support1,2. Most of them are aligned 

with WHO’s recommendations to improve the retention of 

health workers in rural and remote areas7. 

 

The reality around the world is that there are disparities in 

healthcare, shortages of health workers, and a poor 

distribution of the existing workforce. Recognizing this fact, 

many countries are developing joint strategies to assure 

equitable health care based on global perspectives on 

health8,9. One of the strategies being pursued is the organized 

migration of health workers from countries with more health 

professionals to those with a shortage10,11. 

 

A notable case in Latin America was Venezuela’s Inside the 

Neighborhood Mission (Misión Barrio Adentro), a program 

created in 2003 to strengthen primary health care in 

cooperation with Cuba. Thanks to this program, primary 

healthcare coverage has been expanded, with the training and 

deployment of health teams made up of doctors, nurses, 

dentists, and other professionals. It has also served to 

decentralize the offer of health services and foster their 

uptake by the population12-14. 

 

Wilson et al (2009)2 have argued that more detailed research 

is needed to assess programs where foreign doctors are 



 
 

© James Cook University 2016, http://www.jcu.edu.au  3 
 

recruited to cover shortfalls in given areas. Although such 

initiatives may alleviate the problems in the short term, the 

terms of the international agreements must be considered, as 

well as language issues, cultural barriers, ethical issues, and 

the experience of doctors and service users. 

 

In Brazil, the challenge of providing a proportionate offer of 

health professionals, especially doctors, throughout the 

country has been addressed in a number of government 

interventions5,15. According to Maciel Filho5, the country’s 

efforts to attract and retain health workers to its inland 

regions; small and mid-sized municipalities; and rural, 

remote, hard-to-access, and socially vulnerable areas date 

back to the 1960s. 

 

Basically, two key initiatives have been taken in Brazil this century. 

The first was the Inland Health Care Program (Programa de 

Interiorização do Trabalho em Saúde), which ran from 2001 to 2004. 

Its aim was to foster primary health care through the Family 

Health Program, improving the distribution and training of 

doctors and nurses in order to assure their presence in 

municipalities in inland parts of the country, which are often poor 

and remote. Unfortunately, only 469 doctors were provided 

through the program5. The other government initiative is the 

Valuing Primary Healthcare Program (Programa de Valorização da 

Atenção Básica, PROVAB), introduced by Inter-Ministerial 

Directive 2087 on 1 September 2011, with the aim of getting 

doctors, nurses, dentists, and other health workers to spend a year 

working in primary health care in areas with a shortage of these 

professionals. Newly graduated doctors receive a monthly stipend 

and potentially an extra 10% on their grade in their medical 

residency exam. Although it has helped attract doctors to remote 

areas, PROVAB has failed to attain the numbers necessary to meet 

the needs of the target municipalities because of the limited 

interest shown by medical professionals. In 2012, 4671 health 

professionals – doctors, nurses, and dentists – were selected as 

part of the PROVAB program. However, only 617 were actually 

hired, and only 381 of these were doctors. Most of them (67%) 

were deployed in the Northeast Region of the country16. In 2013, 

the program hired 3800 doctors, who were allocated in 1300 

different municipalities17. 

 

Until recently, the difficulty of attracting and retaining 

doctors and other health workers to remote/rural areas, 

areas far from big cities, and small municipalities remained. 

This has hampered the supply of health services and thereby 

entrenched the inequitable access to health services by 

different portions of the population. Several studies have 

identified a marked inequality between different regions of 

Brazil when it comes to access to health services18,19. 

 

There is a marked disparity in the concentration of doctors in 

different regions and states, and between state capitals and 

other parts of states20. According to the Federal Board of 

Medicine (FBM) 'two of the major regions of the country are 

below the national rate: the North, with 1.01, and the 

Northeast, where there are 1.2 doctors per thousand 

inhabitants. The best placed region is the Southeast, with a 

ratio of 2.67, followed by the South, with 2.09, and the 

Central West, with 2.05'(p. 36)21. In other words, the South 

and Central West regions are the closest to the national 

average, while the North and Northeast regions have the 

fewest doctors per inhabitant; the best supplied region is the 

Southeast Region, where there are more doctors than the 

national average20,21. 

 

A study by Girardi22 to identify the shortage of primary 

healthcare doctors shows that the shortfall is far more marked 

in municipalities in the North Region of Brazil (the Amazon 

region). The study also shows significant disparities in the 

distribution of these professionals between state capitals and 

other parts of states. 

 

This study focuses specifically on the provision of medical 

professionals in the remotest areas of Brazil inhabited by the most 

isolated peoples: indigenous groups and maroon communities. 

According to the 2010 census, the native Brazilian indigenous 

population comprises 517 383 people, occupying 505 indigenous 

reserves in forest and rural lands, covering 12.5% of the national 

territory. They belong to 250 ethnic groups and speak 

274 different languages; about half of them live in the reserves in 

northern Brazil (Amazon region)23. The indigenous health 

subsystem is organized into 34 Indigenous Health Districts 

(Distritos Sanitários Especiais Indígenas, DSEIs). 
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Throughout the Americas, when runaway slaves formed rural 

maroon communities, the places they chose were typically 

hard to access – normally remote and inhospitable24. More 

than 3000 maroon communities are currently estimated to 

remain in Brazil. The first step for their official recognition is 

certification by the government agency Fundação Cultural 

Palmares, based on an anthropological report. In November 

2014 there were 2431 certified maroon communities in 

801 municipalities in Brazil25. Both maroon communities and 

native indigenous populations live in very remote, often 

vulnerable rural settings with limited access to health 

services26,27.  

 

This report describes the implementation of the Mais 

Médicos program and maps out the provision of doctors in 

the country in 2014, comparing it with the corresponding 

data for 2013, focusing on their distribution in rural, remote, 

and socially vulnerable settings. 

 

Methods 
 

To analyze the implementation of the Mais Médicos program, 

we mapped out the provision of doctors in the country, 

comparing their supply per municipality in 2014 with the 

corresponding data for 2013. It was difficult to determine 

exactly how many doctors were working in each of the 

5570 municipalities in July 2013, as there is no reliable 

baseline for the number of physicians in Brazil. We opted to 

use the information from the FBM published in February 

201321. The National Register of Health Establishments 

(Cadastro Nacional de Estabelecimentos de Saúde, CNES) system 

was another potential source of data, but three main 

problems precluded its use: 

 

• Completeness of the databases: the professionals 

themselves entered data into the FBM database, 

which had 415 206 doctors registered. The data on 

the CNES database are provided by the municipal 

health authorities. There were 315 965 doctors on 

the CNES database in June 2013. A plausible 

hypothesis is that the CNES data is out of date, as 

there are no penalties for municipalities that fail to 

keep them updated. 

• Quality of information: CNES is a complex 

information system that stores different types of 

administrative data on the national health system 

(Sistema Único de Saúde). The data are entered by 

employees working at the country’s 5570 municipal 

health departments. The quality of the information 

varies greatly, as does the timeliness of updates. The 

data on the FBM database are entered by the doctors 

themselves, who are more likely to provide reliable 

information for their professional license. 

• Credibility and transparency for medical professionals: by 

working with the FBM database, access to which was 

made available to us promptly upon request, we 

were able to ensure the transparency and credibility 

of the study results for medical professionals. While 

it is possible to access the CNES database from the 

Ministry of Health website, the procedures are 

complex and require multiple interpretations and 

decoding operations. 

 

One limitation of the FBM database is the lack of precision in 

the determination of the number of doctors per municipality, 

since it classifies doctors by the mailing address they register. 

Another point is that the FBM does not provide data on every 

municipality, with the information gap being particularly 

marked in municipalities with a smaller population. In order 

to extrapolate the data for areas where none was available 

(28%), we imputed the regional medians (North, Northeast, 

Central West, Southeast, and South) for the different 

categories of municipality (<5000 inhabitants; 5001–

10 000 inhabitants; 10 001–20 000 inhabitants; 20 001–

50 000 inhabitants, >50 000 inhabitants). We used medians 

to prevent extreme values from biasing the data. When we 

plotted the trend line, we found that the imputed data hardly 

altered the distribution of the values for the states. Since the 

FBM data were published, five new municipalities have been 

created, to which we have assigned the same ratio of doctors 

per thousand inhabitants as were in the municipality of origin. 
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To prepare the maps, the ratio of one doctor per thousand 

inhabitants was taken as the parameter of reference, as set 

forth in Ministry of Health Directive 1101 of 200228. In the 

legends for the maps, the municipalities in the highest 

category (green) are the ones that have this or a higher 

doctor-to-population ratio. The municipalities marked red 

are in the lowest category, with less than 0.1 doctors per 

thousand inhabitants, which corresponds to one-tenth of the 

number recommended in the legislation. The computer 

program used to prepare the maps and legends was TabWin 

v3.6 (Datasus; http:// www.datasus.gov.br/tabwin). 

 

Ethics approval 
 

The study was approved by the Research Ethics Board of the 

University of Brasilia (Parecer #399.461 – CAAE 

21688313.9.0000.0030). 
 

Results  
 
Program implementation in priority areas  
 

The Mais Médicos program was instituted by Provisional Measure 

621 on 8 July 201329, and Law 12.871 of 22 October 201330. It 

introduced long- and short-term measures designed to cover 

shortfalls in the supply of doctors at primary healthcare units and 

to diminish regional inequalities in health. 

 

In the short term, the program offers 3-year contracts to 

attract doctors to work in primary health care in 

municipalities in inland, rural, and remote areas, and the 

outskirts of big cities31. In its first public call (July 2013) 

3511 municipalities applied to join the program, requesting a 

total of 15 460 doctors for the primary healthcare units. 

Although the program prioritizes the recruitment of Brazilian 

professionals, only 1096 doctors registered in Brazil enrolled 

and were hired, while another 522 places were taken by 

physicians who had trained abroad, together filling 10.5% of 

the vacancies. These doctors were sent to work in 

579 municipalities, or 16.4% of the municipalities that 

originally requested doctors32. As a result, a technical 

cooperation agreement was signed with the Pan-American 

Health Organization to create a partnership between Brazil 

and Cuba for positions not filled by Brazilian doctors to be 

taken by Cubans. The influx of doctors from Cuba and other 

countries has been strongly opposed by medical entities in 

Brazil, which have filed two injunctions, claiming it is 

unconstitutional33. 

 

The doctors enrolled under the program receive a monthly 

stipend paid by the Ministry of Health, while the municipality 

where they work is responsible for covering their food and 

housing costs, as well as any transportation costs they incur in 

exercising their professional activities. The contracts are for 

3 years, and can be renewed for another 3 years. 

 

Initially, the priority municipalities for participation in the 

program were ones that had 20% or more of their population 

living in extreme poverty, or were located in poor peripheral areas 

around big cities, or had more than 80 000 inhabitants and the 

lowest levels of public revenue per capita, or had Amerindians 

living in indigenous reserves (forest/rural) covered by DSEIs31. 

Subsequently, municipalities with other characteristics were 

included: those with a low or very low human development 

index, or situated in the semiarid region in the Northeast Region 

of the country, or in the North Region (remote areas of the 

Amazon), or in the Jequitinhonha, Mucuri, and Ribeira river 

valleys (areas of extreme poverty); municipalities with rural 

maroon communities or agrarian reform settlements were also 

made eligible34,35. Table 1 shows the vulnerability profile of the 

5570 Brazilian municipalities according to the above-mentioned 

criteria. 

 

The long-term measures of the Mais Médicos program are 

geared towards improving the medical education in the 

country by increasing the supply of medical courses, as well 

as providing for more places on degree courses and medical 

residencies. By January 2015 almost 4400 new places had 

been created on medical courses – 1400 at public institutions 

and 3000 at private ones – while 39 municipalities had been 

selected to host new medical schools36. In parallel, there are 

also investments in infrastructure, with the primary 

healthcare units at all the participating municipalities 

receiving new equipment and refurbishments. 
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Table 1:  Distribution of municipalities and participation in the Mais Médicos program, according to the profiles 

of vulnerability defined in the regulations for the program, Brazil, 2013–2014 
 
Profiles established in the program norms  Municipalities included in the program and number of doctors provided 

Number of 
municipalities 

Municipalities 
in the program 

Proportion in 
the program (%) 

Number of 
doctors provided 

Municipalities with 20% or more of the population in extreme 
poverty 

1708 1334 78.1 4261 

Municipalities with other kinds of vulnerable population† 734 548 74.7 1785 
Indigenous Health Districts (Distritos Sanitários Especiais Indígenas)¶ (34) (34) 100.0 294 
State Capitals (poor peripheral areas)  27 26 96.3 1483 
Metropolitan regions (poor peripheral areas) 509 376 73.9 2280 
Municipalities with low revenue and population of more than 
80 000 (G100) §  

98 93 94.9 1193 

Other localities 2494 1408 56.5 3166 
Total 5570 3785 68.0 14 462 

†Low/very low human development index; North (remote areas of the Amazon with a shortage of doctors); semi-arid region; Jequitinhonha, Mucuri, and Ribeira river 
valleys (very poor areas); rural maroon communities; population of agrarian reform settlements 
¶These include several municipalities (shown in brackets) already included in the program by other criteria, so they are not added to the total number of municipalities; 
however, the number of doctors provided is added 
§Group of 100 large, poor municipalities with the lowest public revenues per capita and high social vulnerability (G100) 

 

 

 

Mapping the provision of doctors for rural, remote, 
and socially vulnerable areas  
 

In the 12-month period from July 2013 to July 2014, there 

were five separate public calls for doctors to join the 

program, which attracted a total of 14 462 professionals, 

corresponding to 93.5% of the doctors demanded; all the 

3785 participating municipalities (68.0% of the total) 

received doctors (Table 1). According to the data analyzed 

for this report, 1846 (12.8%) were Brazilians who trained in 

Brazil and were registered with the FBM; 456 (3.1%) were 

Brazilians who had trained abroad and were not registered in 

the country; 11 429 (79.0%) were from the technical 

cooperation agreement with Cuba, and 731 (5.1%) were 

foreigners of other nationalities, mainly Venezuelans and 

Argentineans. All the doctors who earned their degrees 

abroad received a Ministry of Health Registration number 

(Registro do Ministério da Saúde) to work in primary health care 

in a specific municipality for the 36-month duration of the 

program. 

 

The professionals from the program were deployed in areas 

identified as having a shortage of doctors, namely rural and remote 

areas far from big cities, areas with traditional indigenous, river-

dependent, and maroon communities, and socially vulnerable 

urban areas. Table 1 shows the 3785 municipalities that are 

covered by the program and their vulnerability profiles. Each of 

the 34 DSEIs includes several municipalities already listed in the 

program under another profile, so they were not added to the 

total of municipalities, but the number of doctors allocated to the 

DSEIs was added. Most of the municipalities included in the 

program (more than 70%) fitted into at least one of the priority 

profiles, but more than half of the 'Other localities' were also 

included. 

 

If we compare the doctor-to-inhabitant ratio per municipality 

before and after the Mais Médicos program, we can see that 

in the February 2013 baseline, there was a marked 

concentration of doctors in the South, Southeast, and Central 

West regions (Fig1). There were 374 municipalities, mostly 

in the North and Northeast regions, that had fewer than 0.1 

doctors per thousand inhabitants, which is ten times lower 

than the ratio established by the Ministry of Health22. 

 

When we analyzed the scenario 12 months after the introduction 

of Mais Médicos, we found a significant increase in the supply of 
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doctors in the target municipalities (Fig2), especially in the most 

critical regions. More than 80% of the municipalities in the North 

and around 73% of the municipalities in the Northeast – the two 

regions with the most critical shortage of medical professionals – 

received doctors from the program. The number of municipalities 

with fewer than 0.1 doctors per thousand inhabitants decreased 

from 374 to 95, which represents a 75% reduction. Eighty-one of 

the 95 municipalities remaining in the lowest category (85%) did 

not enroll for the program. The increase in the ratio of doctors per 

inhabitant in areas with a scarcity of such professionals has helped 

counterbalance the inequality of access to health care, one of the 

objectives of the legislation.  
 

A total of 294 doctors were deployed to cover all the 34 

DSEIs included in the program (100%). We calculated a ratio 

of 0.45 doctors per thousand indigenous people for this 

population group, but with significant differences between 

different DSEIs. The most highly populated was found to 

have 0.04 doctors per thousand inhabitants, while the least 

populated had 2.02. These values are only for the doctors 

from the 'Mais Médicos program' serving the indigenous 

people registered in a national database called the Indigenous 

Healthcare Information System (Sistema de Informações da 

Atenção à Saúde Indígena); there were no data available on the 

number of doctors serving in DSEIs before the program37. 
 

Table 2 shows the distribution of municipalities with certified 

maroon communities, by region and number of doctors provided. 

The 801 municipalities in question received 3390 new doctors 

thanks to this program – around 23% of the total. Before Mais 

Médicos, there were already no municipalities with maroon 

communities in the Central West or South regions with fewer 

than 0.1 doctors per thousand inhabitants. By the end of the period 

under study, there was a significant decrease in the number of 

municipalities with maroon communities with fewer than 0.1 

doctors per thousand inhabitants, with the largest drop occurring 

in the North Region: from 18.3% to 2.4% municipalities 

(decrease of 87%). 
 

In 2014, more than 30% of the municipalities with maroon 

communities in the richest regions (Southeast, South and Central 

West) had more than one doctor per thousand inhabitants, 

whereas in the North and Northeast fewer than 7% of the 

municipalities reached that goal. Essentially, although regional 

inequalities have decreased, they have not been eliminated. 
 

Discussion 
 

The strategies adopted by the Brazilian government since the 

1960s have not been successful in spreading the supply of 

healthcare services inland or achieving a more equitable 

distribution of health workers, especially doctors, as 

evidenced by the data available until 2013. 
 

Dolea et al and Wilson et al have undertaken critical reviews 

of the development of international interventions in recent 

years. They warn that although coercive strategies may 

relieve the recruitment problem in the short run, there is no 

evidence of the sustainability of their positive results over 

time. They add that doctors who do a residency in family 

health and gain experience in rural areas are more likely to 

work in these areas after graduating1,2. 
 

Some studies1-3,38 have identified the factors that health 

professionals see as hampering and/or preventing their 

staying in rural areas, which include academic isolation, lack 

of local support, poor physical or limited infrastructure at the 

healthcare units, limited employment opportunities for their 

spouse/partner, family issues such as lifestyle options and 

access to educational and leisure services, and poor housing. 
 

Another finding of some studies1,2 is that the inclusion of rural 

residencies in medical school curricula and the provision of 

grants for doctors to work in rural areas can effectively 

contribute to the retention of doctors in these areas. The 

origin of medical professionals also has an influence: doctors 

originally from rural and/or inland parts are often more 

inclined to work in such areas. One of the Mais Médicos 

program actions promotes profound changes in medical 

education: new medical schools were created in smaller 

interior towns and precocious insertion of students into 

primary health care in poor areas is mandatory39. 
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Table 2:  Distribution of municipalities with certified maroon communities according to the region and the 

doctor-to-inhabitant ratio before and after the Mais Médicos program, Brazil, 2013–2014 

 

 
 
Doctors per 1000 
inhabitants¶ 

Municipalities with maroon communities according to the region and the doctor-to-population ratio 
Central West Northeast North Southeast South Brazil 

Before 
(%)§ 

After 
(%)‡ 

Before 
(%)§ 

After 
(%)‡ 

Before 
(%)§ 

After 
(%)‡ 

Before 
(%)§ 

After 
(%)‡ 

Before 
(%)§ 

After 
(%)‡ 

Before 
(%)§ 

After 
(%)‡ 

 <0.1 0.0 0.0 17.2 4.4 18.3 2.4 2.8 0.7 0.0 0.0 11.7 2.7 
 ≥0.1 and <0.4 39.6 18.9 65.3 59.3 56.1 52.4 28.2 19.0 25.8 12.4 51.7 43.6 
 ≥0.4 and <0.7 30.2 30.2 9.0 23.7 18.3 30.5 28.2 28.9 31.5 28.1 17.2 26.2 
 ≥0.7 and 1.0 7.5 20.8 3.7 6.9 3.7 8.5 13.4 21.1 15.7 28.1 7.0 12.9 
 ≥1.0 22.6 30.2 4.8 5.7 3.7 6.1 27.5 30.3 27.0 31.5 12.4 14.6 
†Communities certified by Fundação Cultural Palmares by August 2014. Available at http://www.palmares.gov.br. Accessed 18 November 2014  
¶Ministry of Health Directive 1101 of 2002 sets the minimum doctor-to-population ratio at one doctor per thousand inhabitants 
§Number of doctors per thousand inhabitants before the Mais Médicos program  
‡Number of doctors per thousand inhabitants after the Mais Médicos program  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1:  Distribution of municipalities according to the number of doctors per thousand inhabitants prior to 

the Mais Médicos program, Brazil, 2013. 

 
Municipalities with maroon communities certified by Fundação Cultural Palmares and doctors provided 

Central West Northeast North Southeast South Brazil 
Municipalities with 
maroon communities (n)† 

82 435 53 142 89 801 

Municipalities with 
maroon communities that 
joined Mais Médicos 
(n(%)) 

67 (81%) 353 (81%) 43 (81%) 108 (76%) 76 (85%) 647 (80%) 

Doctors provided by Mais 
Médicos (n)  

293 1535 341 653 568 3390 

Center West 

North 

Northeast 

Southeast 

South 



 
 

© James Cook University 2016, http://www.jcu.edu.au  9 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2:  Distribution of municipalities according to the number of doctors per thousand inhabitants after the 

Mais Médicos program, Brazil, 2014. 

 

 

 

One limitation of this study is the fact that it analyzes 

secondary data, and is therefore unable to assess the aspects 

that may impinge on the retention of professionals in places 

where they are assigned to work under the Mais Médicos 

program. Undergoing projects and future studies based on 

primary data to investigate the retention of doctors in rural 

areas of Brazil could fill this gap. 

 

This study analyzes the introduction of the Mais Médicos 

program in Brazil by mapping out the distribution of doctors 

in the country, demonstrating that when it comes to rural and 

remote areas, two priority target groups – indigenous groups 

(DSEIs) and maroon communities – have particularly 

benefitted from the deployment of new doctors. These 

populations live in very remote, often vulnerable rural 

settings with limited access to health services26,27. 

 

Based on the data presented here, we can state that the Mais 

Médicos program has provided greater access to health 

services by population groups that have traditionally been 

deprived of such services, thanks to the government strategy 

to provide a more equitable supply of primary healthcare 

services. 

 

Conclusions  
 

This initial analysis shows that the Mais Médicos program has 

achieved positive indicators in the short term, assuring the 

presence of doctors in primary healthcare teams in rural, 

remote, hard-to-access, and socially and economically 

vulnerable areas. However, substitution of the currently 

working foreign professionals with doctors newly graduated 

from Brazilian schools of medicine under new curriculum 

guidelines and a more systematic integration with the public 

Northeast 

Southeast 

South 

Center West 

North 
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health system are targets yet to be attained in the mid- and 

long term. Currently, the professionals are working under 3-

year contracts, renewable for a further 3 years, but there is 

no guarantee that these will be renewed. It is therefore 

important to discuss the sustainability of this government 

initiative, meaning continued coverage for population groups 

that have historically been overlooked. 
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