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Abstract 

Background:  Studies on the workforce in rehabilitation in primary health care services are still unusual in health 
systems analysis. Data on the health worker density at the subnational level in rehabilitation in primary health care 
are not commonly observed in most health systems. Nevertheless, these data are core for the system’s planning and 
essential for finding the balance between the composition, distribution, and number of workers for rehabilitation 
actions.

Objective:  This study aims to analyze the temporal space distribution of health professionals with higher education 
who performed rehabilitation actions in primary health care in Brazil from 2007 to 2020.

Method:  This is an ecological, time-series study on the supply of physiotherapists, audiologists, psychologists, and 
occupational therapists in primary health care, vis-a-vis the implementation of the Brazilian health policy denomi-
nated the Integrated Health Service Network for People with Disabilities. The data were obtained from the National 
Registry of Health Facilities. The period of analysis was from 2007 to 2020. The health worker density coefficient was 
calculated per 10,000 inhabitants annually, considering the five geographic regions of Brazil. The time trends of the 
coefficient of health professionals per year in Brazil and geographic regions were analyzed. For this purpose, joinpoint 
regression analysis was carried out. The average annual percentage variation was estimated, considering the respec-
tive confidence interval of 95%.

Results:  In 2007, there were 0.12 physiotherapists/10,000 inhabitants (2326), 0.05 audiologists/10,000 inhabitants 
(1024), and 0.205 psychologists/10,000 inhabitants (3762). In 2020, there was an increase in the coefficient of pro-
fessionals/10,000 inhabitants in all professional categories to 0.47 psychologists (> 268.1%), 0.46 physiotherapists 
(> 424.8%), 0.14 audiologists (> 297.1%), and 0.04 occupational therapists (> 504.5%). There was a significant increase 
in the supply of physiotherapists (AAPC: 10.8), audiologists (AAPC: 7.6), psychologists (AAPC: 6.8), and occupational 
therapists (AAPC: 28.3), with little regional variation.

Conclusion:  Public health policies for rehabilitation have contributed to an increase in the workforce caring for 
people with disabilities in primary health care services. An increase in the workforce of physiotherapists, audiologists, 
psychologists, and occupational therapists was observed throughout the period studied in all regions.
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Introduction
Integrating rehabilitation actions with primary health 
care (PHC) is essential for comprehensive health care 
as one in three people in the world will need rehabilita-
tion at some point in their life. Rehabilitation can be 
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understood as ‘a set of measures that assist individuals 
who experience, or are likely to experience, disability to 
achieve and maintain optimal functioning in interaction 
with their environments’ [1].

Considering the increase in the population and condi-
tions that lead to disabilities, it is necessary to focus more 
on rehabilitation in PHC. However, poorer countries face 
difficulties in assuring the well-trained human resources 
necessary to improve the quality of life and promote 
inclusion and participation in society. An alternative to 
improve this aspect is to work based on the actions of 
developed countries that present better results [2].

Rehabilitation should be part of any health system and 
must be included as an essential service. Countries com-
mitted to strengthening health systems to improve reha-
bilitation services enable millions of people to live with a 
better quality of life [3].

In Brazil, a country with more than 200 million peo-
ple, it is estimated that about 6.7% of the population has 
visual, auditory, intellectual or motor [4] disabilities and 
needs rehabilitation care. Brazil has a public health sys-
tem denominated SUS (its acronym in Portuguese), free 
and universal (Paim, 2012), which is 32  years old. The 
SUS, despite reduced funding, provided an improvement 
in the population’s health conditions, ensuring increased 
access to health services in general and particularly to 
primary care. There are currently more than 38,000 PHC 
units with strong capillarity throughout the territory. 
Between 2008 and 2013, there was a growth of 24% in 
higher education professionals working in PHC, which 
corresponds to an increase of 31,524 workers, demon-
strating the expansion of multi-professional teams at this 
level of care [5].

Since 2012, the health policy for people with disabili-
ties resides on the construction of a service network 
called the Integrated Health Service Network for People 
with Disabilities (RCPD in Portuguese), in which PHC 
assumes a central role in coordinating the care. In the 
RCPD, strategic actions for “expanding access and quali-
fying care for people with disabilities” are prioritized [6] 
and, based on the preferential contact for access to health 
services, the constitution of a multidisciplinary team 
contributes to resolving the improvement of health [7]. 
The importance of PHC, alongside a workforce charac-
terized by a solid multi-professional component in car-
ing for people with disabilities, is not usually observed in 
other health systems.

Furthermore, even before the RCPD, the Family Health 
Support Centers (NASF in Portuguese) were recognized 
for their role in improving user access to a multidiscipli-
nary team, which also carries out rehabilitation actions.

The health workforce is defined as "people involved in 
activities in the health field of a country, whose function/

role is part of the health system, involving both the pub-
lic and private sectors" [8]. The health workforce faces 
the challenge of universal health coverage, considering 
the need for long-term approaches so that sustainable 
results can be achieved in the development of this health 
workforce [9]. Therefore, planning the constitution of 
the health worker density at the subnational level [10] is 
essential to find the balance between the composition, 
distribution, and the number of workers for rehabilita-
tion actions.

A multi-professional team is essential to optimize the 
function, independence, and quality of life of people with 
disabilities and/or impairments [2], thus reinforcing the 
importance of the plurality of professionals working in 
PHC for expanding the quality and educational, preven-
tive, rehabilitative and curative actions for the patient, 
aiming for comprehensive care.

When monitoring the health workforce, it is crucial 
that, at the national level, countries consider milestones 
with relevant policy actions. The existing processes for 
health sector reviews could include regular assessments 
of the progress of the health workforce [11]. Thus, it 
would be essential to identify the workforce of health 
professionals in PHC who assist people with disabilities, 
which comprise a health indicator: the number of health 
professionals per inhabitant [12].

However, despite the essential health policies aimed at 
expanding PHC and care for people with disabilities in 
recent years, the workforce in rehabilitation in Brazilian 
PHC is still not well known. Facing this knowledge gap, 
this study aims to analyze the temporal space distribution 
of health professionals with higher education who per-
formed rehabilitation actions in primary health care in 
Brazil from 2007 to 2020.

Methodology
It is an ecological, time-series study on the supply of 
physiotherapists, audiologists, psychologists, and occu-
pational therapists (equivalent at ISCO-08 code 2264, 
2266, 2634, 2269) that provide care in the public service 
(SUS) in PHC, vis-a-vis the institution of RCPD [6].

The data used come from the National Registry of 
Health Facilities (CNES in Portuguese), the official 
information system for registering information from all 
health establishments in the country. It is the Ministry 
of Health’s official record regarding the health service 
capacity and workforce in Brazil. Each and every health 
service, public or private, must provide their information 
to this system. Data are available from the Department 
of Informatics of the Brazilian Unified Health System 
(DATASUS in Portuguese) website < http://​cnes.​datas​
us.​gov.​br > . Data extraction and pre-processing were 

http://cnes.datasus.gov.br
http://cnes.datasus.gov.br
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performed using the program RStudio 1.2 and package 
microdatasus [13] from the CNES-PF database.

For this study, the PHC units considered were: Health 
Post; Health Center/Basic Unit; Mixed Unit; Land Mobile 
Unit; Fluvial Mobile Unit; Family Health Support Center; 
Health Academy Unit; Isolated Home Care Service; Resi-
dential Care Unit [14]. Data were initially extracted con-
sidering the Brazilian municipalities and later aggregated 
by states and geographic regions.

The analysis period was from 2007 (at the beginning of 
registration in the system) to 2020, considering August as 
a reference for each year analyzed. Analysis of a period 
of at least 10 years of the workforce is recommended to 
observe long-term actions, aiming to achieve sustainable 
results in the development of the health workforce [9]. 
The analyses regarding the offer of occupational thera-
pists in the country were carried out from 2009 when the 
records of this professional category started in the Minis-
try of Health information systems.

Data were analyzed considering the professionals 
and specific populations of each of the five geographic 
regions of Brazil, which were considered the subnational 
administrative units.

In Brazil, there is specific legislation for some profes-
sional categories concerning working hours, such as 
physiotherapy and occupational therapy [15], which 
directly impacts the number of professionals working 
in health services. Therefore, it was decided to conduct 
standardized analyses for a 40-h working week to correct 
this bias.

The health worker density at the subnational level, by 
occupation and by year, was calculated from the number 
of hours worked divided by 40 h per week. The indicator 
was then calculated by the quotient of the health worker 
density at the subnational level, by occupation and by 
year, by the region’s total population, and multiplying by 
10,000 inhabitants. Annual data on the estimated Brazil-
ian population from 2007 to 2020 were obtained from the 
Brazilian Institute of Geography and Statistics [16].

The visualization of the trend of the spatial health 
worker density at subnational level coefficient was repre-
sented by maps, according to the geographic regions of 
Brazil for the years 2007, 2012 (year of establishment of 
the RCPD), and 2020. The coefficients were considered a 
proxy for the supply of these professionals to represent 
the Brazilian population. The cartographic base of the 
geographic regions of Brazil was obtained from the Bra-
zilian Institute of Geography and Statistics website, and 
the production of thematic maps was carried out using 
the GeoDa software.

The time trends of the coefficient of health profession-
als per year in Brazil and geographic regions were ana-
lyzed. For this purpose, joinpoint regression analysis was 

carried out. The average annual percentage variation was 
estimated, considering the respective confidence interval 
of 95%. The final model selected was the most adjusted 
model, in which the annual percentage change (APC) was 
based on the trend of each segment, estimating whether 
these values were statistically significant (p < 0.05). The 
average annual percent change (AAPC) was calculated 
to quantify the trend of the years analyzed. The AAPC is 
calculated based on the accumulated geometric average 
of the APC trends, with equal weights for the lengths of 
each segment during the fixed interval. The significance 
tests used are based on the Monte Carlo permutation 
method and the calculation of the annual percentage 
variation of the ratio, using the logarithm of the ratio [17, 
18]. Statistical analyses were performed using the Join-
point Regression Program software, version 4.7.0.0.

Results
In Brazil, in 2007, there were 0.12 physiothera-
pists/10,000 inhabitants (2326 physiotherapists), 0.05 
audiologist/10,000 inhabitants (1024 audiologists), and 
0.205 psychologists/10,000 inhabitants (3762 psycholo-
gists) in PHC services. The first official records from the 
Ministry of Health about the professional occupational 
therapist occurred in 2009 when a coefficient was < 0.01 
professionals/10,000 inhabitants. In 2020, there was an 
increase in the coefficient of professionals/10,000 inhab-
itants in all professional categories, with the highest 
results being identified among psychologists (0.47; 10,085 
professionals, an increase of 268.1%) and physiothera-
pists (0.46; 9882 professionals, an increase of 424.8%), 
followed by audiologists (0.14; 3042 professionals, an 
increase of 297.1%) and occupational therapists (0.04; 
1009 professionals, an increase of 504.5%).

Figure 1 shows the spatial distribution of professionals 
by region, considering the professional coefficient/10,000 
inhabitants. It is identified that there was a heterogene-
ous distribution of these professionals across the country 
throughout of analysis period. Based on the results for 
the year 2020, there was a homogeneous distribution of 
audiologists and occupational therapists across Brazilian 
regions. When analyzing the distribution of physiothera-
pists, the northeastern region has the highest coefficient 
of physiotherapists/10,000 inhabitants, and the south-
eastern region has the lowest coefficient. The highest 
coefficient of psychologists is observed in the southern 
region, while the northern region registers the lowest 
coefficient.

In general, it is noted that there was a significant 
increase in the supply of physiotherapists (AAPC: 10.8), 
audiologists (AAPC: 7.6), psychologists (AAPC: 6.8), and 
occupational therapists (AAPC: 28.3) in the country in 
the period analyzed, as shown in Table 1.
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Table  2 presents the results of the temporal analysis 
according to the geographic regions, with evident differ-
ences for each professional category and region. It can be 
observed that the Northeast obtained the highest results 
of significant growth for the professions, considering all 
regions.

There was a significant growth of physiotherapists 
in all regions over the entire period: Northeast (AAPC: 

17.7), North (AAPC: 13.6), Midwest (AAPC: 10.5), South 
(AAPC: 7.9), and Southeast (AAPC: 7.1).

Concerning audiologists, all regions showed significant 
growth throughout the period: Northeast (AAPC: 18.2), 
North (AAPC: 12.9), Central-West (AAPC: 8.0), South-
east (AAPC: 4.7), and South (AAPC: 4.9).

For psychologists, all regions showed significant 
growth throughout the period: Northeast (AAPC: 14.9), 

Fig. 1  Spatial distribution of the coefficient of health professionals per 10,000 inhabitants in primary health care, according to geographic regions. 
Brazil, 2007, 2012, and 2020
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North (AAPC: 11.0), Central-West (AAPC: 8.0), South 
(AAPC: 5.0), and Southeast (AAPC: 4.3).

Occupational therapists show significant growth in all 
regions over the entire period, being the professional cat-
egory that most grew in PHC: Southeast (AAPC: 27.1), 
South (AAPC: 26.7), Central-West (AAPC: 21.8), and 
North (AAPC: 19.2).

Discussion
There was an increase in the health worker density at the 
subnational level in rehabilitation in PHC in Brazil from 
2007 to 2020, brought about by the essential contribution 
of public health policies for rehabilitation. These results 
generate information that could subsidize evidence-
based policies for the need for rehabilitation in PHC in 
the country and may guide the scale of academic educa-
tion of physiotherapists, audiologists, psychologists, and 
occupational therapists to attend to the health needs of 
people with disabilities.

One of the central public policies that can explain the 
expansion of the health worker density in rehabilita-
tion in PHC in Brazil is the NASF, which was created 
to expand the scope of primary care actions with the 

insertion of different professional categories at this level 
of care, including physiotherapists, speech therapists, 
psychologists and occupational therapists [19]. From 
2008 to 2016, there was significant support from the fed-
eral government, including financial support, for imple-
menting these teams, positively impacting the life and 
health conditions of people with disabilities, considering 
the increase in the workforce in rehabilitation in PHC in 
Brazil.

Thus, the results observed after the implementation of 
the NASF may have subsidized the creation of the RCPD, 
an important inductive policy for the expansion and 
qualification of health care for people with disabilities in 
Brazil. It was observed that the growth of the workforce 
was higher around 2012, the year of publication of this 
policy. Thus, both the NASF and the RCPD are shown to 
be fundamental for strengthening comprehensive care 
for the population with disabilities in PHC, with multi-
professional rehabilitation actions.

However, in 2017, the reformulation of the National 
Primary Care Policy had a considerable impact on the 
work process of the NASF teams, considering that the 
teams started to assist the health of a greater number of 
people, regardless of the minimum population coverage 
[20]. Although the changes in the NASF did not happen 
in a structural way, there was an increase in the responsi-
bility of the PHC teams [21], financing has changed, and 
this can lead to the loss of the increase in the workforce 
that has been identified, allowing for a shift in the work-
force from rehabilitation in PHC to health care for people 
with disabilities.

Public policy actions can ensure that more resources 
are made available to develop the rehabilitation work-
force, and workers’ practices may vary according to 
the specific needs of the country [22]. However, for the 
health care of people with disabilities, it is harmful to 
have a public policy that expands the scope of health 
actions and after some time disqualifies them, such as 
the Previne Brasil Program in 2019, which established 
a reduction in PHC funding, limiting to the registered 
population, threatening the universality of health care in 
Brazil [23].

Learning about the PHC rehabilitation workforce is 
one of the actions to meet the "Six Rehab-Workforce 
Challenges" and provides adequate assistance to current 
and future rehabilitation health needs [22]. Thus, this 
study was relevant to understand the availability of physi-
otherapists, audiologists, psychologists, and occupational 
therapists in PHC in Brazil.

It is not easy to compare the workforce in rehabilitation 
in PHC in Brazil with that of other countries, as studies 
from other countries point to the network’s workforce 
in general. Although there is a recommendation that the 

Table 1  Temporal trend in the distribution of the coefficient 
of health professionals per 10,000 inhabitants in primary health 
care. Brazil, 2007–2020

Seg. segment; Initial year initial year of the segment; Final year final year of 
the segment; Coef professional coefficient per 10,000 inhabitants; APC annual 
percent change; AAPC average annual percent change; 95% CI 95% confidence 
interval

*Statistically significant at the 5% level

Seg Brazil

Initial year
(coef.)

Final year
(coef.)

APC
95% CI

AAPC
95% CI

Physiotherapists 1 2007
(0.12)

2009
(0.20)

26.3* 10.8*

2 2009
(0.20)

2014
(0.36)

12.4*

3 2014
(0.36)

2020
(0.46)

4.7*

Audiologists 1 2007
(0.05)

2010
(0.09)

21.5* 7.6*

2 2010
(0.09)

2018
(0.15)

5.4*

3 2018
(0.15)

2020
(0.14)

− 2.4

Psychologists 1 2007
(0.20)

2014
(0.37)

8.7* 6.8*

2 2014
(0.37)

2020
(0.47)

4.6*

Occupational thera-
pists

1 2009
(< 0.01)

2011
(0.03)

286.1* 28.3*

2 2011
(0.03)

2020
(0.04)

0.4
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rehabilitation workforce not be focused on professional 
singularities [22], international scientific knowledge is 
divided by professional categories, mainly focused on 
doctors and nurses [24]. It can be said that analyzing the 
rehabilitation workforce in PHC is one of the strengths of 
this article.

In 2020, Brazil reached 500,000 doctors, with a ratio of 
2.38 per 1000 inhabitants; of this total, 20.4% reported 
a relationship with the PHC. There has also been an 
increase of 180,000 doctors in the last decade, which may 
have arisen due to the Law “Mais Médicos”, instituted in 
2013 [10]. Although there was a significant increase in 
the numbers of doctors and nurses in the whole country 
between 1991 and 2005, the southern and southeastern 
regions demonstrate more accentuated growth in the 
densities of these professionals [25].

In Canada, the average number of physiotherapists per 
10,000 people is 2.32 [26], while in the United States, this 
number is 6.5 [27]. For occupational therapists, the aver-
age for every 10,000; in Portugal, it is 1.9 and 3.6 in the 
United States [27]. These rates, however, are calculated 
considering all professionals in the country, and there is 
no estimate of the distribution of these workers accord-
ing to the level of attention.

Some limitations must be considered in this study, 
primarily that it was focused on rehabilitation, includ-
ing the four main professions, as the inclusion of other 
professionals could help in discussions that PHC public 
policies require teamwork in health promotion and dis-
ease prevention, as well as in health care and continuing 
education. The CNES is the official registry of all health 
establishments in Brazil, with the advantage of faster and 
less expensive data retrieval and a larger population, tem-
poral, and geographical scope. However, there are issues 
with coverage, particularly in the private sector, and over-
all insufficiency or duplication of data regarding human 
resources for health [28, 29]. The population used in the 
analysis was the estimated population due to the absence 
of an annual census. It was not possible to calculate the 
workforce specifically in rehabilitation for people with 
disabilities because there is only a record of the popula-
tion with disabilities in Brazil according to the Census 
conducted in 2010. Therefore we consider the general 
population since rehabilitation is understood as “a set of 
measures that help people with disabilities or about to 
develop disabilities to have and maintain an ideal func-
tionality in the interaction with their environment” [1], 
and everyone can benefit from it at some point in life.

Final considerations
Public health policies for rehabilitation have contrib-
uted to the increase in the health worker density in car-
ing for people with disabilities, although it is still tiny 

in all Brazilian regions, except for physiotherapists and 
psychologists. There was an increase in the workforce 
of physiotherapists, audiologists, psychologists, and 
occupational therapists throughout the period studied 
in all regions.

Abbreviations
PHC: Primary health care; WHO: World Health Organization; SUS: Unified 
Health System (Sistema Único de Saúde); RCPD: Integrated Health Service 
Network for People with Disabilities (Rede de Cuidados à Pessoa com 
Deficiência); CNES: National Registry of Health Facilities (Cadastro Nacional 
de Estabelecimentos de Saúde); DATASUS: Department of Informatics of the 
Brazilian Unified Health System (Departamento de Informática do Sistema 
Único de Saúde do Brasil); APC: Annual percentage change; AAPC: Average 
annual percent change; NASF: Family Health Support Centers (Núcleo de 
Apoio à Saúde da Família.

Authors’ contributions
All of the undersigned authors participated actively in the study. DBS 
contributed with the analysis and interpretation of data and was a major 
contributor in writing the manuscript. TRSS contributed with the analysis and 
interpretation of data, and revision of the manuscript. AAM contributed with 
the analysis and interpretation of data, and revision of the manuscript. PHSM 
contributed with the interpretation of data, writing and revision of the manu-
script. AB contributed with the interpretation of data, writing and revision of 
the manuscript. ACBS contributed with the conception of the work, analysis 
and interpretation of data, and with the writing of the manuscript. All authors 
have read and approved the manuscript in its present form and have agreed 
to its submission to the Human Resources for Health.

Funding
This study was financed in part by the Coordenação de Aperfeiçoamento de 
Pessoal de Nível Superior—Brasil (CAPES)—Finance Code 001. The fund-
ing consisted of a doctoral studies scholarship to Debora Bernardo da Silva 
[process 4422801/2018-1]. Also, this work was supported by the Conselho 
Nacional de Desenvolvimento Científico e Tecnológico (CNPq) [process 
4422801/2018-1].

Availability of data and materials
The datasets used and/or analyzed during the current study are available 
from the corresponding author on reasonable request. However, the original 
data were obtained from the CNES, available on the DATASUS website. http://​
www2.​datas​us.​gov.​br/​DATAS​US/​index.​php?​area=​0204&​id=​6906 Accessed 10 
March 2020.

Declarations

Ethics approval and consent to participate
The research was approved by the Research Ethics Committee of the Faculty 
of Public Health the University of São Paulo under opinion No. 3.441.243.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1 Department of Epidemiology, Faculty of Public Health, University of São 
Paulo, São Paulo, SP, Brazil. 2 Department of Physiotherapy, Speech Therapy 
and Occupational Therapy, Faculty of Medicine, University of São Paulo, São 
Paulo, SP, Brazil. 3 Integrated Health Institute, Federal University of Mato Grosso 
Do Sul, Campo Grande, MS, Brazil. 4 Department of Politics, Management 
and Health, Faculty of Public Health, University of São Paulo, São Paulo, SP, 
Brazil. 

http://www2.datasus.gov.br/DATASUS/index.php?area=0204&id=6906
http://www2.datasus.gov.br/DATASUS/index.php?area=0204&id=6906


Page 8 of 8da Silva et al. Hum Resour Health          (2021) 19:127 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

Received: 2 July 2021   Accepted: 29 September 2021

References
	1.	 World Health Organization. World Report on Disability. 2011. https://​

www.​who.​int/​disab​iliti​es/​world_​report/​2011/​report.​pdf accessed 10 Nov 
2020

	2.	 Naicker AS, Htwe O, Tannor AY, De Groote W, Yuliawiratman BS, Naicker 
MS. Facilitators and barriers to the rehabilitation workforce capacity build-
ing in low- to middle-income countries. Phys Med Rehabil Clin N Am. 
2019;30:867–77.

	3.	 Krug E, Cieza A. Strengthening health systems to provide rehabilitation 
services. Can J Occup Ther. 2017;84:72–3.

	4.	 IBGE. Releitura dos dados de pessoas com deficiencia no Censo 
Demográfico 2010 à luz das recomendações do Grupo de Washington 
[Internet]. 2018. https://​ftp.​ibge.​gov.​br/​Censos/​Censo_​Demog​rafico_​
2010/​metod​ologia/​notas_​tecni​cas/​nota_​tecni​ca_​2018_​01_​censo​2010.​
pdf

	5.	 Carvalho MN de, Costa EMOD, Sakai MH, Gil CRR, Leite SN, Carvalho MN 
de, et al. Expansão e diversificação da força de trabalho de nível superior 
nas Unidades Básicas de Saúde no Brasil, 2008 - 2013. Saúde em Debate. 
Centro Brasileiro de Estudos de Saúde; 2016;40:154–62.

	6.	 Brasil. Ministério da Saúde/Gabinete do Ministro. PORTARIA No 793, DE 
ABRIL DE 2012. Institui a Rede de Cuidados à Pessoa com Deficiência 
no âmbito do Sistema Único de Saúde. https://​bvsms.​saude.​gov.​br/​bvs/​
saude​legis/​gm/​2012/​prt07​93_​24_​04_​2012.​html

	7.	 Ribeiro SP, Cavalcanti M de LT, Ribeiro SP, Cavalcanti M de LT. Atenção 
Primária e Coordenação do Cuidado: dispositivo para ampliação do 
acesso e a melhoria da qualidade. Ciência & Saúde Coletiva. ABRASCO - 
Associação Brasileira de Saúde Coletiva; 2020;25:1799–808.

	8.	 DeCS [Internet]. [cited 2021 Jan 30]. https://​decs.​bvsal​ud.​org/​ths/​resou​
rce/?​id=​6431&​filter=​ths_​terma​ll&q=​workf​orce

	9.	 World Health Organization. A Universal Truth: no health without a 
workforce. Geneva: Global Health Workforce Alliance and Word Health 
Organization; 2013.

	10.	 Scheffer, M et al. Demografia Médica no Brasil 2020. São Paulo, SP: FMUSP, 
CFM, 2020. 312 p.

	11.	 World Health Organization. Global strategy on human resources for 
health: Workforce 2030. Geneva: WHO; 2016. p. 64.

	12.	 Organização Pan-Americana de Saúde. Indicadores básicos para a saúde 
no Brasil: Conceitos e aplicações [Internet]. Brasília, DF: 2; 2008. http://​
tabnet.​datas​us.​gov.​br/​tabda​ta/​livro​idb/​2ed/​indic​adores.​pdf

	13.	 Saldanha R de F, Bastos RR, Barcellos C. Microdatasus: pacote para 
download e pré-processamento de microdados do Departamento de 
Informática do SUS (DATASUS). Cad Saúde Pública [Internet]. Escola 
Nacional de Saúde Pública Sergio Arouca, Fundação Oswaldo Cruz; 2019 
[cited 2021 Aug 27];35. http://​www.​scielo.​br/j/​csp/a/​gdJXq​crW5P​PDHX8​
rwPDY​L7F/?​lang=​pt

	14.	 Brasil M da S. Tipo de estabelecimento [Internet]. DATASUS. 2020 [cited 
2020 Nov 10]. http://​tabnet.​datas​us.​gov.​br/​cgi/​cnes/​tipo_​estab​eleci​
mento.​htm

	15.	 Brasil. Casa Civil/Subchefia para Assuntos Jurídicos. LEI No 8.856, 
DE MARÇO DE 1994. Fixa a jornada de trabalho dos profissionais 

fisioterapeuta e terapeuta ocupacional. http://​www.​plana​lto.​gov.​br/​
ccivil_​03/​leis/​l8856.​htm

	16.	 Universidade Federal de Minas Gerais. Construção do Índice de escassez 
de profissionais de saúde. 2010. http://​epsm.​nescon.​medic​ina.​ufmg.​br/​
epsm/​Relate_​Pesqu​isa/​Index_​relat​orio.​pdf

	17.	 Kim HJ, Fay MP, Feuer EJ, Midthune DN. Permutation tests for joinpoint 
regression with applications to cancer rates. Stat Med. 2000;19:335–51.

	18.	 Kim H-J, Fay MP, Yu B, Barrett MJ, Feuer EJ. Comparability of segmented 
line regression models. Biometrics. 2004;60:1005–14.

	19.	 Brasil. Ministério da Saúde/Gabinete do Ministro. PORTARIA No 154, DE 
JANEIRO DE 2008. Cria os Núcleos de Apoio à Saúde da Família. https://​
bvsms.​saude.​gov.​br/​bvs/​saude​legis/​gm/​2008/​prt01​54_​24_​01_​2008.​html

	20.	 Brasil. Ministério da Saúde/Gabinete do Ministro. PORTARIA No 2.436, DE 
SETEMBRO DE 2017. Aprova a Política Nacional de Atenção Básica, esta-
belecendo a revisão de diretrizes para a organização da Atenção Básica, 
no âmbito do Sistema Único de Saúde. https://​bvsms.​saude.​gov.​br/​bvs/​
saude​legis/​gm/​2017/​prt24​36_​22_​09_​2017.​html

	21.	 Melo EA, Miranda L, Silva AM da, Limeira RMN. Dez anos dos Núcleos de 
Apoio à Saúde da Família (Nasf ): problematizando alguns desafios. Saúde 
debate. Centro Brasileiro de Estudos de Saúde; 2018;42:328–40.

	22.	 Jesus TS, Landry MD, Dussault G, Fronteira I. Human resources for health 
(and rehabilitation): Six Rehab-Workforce Challenges for the century. 
Hum Resour Health. 2017;15:8.

	23.	 Brasil. Ministério da Saúde/Gabinete do Ministro. PORTARIA No 2.979, DE 
NOVEMBRO DE 2019. Institui o Programa Previne Brasil, que estabelece 
novo modelo de financiamento de custeio da Atenção Primária à Saúde 
no âmbito Sistema Único de Saúde, por meio da alteração da Portaria de 
Consolidação no 6/GM/MS, de 28 de setembro de 2017. Diário Oficial da 
União, 13/11/2019, Edition: 2020, Section:1, Page: 97. https://​www.​in.​gov.​
br/​en/​web/​dou/-/​porta​ria-n-​2.​979-​de-​novem​bro-​de-​2019-​22765​2180

	24.	 Streeter RA, Zangaro GA, Chattopadhyay A. Perspectives: using results 
from HRSA’s health workforce simulation model to examine the geogra-
phy of primary care. Health Serv Res. 2017;52:481–507.

	25.	 Sousa A, Poz MRD, Carvalho CL. Monitoring inequalities in the Health 
Workforce: the case study of Brazil 1991–2005. PLoS ONE. 2012;7:e33399.

	26.	 Shah TI, Milosavljevic S, Trask C, Bath B. Mapping physiotherapy use 
in Canada in relation to physiotherapist distribution. Physiother Can. 
2019;71:213–9.

	27.	 Jesus TS, Koh G, Landry M, Ong P-H, Lopes AMF, Green PL, et al. Finding 
the “right-size” physical therapy workforce: international perspective 
across 4 countries. Phys Ther. 2016;96:1597–609.

	28.	 Pelissari MR. CNES como instrumento de gestão e sua importância no 
planejamento das ações em saúde. Revista de Saúde Pública do Paraná. 
2019;2:159–65.

	29.	 Machado JP, Martins M, Leite IC. Qualidade das bases de dados hospital-
ares no Brasil: alguns elementos. Rev bras epidemiol Associação Brasileira 
de Saúde Coletiva. 2016;19:567–81.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://www.who.int/disabilities/world_report/2011/report.pdf
https://www.who.int/disabilities/world_report/2011/report.pdf
https://ftp.ibge.gov.br/Censos/Censo_Demografico_2010/metodologia/notas_tecnicas/nota_tecnica_2018_01_censo2010.pdf
https://ftp.ibge.gov.br/Censos/Censo_Demografico_2010/metodologia/notas_tecnicas/nota_tecnica_2018_01_censo2010.pdf
https://ftp.ibge.gov.br/Censos/Censo_Demografico_2010/metodologia/notas_tecnicas/nota_tecnica_2018_01_censo2010.pdf
https://bvsms.saude.gov.br/bvs/saudelegis/gm/2012/prt0793_24_04_2012.html
https://bvsms.saude.gov.br/bvs/saudelegis/gm/2012/prt0793_24_04_2012.html
https://decs.bvsalud.org/ths/resource/?id=6431&filter=ths_termall&q=workforce
https://decs.bvsalud.org/ths/resource/?id=6431&filter=ths_termall&q=workforce
http://tabnet.datasus.gov.br/tabdata/livroidb/2ed/indicadores.pdf
http://tabnet.datasus.gov.br/tabdata/livroidb/2ed/indicadores.pdf
http://www.scielo.br/j/csp/a/gdJXqcrW5PPDHX8rwPDYL7F/?lang=pt
http://www.scielo.br/j/csp/a/gdJXqcrW5PPDHX8rwPDYL7F/?lang=pt
http://tabnet.datasus.gov.br/cgi/cnes/tipo_estabelecimento.htm
http://tabnet.datasus.gov.br/cgi/cnes/tipo_estabelecimento.htm
http://www.planalto.gov.br/ccivil_03/leis/l8856.htm
http://www.planalto.gov.br/ccivil_03/leis/l8856.htm
http://epsm.nescon.medicina.ufmg.br/epsm/Relate_Pesquisa/Index_relatorio.pdf
http://epsm.nescon.medicina.ufmg.br/epsm/Relate_Pesquisa/Index_relatorio.pdf
https://bvsms.saude.gov.br/bvs/saudelegis/gm/2008/prt0154_24_01_2008.html
https://bvsms.saude.gov.br/bvs/saudelegis/gm/2008/prt0154_24_01_2008.html
https://bvsms.saude.gov.br/bvs/saudelegis/gm/2017/prt2436_22_09_2017.html
https://bvsms.saude.gov.br/bvs/saudelegis/gm/2017/prt2436_22_09_2017.html
https://www.in.gov.br/en/web/dou/-/portaria-n-2.979-de-novembro-de-2019-227652180
https://www.in.gov.br/en/web/dou/-/portaria-n-2.979-de-novembro-de-2019-227652180

	The workforce for rehabilitation in primary health care in Brazil
	Abstract 
	Background: 
	Objective: 
	Method: 
	Results: 
	Conclusion: 

	Introduction
	Methodology
	Results
	Discussion
	Final considerations
	References


