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Working conditions in primary health care in the cOViD-19 
pandemic: an overview of Brazil and Portugal

abstract  The COVID-19 pandemic has put pres-
sure on public health systems worldwide since 
2020. This article aims to discuss working con-
ditions in Primary Health Care (PHC) in Brazil, 
while dialoguing with primary health care (CSP, 
Cuidados de Saúde Primários) in Portugal in the 
pandemic scenario. For that purpose, data from 
the study “Working conditions of health profes-
sionals in the context of COVID-19 in Brazil” are 
presented, for further discussion with the report 
produced by “Family Health Units – National As-
sociation (USF-AN, Unidades de Saúde Familiar - 
Associação Nacional)” on the CSP in Portugal. In 
Brazil, regarding the sample of 3,895 PHC health 
professionals, it was observed: multiple employ-
ment relationships, lack of institutional support 
and specific training, living with fake news and 
the lack of political cohesion between health au-
thorities, with significant changes in these work-
ers’ mental health. In Portugal, the increase in the 
workload and the presence of Burnout Syndrome 
among FHU professionals was emphasized. The 
pandemic had a significant impact on the health 
and daily work of health professionals in PHC and 
CSP. However, the Brazilian context was more ad-
verse due to fake news and divergences regarding 
conducts related to the fight against the pandem-
ic, due to the actions and denialism by the federal 
government.
Key words COVID-19, Health workers, Primary 
health care, Work conditions
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introduction

The COVID-19 pandemic has had severe im-
pacts on social, economic and political dynamics 
in several countries, as well as on the provision 
of care by public health systems, such as in Bra-
zil and Portugal. Although these two societies 
have different socioeconomic and health indica-
tors, part of their historical formation and social 
conformations are interconnected. In the past, 
Brazil was a Portuguese colony1. In contempo-
rary times, in a conjuncture of post-military 
dictatorship redemocratization, both countries 
established universal health systems, according 
to the Beveridge model, oriented towards prima-
ry health care (PHC): the Unified Health System 
(SUS, Sistema Único de Saúde) in Brazil and the 
National Health Service (SNS, Serviço Nacional 
de Saúde) in Portugal2.

The SUS was created by the Brazilian Feder-
al Constitution of 1988 and, in 1994, the Family 
Health Program (FHP) was implemented, which, 
later in 1996, became the Family Health Strategy 
(FHS), becoming one of the pillars of the Nation-
al Primary Care Policy (PNAB, Política Nacional 
de Atenção Básica), which serves as reference for 
the organization and implementation of PHC 
services in the country3.

The organization, performance of services, 
hiring of health workers and a good part of the 
funding of these services are carried out by the 
municipalities. Although PHC in Brazil is settled 
between the municipal governments, the feder-
ative units and the federal government, the mu-
nicipalities have administrative autonomy over 
their local network of PHC services, which may 
include: Family Health teams (FHTs), oral health 
teams (OHTs), Primary Care teams (PCTs), and 
teams from the Family Health Support Center 
(NASF, Núcleo de Apoio à Saúde da Família)4.

In Portugal, the SNS was created in 1979, 
through Law N. 56/19795, five years after the 
Revolution of April 25, 1974. The PHC model 
adopted in the country is called Primary Health 
Care (CSP, Cuidados de Saúde Primários). The 
creation of health centers preceded the SNS, 
through Law N. 413/19716. In 2005, the reform 
of primary health care (CSP) was started in the 
country, formalized through Law N. 298/20077-9.

The CSP are guided at the national level by 
the Ministry of Health, but they are organized 
in a regionalized manner by the Regional Health 
Administrations (ARS, Administrações Regionais 
de Saúde) and their Groupings of Health Cen-
ters (ACeSs, Agrupamentos de Centros de Saúde). 

Within these spheres, there are several functional 
units that provide CSP services to the popula-
tion of a given geographic area. The ACeSs may 
include Health Centers that are Family Health 
Units (FHUs) or Personalized Health Care Units 
(UCSPs, Unidades de Cuidados de Saúde Per-
sonalizados), in addition to other services such 
as: Community Care Units (UCC, Unidades de 
Cuidados na Comunidade), Shared Assistance 
Resource Units (URAP, Unidades de Recursos As-
sistenciais Partilhados) and Public Health Units 
(USPs, Unidades de Saúde Pública). Funding and 
hiring of workers occur in a regionalized way in 
the ARS and the organization and administration 
of public health services of CSP are carried out in 
the ACeSs10,11.

The pandemic context put pressure on pub-
lic health systems by requiring the resizing of 
the supply and demand of health profession-
als; health professionals with technical compe-
tence for the clinical management of patients 
with severe acute respiratory syndrome due to 
COVID-19 (SARS-CoV-2); organizational strat-
egies for health actions for the prevention, sur-
veillance and diagnosis of COVID-19; specific 
supplies for health services to face the pandem-
ic12-16.

In PHC-oriented systems, plans with differ-
ent actions were perceived, but it is pointed out 
that, even with these measures, PHC was over-
whelmed by the dynamics of care for chronic 
diseases and/or the lack of prioritization of this 
level of care in the contingency plans of health 
systems when facing the pandemic. However, in 
countries with strong PHC, there were more ef-
ficient and faster responses in the pandemic sce-
nario17,18. 

It should be noted that the COVID-19 pan-
demic exposed problems related to funding, 
infrastructure, and the organization of health 
service networks in the different public health 
systems worldwide. Moreover, in this scenario 
of coping with the pandemic, the need to resume 
discussions on the health and safety of health 
workers involving working conditions, personal 
protective equipment (PPE) and the presence of 
comorbidities among these workers emerged12-16.

Regarding deaths among professionals due to 
COVID-19 worldwide and in Brazil, Machado et 
al. (2022)19 state that:

As of March 2021, the WHO had recorded a 
global total of 108,579,352 cases and 82,404,102 
deaths from COVID-1920. In the first three 
months of 2021, there was an exponential growth 
in occurrences in the country, which became the 
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epicenter of the pandemic worldwide, reach-
ing, in April 2021, 7,563,551 cases and 192,681 
deaths21. It was the most critical moment of the 
pandemic: Brazil came to occupy the 2nd place in 
the ranking of deaths, concentrating 30% of the 
global total, second only to the USA22. More than 
3,000 people died every day, of which five were 
health professionals.

The same authors show that “according to up-
dated data from CFM and COFEN, until October 
2021, 893 doctors and 873 nursing professionals 
have already died, 617 of which were assistants/
technicians and 256 were nurses across the coun-
try”19,23,24.

Another survey carried out by the Public Ser-
vices International (2022) estimates that in Bra-
zil, by the end of 2021, 4,500 health professionals 
had died from COVID-19 and the majority were 
female and had no assured labor rights25.

Regarding the Portuguese context, there 
is no official estimate. However, in response 
to press vehicles in March 2021, the Director-
ate General for Health (DGS, Direção Geral de 
Saúde), a body linked to the Ministry of Health 
in Portugal, pointed out that at that time 27,973 
health professionals would have been infected by 
COVID-19, with 19 deaths26.

Concerning the reality of coping strategies 
against COVID-19, it is pointed out that there 
was no focus on health planning for PHC or that 
actions aimed at PHC were secondary in rela-
tion to other emergency measures to fight the 
pandemic. Regarding the working conditions of 
health professionals and workers in PHC, the lack 
of personal protective equipment, the prevalence 
of infection and death rates due to COVID-19 
and mental health problems similar to the rates 
of hospital workers stand out27-31.

Therefore, discussing working conditions in 
PHC, in the public and universal health systems, 
is important to understand the current scenario 
of action strategies to fight the COVID-19 pan-
demic, as well as the dynamics of PHC work in a 
context of pressure on health systems, both from 
the pandemic and from the increase in mor-
bidity and mortality from diseases unrelated to 
COVID-19 infection and SARS/SARS-CoV-2.

Hence, this article aims to display some data 
from the study “Working conditions of health 
professionals in the context of Covid-19 in Bra-
zil” (FIOCRUZ-RJ)32, and, based on these data, 
present a discussion about the working condi-
tions in primary health care (PHC) in Brazil in 
the pandemic scenario, while dialoguing with the 
reality of Primary Health Care (CSP) in Portugal 

by the report produced, in December 2021, by 
the “Family Health Units – National Association 
(USF-AN)”, entitled “The impact that support for 
units and services created within the scope of the 
COVID-19 pandemic has had on primary health 
care”33.

Method

The article makes a descriptive analysis of work-
ing conditions in PHC in Brazil during the 
COVID-19 pandemic, based on an excerpt from 
the research “Working conditions of health pro-
fessionals in the context of Covid-19 in Brazil” 
(ENSP and CEE – Fiocruz, 2020-2021) and con-
textualizing it with the international scenario, 
specifically with the scenario of primary health 
care (CSP) in Portugal. 

It should be noted that the study “Working 
conditions of health professionals in the context 
of Covid-19 in Brazil” (ENSP and CEE – Fiocruz, 
2020-2021), was published under Opinion n. 
4.081.914, CAAE n. 32351620.1.0000.5240.

This research reached a contingent of 15,132 
health professionals who actively worked on the 
front lines in the fight against the recent pandem-
ic. Of this total, 3,895 professionals (25.7%) work 
in primary health care, whether in Health Cen-
ters, Basic Health Units (UBS), Family Health 
Units (USF), Basic River Health Units (UBSF, 
Unidades Básicas de Saúde Fluvial) or Mixed 
Units, as the main work institutions (Table 1).

The excerpt used for the analysis of this ar-
ticle is based on these professionals who work 
in PHC, that is, more than 1/4 of the total con-
tingent. For the analysis, the tools available in 
SPSS were used to select the data of those who 
answered they had PHC as their main work in-
stitution. After applying this filter, new tables 
were generated (n = 3,895) to base the analyses 
demonstrated herein, presenting the absolute (n) 
and relative (%) frequencies.

For more methodological details, see the arti-
cle “Transformations in the world of health work: 
workers and future challenges”, also present in 
this thematic issue of Revista Ciência & Saúde 
Coletiva.

Therefore, the data of this specific group will 
be compared with the general sample universe 
of the research and they were analyzed accord-
ing to studies that address strategies for coping 
with COVID-19 and working conditions in PHC 
worldwide and, specifically, in Portugal and in 
Brazil, throughout the pandemic.
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Regarding the dialogue between the excerpt 
from “Working conditions of health profession-
als in the context of COVID-19 in Brazil”32 and 
the working conditions in primary health care 
(CSP) of the National Health Service (SNS), to 
deepen the discussion of the Portuguese context, 
the study report “The impact that support for 
units and services created within the scope of the 
COVID-19 pandemic has had on primary health 
care” was used.

This report was produced through a survey 
carried out electronically by the Family Health 
Units – National Association (USF-AN), be-
tween December 10th and 14th, 2021, totaling 153 
responses (26%) from Family Health Units, of 
the 586 that existed at the time of the study, and 

which were divided into 43 Groupings of Health 
Centers, totaling 78% of the ACES in the country, 
which currently comprise 55 ACES33-35. It is note-
worthy that this report had a descriptive statisti-
cal analysis including percentages with measures 
of central tendency and/or dispersion, whose 
part of these data will be presented in a summary 
in the discussion of this article.

results

Of the 3,895 health professionals who worked 
in primary health care in the pandemic context, 
58.7% were nurses, 18.6% physicians and 13.7% 
dental surgeons, mostly female (81.7%), most-
ly aged around 35 years (40.5%) and between 
36 and 50 years (44.7%) and of white ethnicity 
(57.5%). This pattern follows the general scenario 
of the research, with the difference that there is a 
greater presence of dental surgeons, who became 
the third largest contingent of respondents in 
PHC, due to the existence of oral health teams, 
according to the guidelines of the National Basic 
Care Policy (Table 2).

Most of these professionals worked in the 
Southeast and Northeast regions and a significant 
number worked in the interior (51.9%) while an-
other part was in the capitals and metropolitan 
regions (44.2%) (Table 2). It is noteworthy that 
this scenario of interiorization differs from the 
general survey, where the majority was located 
in the capitals and in the metropolitan regions 
(59.2%). This points to the important capillariza-
tion of health care in the face of the COVID-19 
pandemic by PHC in Brazil, contributing to the 
expansion of access to the SUS and the interior-
ization of health professionals in the country.

Regarding the workload, it is demonstrated 
that these professionals mostly worked between 
21 and 40 hours a week (65.2%) and most did 
not perform any other work activity besides PHC 
(68.1%) and were already working in PHC when 
coping with the COVID-19 pandemic (71.1%) 
(Table 3).

It is worth mentioning the multiplicity of 
types of hiring and employment relationships, 
which together reached 50.7% compared to 
49.3% of statutory contracts (Table 3). This sce-
nario follows the pattern of the general survey, 
which shows the deregulation of the health labor 
market in Brazil. However, it should be noted 
that the existence of these types of employment 
relationships in PHC can contribute to the high 
turnover of professionals at this level of care, 

table 1. Health professionals according to type of he-
alth institution (main) operating in the fight against 
COVID-19 – Brazil.

type of institution V.abs. %
Public hospital 5,218 34.5
Private hospital 1,701 11.2
Philanthropic hospital 754 5.0
Field hospital 473 3.1
UPA 760 5.0
SAMU 262 1.7
PHC (Centro de Saúde/UBS/USF/
UBSF/Mixed Units)

3,895 25.7

Polyclinic/Clinic/Specialized 
center

850 5.6

Remote care 217 1.4
Long-stay institution 46 0.3
Administration in general 357 2.4
Teaching and research institution 79 0.5
Auditing/medical Expert 1 0.01
Autonomous activity 4 0.03
SADT 89 0.6
Military/Security area 21 0.1
Prison system (socio-educational 
system)

31 0.2

Commerce/industry 59 0.4
Private practice 145 1.0
Pharmacy/drug store 16 0.1
Petroleum 4 0.03
Others 66 0.4
NR 84 0.6
Total 15,132 100.0

Source: Machado MH, coordinator. Study: “Condições de 
trabalho dos profissionais de saúde no contexto da COVID-19 
no Brasil”. Rio de Janeiro: ENSP/CEE-Fiocruz; 2020/2021.
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which can harm or even make it impossible to 
retain professionals and to maintain longitudi-
nal health care in populations attended at basic 
health units.

Regarding working conditions in PHC in the 
pandemic context, it can be observed that most 
health professionals (55.1%) provided care to 
patients with COVID-19 in their health units. 
However, 60.6% did not have any institutional 
support in their health units and 66.4% had no 
training in the use of PPE or had to train them-
selves or with the help of colleagues (Table 3).

Making a parallel with the total research uni-
verse, it is observed that the PHC workers re-
ceived less training (66.4%) than overall (45.3%), 
which indicates a greater possibility of incorrect 
or inappropriate use of PPE and, consequently, 
the increase in the possibility of contagion by 
COVID-19 in the work environment in health 
units.

It is noted that 49% of these professionals did 
not feel protected from COVID-19 in the PHC 
work environments and that, despite the pres-
ence of PPE, there were difficulties in providing 
N95/PFF2 masks and overcoats (Table 3).

It is worth mentioning that this scenario 
is a little worse in PHC than in the survey as a 
whole, in which a total of 43.2% felt unprotected. 
It is important to emphasize that the lack of N95/
PFF2 masks (67.0%) and overcoats (77.0%) and 
improvisation (20.7%) in PHC made these work 
environments more vulnerable when compared 
to the universe of the survey, whose availability 
of N95/PFF2 masks and overcoats was higher 
(75.5% and 81.0%, respectively) and the impro-
visation rate was lower (17.5%).

Moreover, most professionals reported that 
they lived with fake news and the lack of politi-
cal cohesion between public health management 
institutions at municipal, state and federal levels 
(Table 3).

It is important to emphasize that this scenario 
was also present in the general survey, with the 
caveat that in PHC, 82.1% of the health profes-
sionals treated patients who believed in fake 
news about COVID-19 compared to 76.1% of the 
total universe of the research, demonstrating the 
possibility of a more difficult everyday relation-
ship with users in basic health units, as well as in 
the territories assigned to these services.

Regarding changes in the professional rou-
tine in PHC with the pandemic, 36.8% reported 
exhausting work or on the verge of exhaustion 
and 25.3% reported a rigid and complex work 
context in a scenario of demands related to bio-
safety standards and lack of PPE. Therefore, it 
can be observed that only 0.9% reported feeling 
gratified for saving lives (Table 4).

Although a small number of PHC profession-
als mentioned being part of risk groups (0.2%) 
or feeling tension when going back home from 
work and vice-versa (0.6%), 8.7% reported fear 
of death and imminent contamination (Table 4).

This picture described above accompanies 
the research scenario, showing there were no sig-
nificant differences regarding changes between 
professional routines in the general public as-

table 2. Sociodemographic profile of health profes-
sionals working in PHC in coping with COVID-19 in 
Brazil no Brasil. 

Variables V. abs. %
Professional category

Physician 726 18.6
Nurse 2,285 58.7
Dental surgeon 535 13.7
Other professionals 349 9.0

Sex
Female 3,183 81.7
Male 701 18.0
NR 11 0.3

Age range
Up to 35 years 1,578 40.5
From 36 to 50 years 1,741 44.7
51 years and older 576 14.8
NR 0 0.0

Skin color or ethnicity
White 2,240 57.5
Black/Brown 1,553 39.8
Yellow 84 2.2
Indigenous 11 0.3
NR 7 0.2

Regions
North 382 9.8
Northeast 1,119 28.7
Southeast 1,295 33.2
South 700 18.0
Midwest 398 10.2
NR 1 0.03

Place of professional practice
Capital + Metropolitan Region 1,719 44.2
Interior 2,023 51.9
NR 153 3.9

Source: Machado MH, coordinator. Study: “Condições de 
trabalho dos profissionais de saúde no contexto da COVID-19 
no Brasil”. Rio de Janeiro: ENSP/CEE-Fiocruz; 2020/2021.
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sessed and PHC workers, demonstrating how the 
pandemic context has significantly impacted the 
several health services at their different levels of 
attention.

Regarding the professionals’ perception of 
the appreciation, recognition and respect for 
their work in PHC, it is demonstrated that 25.3% 
of the professionals reported feeling less respect-
ed and valued by their leadership/management 
of the health service and 20.7% by the users. 
These situations are in contrast with the feeling 
of greater respect, appreciation and acceptance 
by the user population (19.6%) and the manage-

ment (10.0%) (Table 4). These aspects accompa-
ny the general framework of the study, showing 
how much health professionals felt undervalued 
when facing the pandemic, regardless of the 
place of work.

Even with these negative perceptions, it is ob-
served that 24.4% of PHC workers experienced 
a daily work experience with greater respect and 
better relationships with their co-workers (Table 
4). This scenario accompanies the general survey, 
showing elements of solidarity in the work rou-
tine during the fight against COVID-19 in the 
various health services assessed.

table 3. Professional profile and working conditions of health professionals working in PHC in the fight against 
COVID-19 in Brazil.

Variables V.abs. %
Type of Employment Relationship in PHC

Statutory (effective position employee) 1,921 49.3
Employee (CLT of company/public foundation) 413 10.6
Employee (CLT of a company/private entity or philanthropic institution) 275 7.1
Temporary public administration contract 768 19.7
Temporary contract in a company/private entity 51 1.3
Self-employed (individual, legal entity, cooperative member, owner/partner) 105 2.7
Commissioned position in public administration, without effective bond 120 3.1
Resident/Specialization student/Intern/Scholarship fellow 225 5.8
Other types 11 0.3
NR 6 0.2

Anther work activity besides PHC
Yes 1,233 31.7
No 2,654 68.1
NR 8 0.2

Weekly workload
Up to 20 hours 94 2.4
21 - 40 hours 2,541 65.2
41 - 60 hours 1,000 25.7
61 - 80 hours 215 5.5
81 hours and longer 37 0.9
NR 8 0.2

Reason for rorking in the fight against COVID-19
I already worked in the specific sector 2,771 71.1
I already worked in the sector and I looked for another job 97 2.5
Before, I worked in another sector and I was displaced by Covid-19 523 13.4
I had never worked in this sector and the job opportunity arose 153 3.9
It is my first job 243 6.2
NR 108 2.8

Reference unit for COVID-19 assistance
Yes 2,146 55.1
No 1,729 44.4
NR 20 0.5

it continues
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Regarding the health professionals’ men-
tal health, 95.3% of these PHC workers showed 
some significant alterations, as only 4.7% report-
ed no changes when coping with the COVID-19 
pandemic. The following stand out: sleep distur-
bances (15.5%), irritability or frequent crying 
(13.9%), stress (11.3%), difficulty concentrating 
(9.8%), loss of satisfaction or sadness (9 .1%), 
negative or suicidal thoughts (8.4%) and changes 
in appetite or weight (8.3%). It is noteworthy that 
more than half of those surveyed, that is, 52.4%, 
had these symptoms since the beginning of the 
pandemic (Table 4).

This sad reality in coping with COVID-19 af-
fected both the assessed PHC professionals and 
the general universe of the study, indicating how 
much the pandemic made all health workers sick, 
associated with feelings of little appreciation and 

work overload. It should be noted that the PHC 
scenario may have been worse because the feel-
ing of vulnerability with lack of protection and 
lack of training was greater than the total study 
population, associated with the daily life of fake 
news in relationships with the users.

Discussion

Even with these organizational and funding dif-
ferences related to PHC in Brazil and Portugal, 
similarities can be observed regarding the scope of 
the discussion on working conditions during the 
COVID-19 pandemic in PHC, corroborating oth-
er analyses of the international scenario18,27-29,31.

According to Soares and Passos36 and the 
report by the Family Health Units – National 

Variables V.abs. %
Availability of personal protective equipment (PPE) (YES)

(more than one answer is allowed) 3.326 85,4
Surgical mask 3,326 85.4
N95/PFF2 mask 2,610 67.0
Gown/overcoat 3,001 77.0
Procedure gloves 3,674 94.3
Ocular protection/googles 3,164 81.2
Disposable cap or shoe covers 3,269 83.9

We had to improvise
Course/training for adequate use of PPE 1.296 33,3
Yes 1,296 33.3
No 1,706 43.8
I learned from the colleague 200 5.1
Video I looked up on the internet 682 17.5

NR
Feeling of protection against COVID-19 1.968 50,5
Yes 1,968 50.5
No 1,909 49.0

NR
Institutional support 1.474 37,8
Yes 1,474 37.8
No 2,361 60.6

NR
Situations that interfered with the work to fight the pandemic (I AGREE) 3.598 92,4
(more than one answer allowed) 3.196 82,1
Fake news in health is an obstacle in the fight against the new coronavirus 3,598 92.4
I assisted a patient who expressed belief in fake news about COVID-19 3,196 82.1
The positions of the health authorities on COVID-19 have been consistent and 

enlightening
1,174 30.1

Source: Machado MH, coordinator. Study: “Condições de trabalho dos profissionais de saúde no contexto da COVID-19 no Brasil”. 
Rio de Janeiro: ENSP/CEE-Fiocruz; 2020/2021.

table 3. Professional profile and working conditions of health professionals working in PHC in the fight against 
COVID-19 in Brazil.
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table 4. Perceptions about the life and daily routine of health professionals working in PHC when coping with 
COVID-19 in Brazil.

Variables V.abs. %
changes in the professional routine (more than one answer allowed)

Lack of knowledge and uncertainties related to the disease, scenarios of new work practices and 
knowledge

269 3.1

Strenuous work (long, uninterrupted working hours, multiple shifts, poor working conditions, 
temporary confiscation of vacation rights, no rest, compulsory isolation in Covid-19 sectors)

2,033 23.7

On the verge of exhaustion (work overload, multiple functions and responsibilities, stress, 
conflicts of interest, exhaustion, anxiety, devaluation of what you do, regret about choosing a 
profession, Burnout Syndrome)

1,121 13.1

Complexity and rigidity of the work process in the fight against Covid-19 759 8.8
Fear of Death and imminent contamination 746 8.7
Ritualistic process of garmenting and ungarmenting PPE 226 2.6
Biosafety and contradictions (ongoing demands to follow safety and security measures while 
working and shortages of PPE)

1,413 16.5

Sad and tense hospital environment during Covid-19 care 404 4.7
Deprivation of social life among co-workers 153 1.8
Deprivation of freedom to come and go and socializing with friends 315 3.7
Deprivation of family life 351 4.1
Tension on the way home and vice versa 49 0.6
Risk group professionals 19 0.2
Sleep, mood, appetite, weight disorders, changes in habits (sedentary lifestyle, illness in 
general, absences due to COVID-19, absenteeism)

236 2.7

Feeling grateful for saving Lives 77 0.9
Uncommitted and insensitive management related to the worker 100 1.2
Worker citizenship at risk (job losses, unemployment, loss of income, low and late wages, 
expenses with equipment purchases, alternative transport and food)

315 3.7

Feelings about professional life (more than one answer allowed)
More appreciated and recognized by the user population 897 19.6
More respected by colleagues 397 8.7
Best team relationship 719 15.7
More embraced by the leadership/management of the services 459 10.0
Less appreciated and recognized by the user population 945 20.7
Less respected and appreciated by the leadership/management 1,155 25.3

Significant alteration (more than one answer allowed)
Sleep disturbance, such as insomnia or hypersomnia 2,136 15.5
Change in appetite/weight 1,139 8.3
Loss of confidence in oneself, the team or the work done 891 6.5
Difficulty experiencing happiness 760 5.5
Negative feeling of the future/negative, suicidal thoughts 1,163 8.4
Irritability/frequent crying/general disturbances 1,918 13.9
Loss of career or life satisfaction/sadness/apathy 1,260 9.1
Difficulty concentrating or slow thinking 1,347 9.8
Increased consumption of medications, alcohol or energy drinks, cigarettes 823 6.0
Inability to relax/stress 1,565 11.3
Other alterations 150 1.1
Did not experience any significant alterations 649 4.7

Duration of alterations
Last week 76 2.4
Last 15 days 137 4.3
Last month 959 30.0
Since the start of the pandemic 1,679 52.4
Since before the pandemic 351 11.0

Source: Machado MH, coordinator. Study: “Condições de trabalho dos profissionais de saúde no contexto da COVID-19 no Brasil”. 
Rio de Janeiro: ENSP/CEE-Fiocruz; 2020/2021.
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Association (USF-AN)33,37 of 2021, summarized 
in Figure 1, it is demonstrated, in the working 
conditions of PHC health professionals in the 
Portuguese reality, the work overload added to 
the demands of strategies to face the COVID-19 
pandemic and the dynamics of usual PHC activ-
ities; the scarcity of human resources for health 
actions in the pandemic context and even the 
lack of supplies and personal protective equip-
ment (PPE) at the beginning of the pandemic 
in 2020. These situations ended up resulting in a 
scenario of significant attrition of health profes-

sionals, disclosing the consequent clinical picture 
of burnout syndrome among these workers33,36,37.

In Brazil, according to the data presented in 
the study on “Working conditions of health pro-
fessionals in the context of COVID-19 in Brazil”, 
an exhausting workload is also pointed out in 
PHC, accompanied by the feeling of not being 
protected at work and having little institutional 
support for workers and the health units where 
they were working.

These situations showed a scenario of im-
portant deleterious changes for the group of 

Figure 1. Impact on the work of the Family Health Units (FHUs) in coping with the COVID-19 pandemic until 
December 2021, in Portugal.

Source: adapted from Family Health Units – National Association (USF-AN) (2021).
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interviewed professionals, such as sleep distur-
bances, stress, negative thoughts, irritability and 
others, added to the feeling of less appreciation 
at work either by the management or by the user 
population.

It is noteworthy that in the Brazilian reality, 
according to the data presented in this article 
on the profile of PHC health professionals when 
coping with the COVID-19 pandemic, there is 
a work context consisting of multiple types of 
hiring/employment, corroborating other studies 
carried out in Brazil by Bousquat et al.38 (2021) 
and Frota et al.30 (2022), which point out that this 
scenario of different types of employment rela-
tionships contributes to the high turnover of pro-
fessionals in PHC, with an average time working 
in the same UBS of 1 to 2 years. These authors 
highlight that the pandemic may have worsened 
this pattern of turnover in PHC.

Added to that, in the Brazilian scenario, is the 
conjuncture of lack of a strategic coordination of 
the federative entities, that is, federal institutions, 
state governments and municipalities in the face 
of the COVID-19 pandemic associated with the 
spread of fake news. These situations, accompa-
nied by insufficient PPE for health workers, may 
have had a considerable impact on the number 
of deaths from COVID-19 among health profes-
sionals in Brazil and on the morbidity and mor-
tality of the general population in the country, 
due to the infection by COVID-19 and the SARS/
SARS-CoV-219,39.

Other impacts of coping with the COVID-19 
pandemic in PHC in Brazil were the difficulties 
in continuing care for people with chronic dis-
eases and the failure to maintain collective activ-
ities, both influenced by the context of social dis-
tancing and the need to organize care and actions 
aimed at fighting against COVID-19, especially 
in the first year of the pandemic, in 202030,38.

In Portugal, it was also observed that, be-
tween the years 2020 and 2021, several health 
care offers from FHUs were impacted by the 
demand for strategies created for the pandemic 
scenario33,37. It is noteworthy that these situations 
were also pointed out in other services that con-
stitute the Portuguese PHC36.

In the Portuguese scenario, epidemiological 
surveillance, telemedicine, screening and moni-
toring strategies for COVID-19 cases, in addition 
to expanding vaccination coverage are examples 
of measures that may have contributed to the 
workload in PHC/CSP in Portugal40,41.

It is worth noting that the context of the 
COVID-19 pandemic, internationally, also raised 

an intense ethical debate on care and health strat-
egies aimed at the pandemic42.

For example, the United Nations Educational, 
Scientific and Cultural Organization (UNESCO), 
in April 2020, already given a declaration contain-
ing ethical and bioethical references related to the 
fight against the COVID-19 pandemic, aiming 
to draw the attention of governments regarding 
the protection of the vulnerable, the allocation of 
resources and access to health care for all, with 
cooperation and solidarity at a global level43.

During the period in which Fiocruz re-
search was carried out (2020-2022), some stud-
ies on conflicts and bioethical dilemmas during 
the pandemic were carried out. One of these 
was coordinated by Deisy Ventura and Rossana 
Reis (2021)44 and, based on normative acts, ob-
struction actions and propaganda against public 
health developed by federal authorities, in the 
period from February 3, 2020 to May 28, 2021, 
concluded that the federal government was “en-
gaged” and was “efficient” in the “broad dissem-
ination” of the coronavirus in the national terri-
tory, relying on the thesis of herd immunity by 
contagion45.

Taking the theory of the Ethics of Public Re-
sponsibility as a reference, according to which 
responsibility is the value that must govern prac-
tical actions and that responsibility concerns the 
care of the other being, given the threat to their 
vulnerability, it turns into concern about the hu-
man condition of being able to provide care46. It 
can be inferred from this conception of the eth-
ics of public responsibility that different ethical 
infractions occurred throughout the pandemic 
within the scope of the Brazilian federal public 
administration.

Therefore, in the reality of Brazil, including 
the daily work in PHC, it was noted that eth-
ical discussions about health care focused on 
COVID-19 were permeated by fake news and 
political decisions at the federal level that denied 
distancing guidelines and use of masks, in addi-
tion to encouraging drug treatments without sci-
entific evidence and the discrediting the effect of 
vaccination39,44.

According to Correia, (2020)47 these situa-
tions described above were very different from 
the reality in Portugal, where restrictive mea-
sures were taken in the transmission chains of 
COVID-19 due to a political consensus around 
the public management of the health emergency 
of the pandemic47.

Hence, it is noteworthy that several aspects 
analyzed throughout this article indicate that 
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work in the Brazilian PHC may have been more 
precariously done than in other countries with 
PHC-oriented health systems, such as the case of 
Portugal, even with the noticeable burden of the 
COVID-19 pandemic on SUS and SNS and, con-
sequently, on PHC and CSP.

Final considerations

Relativizing the death of thousands, hundreds, 
dozens or even a single person is ignoring life 
and the human condition. Acting in accordance 
with the fullness of life and the future of human-
ity must be an intrinsic responsibility of those 
elected to manage the public interest.

During this complex pandemic period ex-
perienced worldwide, the statement by Dallari 
(2003)48 gains strength: “The consideration of 
ethical criteria becomes absolutely necessary, so 
that the health of all human beings is among the 
priorities in the use of available resources, as well 
as so that advances in science and technology, 
when true, have as a parameter of validity the 
benefit of the human person”.

In the international and national scenarios, 
while health workers are experiencing a moment 
of great visibility for facing the Covid-19 pan-
demic, since they are, immediately and dramat-
ically, at the front line of care for the population; 
they are at greater risk for Covid-19 infection and 
have protection difficulties to carry out their ac-
tivities, at different levels of care, such as PHC.

These situations can be observed in the Bra-
zilian and Portuguese realities, because even with 
different historical, social and economic contexts, 
it was noticed that there was work overload and 
deficiencies in relation to the working conditions 
in PHC and the CSP, in the respective public sys-
tems of health, SUS and SNS.

Collapses occurred in both systems, such as 
the case in the city of Manaus in Brazil and the 
high occupancy rate of intensive care unit beds in 
the North of Portugal, both observed during the 
second wave of the COVID-19 pandemic, which 
started between the months of October and No-
vember of 202049-51.

However, it should be noted that in the Por-
tuguese scenario, the strong central political co-
ordination to face COVID-19, with several public 
health strategies, such as surveillance, extensive 
screening and strong incentives for vaccination 
and articulation of various actions, such as those 
developed by the Portuguese PHC, attenuated the 
effects of the pandemic on Portuguese society, 
unlike the Brazilian reality.

Thus, it is worth noting that it is important, 
in this process of fighting the pandemic, to high-
light the need for changes in the world of health 
work and its specificities at the different levels of 
health care, including PHC. After all, both in the 
pandemic and post-pandemic scenarios, the real-
ities experienced by PHC workers are essential in 
understanding the need for adjustments for better 
working conditions in public health and for the 
adequate operation of universal health systems 
worldwide, as in the cases in Brazil and Portugal.
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