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The 2014 National Curriculum Guidelines (DCN) for the medicine course provide for an education that 
focuses on primary care. The School of Medicine of Universidade Federal de Goiás, adapting itself to 
the new DCN, has developed a new Pedagogical Course Project (PCP). The objective of this study was 
to examine, through documentary analysis, the new PCP in the perspective of the 2014 DCN, based on 
the document “Guidelines for Primary Care Teaching in Undergraduate Medicine Courses”. Although the 
PCP covers most of the aspects related to primary care teaching, there is no reference to the teaching of 
the person-centered clinical method, popular health education, respect for patient autonomy, and shared 
decision-making. We hope, therefore, to subsidize changes in the current PCP and to stimulate other 
universities to approach these issues. 
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Introduction

Discussions about the medical curriculum gained momentum in the 20th century, 
especially after the Flexner report was published in 1910. The report has influenced 
the reformulation of medical education in a large part of the world1. This model was 
the basis for the organization of curricula, creating disciplines and showing the need of 
preventive and collective knowledge2. Flexner recognized that medical education must 
be configured in response to scientific changes and social and economic circumstances. 
Flexibility and freedom to change the curriculum, adapting to local social demands, 
were also part of his message3.

Medical education and the graduates’ profile in Brazil up to 2000 were targeted 
predominantly at a hospital-centric and curative model4. In response to this, the 
Ministry of Health, the Ministry of Education and some medical entities joined efforts 
to discuss the reformulation of medical education. These debates led to the creation of 
documents like the National Curricular Guidelines (DCN)5 in 2001. Since then, ef-
forts have been made to change the perspective of medicine courses, so that they focus 
on the population’s needs and on education in primary care6. However, the low status 
of teaching activities outside universities or hospitals and the faculty’s insufficient 
knowledge of primary care activities represented challenges to a significant curricular 
change6.

In this context, the 2001 DCN for the medicine course4 represented an important 
step towards establishing a graduate profile more adequate to the population’s needs. 
In 2014, after discussions about the ‘More Doctors Law’7, new DCN for the medicine 
course were released8. Among the changes, the document highlighted the need of a 
generalist education, with emphasis on primary care and urgent/emergency services. 
It also recommended that the course’s fundamental contents should be related to the 
entire health-disease process of the citizen, family and community8. 

Primary care is the preferential entrance door to the health system and countries 
with a stronger inclination towards this level of care have better health indicators9,10. 
However, for its full functioning, it is necessary to have professionals who are highly 
effective, know how to assist people over time, have knowledge of different conditions, 
and are able to coordinate the care received in different levels11.

In this context, we analyzed the School of Medicine of Universidade Federal de 
Goiás (FM_UFG). It initiated its activities in 1960 and more than 5,000 doctors 
have already graduated from it. The majority of them practice their activities in the 
region, in different areas, including those of public and private management12. The 
institution has strived to adequate its teaching to the population and, as early as in the 
1970s, it implemented a rural internship for the teaching of community medicine. In 
2002, FM_UFG performed a curricular reform to comply with the 2001 DCN and, 
in the same year, it adhered to the Incentive Program to Curricular Changes in Me-
dical Schools (Promed). In addition, in 2005, it adhered to the National Program of 
Reorientation of Professional Health Education (Pró-Saúde I and II), and in 2008, to 
the Education through Work Program for the Health Area (PET-Saúde). By adhering 
to these projects, the institution started to focus on health teaching activities in the 
community13. 

In 2014, aiming to comply with the new DCN for the medicine course, it pub-
lished its new Pedagogical Course Project (PCP), which is still in the implementation 
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and assessment stage. The PCP determines the guiding principles and the expectations 
for medical education in the institution12. 

Considering the need to review and adjust the curricula of all the Brazilian medical 
schools based on the 2014 DCN, this study aimed to analyze the PCP of the medicine 
course of FM_UFG in light of the determinations provided by the 2014 DCN and 
by the document “Guidelines for Primary Care Teaching in Undergraduate Medicine 
Courses”14.

Methods

This is a case study involving a qualitative approach, with data produced by means 
of a documentary analysis. According to Bardin15, 2011, documentary analysis is an 
operation or set of operations that aim to represent the content of a document in a way 
that is different from the original, to facilitate, in a subsequent period, its consultation 
and reference.

As illustrated in Figure 1, three documents were analyzed and two were compared: 
The “Pedagogical project of the medicine course of FM_UFG”, published at the end 
of 2014, was compared to the “Curricular guidelines for the medicine course”, pub-
lished in 2014.

The document “Guidelines for Primary Care Teaching in Undergraduate Medicine 
Courses”13 was also analyzed to subsidize and establish the specifications of primary 
care teaching in undergraduate courses. This document was chosen because it is consi-
dered a reference in the area. It was jointly constructed by the Brazilian Association of 
Medical Education (ABEM) and by the Brazilian Society of Family and Community 
Medicine (SBMFC), with the collective participation of different Brazilian specialists 
in the areas of medical education and primary care. It was developed with the aim of 
supporting medical schools in the structuring of pedagogical projects within the con-
text of primary care. 

Initially, the researchers performed the exploratory reading of the “Guidelines for 
Primary Care Teaching in Undergraduate Medicine Courses” and extracted themes 
related to “what to teach” in this level of care. After this stage, the researchers selected 
twelve themes that had correspondents in the 2014 DCN:

•	 Teamwork competency
•	 Capacity to act in primary care and know the healthcare levels
•	 Knowledge of management actions and of the health services
•	 Competence to work with popular education and with the team’s permanent 

education
•	 Respect for autonomy
•	 Capacity to make shared decisions
•	 Utilization of scientific evidence
•	 Decisions based on prevalence and incidence
•	 Generalist profile
•	 Leadership in multidisciplinary work
•	 Social responsibility
•	 Comprehensive care
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Then, the researchers performed an initial exploratory reading of the PCP, to have 
contact and be familiarized with the text12. This document provides the principles and 
strategies of learning assessment, course duration and curricular structure, including 
the curricular matrix, the list of modules and the learning contents, with their respecti-
ve summaries and numbers of hours10. All these topics were evaluated in this research. 

Finally, by means of the thematic content analysis15, the researchers searched for 
the previously chosen themes in the PCP and, subsequently, described and correlated 
them. They are presented in tables in the Results section (Figure 1).

Figure 1. Methodological steps followed in the documentary analysis.

The study was submitted to the Research Ethics Committee of Hospital das 
Clínicas of UFG and was initiated after its approval - Opinion no. 1.523.208 in 2016, 
according to resolution no. 466 of December 12, 2012, of the National Health Coun-
cil (CNS).

Results and discussion 

The four themes that resulted from the documentary analysis are presented in 
tables, together with the description and comparison between the documents. Chart 
1 compares the documents according to the graduate profile, Chart 2 deals with the 
healthcare area, Chart 3 refers to aspects of health management, and Chart 4 approa-
ches health education.

The expected graduate profile 

The professional’s profile described in the PCP, a generalist doctor aligned with the 
society’s needs, is in agreement with the DCN. Education in primary care and social 
responsibility are highlighted in both documents (Chart 1).

Reading of the document "Guidelines for Primary Care Teaching in Undergraduate Medicine Courses"  
and extraction of 12 themes related to "what to teach" about primary care in undergraduate courses

Reading and exploratiion of the 2014 DCN and of the PCP, looking for the themes

Description of the themes that were found and comparison between the equivalent theme 
described in the DCN and in the PCP
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Chart 1. Description of the comparative documentary analysis referring to the expected 
profile of the graduates of the medicine course of Universidade Federal de Goiás (UFG). 
Goiânia, 2017.

Teaching guidelines 
in primary care

National Curricular Guidelines for the 
medicine course - 2014

Curricular pedagogical project of 2014 – School of 
Medicine – UFG

Generalist profile “The Medicine graduate shall have 
a general, humanistic education, ...” 

(p. 1)

“The curricular proposal aims at the education of a 
generalist professional prepared to face the challenges 

of modern society.” (p. 12)
“The general objective of the Medicine Course of UFG is 

the education of a generalist professional [...].” (p. 12)

Capacity to act in 
primary care and 

know different levels 
of healthcare

“[...] with capacity to act in different 
levels of healthcare, with health 

promotion, prevention, recovery and 
rehabilitation actions, in the individual 

and collective spheres [...]” (p. 1)
“Valuing life, approaching the 

recurrent health problems in primary 
care [...]” (p. 3)

“To include the student, since the first year of the 
course, in field activities that contribute to form skills 
and competencies, in different levels of care, as well 

as in the management area, within different teaching-
learning settings necessary to the exercise of medical 

practice.” (p. 13)
“To act in different healthcare levels, with emphasis on 

primary and secondary care [...]” (p. 16)

Social responsibility The Medicine graduate should have 
a general education [...] with social 
responsibility and commitment to 

the defense of citizenship, of human 
dignity, of the human being’s integral 

health [...].” (p. 1)

“the curricular development axis was constructed 
according to the health needs of individuals and 

populations, identified [...]” (p. 16)
“the objective is to make the graduate’s education 

relevant in relation to the needs of society [...]” (p. 16)

The education of a medicine student with a generalist profile, knowledge of diffe-
rent healthcare levels and with social responsibility is aligned with the principles of the 
Brazilian National Health System (SUS)16. Although the 2001 DCN for the medicine 
course5 already contained these orientations, the medical schools have advanced slowly 
as far as this theme is concerned. Medical teaching in Brazil has had difficulties in 
transforming traditions and spaces of action4. The publication of the ‘More Doctors 
Law’ in 20137 instituted that medicine courses must comply with the DCN. Due to 
this, greater transformations are expected in the Brazilian medical education and in the 
university analyzed here.

To corroborate these orientations, and searching for experiences and standpoints 
from other countries, it is important to mention that the World Health Organization 
recommends that approximately eighty percent of the health demands are met in 
primary care17. Furthermore, in White’s classic study “The ecology of medical care”, 
196118, replicated and confirmed in 2001 by Green19, it was found that less than five 
percent of the people who look for medical assistance need hospital care. These data 
strengthen the need of an education that focuses on outpatient services, especially in 
primary care.

Healthcare  

Chart 2 presents themes related to the Healthcare area, like care centered on the 
person, family and community, health promotion and prevention, utilization of scien-
tific evidence, and competencies related to teamwork, development of popular educa-
tion activities and shared decision-making.
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Chart 2. Description of the comparative documentary analysis referring to the Healthcare 
area of the medicine course of Universidade Federal de Goiás (UFG). Goiânia, 2017.

Teaching guidelines in primary 
care

National Curricular Guidelines for the 
medicine course - 2014

Curricular pedagogical project of 2014 - School of 
Medicine - UFG

Approach centered on the 
person, family and community

“comprehensive and humanized care by 
means of a continuous medical practice 
integrated to the other health actions and 

levels, [...] stimulating self-care and the 
autonomy of people, families, groups, and 

communities” (p. 2).
“Care centered on the patient, on the family, 

and on the community [...]” (p. 2)
“including the perspective of users, family 

and community, favoring their autonomy in 
decisions about the therapeutic plan.” (p. 8)

“The first interaction must be between the student 
and the individual inserted in his/her social 

context (the family, neighborhood group, and the 
social foci where his/her social relationships are 

developed).” (p. 15)
“Individual, Family, Community, Society Axis: 

aims at the development of community-based, 
integrated action [...], where the student maintains 
a close relationship with the individual, the family, 

the community and society, or in environments 
and structures belonging to them” (p. 46)

Action in prevention and health 
promotion

“participation in the discussion and 
construction of intervention projects in 
social groups, aiming to improve health 

indicators, always considering their 
autonomy and cultural aspects” (p. 7)

“stimulus to the inclusion of health 
promotion and education in all the levels of 
care, with emphasis on primary care” (p. 7)

“acting in health protection and promotion and in 
disease prevention, as well as in the treatment and 

rehabilitation of health problems” (p. 24)

Competence to work with 
popular education and with the 

team’s permanent education

“stimulus to the inclusion of health 
promotion and education in all the levels of 
care, with emphasis on primary care” (p. 7)

POPULAR EDUCATION IS NOT MENTIONED
“transmission of the knowledge of the health area, 
whose reach involves the student’s education, and 

the continuous exchange among professionals 
from the institutions that provide services, 

mainly the Primary Care Units, reaching, also, 
the community itself, in a permanent process of 

education and awareness-raising.” (p. 16)

Respect for patient autonomy “stimulating self-care and the autonomy of 
people, families, groups, and communities” 

(p. 2).
NOT MENTIONED

Capacity to make shared 
decisions

“including the perspective of users, family 
and community, favoring their autonomy in 
decisions about the therapeutic plan” (p. 8)

NOT MENTIONED

Utilization of scientific evidence “Decision-making based on the critical 
and contextualized analysis of scientific 

evidence” (p. 3)

“capacity to make decisions [...] based on scientific 
evidence; (p. 22)

Decisions based on prevalence 
and incidence

“Analysis of the health needs of groups 
of people and life and health conditions 
of communities, based on demographic, 

epidemiological, health and environmental 
data, considering dimensions of risk, 

vulnerability, incidence and prevalence of 
health conditions [...]” (p. 7)

“correctly diagnosing and treating the main 
diseases of the human being in all the stages 
of the biological cycle, based on the criteria of 

diseases’ prevalence and morbidity potential” (p. 
24)

The need to consider the person in their totality, including the family and com-
munity, is mentioned in both documents. However, the PCP does not mention the 
person-centered clinical method. This approach has many advantages in relation to the 
traditional biomedical model, centered on the doctor. Some of them are greater patient 
satisfaction, higher adherence to the treatment and better response to the therapy, 
greater doctor satisfaction, lower number of medical malpractice lawsuits, more effi-
cient care, lower number of complementary exams and referrals to specialists, reducing 
costs to the health system and the patient20,21.

Prevention, health promotion and competence to work with popular education 
and with the team’s education are considered actions the student is expected to per-
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form. The expression ‘health promotion’ was used for the first time in the 1970s by the 
Canadian health minister Mark Lalonde, in a document called The New Perspectives 
on the Health of Canadians.22 The influence of environmental factors, individual 
behaviors and ways of life on the occurrence of diseases and death were emphasized in 
this document. The Ottawa Charter, published by the World Health Organization in 
the first international conference on health promotion, strengthens this thesis and adds 
that individuals must be oriented to have better control over their own health17,22. 

Although the PCP approaches the concept of permanent education and involves 
the population in this sense, there is no clear and specific mention to learning about 
Popular Health Education. Popular Health Education recognizes and faces health 
problems by interacting with the working classes and respecting their culture and 
knowledge. The current conception of Popular Health Education, influenced mainly 
by Paulo Freire’s publications, breaks with the previous hegemonic practices of health 
education. These used to be predominantly instituted in a unilateral way by health 
professionals. Their nature was essentially biomedical and not dialogic23. Therefore, 
teaching these concepts in the medicine course has become fundamentally relevant24.

The DCN mention the need to stimulate patients’ self-care, to respect their au-
tonomy, and to encourage the professionals’ capacity for making shared decisions. 
However, it is important to highlight the absence, in the PCP, of any term related to 
respect for autonomy or shared decision. As shown below, many publications stren-
gthen the DCN’s orientation about these matters. The 2009 code of medical ethics25 
establishes, in article 21, that in the professional decision-making process, according 
to the doctor’s dictates of conscience and the legal dispositions, the doctor will accept 
their patients’ choices related to diagnostic and therapeutic procedures, provided that 
they are adequate to the case and scientifically recognized.

The predominance of chronic degenerative diseases instead of acute diseases will re-
quire the reincorporation of the art of medicine, according to Sullivan, 200326. The ex-
clusive objective of curing and avoiding death is replaced by the objective of providing 
care for people, considering their perspective. Respect for patient autonomy and the 
importance given to their point-of-view in relation to health and care is a fundamental 
part of the doctor’s action. The patient-subject is being reintroduced in medicine26,27.

Evidence-based decision-making considering the prevalence and incidence of dif-
ferent health problems is mentioned in both documents. This form of action ensures 
greater efficacy and effectiveness to treatments, attention to quaternary prevention, 
rational use of resources and medicines, and reduction in cases of iatrogenesis28,29. 

Health Management  

This topic deals with matters like teamwork, leadership in multidisciplinary work, 
and knowledge of management actions. All these competencies are recommended by 
the DCN and PCP (Chart 3).
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Chart 3. Description of the comparative documentary analysis referring to the Health 
Management area of the medicine course of Universidade Federal de Goiás (UFG). Goiânia, 
2017.

Teaching guidelines in 
primary care

National Curricular Guidelines for the 
medicine course - 2014

Curricular pedagogical project of 2014 – 
School of Medicine – UFG

Teamwork competency “Teamwork, in order to develop 
partnerships and networks, stimulating 

and reducing the distance among 
institutions, services and other sectors 

involved in comprehensive care and health 
promotion.” (p. 3)

“Inclusion of the student, since the first year of 
the course, in practical activities and teamwork, 

with multiprofessional interaction and action, 
having the individuals and the community as 

beneficiaries.” (p. 12)
“To promote the formation of the necessary 

competencies for multiprofessional teamwork, 
as well as interpersonal and ethical relationship 
in all the levels of professional action, [...]” (p. 14)

Leadership in 
multidisciplinary work

“Leadership exercised in the horizontality 
of interpersonal relationships [...], aiming 
at the community’s wellbeing [...]” (p. 3)

“[...] in multiprofessional teamwork, they must 
be able to assume leadership positions, always 
aiming at the community’s wellbeing [...]” (p. 22)

Knowledge of 
management actions and 

of the health services

“[...] to participate in management and 
administration actions to promote the 

community’s wellbeing, [...]” (p. 2)
“Social participation articulated in the 

teaching and learning fields of healthcare 
networks, collaborating to promote the 

integration of health services and actions, 
promoting continuous, comprehensive, 

high-quality care...” (p. 3)

“[...] to know about the doctor’s social role and 
be willing to act in activities related to health 

policies and planning.” (p. 24)

“[...] must be able to take initiative, manage 
and administer the workforce and the physical, 

material and information resources” (p. 22)

Comprehensive care “[...] provision of comprehensive care for 
individuals and groups [...]” (p. 8)

“[...] to recognize health as a right and act to 
guarantee the provision of comprehensive care 

[...]” (p. 24)

With the population’s aging and the increase in chronic conditions, the complexity 
of care has been significantly amplified30-32. Therefore, the education of professionals to 
face this new epidemiological profile has become fundamental. Teamwork and leader-
ship in a collaborative, non-hierachic and coordinated way are indispensable compe-
tencies in this process30,33,34.

Despite its subjective character, leadership is a competency that can be taught. It 
involves good communication, knowing how to work in teams, strategic planning and 
decision-making. In addition, the student is expected to identify needs, set goals and 
work in teams, trying to involve other professionals in order to share the provision of 
care with them35.

The development and knowledge of management actions - another desired com-
petency - involves the organization of health systems and public healthcare. Educating 
the student to be familiarized with and manage the macrostructure and also the public 
policies and services is a measure that will bring better qualified professionals and ma-
nagers, committed to the improvement in the healthcare network devices36.

An action that aims at the provision of comprehensive care is a fundamental stage 
of medical assistance in primary care. The clinical approach centered on the integral, 
complex person guarantees that the individual is seen in their totality. It is an strategy 
to fulfil an assistance targeted at the population’s real needs37.
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Health Education  

In the section of the DCN referring to the area of Health Education, an issue with 
an interface in primary care is highlighted: interdisciplinarity. Interdisciplinarity is 
mentioned in the PCP (Chart 4). 

Chart 4. Description of the comparative documentary analysis referring to the Health 
Education area of the medicine course of Universidade Federal de Goiás (UFG). Goiânia, 
2017.

Teaching guidelines 
in primary care

National Curricular Guidelines for the medicine 
course - 2014

Curricular pedagogical project of 
2014 – School of Medicine – UFG

Interdisciplinarity “To promote integration and interdisciplinarity in 
accordance with the curricular development axis, 

attempting to integrate the biological, psychological, 
ethnic-racial, socioeconomic, cultural, environmental, 

and educational dimensions” (p. 12)

“Ethical, moral, social and physio-
pathological aspects in medical 

practice with emphasis on 
interdisciplinarity.” (p. 97)

Interdisciplinarity, which means the interaction among different theories and 
knowledge from different areas in teaching-learning processes33, is essential for the 
education of a professional who works in an integrated, interprofessional and efficient 
manner34.

According to Frenk et al.30, interdisciplinarity and interprofessionality are pillars 
of the last substantial generation of reforms in medical education that deal with the 
acquisition of competencies for the education of a professional aligned with the popu-
lation’s needs. 

Final remarks

The new curricular pedagogical project was constructed within a context of trans-
formations in medical education and in the care model (after the ‘More Doctors Law’) 
and complied with the 2014 DCN in the majority of points related to primary care 
teaching in undergraduate courses. 

Both documents determine the education of a generalist professional who meets 
the population’s health needs and has extensive knowledge of primary care. The docu-
ments also describe the need to educate graduates to have a comprehensive approach, 
skills to work in teams, and knowledge of management processes.

However, it is important to mention the absence, in the PCP, of fundamental the-
mes to medical practice and to the doctor-patient relationship. There is no reference to 
the teaching of the person-centered clinical method, popular health education, respect 
for patient autonomy, and shared decision-making.

Thus, we hope that managers of the analyzed course and of other institutions with 
similar contexts, in a process of assessment and continuous reformulation of the cur-
riculum, can include these recommendations, set forth in the 2014 DCN and funda-
mental to the practice of a humanized, effective medicine, centered on the people’s and 
population’s needs.  
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