O MUNDO DA
SAUDE

Panorama of health human resources in indigenous lands in the
Legal Amazon

Cecilia Malvezzi' @ Mariana Maleronka Ferron? @ Gabriel Cortes?® @

'Universidade Federal de Sao Carlos - UFSCar. Sao Carlos/SP, Brasil.

2Faculdade Israelita de Ciéncias da Saide - FICSAE. Sao Paulo/SP, Brasil.

*Faculdade de Ciéncias da Sadde - FS. Universidade de Brasilia - UnB. Brasilia/DF, Brasil.
E-mail: ceciliamalvezzi@gmail.com

Graphic Abstract

The morbidity and mortality of indigenous
people is worse than that of the non- B A
indigenous population. Continuous threats ~ ij.
to their territories, geographic dispersion, N e
cultural barriers result in discontinuous and ||| | ”
precarious health care. .1l

TAMTES!

£

| The absence of a guideline that Y

guides the sizing of health ' o
| professionals may contribute to SRR DE ALDELAS $OR AGENTES INIGENAS

gaps in health care for =
: ||ﬁ 1

indigenous peoples in the Legal
| Amazon.

Pl

“”ll.‘l|l| il
: /7 A A
The average of one doctor for every MUMERS ALD81AS POR HEDIES e
1,600 inhabitants, or one AIS for every |

140 inhabitants, does not indicate a
deficit of professionals The average number of villages
per professional indicates that

there may be gaps in care

It is recommended that the effective time that the professional is available
to carry out health activities should be considered, and also the
characteristics of the territory, travel time, demographic dispersion; work
and airing schedule; and cultural and epidemiological aspects.

Abstract

The specificities of the indigenous health subsystem, particularly in the Legal Amazon, bring challenges to planning the
provision of health professionals to work in indigenous territories, as there are still no standards and parameters that
indicate what proportion is appropriate for indigenous areas. This article provides an unprecedented overview of the
current situation of human resources working with Special Indigenous Health Districts (DSEls) in the Legal Amazon.
The data were obtained through the database registered in the Human Resources Management System of the Special
Secretariat for Indigenous Health (SESAI). A descriptive analysis of human resources and infrastructure of primary care
services for indigenous health was carried out. It was found that there is no standardization in the size of the workforce
that works in indigenous health. It was not possible to identify whether such variations are related to the lack of a standard
in the sizing of professionals, or whether they reflect the difficulty of retaining professionals in indigenous health, or even
whether they are local adjustments to the profile of the territory. The difficulty in retaining professionals in indigenous
health is multifactorial, and if associated with the lack of dimensioning of the workforce, it can generate care gaps.
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INTRODUCTION

According to the World Health Organiza-
tion (WHO), half of the world's population
living in rural areas has difficulty accessing
appropriate health services, which is no diffe-
rent from the Brazilian context'?. The scena-
rio is even more complex regarding the care
of indigenous peoples, who face barriers to
access to health, related both to the geogra-
phical dispersion of communities, as well as
cultural barriers and continuous threats to
their territories, contributing to discontinuous
and precarious health care. and morbidity and
mortality indicators worse than those of the
non-indigenous population in the country3->,

Several multisectoral strategies to expand
health coverage in vulnerable populations
have been adopted around the world, seeking
to attract and retain health professionals, in-
cluding improving working conditions, profes-
sional development and living conditions'®7,
The Organic Health Laws (8,080/1990 and
8142/1990)8, landmarks in Brazilian heal-
th policy, recognize the ethnic, territorial
and cultural specificities of original peoples.
The creation of the Indigenous Health Care
Subsystem in Brazil (SASI-SUS), established
in 1999° and the publication of the National
Health Care Policy for Indigenous Peoples
(PNASPI), constitute advances in health po-
licy aimed at these people in an attempt to
mitigate immense inequalities and guarantee
the right to health'.

The Subsystem was organized through the
creation of Special Indigenous Health Districts
(DSEI) distributed throughout the national ter-
ritory>'°. Another advance was the creation,
in 2010, of an Indigenous Health Secretariat
(SESAI), created from the struggle movements
of indigenous peoples, and linked directly to
the Ministry of Health (MS)'".

Despite these considerable advances in
the services provided to indigenous peoples
through the creation of SASI-SUS, there are
several challenges in implementing the PNAS-
Pl. One of the critical points is the planning
of the workforce: how to size it considering
the professional categories, specificities of

the territories and the sociocultural aspects of
these people? This situation is faced by some
countries in the world, which have health
care systems for indigenous peoples, many of
whom also live in remote areas'. Faced with
this challenge, the WHO, in the publication
entitled “Workforce Indicators for of Staffing
Need (WISN)”, proposes a methodology for
surveying the workforce needs of health pro-
fessionals, based on the workload of each
professional, the which time spent on diffe-
rent care activities is a reference for calcula-
ting how many professionals are needed to
meet the demands of the service'.

In Australia, for example, a plan to structure
the health workforce of aboriginal peoples was
launched, including the aborigines themselves
in the preparation of the plan and stipulating
targets for the percentage of aboriginal health
professionals working in the service, with the
aim of improving health outcomes. health ou-
tcomes, ensure cultural safety. The strategies
used are the production and sharing of health
information to assist in workforce planning, po-
licy development, monitoring and evaluation,
and continuous quality improvement and in-
creased training and hiring of Aboriginal peo-
ple to work in the health service™.

In relation to Brazil, some aspects must
be analyzed in the strategies and parame-
ters used for workforce planning. The Multi-
disciplinary Indigenous Health Team (EMSI),
according to SESAI, is made up of doctors,
nurses, nursing technicians and assistants,
dental surgeons, oral health technicians and/
or assistants, nutritionists, psychologists, indi-
genous health agents (AIS), indigenous sanita-
tion agent (AISAN), among others™.

According to data available on the online
portal of the Special Secretariat for Indige-
nous Health (SESAI) (SESAI), the network of
primary care services for indigenous health
is organized through 34 Special Indigenous
Health Districts, which carry out their activi-
ties across 380 Hubs -Base, 1,209 Basic In-
digenous Health Units (UBSI) 66 Indigenous
Health Houses (CASAI), which, in turn, serve
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as support for Multidisciplinary Indigenous
Health Teams (EMSI)'. There are around 813
EMSI, with a total of 20.3 thousand professio-
nals in 2020. They provide health care to 305
different ethnicities, making up a population
of 776 mil indigenous people, distributed in
6,216 villages, in 20202

In addition to health teams, PNASPI also
foresees the systematic participation of an-
thropologists, educators, sanitary engineers
and other specialists and technicians conside-
red necessary. In this way, SASISUS workers
comprise both EMSI health professionals and
other workers based in administrative head-
quarters, responsible for organizing and ma-
naging health care and sanitation actions'.

Despite the inclusion of indigenous peo-
ples in university quota systems, the incorpo-
ration of health professionals who are indige-
nous does not have any structured process'®.
In 2020, 65% of health professionals working
in the DSElI were indigenous?, the majority
made up of AIS and AISAN, oral health techni-
cians or assistants (56%), nursing technicians
(30%), of which only 8.5 % of the nurses are
indigenous?.

In relation to medical professionals, the
majority of medical professionals who work
at DSEI come from the "More Doctors for Bra-
zil Project" (PMMB). Of the 543 doctors who
worked in indigenous health between 2017
and 2018, 372 came from PMMB™?,

Outsourced professionals also work in
the indigenous health subsystem who mainly
develop activities in the areas of security, ge-
neral services, cleaning, secretarial services,
maintenance, transportation, among others.

Regarding the information systems where
professionals are registered, there are three
databases. The Human Resources Manage-
ment System (SESAI-RH) of the Special Secre-
tariat for Indigenous Health is where workers
are registered under outsourced contracts
with the purpose of monitoring the workfor-
ce working in indigenous health care teams
through SESAI, and doctors hired through an
agreement and the Mais Médico pelo Brasil
Program, managed in 2020 by the Agency
for the Development of Primary Health Care

Mundo Satide. 2024,48:¢15902024

(ADAPS) which uses the Program Manage-
ment System (SGP)°.

In addition to the two human resources
management systems mentioned above (SE-
SAI-RH and SGP), SASISUS workers are also
registered in other care and registration in-
formation systems, such as SIARH-MS, whe-
re workers with a contract as a civil servant
are registered. career at the Ministry of Heal-
th; the National Health Registry (CNES), the
Indigenous Health Care System (SIASI), and
registration in the Primary Care Information
System (SIAB) and the e-SUS Primary Care
System (e-SUS AB) is possible, as they are not
exclusive systems of the indigenous health
subsystem.

The DSEl implementation process has
been outsourced since 1999, due to the dif-
ficulties that the National Health Foundation
(FUNASA) would have in managing the hi-
ring of human resources and also due to a
strategy of decentralizing the service. In this
way, health care was carried out by institu-
tions affiliated with FUNASA, such as non-go-
vernmental organizations, municipal health
departments, among others?"?2. This strategy
continued with the creation of SESAIl in 2010,
in which the vast majority of indigenous he-
alth professionals (90%) are hired by Social
Organizations (SO), which participate in pe-
riodic tenders to manage the workforce. For
this reason, professionals do not always have
their contracts renewed, which brings a series
of impacts, such as the dismissal of all worke-
rs from a DSEl in a given period, for later rehi-
ring by another SO, contributing to the high
turnover of professionals in health™.

There is no guideline that guides the sizing
of health professionals at PNASPI*'°, The Na-
tional Primary Care Policy (PNAB), revised in
2017, presented the criterion that the mini-
mum number of inhabitants for a family he-
alth team in a remote rural area is 2000 pe-
ople, and the maximum of 750 people for a
one-to-one Community Health Agent (CHA)
in areas with large population dispersion, whi-
ch is equivalent to an average of 1.33 ACS
for every 1000 inhabitants (National Primary
Care Policy. Ordinance no. 2,436, of Septem-
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ber 21, 2017). There are still no studies that
indicate whether this proportion is appropria-
te for indigenous areas®.

This study provides an unprecedented
overview of the current situation of human re-
sources working with DSEls in the Legal Ama-
zon. The data were obtained from the secon-
dary database registered in the SESAI Human
Resources Management System (SESAI-RH).

METHODOLOGY

This is an exploratory quantitative study
of the distribution of the workforce of indige-
nous health professionals in the DSEI of the
Legal Amazon. Human resources indicators
were analyzed using secondary data from
SIASI and SESAI-RH from the Ministry of He-
alth.

The proposal made by Donabedian for
evaluating health services separates the ba-
sic components for a quality assessment into
three categories: structure, process and re-
sult, being useful in determining data on the
presence or absence of attributes that consti-
tute or define quality?.

The "structure" component covers the hu-
man, physical and financial resources used in
the provision of health care, as well as the or-
ganizational arrangements and financing me-
chanisms for these resources. The "process"
component refers to the activities that cons-
titute health care, and involve the interaction
of health professionals and the assisted po-
pulation. The "results" component concerns
changes in the population's health status, pro-
moted by the care received?*.

For the present study, the “structure” axis
was analyzed, with the sub-dimension of hu-
man resources (HR) being selected. To this
end, an evaluation matrix was created with
selected indicators. The DSEI workforce data
used in this work only considered workers re-
gistered with SESAI-HR.

The data were tabulated and analyzed
using Excel software version Microsoft 365.
The results were presented individually by

Demographic data are from the Indigenous
Health Care Information System (SIASI).

In this sense, we intend to present a des-
criptive analysis of human resources indica-
tors in the DSEI of the Legal Amazon in the
year 2020, with the aim of contributing to
the development of human resources plan-
ning strategies for indigenous health in the
Legal Amazon.

DSEl and consolidated from the DSEIl that
make up the Legal Amazon region.

The Legal Amazon region was considered
to be the territory that covers the states of
Amazonas, Para, Amapa, Roraima, Acre, Ron-
doénia, Maranhao, Tocantins and Mato Gros-
so. There are 25 DSEI, namely: Altamira, Alto
Rio Jurug, Alto Rio Negro, Alto Rio Purus, Alto
Rio Solimbdes, Amapa e Norte do Pard, Ara-
guaia, Cuiaba, Guama-Tocantins, Kaiapé do
Mato Grosso, Kaiap6é do Para, Leste de Ro-
raima, Manaus, Maranhdo, Médio Rio Purus,
Médio Rio Solimoes e Afluentes, Parintins,
Porto Velho, Rio Tapajés, Tocantins, Vale do
Javari, Vilhena, Xavante, Xingu.

Considering that the majority of the indi-
genous population (around 94%) assisted by
DSEl Araguaia is distributed between Mato
Grosso and Tocantins, states that comprise
the Legal Amazon, and that only 6% is loca-
ted in the state of Goias, data from DSEI Ara-
guaia were considered in full (including Goi-
as) to facilitate analysis?.

The analyzed database went through a
cleaning and qualification process to reduce
inconsistencies identified in the fields of a) Hi-
ring period: only workers active in the analy-
sis period were selected, that is, in 2020; b)
Employment relationship: records of profes-
sionals with employment contracts, partners,
PMM and servers were included, and out-
sourced workers were excluded as they were
cleaning, security professionals, etc.; origina-
ting from PROVAB, since the program was
terminated in 2017; and self-employed as it
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is not a method of hiring health professionals.

Based on the variable “name of the pro-
fessional category”, which presents the codes
of the Brazilian Classification of Occupations
(CBO), grouping was carried out into catego-
ries of interest: doctors, nurses, dental surge-
on and oral health technician/assistant, indi-
genous health health and sanitation agents.
The definition of the number of professionals
in each category per DSEI was calculated by
the formula: number of days worked in the
year by each professional divided by the num-
ber of days in a year, that is, 365. In this way,
a professional who was hired throughout the
year was counted as a professional. Those
that were only active for a few months of the
year were counted proportionally. This me-
thodology makes it possible to quantify the
effective work capacity available in the year
in each DSEI, minimizing possible distortions
that may occur with transversal methodolo-
gies, in which the total number of professio-
nals is used on just one date in the year, or
which use the number of vacancies available
per year. DSEl, regardless of whether or not
they are completed.

It is worth noting that the database sent did

RESULTS

SESAI/MS, through SIC25, passed on the
database of the Human Resources Manage-
ment System - (SESAI-RH). According to the
Ministry of Health itself, SESAI-RH is not used
to monitor career civil servants who work
at SASISUS. The Ministry of Health did not
make information available from the servers
of the MS Human Resources Administration
System - SIARH-MS. However, the SESAI-RH
database sent contained only 8 professionals
classified as "servants/assigned" out of the
27,191 records (Brasil, 2017).

In total there are 10,458.6 workers of all
categories throughout the Legal Amazon,
during the year 2020. There are 3,203.6 In-
digenous Health Agents (AIS), 264.4 dental
surgeons, 1077.4 nurses and 268.8 doctors.

not show the working hours of each contrac-
tor. Therefore, the number of professionals
did not take into account whether they are
hired part-time (less than 40 hours per week)
or full-time (40 hours per week).

Finally, it is possible that registration in the
SESAI-HR System may be out of date, as the
focal points responsible for registration en-
counter difficulties in capturing information
for registration.

The demographic data are from the Indi-
genous Health Care Information System (SIA-
SlI), accessed through the Citizen Information
Service (SIC), in a request to the Ministry of
Health made in December 2021, process no.
25072.007625/2022-0125. This refers to the
active population on December 31, 2020 re-
gistered in SIASI in villages and camps, with
extraction from the database carried out on
08/24/2021.

The present study is exempt from submis-
sion to the research ethics committee, as pro-
vided for in resolution no. 510 of the National
Health Council, dated April 7, 2016, as it is a
study that uses a database whose information
is aggregated, without possibility of individual
identification (Brasil, 2016).

The professional category with the grea-
test proportional weight is AlS, representing
30.6% of the total number of workers regis-
tered with SESAlI RH in 2020, followed by
nursing assistants and technicians, represen-
ting 25.1%, and Indigenous Sanitation Agent
(AISAN) representing 13 3 and nurses repre-
senting 10.3% of workers.

The number of inhabitants per professio-
nal is an indicator that estimates the average
number of people that a professional is res-
ponsible for, and allows the workload to be
inferred in terms of population served. The
number of villages per professional reflects
the geographic dispersion that each profes-
sional needs to serve. The results are presen-
ted by each professional category.
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Indigenous Health Agents
Graph 1 - Number of inhabitants per Indigenous Health Agent in the DSEI of the Legal Amazon, 2020.
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Indigenous Health Agents

Graph 2 - Number of villages per Indigenous Health Agent in the DSEI of the Legal Amazon, 2020.
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Graph 3

The number of inhabitants per Indigenous
Health Agent in the DSEl analyzed in the Legal
Amazon was 142 and the number of villages
was 2. In graphs 1 and 2, the DSEI Tocantins
(281 inhabitants, 5 villages) and Maranhao
(281 inhabitants, 4 villages) have a number
of inhabitants and a number of villages above
the overall average presented. The DSEI Gua-
ma-Tocantins also has a population per health
agent greater than the average (244), but has
an average equal to the general one in the dis-
tribution by villages (2). The DSEI Médio Rio
Purus (86), Cuiaba (82) and Vilhena (80) have
the lowest proportion of inhabitants per heal-
th agent. Regarding the distribution of villages
by Health Agents, most DSEI are close to or
below the general average.

Nursing Assistants and Technicians

Graph 4

The number of inhabitants per nursing as-
sistants/technicians in the Legal Amazon was
173 inhabitants per professional and 2 villa-
ges per professional in the DSEl analyzed.
The DSEI Alto Rio Solim&es (381), Alto Rio
Jurua (345) and Alto Rio Purus (339) are tho-
se with the highest proportion of inhabitants
in relation to nursing assistants/technicians,
while the DSEI Yanomami (68), Vilhena ( 65)
and Altamira (59) have the lowest propor-
tion.

Regarding the distribution of villages per
professional, the DSEl Alto Rio Purus (5),
Alto Rio Negro (4) and Maranhdo (4) have
the highest number of villages per professio-
nal, while several DSEI have a lower propor-
tion than the average of analyzed data.

Graph 3 - Number of inhabitants per nursing assistants and technicians in the DSEI of the Legal Amazon,
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Nursing Assistants and Technicians

Graph 4 - Number of villages per nursing assistants and technicians in the DSEI of the Legal Amazon, 2020.
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Nurses

Graph 5 - Number of inhabitants per nurse in the DSEI of the Legal Amazon, 2020.
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Nurses

Graph 6 - Number of villages per nurse in the DSEI of the Legal Amazon, 2020.
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Graph 6

The number of inhabitants per nurse in
the DSEI analyzed was 421. The DSEl Ama-
pa and Norte do Para (895), Maranha (896)
and Alto Rio Solimdes (840) have the highest
proportion, while the DSEl Vale do Javari
(214), Middle River Purus (195) and Vilhena
(178) have the lowest.

On average, each nurse is responsible for
5 villages, however this number is higher in
the DSEI Maranhao (13), Amapa and Norte
do Para (10), Xavante (8) and Alto Rio Purus
(8). The DSEI Vale do Javari (2) and Araguaia
(2) have the lowest proportion of villages per
nurse.

Graph 8

The distribution of inhabitants by dental surgeons
also presents great variability, with an average of
1716 people per professional in the DSEI of the Le-
gal Amazon. The DSEI Parintins (3287), Amapa and
Norte do Para (2705) and Xavante (2507) have the
highest proportion, while the DSEI Kaiap6 do Mato
Grosso (853), Kaiapé do Para (705) and Cuiaba
(670) have the smallest proportion.

In relation to the number of villages per profes-
sional, the average is 19. The DSEI Vilhena (45), Pa-
rintins (38), Xavante (35) and Maranhdo (35) have
the highest proportions. The DSEI Alto Rio Solimoes
(8), Araguaia (8) and Kaiap6 do Para (7) have the
smallest proportions.
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Dental Surgeons

Graph 7 - Number of inhabitants per dental surgeon in the DSEI of the Legal Amazon, 2020.
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Dental Surgeons

Graph 8 - Number of villages per dental surgeon in the DSEI of the Legal Amazon, 2020.
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Medical doctors

Graph 9 - Number of inhabitants per doctor in the DSEI of the Legal Amazon, 2020.
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Medical doctors

Grafico 10 - Nimero de aldeias por médico nos DSEl da Amazénia Legal, 2020.
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Graph 10

Following the descriptive analyses, the num-
ber of inhabitants per doctor in the DSEI of the
Legal Amazon was 1688. In this analysis, it is
important to highlight that, according to the
data sent, the DSEI Cuiaba had 0.6 doctors/year
and the DSEl Alto Rio Purus 1. In addition to
these DSEI, the DSEI Maranhao (2504), Xavan-
te (2401) and Leste Roraima (2343) stand out
with a proportion of doctors above the general
average. The DSEI with the lowest proportion of
inhabitants per doctor were Vilhena (878), Rio

DISCUSSION

The shortage of professionals in remote
areas is recognized as a global problem, in
developed and developing countries, and re-
sults in a health supply with low equity”?8.
The precariousness of employment rela-
tionships, a reality in all sectors of society,
takes on relatively greater aspects for profes-
sionals who work in indigenous health.

The Ministry of Planning, in a document
published in 2017, highlights SESAl's we-
aknesses in the management of people in
indigenous health, such as the high turnover
of professionals, among other reasons, due
to the difficulty of establishing themselves
in areas of difficult access and instability in
the professionals' employment relationship.
EMSI, hired by private entities contracted un-
der the Consolidation of Labor Laws (CLT)
regime; difficulties in approving new compe-
titions by the Ministry of Planning and Bud-
get; absence of specific legislation, such as
quotas for indigenous professionals, regula-
tion of the profession of Indigenous Health
and Sanitation Agent; and rules for holding
competitions?’.

In recent years, the quantitative deficit of
professionals working in indigenous health
has been decreasing, but unpreparedness to
work in contexts of cultural diversity is still
common. The high turnover of professionals
working in indigenous health is also a do-
cumented problem. Difficulties in adapting
to daily work, fragility in transparency and

Tapajos (746) and Kaiapd do Para (571).

In relation to the proportion of the number
of villages served by a doctor, the DSEI Cuiaba
(297) and Alto Rio Purus (148) stand out, with
values well above the average of the DSEI of le-
gal Amazonia, which stood at 19. They also pre-
sented a number of very high villages for each
doctor the DSEI Alto Rio Negro (50), Maranhao
(36) and Xavante (34). The lowest proportions
are found in the DSEI Kaiapé do Para (6), Alto
Rio Solimodes (8), Rio Tapajos (9) and Vale do
Javari (9).

criteria adopted in selection processes and
political influences in sizing the number of
professional vacancies and recommending
people for vacancies are some factors rela-
ted to this phenomenon. Most professionals
are recently graduated and seek new chal-
lenges and professional insertion, with little
profile to deal with complexities in intercul-
tural relations'®3°,

Following the trend of quantitative increa-
se in professionals, the number of professio-
nals per inhabitant found in the present stu-
dy does not indicate, numerically, a deficit of
professionals. The average of one doctor for
every 1,600 inhabitants, or one AlS for every
140 inhabitants, for example, is higher than
that proposed by PNAB for remote rural are-
as?*. The average number of villages per pro-
fessional indicates that there may be gaps in
care, especially in relation to higher educa-
tion professionals, with a high proportion of
villages, in which it would not be possible for
higher education professionals to regularly
visit at a frequency that would allow for con-
tinuity. of care, or that the community may
eventually have to travel to find the health
professional to receive assistance.

Another important finding in the survey
carried out was the difficulty in identifying a
standardization in the number of professio-
nals who work in the different DSEl in the Le-
gal Amazon, considering the specificities of
the territories and geographic distribution, as
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shown in the distribution of professionals by
villages. While in a DSEI like Alto Rio Negro,
with remote areas, a doctor is responsible
for fifty villages, in the DSEI Kaiap6 do Para a
doctor is responsible for six villages.

Several factors may be related to the failu-
re to identify a pattern in the number and
proportion of professionals found in the
present study. Among them, the absence of
parameters in the sizing of professionals by
the Ministry of Health, associated with the
difficulty of attracting and retaining profes-
sionals in indigenous health, and the influen-
ce of the historical process of constitution of
districts and political disputes (of indigenous
groups and municipal actors/ state and fede-
ral) in human resources agreement proces-
ses. Likewise, they could be the result of lo-
cal adjustments to the profile of the territory
(demographic dispersion, number of villages
and difficulties in geographic access). Under-
reporting or lack of registration update in SE-
SAI RH should also be considered as a factor
in the variation between DSEI.

The dimensioning of professionals for the
territories is of fundamental importance. To
date, there is no established standard that
regulates the sizing of professionals for this
role. As previously mentioned, the proportion
of people per family health team determined
in the PNAB should not be used as a parame-
ter to be applied in special indigenous health
districts, as with such variation in territorial
extension, geographical features and popula-
tion dispersion, travel time, found in the Legal
Amazon, an EMSI professional has an effecti-
ve workload, subject to all these aspects.

When the dimensioning of professionals
is based on the professional ratio per num-
ber of inhabitants, the demand of each ter-
ritory and the different activities carried out

CONCLUSION

The lack of standardization in the dimen-
sioning of the indigenous health workforce
can mean large discrepancies in the effective
proportion of professionals working in indi-
genous communities.

by each professional are not taken into ac-
count. Still little used, the WISN method, va-
lidated by the WHO, proposes a calculation
of the number of professionals from different
categories needed to deal with the workload
of a territory. To do this, the available time of
each professional, the standard activities car-
ried out and the components of the worklo-
ad must be taken into account'.

In indigenous territories, the dimensioning
of professionals must also take into account the
effective working hours of each professional.
In other words, the time that the professional
is actually available to carry out their health
activities, considering the professional's travel
time in the territory, the logistical difficulties in
placing EMSI in the territories, the demographic
dispersion, and the cultural and epidemiological
aspects that interfere with the profile of services
provided.

Another aspect to be considered is the
work regime of each professional. While in
urban centers, professionals generally work
40 hours a week, in remote areas the model
of intensive or uninterrupted work schedules
is predominant. Although this model is im-
plemented in many DSEI, there is no specific
labor regulation, and the only legal reference
is an agreement signed between the Public
Ministry of Roraima and SESAI, which provi-
des for a work schedule of 30 days in area
and 15 days of rest®'. In this way, an indige-
nous health professional would remain in the
area for 240 days a year, with 120 days off.
If we add the mandatory 30-day vacation,
the indigenous health professional remains
in the field 215 days a year, for 140 days of
rest. In other words, for every 3 professionals
accounted for in a DSEI, there is effectively a
workforce equivalent to 2 professionals, wi-
thout considering commuting time.

It was not possible to observe the distan-
ce or access difficulties between each villa-
ge, which may further contribute to some
communities not receiving visits from health
professionals. Although a deficit of professio-
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nals has not been numerically identified in
the average of DSEls in the Legal Amazon,
the hypothesis is that given the geographic
dispersion (average of villages per professio-
nals) there may be care gaps.

Aiming to contribute to the debate about
the size of the workforce working in indige-
nous health, this work identified that a funda-
mental aspect to be considered is the effec-
tive time that the professional is available to
carry out health activities, taking into account
characteristics of the territory, such as profes-
sional travel time, demographic dispersion;
the scale of work and airing; the cultural and
epidemiological aspects of each territory.

In the present study, it was not possible to
analyze the impact of professional turnover
in care, since the indicator number of pro-
fessionals per DSEI per year considered the
effective work capacity, without considering
the number of vacancies offered and whe-

CRediT author statement

ther or not they are filled in the entire the
period of the year.

The difficulty in retaining professionals
in indigenous health is multifactorial, invol-
ving precarious relationships, the absence of
a career plan, challenging work conditions,
geographic and cultural barriers, and lack
of knowledge and unpreparedness of health
professionals to deal with intercultural con-
texts, among others. It is possible that the
high turnover of professionals associated
with the lack of dimensioning of the workfor-
ce creates gaps in care and discontinuity of
health care in the most remote regions.

Future studies, carried out in conjunction
with SESAI and district health councils, can
deepen the analysis and offer support for the
qualification of the human resources mana-
gement policy used in indigenous health, ai-
ming to qualify the care offered and improve
the health indicators of this population.
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