
The following document has been adapted as a short ver-
sion from the book Um Novo Futuro para a Medicina
Geral e Familiar em Portugal, published by the APMGF
in May 2023.

BACKGROUND

T
he so-called ‘blue book’ of the Portuguese As-
sociation of General Practice and Family Me-
dicine (APMGF) was published in 1990 and
became the cornerstone for the development

of primary healthcare (PHC) and general practice/fa-
mily medicine in Portugal ever since. In 2005, the reform
of PHC based on this book’s principles transformed this
particular healthcare sector and introduced a ‘pay-for-
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RESUMO
The ‘Blue Book’: a Future for Family Medicine in Portugal, edited in 1990 by the Portuguese Association of General Practice and
Family Medicine, influenced the subsequent years and built the foundation for the Primary Healthcare Reform, initiated in 2005,
but not fully implemented. In the current moment of low professional satisfaction, reviewing the principles that should guide
family medicine in the future is important.

The family doctor is the individual’s physician, who accompanies people's health throughout their life. Family doctors are
specialists in primary healthcare and act according to the core values of family medicine as defined by the WONCA.

Their actions form the basis of the health system and are associated with better health outcomes. Therefore, their actions
must be centred on the person and the provision of differentiated care, reducing bureaucratic tasks and those with low health
value. Physical spaces, equipment, and human resources should be adequately ensured, including the adjustment of the size of
patients’ lists to ensure quality and dignified work by the Family Doctor, in every working setting.

The Portuguese Association of General Practice and Family Medicine advocates for a performance-based remuneration mo-
del appropriate to the family doctor’s activity that compensates and prioritizes value-based healthcare, focusing their actions
on the individual and reducing inefficiencies and duplications. This model is based on a new, simplified, and modern quality sys-
tem grounded in the classic Structure – Process – Results framework but considering the dimensions of patient and professio-
nal satisfaction and adequately rewarding clinical work, teamwork, and citizen-centeredness. The present document is an adap-
tation and translation into English of the book 'A New Future for General and Family Medicine', edited by the Portuguese 
Association of General Practice and Family Medicine, in 2023.

Keywords: Family medicine; General practice; Primary health care; National Health Service; Healthcare quality.

-performance’ (P4P) model.1-3 However, the initial trans-
formative atmosphere gave way to the current feeling
of an incomplete reform: a significant part of profes-
sionals are not integrated into the Family Health Units
(USF), the current type of primary care unit model; and
a great proportion of citizens lack access to a family
doctor.

Within this context, the authors felt the urge to renew
the fundamentals of the ‘Blue Book’ and to establish A
new future for General Practice/Family Medicine in Por-
tugal.

The family doctor is, in Portugal, the specialist of 
general practice and family medicine (MGF), the doc-
tor of the person. In the Portuguese National Health
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Service (NHS), family doctors carry out their activity in
PHC and provide Person-Centred care to a relatively
stable group of individuals, the patients’ list preferably
organized by families (a ‘family list’), throughout their
different life stages. Their activity is centred on health
promotion, disease prevention, diagnosis, treatment,
and monitoring of chronic and acute illnesses, mana-
gement of multi-morbidity, and biopsychosocial com-
plexity. The relationship with the Person is an integral
part of their work.4-7

The family doctor is part of a multidisciplinary team,
with other doctors, nurses, clinical secretaries, and 
other health professionals, integrated with the com-
munity and in articulation with other healthcare insti-
tutions. The initial implementation of PHC in Portugal
created large, broader, health centers that provided all
the primary healthcare in a predefined region and en-
compassed all other small community healthcare units.
General and family medicine (GFM) has been recogni-
zed as a specialty in Portugal since 1982. This unique de-
signation was proposed to include both Family Medi-
cine and General Practice, terms adopted in other coun-
tries to refer to the medical specialty for PHC.1-2,8-9

The Portuguese Association for General Practice and
Family Medicine was formally created in 1983, by the
pioneers of this medical discipline in Portugal. In 1981
specific training for the specialty was created. In 1990
a broader training program for ‘in-practice training’
was implemented and a great development of the PHC
occurred.1,9 In the final years of the ‘90s, an experimen-
tal approach to a P4P model was attempted. The initial
good results led to a broader implementation of the
model, and the inclusion of the P4P model in the reform
of the PHC, which started in 2005. The reform had a bot-
tom-up approach, in which incentives were given to
the teams that would self-organize to achieve higher le-
vels of quality of care. Such implementation led to the
creation of three different types of health units with dif-
ferent payment schemes. The Personalized Health Care
Units (UCSP) were the evolution of the former health-
care centers. The Model A Family Healthcare Units
(USF) were intended to be an intermediate, transitio-
nal model, with similar demands, but without the in-
dividual remuneration incentive only attributed to pro-
fessionals of Model B” USFs.2,8 However, until 2023, the
reform of the PHC had not yet been fully implemented

PRIMARY CARE MODEL UNIT – KEY POINTS

The Family Doctor is part of a team and provides person-
-centred care, longitudinally over time and to a relatively
stable population.

The primary care unit offers planned longitudinal follow-up
and surveillance medical care as well as non-planned, acute
care

The salary of Family Doctors includes the base value and
incentives. The variable portion depends partly on indivi-
dual performance and partly on the health value generated
by the team.

Individual and team management and evaluation are esta-
blished by a single quality system that is based on Structure,
Process, and Results. It considers the satisfaction of the per-
son and the professional concerning the value of health.

The novel quality system platform aggregates all the infor-
mation of the unit and allows internal management and
external monitoring.
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and only 42% of the population was registered in Mo-
del B USF, a significant part (30%) was still in Model A
and the UCSP covered the remaining population. The
stagnation was clear, with progressive and marked de-
gradation of working conditions in the NHS, which ma-
kes it increasingly less attractive for family doctors. The
right to health is determined by the Portuguese Cons-
titution and PHC is the foundation of the NHS. In the
base of the PHC, the family doctors show a paradox:
despite the largest ever number of specialists in GFM
in the country, there have never been so many citizens
without assignment to their family doctor. The inabili-
ty to attract and retain more family doctors in the pu-
blic sector is evident.

This is, therefore, a highly complex and challenging
moment and a unique opportunity to reform the Por-

tuguese health system and the National Health Servi-
ce, clearly stating the centrality of PHC and family doc-
tors.

Principles and values (core values)
According to the WHO, “primary health care addres-

ses the majority of a person’s health needs throughout
their lifetime”. PHC should, therefore, be the basic
healthcare offered by and to society as a whole to pro-
vide equity in access to healthcare and health.10 Despi-
te its evolution since the Alma Ata declaration in 1978,
its principles still apply.4 In Portugal, the APMGF adopts
the principles and core values for PHC as defined by the
WHO and the WONCA (Tables 1 and 2).5

Fundamental activities in general and family
medicine

Studies show that a solid network of GFM services is
associated with better health outcomes for the popu-
lation, lower mortality, and a decrease in avoidable hos-
pitalization rates and hospital-care needs.12 The rela-
tionship between family doctors and the people they
serve is associated with fewer hospital visits and better
quality of life. As such, the PHC should be the main en-
trance of the health system, where most health needs
are met, and the key point in the coordination and 
articulation of care with other services within the sys-
tem.13-15

In Portugal, there is still no clear definition of which
tasks are to be carried out exclusively by the family doc-
tor or which can be performed by other professionals,
such as physicians from other specialties, technicians

WHO – Primary Healthcare Core Values

1) First-contact accessibility creates a strategic entry point for and improves access to health services.

2) Continuity promotes the development of long-term personal relationships between a person and a health professional or a
team of providers.

3) Comprehensiveness ensures that a diverse range of promotive, protective, preventive, curative, rehabilitative, and palliative
services are provided.

4) Coordination organizes services and care across levels of the health system and over time.

5) People-centred care ensures that people have the education and support needed to make decisions and participate in their
care.

TABLE 1. World Health Organization – Five main Core Values attributed to Primary Healthcare11

WONCA Europe – core competencies of General and
Family Medicine

1) Providing person-centred care

2) Continuity of care

3) Care cooperation

4) Community-oriented care

5) Equity of care

6) Science-driven care

7) Professionalism in care

TABLE 2. WONCA Europe 2022 approved a set of core
competencies of GFM, also adopted in Portugal by the
APMGF



and nurses, managers, or other professionals. We be-
lieve that the definition and/or the redistribution of
some tasks would improve the quality of care provided
and the efficiency and effectiveness of the health sys-
tem as a whole. The latter would be important for
freeing up family doctors to dedicate more time to what
they are best qualified to do, particularly in areas such
as surveillance of vulnerable groups (such as child
health or maternal health), surveillance of patients with
chronic diseases, acute illnesses, and preventive care.

In the context of PHC, family doctors are responsi-
ble for both the clinical management of the patient and
of the multidisciplinary team. The definition and dis-
tribution of tasks among the various professionals and
places of care – known as skill mix – seem to be essen-
tial to increase the quality of care in GFM, allowing a
more efficient focus on tasks for which the family doc-
tors are better prepared than any other professional.
The activities that might be measured and evaluated in
the context of the P4P scheme need to be aligned with
the defined tasks for the family doctors and must be
identified according to scientific evidence. Moreover,
there should be an adjustment of the activities evalua-
ted in each professional group.

The citizen’s path in the health system must be re-
viewed to ensure Person-centred care and functional
inter-institutional coordination. The provision of care
at the hospital level should be seen as a time-limited
task within a continuum of care throughout the person’s
life, tailored to their needs, with equal access guaran-
teed through referral by the family doctor. To accom-
plish this goal there is the need for a comprehensive dia-
logue between the Ministry of Health, other ministries,
and the various players in the health system to place
health in all policies and shape the system to people’s
needs, reducing bureaucracy and tasks with low health
value.

A great number of bureaucratic tasks – some of which
are inadequate or unnecessary – are a significant por-
tion of the family doctor’s daily work. In this context,
specific measures need to be undertaken as necessary
means to reduce workload.16 Namely, it is essential to
remove certification processes, that are not specifical-
ly related to the process of care and may cause conflict
in the doctor-patient relationship. This could be ac-
complished by creating specific structures for this pur-
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pose (certification centers); namely those associated
with ‘long-term’ certificates of short-term sick leave,
medical certificates for driving licenses, registered ath-
letes, or for school/kindergarten entry. Other bureau-
cratic duties that must be addressed include social se-
curity forms, prescription renewal for chronic medica-
tion or prescription for laboratory tests, and medical
exams. Task simplification must also be implemented
in unit administration, including not only internal pro-
cesses but also external coordination with other levels
of care.

Operational organization of PHC Units
It is possible to identify a set of barriers to access to

health care concerning the scope of GFM, that can be
grouped into five dimensions: proximity, financial ef-
fort, capacity, suitability, and acceptability.17-18

Concerning the physical structure of PHC units, it is
urgent to rethink the architecture and the structure of
future proximity care units, namely through the crea-
tion of large spaces, without architectural barriers and
accessibility for people with reduced mobility: huma-
nized and community-oriented spaces. All PHC units
must be well equipped and with sufficient workspaces,
including multipurpose workspaces. Buildings must be
constructed considering the circulation of people and
their future needs, as well as a predefined maintenan-
ce plan for all infrastructure, materials, and equipment. 

The organizational structure of PHC units must be
addressed comprehensively, considering all aspects of
daily activity (for professionals and patients) and time
expenditure. The patient circuit must be improved by
the reduction of contact points and optimization of
contact time with the unit. The use of technologies may
bolster administrative simplification through automa-
tic services in the digitalization of admission or stan-
dardized communication through telephone and digi-
tal channels with artificial intelligence (AI), for exam-
ple. Multidisciplinary actions and teamwork are fun-
damental characteristics of the performance of a family
doctor. Promoting a healthy work environment is 
essential not only to attract and satisfy professionals
but also to ensure greater productivity and longevity 
at work. The health and well-being of all people who 
live and work in the healthcare system should be a 
priority for management. It is crucial to understand the



different needs, expectations, and experiences of hu-
man resources, ensuring inclusion and a sense of be-
longing and promoting support and continuous deve-
lopment of all professionals.19

The health system should incorporate digital solu-
tions, make the best use of technology, and facilitate
new ways of working, planning, and providing health-
care, especially considering new needs. It is important
to dematerialize most documents, ensuring remote ac-
cess to electronic health record (EHR), which could also
serve to extract medical reports and certifications au-
tonomously, considering standard protocols.20-22 In this
regard, it is essential to have a true high-quality unified
health record (based on the full implementation of an
effective EHR), that collects, in a single place, all the cli-
nical information of any citizen, throughout their life
cycle.23-24 This EHR should enable information sharing
between different levels of care and health providers,
covering the NHS, contracted services, and the private
and social sectors. Effective cooperation and coordina-
tion between different levels of care is highly necessa-
ry to ensure continuity and integration of care in pri-
mary, outpatient, home care, hospital, and social secu-
rity institutions. A truly integrated single HER must per-
mit differentiated access levels, information sharing by
all providers, and a common denominator in the pro-
vision of care, under each care plan. The latter may be
of great value to gathering information, automating re-
port extraction, and being the base for referral to and
from different healthcare levels or institutions. Fur-
thermore, a centralized registry must allow access to a
statistical module, with automatic monitoring indica-
tors, that should facilitate clinical audits, stimulate re-
search, and contribute to the reflection about clinical
practice towards quality improvement.

To achieve this goal, it is necessary to establish com-
mon policies for the process of care. This needs to be
articulated between different ministries, the public sec-
tor, and the social sector for a transparent and well-de-
fined communication and articulation protocol. Attri-
butions and responsibilities need to be established,
along with a systematized circuit and a shared plan of
care for every individual.

Human resources in general and family medicine
The revision and update of the salary grid are essen-

tial for the recruitment and attractivity of GFM careers:
attributing fair remuneration to the effective medical
responsibility and adapting it to the current cost of li-
ving along with the revitalization of the medical careers,
consistent with a real and achievable professional pro-
gression. Moreover, other measures should include the
flexibility of the work contract, with fair compensation
for non-clinical activities (such as research and project
leadership for example) and the adjustment of the
workload based on the adequacy of the patients’ list
size.16,19

Beyond the remuneration aspects, measures like the
facilitation of work-family balance and ensuring feasi-
ble workload and fluid workflow may contribute to this
objective. Therefore, it is important to increase the fle-
xibility of working hours and contracts, to review the
number of patients in the family doctor patients’ lists,
and to reduce bureaucratic procedures by increasing
the real autonomy of teams and the modernization of
information systems.16,25 Other measures may include
hiring all necessary human resources, involving other
PHC professionals, and the acquisition or renovation of
adequate facilities and essential equipment. Further-
more, there must be adequate remuneration for holding
positions of responsibility: training supervisors, audi-
tors, members of the technical council, coordinators,
and clinical directors, among others.

In 2017, the APMGF published a work entitled ‘A new
metric for the patients’ list: ensuring quality, adjusting
the quantity’, which contains proposals for measuring,
comparing, and resizing the family doctor patients’ lists.
For the first time, this paper proposed a global indica-
tor that allowed the adjustment of the size of patients’
lists to different clinical contexts of exercise on a natio-
nal scale. Amongst other aspects, it developed the con-
cept of weighted and adjusted units to adjust the size
of patients’ lists to the complexity of local constraints.26

The introduction of such a metric contributes to the
creation of conditions to encourage the creation of new
PHC units in places where current conditions are un-
favorable. Moreover, it would make it possible to adjust
the workload of a patient’s list with other non-clinical
activities of public interest developed by family doc-
tors.

The flexibilization of work is a demand of the present,
crucial to maintaining work-family balance and the 
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expected quality of life for the family doctors. The pos-
sibility to choose the reduction of workload should be
carried out, in a free and flexible way, with due adjus-
tment of remuneration and the size of the patients’ list.
Other possible measures may include flexible working
hours, reduction of basic working hours; providing suf-
ficient time dedicated to list management and clinical
governance, the possibility of teleworking, combining
clinical activity with protected time for training, re-
search, teaching, and management activities, with the
proportional adjustment of the size of the patients’ list
and fair compensation.21,25

Professional career progression is a matter of critical
importance. The revitalization of the medical career,
with the professional progression of physicians based
on well-defined technical and scientific skills is vital for
continuous improvement, training, and professional
development. The process must be flexible, transpa-
rent, rigorous in its application, and adequate to the
specific functions of GFM. The introduction of certifi-
cation and recertification processes may be important
to ensure that the provision of care meets high-quality
standards, following the advances in GFM and the
health needs of the community.

Family doctors are frequently assigned to other mis-
sions besides direct medical assistance. These activities
are frequently considered a reward or a promotion as a
recognition for good work and demonstrated skills. Ho-
wever, for many of these roles, the compensation is
poor or even nonexistent. Moreover, these activities are
frequently not adequately valued by peers or the work
team, and many times represent after-hours work, des-
pite their relevance for the system. It is of great impor-
tance to value other activities in GFM parallel to clini-
cal practice. It is crucial to ensure the conditions for fa-
mily doctors to carry out other non-assistance profes-
sional activities, such as management, teaching, and
research, amongst others, without any form of penali-
zation in terms of medical careers or remuneration, as
in the P4P model. 

Pay for performance
In the context of a modern P4P model suited to the

activity of family doctors, APMGF stands for a simpli-
fied and fair system that rewards quality over quantity,
measured in terms of people’s health gains.

Rev Port Med Geral Fam 2024;40:408-17

413documentos

A new compensation model to reward performance
in medical activity should:
• Prioritize value in health;
• Be person-centred instead of disease-centred (e.g.,

the HbA1c value);
• Reduce assistance inefficiencies (such as duplica-

tion of care).
The awarded incentives must focus on the conti-

nuous improvement of the quality of care on the pre-
mise of value-based healthcare. The health units should
“stop doing what is unnecessary to be able to do what
is essential”, avoiding, for example, the duplication of
care (between health professionals in the team and bet-
ween sectors in the healthcare system).

The assessment of the work of family doctors should
consider the fundamental characteristics of GFM and
focus on health outcomes, accessibility, and satisfac-
tion. The metrics used for evaluation should be, as far
as possible, independent of the professional’s direct 
action to register/achieve them. The global reorgani-
zation of PHC requires a real unified health record that
is person-centred and encompasses its integrated path
through the health system.

The performance Indicators used to measure the
professionals’ activity are pivotal for every P4P model.
The indicators must be supported by robust evidence,
with a weighed assessment of health gains and value.
There should be an increase in the number of outcome
indicators and fewer process indicators, ensuring a ba-
lance between simple, direct, and easily comprehensi-
ble indicators, with more complex/comprehensive
ones that are, therefore, less subject to possible biases
and distortions. Ideally, they should not be user-de-
pendent.27-29

Such reorganization requires a performance-sensi-
tive universal remuneration model, without the need to
differentiate typologies of services, that reflect the qua-
lity in its comprehensive dimensions, the quantity of
care, and the equity between providers.

Conditions for general and family medicine with
Quality – The Future

Clinical governance as the framework through which
healthcare organizations are accountable for con-
tinuously safeguarding high-quality of care is an 
essential mechanism for quality improvement. Health



governance strategies should be oriented toward pro-
ducing health outcomes or consequences in the con-
text of efficiency, quality, and clinical safety.7,30 The lat-
ter should be decentralized, participatory, and based on
principles of rationality and efficiency (reducing costs
and resources required to execute them).

The implementation of such a system advocates for
five dimensions: recording, comparison, reward, con-
tinuous improvement, and partnership.

For recording activity, the doctor should have ac-
cess to a unified, integrated, intelligent, and user-frien-
dly platform that allows up-to-date records of all im-
portant information about the individual. All infor-
mation should be available to all teams transparently,
enabling comparison and benchmarking. The instal-
lation of intelligent systems, periodic monitoring, and
regular pedagogical audits are possible tools for con-
tinuous quality improvement for all healthcare units.24

This allows for automatic monitoring of processes with
effective accountability concerning the results obtai-
ned. A strategy to consider involves compensating pro-
fessionals and their teams for improvement relative to
the initial value. The proposed governance process re-
lies on a logical strategy for quality improvement in
continuous cycles of collective inter-team learning,
training, and investment in research as a driver of im-
provement.

Ensuring accessibility fundamentally relies on ade-
quately sizing patients’ lists and the prediction of their
health needs. It also involves ensuring that different ac-
cess routes to the family doctors are equitably mana-
geable. Low health literacy significantly impacts the
overutilization of healthcare services. Enabling and em-
powering patients, giving them the ability to unders-
tand and cope with life and illness and gain of control
and responsibility over their healthcare decisions is an
important aid in improving resource distribution, with
gains for the people’s health. This is not a task exclusi-
vely within the medical sphere or healthcare services
but for all society.

Teleconsultation and email played a significant role
during mandatory lockdowns and will continue to have
a role when another alternative is not feasible. The is-
sue of data security is central, so only platforms that de-
monstrate compliance with this requirement should be
used. New technologies should be seen as tools that

enhance communication, work, and information ma-
nagement, freeing doctors for relationships and care.
It will be essential that all forms of communication
function in articulation with the applications used in
each of the units and with the professionals’ schedu-
les.16,31-33

On the other hand, artificial intelligence can be use-
ful in the context of consultations to support the deci-
sion-making process, with decision algorithms em-
bedded in the system supporting diagnosis, treatment,
and guidance. It can also be used for automatic coding,
supporting the need for consultation, and potentially
in self-care and compliance with guidelines.20,22 Tech-
nological development should be accompanied by
more effective management of human resources, es-
pecially healthcare professionals, as new forms of ac-
cess require a reorganization of time and continuous
training. It is crucial to invest in human resources, de-
veloping them in governance processes, empowering
them in technical-scientific areas, multitasking, with
organizational flexibility, making them able to face the
change where efforts and health gains are effectively
rewarded.

A new unit model – The Quality System
There is a need to simplify the current quality system

and the incentives scheme to fairly value work and 
attract available professionals. The established objec-
tives should preferably include outcome metrics with
proven impact on people’s health.29

APMGF proposes the implementation of a novel and
unique quality system based on a comprehensive, sim-
ple, and intuitive information system that incorporates
the documentation of the units and is based on the clas-
sic Donabedian triad: “structure, process, and results”.34

This system will be, simultaneously, the governance
and the evaluation platform. The quality system consi-
ders two dimensions that should be aligned: 1) the sa-
tisfaction of the person in terms of valuing the results
in health that matter, and not the mere satisfaction with
the ‘services provided’; 2) the satisfaction of professio-
nals with the care they provide, and the health outco-
mes achieved by the people they care for. 

The information system needs substantial improve-
ment, particularly to enhance its capacity and poten-
tial to contribute to organizational development. This
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includes the establishment of a computerized platform
for each unit that encompasses all unit documentation,
both public and confidential. This governance platform
should generate team evaluations, impacting the re-
muneration incentives for the units. The evaluation of
units would be carried out interactively and in real-time
through the quality system platform in the components
of Structure, Process, and Results, with a minimum
threshold established for goal attainment to allocate
incentives to team professionals. However, the existen-
ce of annual improvements should be valued. The 
assessment of satisfaction (professionals and patients)
should not have a direct impact on the remuneration
valuation of professionals but rather contribute to the
continuous improvement of the team and the asses-
sment of organizational risks and professionals’ well-
-being.

Based on this model, in addition to basic incentives
for institutional improvement, we propose that the re-
muneration regime for GFM specialists should consist
of three components: 1) base salary, corresponding to
the basic salary for the respective level of the medical
career; 2) individual compensation, based on the per-
formance of each family doctor according with the
achievement of defined objectives; and 3) team com-
pensation, dependent on the valuation of the quality
system, based on the value in health and the activity of
the team, being attributed, proportionally, to all of its
elements.

Management structures would have the role of sup-
porting the units to achieve their objectives and help
them to meet their needs, rather than negotiating thres-
holds. In this model they will also be responsible for
providing the resources to, flexibly, meet recurring un-

predictable needs for human resources, ensuring the
agility and effectiveness of the replacement necessary
to prevent the overload of the other professionals of the
team.

The individual performance compensation should
be paid independently of the team’s incentives. Its
achievement should fairly value the activity of the phy-
sician. The valuation of the latter should include the
achievement of objectives, components related to con-
text, and the total number of people to whom care was
provided. In this way, the obtained result would then be
weighted by a capitation multiplier (a continuous va-
lue where the number 1 corresponds to the ‘base’ list
size and increases proportionally with the addition of
people to the list), as well as a ‘complexity multiplier’ (a
value calculated based on the characteristics of the pa-
tients’ list and the context of care provision).

In summary, the calculation of individual incentives
to be awarded is based on professionals’ performance,
which depends on the objectives, the number of pa-
tients, and their complexity.

Other tasks and responsibilities undertaken by the
doctors should be compensated with remuneration
equivalent to the proportion of the incentive for an
equivalent period of work (e.g., hours allocated to func-
tions such as PCC, research, ICPCJ) or by assigning a fi-
xed amount related to specific responsibilities in the
unit, such as coordination or technical advice. The va-
riable salary component to be assigned to team mem-
bers, according to the quality system evaluation, should
reward professionals for the increased organizational
quality and care provision implemented, particularly in
continuous improvement processes, teamwork, and ci-
tizen centrality.

Rev Port Med Geral Fam 2024;40:408-17

415documentos

Process Results

Structure

ResultsProcess

Satisfaction

Structure

Figure 1. Evolution of the classic quality triad to a three-dimensional quality structure that con-
siders satisfaction into account (workers and clients).
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ABSTRACT

UM NOVO FUTURO PARA A MEDICINA GERAL E FAMILIAR EM PORTUGAL
O Livro Azul: um futuro para a Medicina de Família em Portugal, editado em 1990 pela Associação Portuguesa de Médicos de Clí-
nica Geral, marcou os anos seguintes e conceptualizou a Reforma dos Cuidados de Saúde Primários, iniciada em 2005, mas não
implementada na totalidade. No momento atual de insatisfação profissional é importante rever os princípios que nortearão a
medicina geral e familiar no futuro. 

O médico de família é Médico da Pessoa. É nessa condição que faz o acompanhamento médico ao longo da sua vida. É es-
pecialista em cuidados de saúde primários e atua de acordo com os valores da medicina de família definidos pela WONCA. A
sua ação é a base do sistema de saúde em que atua e está associada a melhores resultados de saúde. É, por isso, fundamental
que a sua ação seja centralizada na pessoa e na prestação de cuidados diferenciados a esta, reduzindo as tarefas burocráticas
e de baixo valor em saúde. Devem ser dadas condições materiais, de espaços físicos e de recursos humanos, incluindo adequa-
ção do tamanho das listas para garantir um trabalho digno e de qualidade ao médico de família.

A APMGF defende um modelo de remuneração pelo desempenho adequado à atividade do médico de família que compen-
se e priorize o valor em saúde, que centre a sua ação na pessoa e que reduza as ineficiências e duplicações. Este modelo assen-
ta num novo sistema da qualidade simplificado e moderno assente no clássico Estrutura – Processo – Resultados, mas que con-
sidere as dimensões de satisfação de utentes e profissionais e que compense adequadamente o trabalho clínico, em equipa e
centralidade do cidadão. O presente documento é uma adaptação e tradução para inglês do livro “Um Novo Futuro para a Me-
dicina Geral e Familiar”, editado pela Associação Portuguesa de Medicina Geral e Familiar, em 2023.

Palavras-chave: Medicina geral e familiar; Cuidados de saúde primários; Serviço Nacional de Saúde; Qualidade dos cuidados de
saúde.


