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Nursing in Portugal in the National Health Service at 40

Abstract  We describe the development of nurs-
ing in Portugal since the creation of the National 
Health Service (SNS) in 1979, focusing on staff 
numbers, education, work conditions, career, and 
professional organization. We used the literature 
on the evolution of the Portuguese health sector 
and statistical data from the Nursing Council and 
the SNS. The number of nurses grew by 233% 
in the last 40 years, but the nurse/physician ra-
tio only increased from 1.15 to 1.4. Most work in 
hospitals, despite repeated political commitments 
to expand primary health care. In the SNS, 55% 
are public servants, and the others are employed 
through private law contracts. The basic nursing 
course is currently offered in 20 public and 16 pri-
vate institutions. In 2019, the career structure was 
revised and now comprises three categories: nurse, 
specialist nurse, nurse manager. Nurses remain 
moderately satisfied despite complaints about 
working conditions, remuneration, and lack of 
career progress. Nurses’ role barely changed over 
the years, and the Medical Association is resisting 
to its expansion.
Key words  Nursing, Portugal, Evolution of the 
profession, Education, Working conditions
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Introduction

The Portuguese health system has evolved pro-
foundly since the creation of the National Health 
Service (SNS) in 1979, through which the State 
has ensured the constitutional right to protect the 
health of Portuguese citizens1. The SNS has not 
fully complied with this initial project over the 
past forty years. Currently, the Portuguese heal-
th system is characterized by the coexistence and 
overlap of three systems: the SNS, health subsys-
tems (insurance plans for specific occupational 
groups, such as public servants), and private he-
alth insurance2. However, the health gains achie-
ved by Portugal3 are mainly attributed to the SNS, 
which contributed to the health status of the Por-
tuguese being at the level of the best in Europe4.

This paper starts by briefly summarizing the 
evolution of the health sector over the last four 
decades, while simultaneously portraying the 
evolution of nursing – focusing successively on 
staff numbers, their composition and distribu-
tion, training, professional organization, career 
and working conditions, tasks, and relationships 
with the state. Finally, we discuss the biggest cur-
rent challenges and some future perspectives.

Methods

We performed a narrative review of the litera-
ture. We searched in the Diário da República 
Digital database for diplomas published since 
15 September 1979, the date of establishment 
of the Portuguese SNS to identify and describe 
the main policies related to both the health sys-
tem and the nursing profession. We also used 
published and gray literature on the evolution 
of nursing in Portugal, searching the websites of 
nursing institutions (Nurse Council) and official 
websites of the Portuguese Government (e.g., the 
Ministry of Health and its institutions, Ministry 
of Science, Technology and Higher Education). 
Statistical data were obtained from official sour-
ces that are referenced in the text.

Results

From the establishment of the SNS to the 
present: evolution of the Portuguese health 
system  

In 1976, the Constitution of the Portuguese 
Republic enshrined health as a universal right5, 

which was made effective in 1979 with the esta-
blishment of the universal and free SNS, through 
which the State guarantees access to integrated 
health care, i.e., health promotion and surveillan-
ce, disease prevention, diagnosis and treatment 
and medical and social rehabilitation1 to all ci-
tizens, regardless of their economic condition 
At the same time, the Health Regionalization in 
both Autonomous Regions of Portugal and the 
establishment of Regional Health Services took 
place. The SNS charter stipulated that the human 
resources policy for the SNS would be centrali-
zed, and, in 1982, it gained administrative and 
financial autonomy with its own budget6. In 1983 
and 1984, the SNS expansion began through the 
consolidation of primary health care7,8. In the 
1985-1994 period, the health sector experienced 
a predominance of market ideology through the 
encouragement of competition between public 
and private providers for expected efficiency 
gains. This period witnessed a withdrawal of the 
provider state through the implementation of 
service prioritization policies9. The first Health 
Basics Law was published in 1990; it reflects the 
characteristics of this period, namely regionali-
zation of the administration of services, priva-
tization of the care providing sectors and care 
financing, and integration of care between health 
facilities10.

At the same time, in terms of human resour-
ces policy, if, during the establishment of the 
SNS, the exclusive dedication of its professionals 
was considered necessary, this period showed a 
progressive abandonment of exclusivity, namely 
of doctors, in order to stimulate the attractive-
ness of work in the public sector. This evolution 
culminated in the publication of the Health Basi-
cs Law, which allowed SNS professionals to enga-
ge in private activity, without adding any burden 
on the SNS11. Also, during this period, the need 
to find new ways of dividing labor into broader, 
more comprehensive, and less closed universes 
was confirmed.

In the 1995-2001 period, the state moved 
away from the health sector. A performance-ba-
sed remuneration scheme was created specifically 
for primary care physicians12. In 1997, contrac-
ting agencies were set up at the level of the Regio-
nal Health Administrations to separate the state’s 
roles of provider and payer.

The 2002-2010 period witnessed significant 
reforms at the hospital and primary care levels. 
A new management model was defined for hos-
pitals, in which these adopted private law rules in 
human resources management and in the procu-
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rement of goods and services, while their status 
and management remained public9. This led to 
the possibility of concluding individual employ-
ment contracts with health professionals, thus 
making labor relationships more flexible. If, on 
the one hand, this measure has allowed increa-
sing competitiveness among SNS institutions or 
to retain more professionals, on the other hand, 
it has introduced entropy into the workforce as a 
whole, with “different pay for equal work”. Also, 
the first public-private partnerships emerged du-
ring this period for hospitals, of which four still 
exist. To this day, there is no ideological consen-
sus on this arrangement, which has proved to be 
the main point of contention between political 
parties in the recent discussion about a new He-
alth Basics Law, recently enacted13. The establish-
ment of Family Health Units in 2007, as a way 
of organizing and providing primary care, was a 
radical innovation that significantly changed ac-
cess to primary care in a traditionally centralized 
context (Chart 1).

The ensuing period (2011-2014) was domi-
nated by the financial crisis and the adoption of 
thirty-four measures to contain health expendi-
ture, included in the Memorandum of Unders-
tanding signed between Portugal and the three fi-
nancial institutions responsible for the country’s 
financial rescue plan. These measures resulted, 

among other effects, in lower salaries of health 
workers, increasing the weekly workload for the 
vast majority by about 14% and freezing career 
plans. Also, at the recruitment level, a significant 
decrease was observed14. The health workforce 
decreased from 122,580 to 116,884 individuals15.

In primary care, the list of clients per family 
doctor jumped from 1,500 to 1,900, contributing 
to a higher workload for doctors and nurses.

This period was one of increased emigration 
of health professionals, particularly nurses. In 
the latter case, while by 2010, it is estimated that 
around 500 had emigrated, by 2011, the num-
ber has doubled to 1,000, and in 2012, 2013 and 
2014, to 2,000, dropping back to approximately 
1,000 over the next four years. During this pe-
riod, nurses emigrated mainly to England, which 
registered 781 and 1,211 Portuguese nurses in 
2012 and 2013, respectively. Finding work, better 
career prospects, professional valorization, and 
remuneration were the main reasons that led to 
the emigration of these professionals16.

In 2015, the beginning of a new legislative cy-
cle marked a radical change in the country’s so-
cioeconomic orientation, aided by the slight eco-
nomic growth of the large European countries. 
A new era of optimism contributed to a slow re-
versal of austerity in health care: public spending 
on health has increased since 2015, including 

Chart 1. Family Health Units (USF): An Innovative Way of Accessing Primary Care.

In 2005, a reform broke with the traditional way of providing primary care by setting up Family Health Units 
(USF) in the SNS. New organizational modalities were promoted, such as teamwork, community orientation, 
autonomy, and administrative flexibility and performance evaluation. Typically, USFs comprise of an 
average of 20 professionals and technicians, forming a volunteer team of doctors and nurses, supported by 
2-3 administrative secretaries. There is an average nurse/doctor ratio of 1.06, but there are low-ratio USFs 
with twice as many doctors as nurses. Each team is responsible for providing services to a population of 1,500 
people per doctor (1,900 after the 2011 austerity measures), geographically defined. The USF signs a quality and 
service coverage objectives contract with its local Health Center Group (ACES), which is then approved by the 
Regional Health Administration (ARS) and finally by the Central Health System Administration (ACSS). Once 
the contract is approved, the USF receives resources such as infrastructure, equipment, and a budget. ACES also 
enables access to other professionals such as nutritionists, specialist nurses, or physical therapists.
Two USF models are in place: the new ones start as model A and then can become model B, with more 
demanding clinical objectives. Model B gives access to more resources and offers a pay-for-performance 
component. The first USFs began operations in 2007. In May 2019, there were 281 Model A, 254 Model B, and 
52 active applications for A and 75 for B. Management is participatory, and all decisions are taken collectively, 
all team members being considered as equals. USFs operate with greater administrative autonomy in a less 
bureaucratic way.
In the USFs, nurses work more collegially with doctors, participating in decisions and, in the case of Model B, 
benefiting from performance-related incentives. Nurses have more opportunities for professional development 
through continuing education activities, such as individual apprenticeship plans, reading groups, participation 
in conferences, and meetings to review performance indicators.

Source: Biscaia & Heleno17, Lapão & Pisco18.
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on worker remuneration, weekly working hours 
were reduced and career progression was made 
possible again. Also, during this legislature, the 
primary care reform was resumed through the 
creation of more USFs, the expansion of family 
doctor coverage, and new forms of contracting, 
namely, through service agreements. At hospital 
level, ten institutions selected based on efficiency 
indicators were allowed greater autonomy, in-
cluding the management of human resources9. 
However, staff recruitment remains centralized 
at the Ministry of Health. Finally, in this last pe-
riod, the nursing career was reviewed, and spe-
cialties valorized, albeit subject to quotas of avai-
lable posts. The year 2019 was also marked by the 
discussion of a new Health Basics Law, enacted in 
August, which reintroduced the full-time exclusi-
vity of health professionals. A common denomi-
nator to the different development stages of the 
SNS and the Portuguese health system in the last 
40 years was the lack of a strategic vision guiding 
the development of the health workforce12,19, in 
spite of  strategic health planning exercises since 
199820.

Portuguese nursing in numbers

The establishment of the SNS created a need 
for more health professionals. In 1980, there were 
19,327 doctors in Portugal and 22,144 nurses. 
The Portuguese population grew 19.6% in the 
last forty years, the number of doctors by178% 
(53,657) and that of nurses by 233% (73,650).

In 1980, there were 505 and 441 inhabitants 
per doctor and per nurse, and in 2018, the ratio 
was 191 and 139, respectively. The nurse-to-doc-
tor ratio has also risen from 1.15 to 1.4, although 
it remains below the mean for European Union  
countries. Currently, nurses represent about one-
third of the total SNS workers, with 43,312 staff, 
mostly female and young15.

About 70% of the SNS nurses are in the 
Lisbon and Tagus Valley Region (34%) and the 
Northern Region (35%); the vast majority (79%) 
works in hospitals, despite repeated political 
commitments in favor of expanded primary he-
alth care15.

Information about the distribution of heal-
th professionals, particularly doctors and nurses, 
in the private sector is scarce. In general, private 
sector nurses’ salaries are lower than in the public 
sector, as well as career prospects.

Education  

The period of the creation and early expan-

sion of the SNS, from 1974 to 1984, was marked 
by increasing demand for nursing education21, 
which was now recognized as a short higher 
education program. During this phase, a single 
nursing career was created in the SNS with five 
categories (including specialist nurse) applicable 
to three practice areas – care delivery, adminis-
tration and teaching, which was meant to ensure 
the provision of better nursing care, better use of 
existing human resources and efficiency of servi-
ces and higher professional achievement and pro-
gress. This period witnessed the establishment of 
post-primary schools in the north, center, and 
south of the country to respond to the need for 
additional and specialized training of these pro-
fessionals. The nursing program was the equiva-
lent of a bachelor’s degree. Nursing education was 
integrated into polytechnic education between 
1984 and 1995, which prevented the creation of 
undergraduate nursing programs at universities, 
even in those where doctoral and master’s degrees 
in nursing were already available.

In the late 1990s, nursing schools were sub-
mitted to the exclusive control of the Ministry of 
Education; the school network was reorganized, 
with integration into larger units (polytechnic 
institutes, polytechnic health institutes or uni-
versities), and the figure of the higher school of 
health was created. Two new higher schools of 
health were created to extend training provision 
to all regions of the country.

Since 1999, nurses have had a 4-year basic 
education that provides a degree equivalent to 
the first cycle of Bologna Licence-Masters- Doc-
torate structure. The shift from the traditio-
nal nursing course to an undergraduate degree 
allowed “direct” access to master’s or doctorate 
degrees, without requiring a degree in another 
area of knowledge, as was the case before. In Ja-
nuary 2019, the 240 ECTS undergraduate nur-
sing program (8 academic semesters) was offe-
red at 20 Higher Schools of Nursing or Higher 
Schools of Health of the public sector, and 16 of 
the private sector. The conditions of access are 
completion of the 12th grade and the fulfillment 
of prerequisites (e.g., national exams), which 
vary according to educational institution. The 
specialized nursing training is performed throu-
gh the Postgraduate Nursing Program (CPLE), 
which does not grant an academic degree. In an 
attempt to overcome this constraint, some edu-
cational institutions have developed master’s de-
gree programs in nursing, some with a generic 
title, others with a title corresponding to specialty 
areas. Students enroll in both the master’s pro-
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gram and the CPLE. In the end, those who also 
complete the non-teaching component of the 
master’s degree are qualified with the specialist 
title, conferred by the Association of Nurses, and 
with a Master, granted by the educational insti-
tution. The educational institutions establish the 
number of spaces for each specialty and the type 
of specialty offered.

In 2018-19, a total of 1,381 spaces, accessible 
to nurses with at least two years of professional ex-
perience, were available in the following special-
ties: rehabilitation (402), child and pediatric heal-
th (192), medical and surgical (195), community 
health (237), mental health and psychiatry (195), 
and maternal and obstetric health (160). The 
community health specialty also comprises two 
sub-specialization areas: public health nursing 
and family health nursing. The medical-surgical 
nursing specialty comprises four “sub-specializa-
tion” areas: intensive care, palliative care, periope-
rative care, and permanent status (Chart 2).

In 2017, the Nursing Council regulated are-
as of increased competency in nursing defined 
as knowledge, skills, and attitudes that allow the 
professional to practice to a level of progressive 
complexity, in the various fields of intervention 
of nurses and the technical-scientific development 
of the profession22(p.23636). There are two types 
of enhanced skills – “differentiated” and advan-
ced. The former skills are added to those of the 
general nurse and the specialist nurse, while the 
latter are only added to those of the specialist 
nurse. The Nursing Council recognizes the in-
creased competencies; regardless of the type of 
enhanced competencies; certification is indivi-
dual and mentioned on the professional identity 
card. Currently, four “differentiated” enhanced 
competencies are defined, namely, occupational 
nursing, clinical supervision, out-of-hospital 
emergency and stomatherapy, and four advanced 

enhanced ones: management, clinical supervi-
sion, stomatherapy, and psychotherapy.

Working conditions  

Currently, in the SNS, nurses may be ci-
vil servants or hold an individual employment 
contract (under private law). Most (55%) are 
civil servants on an open-ended contract. The 
recruitment of nurses is centralized and is by 
public examination. In 2019, and after a long ne-
gotiation process, the nursing career was revised 
and became multi-categorical with three catego-
ries: nurse, specialist nurse, and nurse manager23. 
As regards compensation and benefits, a nurse’s 
monthly basic salary is 1,201.48 euros before tax, 
rising to 1,407.45 euros in the specialist nurse ca-
tegory, and 2,334.30 euros in the nurse manager 
category. Career progression is subject to quotas 
and is based on a points award system.

In the private sector, nursing careers are 
structured differently, are more precarious, with 
wages generally lower than in the public sector at 
entry. On average, a private sector nurse would 
earn slightly more than 1,015 euros a month be-
fore tax (www.sep.org.pt/files/uploads/2019/08/
sep_14082019_bte.pdf). In general, nurses’ pay, 
as that of other SNS health professionals, is per-
ceived as low and referred to as one of the reasons 
for seeking work abroad. In Model B USFs, besi-
des the basic salary, nurses receive incentives that 
are indexed to the unit’s performance.

It is challenging to characterize nurses’ satis-
faction levels. Data such as the number of strike 
days (known) and private and foreign departures 
(estimated) suggest low levels. Few scientific stu-
dies are available on the subject, except for some 
academic theses, and other works covering small 
samples of professionals. These studies tend to 
conclude that there are high levels of dissatisfac-

Chart 2. Recognition of the Family Health Nursing Specialty.

With the creation of USFs, the issue of the recognition of the specific character of nursing in primary care 
emerged. Several years of debate preceded the recognition of the figure of "family nurse" as a member of 
family health teams by Decree-Law N° 118/2014 of August 5. This decree provided for experimental inclusion 
of such nurses in 30 USFs. As early as 2010, the Nursing Council had proposed a definition of family nurse 
responsibilities and tasks, and some nursing schools began offering specialization programs. However, due to 
the lack of consensus between the Council, the unions and the Ministry of Health on the content of family nurse 
work, until 2017, these pilot projects had not started.
The Council only recognized the family health nursing specialty as a sub-specialization area of community 
health in 2018.

Source: Simões et al.2.
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tion with work conditions, pay, and career pro-
gression. The replication in Portugal of the mul-
ti-country study RN4cast (http://www.rn4cast.
eu/#) is the study that shows a more detailed and 
scientifically accurate picture, both by the size of 
the sample and the use of validated questionnai-
res. This is a quantitative, observational, cross-
sectional, and analytical study in which, between 
November 2017 and May 2018, included 5,075 
nurses from all regions and contexts of care in 
Portugal. The distribution of respondents corres-
ponded to the profile of registered by the Nursing 
Council. Data was collected through the RN4Cast 
electronic questionnaire, with support, available 
at a link to this effect, disseminated through the 
organizational communication of the Nursing 
Council, the Catholic University of Portugal 
(UCP) and social networks. All nurses working 
in Portugal and devoting most of their time to 

direct care, regardless of the context, were invited 
to participate voluntarily and anonymously. The 
study used the versions already translated, vali-
dated and verified for Portugal of the scales of 
practice environment, burnout, and engagement, 
whose authors were part of the research team. 
Chart 3 shows the main results of this study.

Organization of the profession  

Anyone wishing to practice as a nurse in 
Portugal must register with the Nursing Coun-
cil, which verifies the qualifications required to 
have access to the labor market, namely, suc-
cessful training in a recognized institution. The 
Council was established in 1998 as a Public Law 
Association to which the State began to delegate 
the powers of regulation and oversight of pro-
fessional practice. By nature, the Council is the 

Chart 3. Results of the RN4cast Portugal Study, 2017-18.

While very exhausted, nurses remain moderately satisfied, trust the care they provide, rank the care quality and 
safety as “good”, remain very engaged, and want to stay in the profession. However, less positive aspects persist, 
namely:
• Unfavorable Work Environments (PES-NWI – Mean: 2.39 (Standard Deviation 0.41), especially regarding 
strands Participation of Nurses in the Organization’s Governance – 2.11 (0.50); Adequacy of Human and 
Material Resources – 2.13 (0.60); and in Management, Leadership and Nursing Support – 2.13 (0.62), all below 
the cut-off point 2.50;
• Low Organizational Culture regarding safety. Respondents agree or are neutral regarding the following: “that 
their mistakes are used against them” (70.5%), “there is a low level of freedom to question the decisions or 
actions of their superiors” (68.7% disagree or take a neutral stance). They disagreeing or remain neutral with 
respect to “hospital/organization management interventions show that patient safety is a top priority” (63.2%);
• Perception of high workloads – 38.5% of participants (16 times higher) respond that they totally disagree, 
versus 2.3% who say otherwise when asked if there are enough nurses to provide quality care to patients;
• High levels of burnout, particularly in the Emotional Exhaustion (at least 55.3%) and Turnover (Intention 
to Leave Workplace) realms – 52%, but low rates of lack of personal accomplishment and depersonalization;
• Job dissatisfaction, especially regarding Salary (over 90%) and Career Opportunities (86.3%);
• High number of patients assigned to each nurse, taking into account the functional content, responsibility and 
staff mix in Portugal (on average, more than eight patients per nurse);
• High prevalence of some incidents (with clients and nurses), care left undone due to lack of time, and 
performing non-nursing “tasks” (e.g. answering phone calls, bureaucratic tasks).
In conclusion:
- Some favorable aspects regarding the perception of the quality and safety of care, despite the unfavorable 
practice environments;
- Incipient participation in the governance of organizations, adequacy of human and material resources and 
management, leadership and nursing support;
- Considerable regional and organizational variability in many of the indicators studied;
- Poorer rates in hospitalization contexts, in general, and when compared with previous results (2013/14), in the 
same type of services (medical-surgical);
- Lack of relationship or existence of unfavorable negative association in some of the studied indicators (e.g., 
adequacy of human and material resources, burnout, engagement…) with the reference of whether or not the 
organization is “Accredited for Quality”;
- Nurses who, although exhausted, remain moderately satisfied (43.7%), very engaged with work (80.8%), and 
wish to remain in the profession (65.5%) against those who claim they wish to change organization (52.0%).

Source: Jesus24.
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organization with the most significant number 
of members. There are also unions (Portuguese 
Nurses Association, Portuguese Nurses Union, 
the largest, with 16,000 members, Democratic 
Nurses Union of Portugal, Independent Nursing 
Professionals Union, Madeira Nurses Union), 
and Scientific Purpose Associations (Portugue-
se Association Nurse managers and Leadership). 
The membership of unions, whose exact per-
centage is unknown, is very fragmented among 
the different ones, which generates rivalries. The 
Trade Union Law does not include rules for the 
creation a union, in terms of a threshold of re-
presentativeness, and in 2018 alone, two new 
unions emerged, with stronger claims than those 
of more traditional unions. There is a high level 
of conflict with the government, exacerbated by 
an underdeveloped labor regulatory framework.

Discussion and agenda for the future

The number of trained nurses has quadrupled 
over the past forty years, which at first glance is 
substantial progress. However, this was not enou-
gh to significantly increase the nurse-doctor ratio 
of 1.4, compared to the mean ratio of 2.8 of the 
35 OECD countries, and three times lower than 
in countries such as Finland and Denmark25. Be-
sides the reduced availability of nurses, it shows 
a lower efficiency in the production of health 
services, particularly in USFs, where the number 
of doctors and nurses is practically similar. The 
division of labor between doctors and nurses has 
changed little over the years, despite the efforts of 
the Council and professional associations in spi-
te of their efforts in favour of the recognition of 
areas of specialty, as some of the care provided by 
doctors could be provided by nurses, with a posi-
tive impact on team productivity2. The activities 
formally performed by general care nurses have 
hardly changed over the years, although nurses, 
especially specialists or enhanced competences 
certification holders, have knowledge and skills 
that allow them to perform more complex tasks 
independently, such as managing stable chronic 
patients, normal pregnancies, prescribing techni-
cal aids, some medicines, analyses, and tests wi-
thout any risk to the user.

In a large number of OECD countries, nurses 
have been assuming care traditionally provided 
by medical professionals, playing new and addi-
tional roles. Training programs aimed at gaining 
new competencies are available and adapted re-
gulatory and new legal frameworks frame the ad-

vanced exercise of nursing26. In Portugal, there is 
an opening for the expanded nurse’s role at the 
level of professionals in the field, but resistance 
from the Medical Council and weak advocacy ca-
pacity of the profession due to some internal divi-
sions around this issue27,28 are obstacles to change.

Increasing the number of general and specia-
list nurses, and at the same time expanding their 
role, are very demanding and permanent chal-
lenges. First, more candidates must be attracted 
to nursing, which several European countries 
have done with relative success through strategies 
such as promoting the profession in secondary 
schools or offering scholarships29. Then, staff 
needs to be retained, by providing more positive 
practice environments, ensuring opportunities 
for professional development, improving pay and 
offering more flexible working hours to nurses 
with young children or older/dependent adults, 
and by preventing early departures by providing 
older nurses with less demanding work con-
ditions. Such measures would help correct the 
adverse effects of working conditions revealed 
by the RN4cast study. The adoption of policies 
to improve working conditions and recognize 
the role of nurses can help to limit emigration, 
whose costs are high given the investment made 
in training those who leave. Training more nur-
ses implies strengthening the capacity of training 
institutions, in particular by recruiting qualified 
trainers; it also requires the expansion of the 
network of clinical training sites. Finally, it also 
requires a commitment by major employers, in-
cluding the public sector, to hire more staff.

The redefinition of the role of nurses is a po-
litical rather than technical challenge, that can 
only be met if the profession itself shows a con-
sensual front and achieves the social and political 
support needed to revise the relevant legislation. 
However, it is necessary to define which nursing 
model Portugal should adopt, whether more ge-
neralist or more specialized, and, in the latter case, 
what would be the balance between specialists 
and advanced practitioners. This clarification is 
of paramount importance as the competencies of 
each other, as well as their scope of practice, are 
quite different, thereby requiring different plan-
ning and combination of competences.

The exclusivity of undergraduate nursing 
education in polytechnics is perhaps one of the 
crucial impediments to the scientific develop-
ment of the profession, as one cannot develop 
doctoral programs in these institutions (only 
masters only), where it is there that most of the 
reserve of empirical knowledge exists. Addressing 
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this issue also requires a firm political commit-
ment to increase the availability, accessibility, and 
efficiency of health services and to mobilize the 
necessary political and financial resources.

In Portugal, working conditions in the pu-
blic sector are characterized by low wages, heavy 
workloads, and few possibilities for professional 
advancement, and have barely changed since the 
creation of the SNS. The situation of other heal-
th professionals is comparable to that of nurses. 
A comprehensive human resources for health 
policy is still missing, a problem that has long 
been identified14. There is no explicit vision of 
the future of the SNS and of the health sector 
in general, nor is there a systematic human re-
sources planning process. An integrated, reliable, 
up-to-date, and easily accessible information sys-
tem would characterize the private sector work-
force, monitor mobility between the SNS and 
the private sector, departures from the country 
and from the health sector, and provide material 
for the production of valid data and knowledge 
about the health workforce. As regards nursing, 
an investment in research is urgent to inform the 
definition of policies that can contribute to the 
more rational use of nurses’ knowledge and skills.

Conclusion

In parallel to the creation and consolidation of 
the SNS, nursing has seen unprecedented techni-
cal and scientific development during these last 
forty years. Nursing is currently a highly quali-
fied and relevant profession for the provision of 
health care. Forty years into the creation of the 
SNS, it is essential not only to think about a new 
development and consolidation strategy for the 
coming decades, keeping the commitment made 
with the citizens to deliver a service capable of 
responding to the changing demographic, social 
and epidemiological demands, but also rethink 
nursing so that it continues to address the heal-
th needs of citizens and the growing complexity 
of health care. The consolidation, reengineering, 
and strategic development of the SNS cannot be 
disconnected from the analysis of health human 
resources development policies, where nursing 
workforce development is framed.
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Collaborations

G Dussault conceived the initial structure of the 
manuscript; I Fronteira and EH Jesus have agreed 
and contributed to all stages of manuscript pro-
duction.

References

1.	 Portugal. Lei no 56, de 15 de setembro de 1979. Serviço 
Nacional de Saúde. Diário da República; 1979.

2.	 Simoes JA, Augusto GF, Fronteira I, Hernandez-Que-
vedo C. Portugal: Health System Review. Health Syst 
Transit 2017; 19(2):1-184.

3.	 Ferreira PC, editor. A saúde e o Estado: o SNS aos 40 
anos. Lisboa: Conselho Económico Social; 2018.

4.	 Björnberg A, Phang AY. Euro Health Consumer Index 
2018 Report [relatório na Internet]. Marseillan: Health 
Consumer Powerhouse; 2019. [acessado 2019 Fev 27]. 
Disponível em: https://healthpowerhouse.com/media/
EHCI-2018/EHCI-2018-report.pdf

5.	 República Portuguesa. Constituição da República Por-
tuguesa, de 2 de abril de 1976 [documento na Internet]. 
[acessado 2019 Fev 27]. Disponível em: https://www.
parlamento.pt/parlamento/documents/crp1976.pdf

6.	 República Portuguesa. Decreto-lei no 357, de 6 de se-
tembro de 1982. Concede ao Serviço Nacional de Saúde 
autonomia administrativa e financeira [documento na 
Internet]. Diário da República; 1982. [acessado 2019 Fev 
27]. Disponível em: https://dre.tretas.org/dre/19508/
decreto-lei-357-82-de-6-de-setembro

7.	 República Portuguesa. Decreto-Lei 74-C, de 2 de março 
de 1984. Cria, no âmbito do Ministério da Saúde, 
a Direção-Geral dos Cuidados de Saúde Primários 
[documento na Internet]. Diário da República; 1984. 
[acessado 2019 Fev 27]. Disponível em: https://dre.pt/
application/conteudo/405702

8.	 República Portuguesa. Despacho Normativo no 97, de 
22 de abril de 1983. Aprova o Regulamento dos Centros 
de Saúde [documento na Internet]. Diário da República; 
1983. [acessado 2019 Fev 27]. Disponível em: https://
dre.pt/application/conteudo/311838

9.	 Simões J, Fronteira I. Ciclos Políticos, em Portugal, e pa-
pel do Estado e dos setores privado e Social, na Saúde. 
e-Pública 2019; 6(1):4-14.

10.	 Ferrinho P, Simões J, Miguel JP, Beja A, Cortes M, Hartz 
Z. Da gestão estratégica do sistema de saúde português 
à avaliação do seu desempenho – um percurso em con-
strução. IHMT 2013; 12: 76-87.

11.	 República Portuguesa. Lei nº 48, de 24 de agosto de 
1990. Lei de Bases da Saúde [documento na Inter-
net]. Diário da República; 1990. [acessado 2019 Fev 
27]. Disponível em: https://dre.pt/application/conteu-
do/574127

12.	 Dussault G. Plano Nacional de Saúde 2012-2016 Ro-
teiro de Intervenção Recursos Humanos em Saúde 
[documento na internet]. 2014 [acessado 2019 Nov 11]. 
Disponível em: http://1nj5ms2lli5hdggbe3mm7ms5.
wpengine.netdna-cdn.com/files/2014/12/2014_13_Re-
cursos-Humanos-Saude.pdf 

13.	 República Portuguesa. Lei nº 95, de 4 de setembro de 
2019. Aprova a Lei de Bases da Saúde e revoga a Lei nº 
48/90, de 24 de agosto, e o Decreto-Lei n.º 185/2002, 
de 20 de agosto [documento na internet]. Diário da 
República; 2019. [acessado 2019 Nov 11]. Disponível 
em: https://dre.pt/home/-/dre/124417108/details/max-
imized

14.	 Dussault G, Biscaia A, Craveiro I, Fronteira I, Lapão L, 
Temido M, Os Recursos Humanos da Saúde: uma agen-
da ainda para enfrentar [Human resources for health: 
na agenda still to be advanced]. In: Simões J, Correia 
Campos A. 40 anos de Abril na Saúde. Lisboa: Almedina 
Ed.; 2014. p. 163-183.



282
Fr

on
te

ir
a 

I 
et

 a
l.

15.	 Ministério da Saúde. Serviço Nacional de Saúde: 
Evolução de Recursos Humanos no SNS entre 2015 e 2018 
[Internet]. Lisboa: Ministério da Saúde; 2018. [acessado 
2019 Fev 27]. Disponível em: https://www.sns.gov.pt/
noticias/2019/03/12/evolucao-dos-recursos-humanos-
no-sns-entre-2015-e-2018

16.	 Pereira C. A New Skilled Emigration Dynamic: Portu-
guese Nurses and Recruitment in the Southern Euro-
pean Periphery. In: Pereira C, Azevedo J, editoras. New 
and Old Routes of Portuguese Emigration: Uncertain 
Futures at the Periphery of Europe. Lisboa: Springer 
International Publishing; 2019. p. 97-121. (IMISCOE 
Research Series).

17.	 Biscaia A, Heleno LVC. A Reforma dos Cuidados de 
Saúde Primários em Portugal: portuguesa, moderna e 
inovadora. Cien Saude Colet 2017; 22(3):701-712.

18.	 Lapão LV, Pisco L. A reforma da atenção primária à 
saúde em Portugal, 2005-2018: o futuro e os desafi-
os da maturidade. Cad Saude Publica 2019; 35(Supl. 
2):e00042418.

19.	 Dussault G, Fronteira I. Recursos Humanos para a 
Saúde (RHS): Plano integrado no plano nacional de 
saúde 2011-16. Lisboa: Alto Comissariado da Saúde; 
2010.

20.	 Craveiro I, Ferrinho P. Planear estrategicamente: 
a prática do SNS. Rev Port Saúde Pública 2001; 
19(2):27-37. 

21.	 Fronteira I, Conceição C, Biscaia A. Políticas de saúde 
e enfermagem em Portugal: perspectivas evolucion-
istas para um futuro incerto. In: Lima J, Pereira H, 
editores. Políticas públicas e conhecimento profissional: 
a educação e a enfermagem em reestruturação. Porto: 
Livpsic/Legis Editora; 2008.

22.	 República Portuguesa. Regulamento nº 556, de 17 de 
outubro de 2017. Regulamento Geral das Áreas de 
Competência Acrescida. Diário da República; 2017.

23.	 República Portuguesa. Decreto-Lei nº 247, de 22 de 
setembro de 2019. Regime da carreira de enferma-
gem nas entidades públicas empresariais e nas par-
cerias em saúde, bem como os respetivos requisitos 
de habilitação profissional e percurso de progressão 
profissional e de diferenciação técnico-científica 
[documento na internet]. Diário da República; 2019. 
[acessado 11 Nov 2019]. Disponível em: https://data.
dre.pt/eli/dec-lei/247/2009/p/cons/20190527/pt/html

24.	 Jesus EH. Comunicação online dos principais resul-
tados preliminares do inquérito RN4cast [página na 
Internet]. 2018 [acessado 2019 Fev 27]. Disponível 
em:https://www.facebook.com/rn4castportugal/
posts/2225183454435829?__tn__=K-R

25.	 Organisation for Economic Co-operation and De-
velopment (OECD). Health at a Glance 2017: OECD 
Indicators. Paris: OECD Publishing; 2017.

26.	 Maier CB, Aiken LH, Busse R. Nurses in advanced roles 
in primary care: Policy levers for implementation. Paris: 
OECD Publishing; 2017.

27.	 Temido M, Craveiro I, Dussault G. Perceções de equi-
pas de saúde familiar portuguesas sobre o alargamen-
to do campo de exercício da enfermagem. Referên-
cia-Revista de Enfermagem 2015; IV(6):75-85.

28.	 Temido M, Dussault G. Papéis profissionais de médi-
cos e enfermeiros em Portugal: limites normativos 
à mudança. Rev Portuguesa de Saúde Pública 2014; 
32(1):45-54.

29.	 Kroezen M, Dussault G, Craveiro I, Dieleman M, Jan-
sen C, Buchan J, Barriball L, Rafferty AM, Bremner 
J, Sermeus W. Recruitment and retention of health 
professionals across Europe: A literature review and 
multiple case study research. Health Policy 2015; 
119(12):1517-1528.

Article submitted 13/04/2019
Approved 20/08/2019
Final version submitted 30/09/2019

This is an Open Access article distributed under the terms of the Creative Commons Attribution LicenseBYCC


