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ABSTRACT

Objective: To analyze the contents and the structure of social representations built by health professionals regarding neglected
diseases. Methods: This is a qualitative research, supported by the Theory of Social Representations that uses a structural
approach, with 51 health professionals who work in care services for neglected diseases in a municipality in the state of Bahia.
Data collected through free evocations to the inducing term neglected disease during the first half of 2016 and analyzed by
EVOC software. Results: The representational structure was formed by four dimensions (social, individual, socio-individual
and imaginary) that explained the interface between the possible central core with the terms neglect/lack of knowledge and the
peripheral elements with the terms poverty/lack of investment. Conclusion: The representational structure of health professionals
translated the concept and image of neglected diseases, allowing for changes in individual and collective practices that are
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Resumo

Obijetivo: Analisar os contetidos e a estrutura das representagdes sociais construidas pelos profissionais de saude acerca
das doengas negligenciadas. Métodos: Pesquisa qualitativa, sustentada pela Teoria das Representagdes Sociais, abordagem
estrutural, com 51 profissionais de saide que atuam em servigos de assisténcia as doencas negligenciadas em um municipio
do estado da Bahia. Dados coletados através de evocacdes livres ao termo indutor doenca negligenciada, durante o primeiro
semestre de 2016 e analisados pelo software EVOC. Resultados: A estrutura representacional foi formada por quatro dimensoes
(social, individual, socioindividual e imagética) que explicaram a interface entre o possivel nucleo central com os termos
descaso/falta-conhecimento e os elementos periféricos com os termos pobreza/falta-investimentos. Conclusao: A estrutura
representacional dos profissionais de saude traduziu o conceito e aimagem das doengas negligenciadas possibilitando mudangas
nas praticas individuais e coletivas eficazes no combate dessas enfermidades.

Palavras-chave: Doencas negligenciadas; Saude; Pesquisa qualitativa.

RESUMEN

Objetivo: Analizar los contenidos y la estructura de las representaciones sociales construidas por los profesionales de la salud
sobre las enfermedades negligenciadas o desatendidas. Métodos: Investigacion cualitativa, sustentada por la Teoria de las
Representaciones Sociales, abordaje estructural, con 51 profesionales de la salud que acttan en los servicios de asistencia
a las enfermedades desatendidas en un municipio del estado de Bahia. Datos recolectados a través de evocaciones libres al
término inductor enfermedad negligenciada o desatendida, durante el primer semestre de 2016 y analizados por el software
EVOC. Resultados: La estructura representacional fue formada por cuatro dimensiones (social, individual, socioindividual e
imagética) que explicaron lainterface entre el posible nticleo central con los términos descuido/falta-conocimiento y los elementos
periféricos con los términos pobreza/falta-inversiones. Conclusién: La estructura representacional de los profesionales de salud
tradujo el concepto y la imagen de las enfermedades desatendidas, lo que posibilité cambios en las practicas individuales y
colectivas eficaces en el combate de esas enfermedades.

Palabras clave: Enfermedades negligenciadas o desatendidas; Salud; Investigacion cualitativa.
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INTRODUCTION

Neglected diseases are characterized by a cluster of
infectious diseases that mainly affect the low-income population
in developing countries. These diseases receive little investment
in research and technology to advance in terms of control,
prevention and drug treatment. They are also denominated this
way because they do not arouse the economic and financial
interest of the big pharmaceutical industries, providing the
continuity of the cycle of poverty and diminishing the quality
of life of people. Neglected diseases are the set of illnesses
caused by infectious and parasitic agents that produce significant
physical, cognitive and socioeconomic harm in children and
adolescents, especially in low-income communities.” They are
also understood as infectious diseases of great importance
in public health, but which have ceased to receive adequate
attention by science as a whole.?

The early days of neglected diseases date back to the
1970s, with the creation of the Rockefeller Foundation's The
Great Neglected Diseases program. In 2001, Médecins Sans
Frontieres (Doctors Without Borders - MSF) proposed dividing
diseases into Global, Neglected and Most Neglected. In the
same year, the Report of the Commission on Macroeconomics
and Health of the World Health Organization (WHO) presented
a classification similar to that of the MSF, dividing diseases into
Types |, Il and lll. Since then, the term neglected disease has
been used to refer to a set of endemic infectious and parasitic
diseases in low-income populations, especially in Africa, Asia
and the Americas.® This classification represents an evolution
in relation to the denomination tropical diseases, since it
contemplates the contexts of political, economic and social
development, surpassing the colonialist perspective associated
to a geographic determinism.*

Neglected diseases have common characteristics of
high endemicity in the rural and less-favored urban areas of
developing countries, as well as a shortage of research for
the development of new drugs. These diseases can impair
child growth and intellectual development as well as labor
productivity. Thus, neglected diseases are those that "do not
present economic attractiveness for the development of drugs,
either because of their low prevalence or because they reach
populations in a region of low development".®

These diseases are distributed throughout the world, but
are prevalent mainly in tropical regions. According to the WHO,
more than one billion people are infected with one or more
neglected diseases, which represents one-sixth of the world's
population. In this context, WHO has indicated new paths and
started to place, as the agenda for discussion at its meetings,
the significance of the perpetuation of neglected diseases for the
world's socioeconomic development. To this end, the Millennium
Summit was organized, bringing together 147 heads of state to
discuss the real needs of people around the world, converging
to the Millennium Development Goals (MDGs), which proposed,
among other actions, development and poverty eradication. In
2003, WHO began to change the paradigm of controlling and

eliminating a group of neglected tropical diseases (NTDs). The
process involved a major strategic shift from the traditional
disease-centered approach to a strategy to address the health
needs of marginalized communities.®

In recent years, Brazil has sought to define a plan of
action to control neglected diseases through investment
in research and financing in new technologies, starting the
Research and Development Program on Neglected Diseases
in 2006.” Within the scope of the program, seven priorities
were defined among diseases considered neglected, through
epidemiological, demographic data and the impact of the
disease: dengue, Chagas' disease, leishmaniasis, leprosy,
malaria, schistosomiasis and tuberculosis. Studies have pointed
out a high occurrence of neglected diseases in Brazil, revealing a
worrisome epidemiological situation that needs to be combated
by professional practices and actions of social economic
development, avoiding the perpetuation of poverty.

This study aims to analyze the contents and structure of
the social representations built by health professionals in terms
of neglected diseases, featuring the Social Representation
Theory (SRT) as a theoretical support. Social representations
can be considered as sui generis collective sciences, intended
for the interpretation and elaboration of the real,® or as a socially
elaborated and shared form of knowledge, since they have a
practical orientation and contribute to the construction of a reality
together with a social group.'®

In addition to the conceptual and epidemiological issues of
neglected diseases, it is noteworthy that these morbid entities
have representational constructions that mediate the interaction
of health professionals with the world, their care practices, and
their relationship with patients. In this way, the analysis of the
objective and symbolic questions of this object is inseparable, not
only with regard to the elements that make up this representation,
but also the way in which they organize and relate internally in
the construction of the representation of the object.

METHODS

Itis a qualitative study, supported by the SRT in its structural
approach, defined as Central Nucleus Theory, where all
representation is organized around a nucleus that determines,
at the same time, its significance and its internal organization.
The central nucleus is a subset of representation, composed
of one or more elements whose absence would disfigure the
representation or give it a different meaning."

Were collected through the application of the free evocation
technique with 51 health professionals, including 30 nurses, nine
physicians, six biochemical pharmacists, three psychologists and
three pharmacists, who work in the health services network in
the municipality of Jequié, Bahia, in the period from January to
May 2016. Only one researcher performed the collection, which
consisted of asking the participants to immediately recall five
words or expressions to the inducing term neglected diseases.
The words or terms were recorded in proper form in the order in
which they were mentioned. Participants were recruited in the
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primary and secondary health units and were consulted whether
they wished to participate. The application of the technique took
approximately 15 minutes for its completion.

The technique of free evocations is considered as a major
technique for collecting the constituent elements of the content
of a representation. It consists in asking the subjects, from an
inductive term (usually the verbal label that designates the object
of the representation) presented by the researcher, to say the
words or expressions that came immediately to their memory.'2
The words derived from the evocations technique were organized
in Word document, which constituted the corpus of the analysis.

The data processing was performed by the Ensemble de
Permettant Analyzes of Evocations (Permitting Set for Analyzes
of Evocations - EVOC), version 2005, which analyzes statistically
the textual data of an associative network, in which it is possible
to combine the frequency of occurrence of evoked words with the
attribution of its order of importance.'® The analysis was carried
out by the technique of the four-house chart with the purpose of
identifying the possible central nucleus of social representations.
The combination of these two criteria, the frequency of evocation
and the average order of evocation of each word, allows the
survey of those that most probably belong to the central nucleus
of the representation, due to its prototypical character, or its
saliency. In the technique realized from the intersection of the
average frequency of evocation of the whole set of words with
the average of their respective mean orders of evocation, four
quadrants that confer different degrees of centrality to the words
that compose them are defined.

The upper left quadrant, consisting of the most frequently
mentioned terms and lower average order indicates the likely
central core, while the lower right quadrant, comprising the least
evoked terms and higher average order indicates the second
periphery.’ The lower left quadrant has low frequency contents
and also a low mean of the order of appearance and it is called
contrast zone, where a representational subgroup can often be
detected. The upper right quadrant is related to the first periphery,
where the elements that often reinforce the central elements are.

The research followed the ethical criteria established by
Resolution No. 466, of December 12, 2012, of the National
Health Council. The project was approved by the Research Ethics
Committee (REC) of the Bahia Southwest State University (UESB)
in December 22, 2015, under protocol number 1,333,774/2015.
The authorization of the Municipal Health Department of
Jequié was also obtained, in addition to the authorization of the
participants, expressed in the signature of the Term of Free and
Informed Consent.

RESULTS AND DISCUSSIONS

In characterizing health professionals, according Table 1,
sociodemographic variables demonstrate the heterogeneity
of the group with respect to professional training, a factor that
provides care practices with multifaceted visions essential for
the control of neglected diseases. Professional training times
and performance in health institutions allow professional groups

to have a more meaningful construction of social representations,
associated with the age group variable which, together,
collaborates in the formation of imagery and symbolic dimension
of diseases in the health field. Religion, in turn, contributes to the
social positioning of professionals in the face of disease and its
significance in the implementation of care practices. Thus, these
variables favor the construction of the contents and structure of
social representations regarding neglected diseases.

With regard to the evocation structure, the group of subjects
evoked 180 different words, generating a frame of four houses
with a minimum frequency of 05, average frequency of 12 and
average recall orders of 2.5. The Table 2 is presented below,
according to the results produced by EVOC 2005 software.

The representational structure is organized into a continuum,
starting from the individual to the political and social dimension,
passing the socio-individual and imagery (Figure 1). The individual
structure is organized by the expression knowledge lacking and
unfolds in the zone of contrast in the lexical dissatisfaction and
in the second periphery, in the words object, professionals,
suffering and filth. The so-called socio-individual is one that can be
encompassed in the two poles, not having specificity and specific
location, such as poverty, misery, irresponsibility and transmitter.
The political-social dimension is organized around the lexicon
neglecting, which unfolds, in the contrast zone, in elements such
as lack of incentives, lack of resources, inefficiency, economic
interests, resources and seriousness. The dimension of the
image, in turn, focuses on the citation of neglected diseases,
notably kalazar, leprosy, tuberculosis, leishmaniasis and malaria.

The individual dimension: the approach to personal
knowledge or its absence

The individual dimension assumes an explanatory and
descriptive function of representation, insofar as giving
meaning to the term lacking in knowledge runs through the
cognitive construction of human perception. In this sense,
health professionals explain the perpetuation of the disease by
the absence of knowledge of the people and this needs to be
understood in a unique way, because, which knowledge are the
participants talking about? Possibly, it is a consensual knowledge
coming from the perceptions of the individuals regarding the
definitions of the disease, how it can be transmitted and mainly
how it can be prevented. The perception of disease is defined as
the way individuals understand various aspects related to health
and disease, taking into account their individual and collective
experiences. In addition, the perception of the disease includes the
information that individuals possess regarding their pathologies,
as well as their symptoms, potential causes, probable duration,
evolution in time and potential consequences. When individuals
experience some symptom, a process of cognition begins in
which people begin to compare these symptoms with the model
that they have on the disease.®

Therefore, the individual dimension encompasses the
approach to personal knowledge or its absence on the idea of
health and disease, and in this case in particular, on neglected
diseases. From the apprehension of individual perceptions in
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Table 1. Sociodemographic characterization of health professionals who work in care services for neglected diseases
regarding profession, age group, length of time, training time and religion, according to sex. Jequié/BA, 2016 (n =51)

Variable Female Male Total
Profession N % N % N %
Nurse 30 100.0 - 0.0 30 58.8
Physician 03 33.3 06 66.7 09 17.6
Biochemical Pharmacist 03 50.0 03 50.0 06 3.3
Psychologist 03 100.0 - - 03 20.0
Pharmacist - - 03 100.0 03 16.7
Age group

< 38 years 15 83.3 03 16.7 18 35.3
39 to 50 years 12 80.0 03 20.0 15 29.4
> 53 years 12 66.7 06 33.3 18 35.3
Time of operation

< 03 years 15 83.3 03 16.7 18 35.3
04 to 08 years 12 66.7 06 333 18 35.3
> 10 years 12 80.0 03 20.0 15 29.4
Training time

<13 years 09 60.0 06 40.0 15 29.4
14 to 22 years 18 100.0 = = 18 35.3
> 25 years 12 66.7 06 333 18 35.3
Religion

Catholics 18 66.7 09 33.3 27 52.9
Spiritists 12 80.0 03 20.0 15 29.4
Evangelicals 09 100.0 - - 09 17.6
Total 39 76.5 12 23.5 51 100

Source: research files.

terms of the concept of diseases, health professionals tend
to understand the prism of the consensual universe and,
consequently, they will be better able to establish the interaction
with the individual in facing these diseases in their practices.
The meaning of the term lacking in knowledge reproduces a
type of thinking of the professionals regarding the behavior
of individuals before the disease, establishing a position of
professionals in terms of explanation of the conducts that are
promoters of the continuity of these illnesses. The process of
determining neglected diseases is complex and involves factors
that operate at various levels, from the most distal (e.g. social
and economic policies, socio and environmental context and
living conditions) to the most distant ones (e.g. Genetic and
constitutional factors)."”

The correlation between the lack of knowledge (term of
representation centrality) and the professional term (element
of the 2" periphery) indicates that health professionals exert
a relevant influence in the construction of knowledge on the
prevention, control and treatment of neglected diseases.

In this sense, it is understood that health professionals are
collaborative tools in the formation of strategies that can fight
diseases through the services in which they work. One of these
strategies, health education, allows an interaction between
professionals and individuals in favor of expanding knowledge
regarding diseases and, therefore, personal participation in the
process of building new knowledge on health. Health education
emerges as a strategy to promote health and primary and
secondary prevention and should be a social practice focused
on the problematization of daily life, valuing the experience of
individuals and groups, taking as reference the reality in which
they are inserted. It is the sum of all experiences that modify or
exert an influence on the attitudes or behaviors of an individual in
relation to health and the processes that need to be modified.®

When individuals know and have information about
diseases, they will possibly be more likely to avoid these
diseases, provided that such information is incorporated into
daily practices to achieve social desirability necessary to
combat neglected diseases. Therefore, the individual dimension
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Table 2. Structure of social representations of health professionals regarding neglected diseases. Jequié/BA, 2016

(n=51)

Ave. Freq.  Evoked term Freq. A.R.0.<2.5 Evoked term Freq. A.R.0.>2.5

Neglect 15 1.66 Poverty 30 3.33

. Lack of knowledge 15 2.00 Calazar 15 2.66

Leprosy 15 3.10

Tuberculosis 15 2.66

Irresponsibility 10 2.00 Leishmaniasis 10 4.00

Lack of incentives 05 2.00 Malaria 05 5.00

Lack of resources 05 1.00 Misery 05 5.00

Hepatitis 05 1.00 Object 05 4.00

i Inefficiency 05 1.00 Professionals 05 3.10

Dissatisfaction 05 2.00 Public 05 4.00

Financial Interests 05 1.00 Suffering 05 5.00

Resources 05 1.00 Dirt 05 3.10

Rejected 05 2.00 Sus 05 5.00

Seriousness 05 2.00 Transmitter 05 4.00

Source: Research Files. Ave. Freq.: average frequency; Freq.: frequency; A.R.O.: average recall orders.

Figure 1. Representational structure of health professionals regarding neglected diseases. Jequié/BA, 2016 (n = 51)

Source: research files.
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composes the internal structure of professionals' representations
regarding neglected diseases, demonstrating the influence
of individuals and their co-responsibility in the participation of
prevention, promotion and treatment of these diseases.

At this point, we understand that the possible central
nucleus, organized here by the social and political and
individual dimensions, defines a symbolic, social and cognitive
reconstruction of neglected diseases, meaning that, for subjects,
their existence and continuity is due to both the conditions of the
society and the individual. In these representational processes,
therefore, there are central elements, constitutive of the social
thought, that enable it to put in order and understand the reality
lived by individuals or groups.1®

The social and individual dimension

The social and individual aspects that caused the neglected
diseases were explained by health professionals during this
study, when they evoked the terms poverty, misery, transmitter
and irresponsibility. These are words bring the meaning of
interconnection between socioeconomic conditions and individual
attitudes, demonstrating, mainly, the social vulnerability of the
populations affected by these diseases. The tropical diseases,
considered to be neglected, constitute a set of illnesses prevalent
in developing countries, affecting the entire population without
distinction, but which have had a greaterimpact on populations in
situations of social vulnerability, representing a serious obstacle to
socioeconomic development and improvement in quality of life.2°
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The terms that comprise this dimension, poverty, misery
and transmitter, are intimately related to social, individual and
environmental determinism, as they are placed as the main cause
of neglected diseases. Poverty and misery cover a large part of
the world's population and they have not yet been completely
overcome, despite the strategic actions of some institutions.
The 50 countries with the lowest gross domestic product (GDP)
in the world are all tropical, as are countries with a per capita
income of less than US$ 2,500 a year. With one exception or
another, such as Afghanistan, countries where at least 50% of
the population is below the poverty line, and countries where
60 to 80% of the population live on less than US$ 1 per day are
tropical.?' Poverty, classically demarcated in terms of income, is
nowadays seen much more widely. It is related to the deprivation
of the most necessary items for a decent existence, such as
freedom, well-being, health, education, rights, employment,
means to participate in the consumer market, and as many
others as one might think. Poverty is a complex phenomenon,
and can be defined, in a generic way, as the situation in which
needs are not adequately addressed.??

Theterm poverty has a singular meaning in the representation
of neglected diseases, since it determines and triggers the whole
process of social vulnerability of the individual, caused by the
absence of economic strategies of the countries to reduce
social inequalities. Neglected diseases exist because poverty
exists; therefore, government actions aimed at reducing social
inequalities need to be strengthened, especially in Brazil, where
they still live in a scenario of extreme poverty and, not by chance,
assume the greatest burden of tropical diseases neglected in
Latin America and the Caribbean. This means that most of the
40 million inhabitants of Brazil's poorest population are infected
by one or more neglected tropical diseases.®

The term transmitter, in turn, leads us to the idea
of a biological agent, or an environmental vector that
causes transmissible diseases, reflecting, according to the
professionals'thinking, that neglected diseases need, in addition
to social conditions, the human-environment relationship for its
perpetuation and continuity. This representation presents the
reality regarding neglected diseases, since it reflects precisely
one of the main conditioning factors for its endemicity. In this
reality, we have infectious diseases, such as Chagas disease,
which have greatimportance for their expressive social impact,
since they are directly associated with poverty and poor quality
of life, encompassing pathologies related to poor housing, food
and hygiene conditions, and the lack of knowledge in terms
of risk factors.?* There are reports that sociocultural factors,
in large part, can control and prevent parasitic diseases, and
it is fundamental to implement interventions combined with
social awareness.?

Therefore, this dimension presents, in addition to the
causality of neglected diseases, the need to change practices
both individually and socially. At the individual level, we
understand that people who are vulnerable to these diseases
need to know, through their consensual universe, the main

characteristics of diseases in order to bring to their daily life
prevention actions, such as caring for the body, Eating habits,
practices of combating vectors that are measures dependent
on the cultural and personal apprehension of such knowledge.

At the social level, in turn, there is a need for a political
action that shows, in addition to strategic plans, the will to know
the reality of the population and take effective measures in
the fight against neglected diseases. Investment in the health
sector, especially in primary health care, would be one of the
priority actions of the three federated entities (Federal, State
and Municipal) that could reduce the burden of the diseases
existing in Brazil. The increase in the health sector financing
and its applicability in the qualification of primary health care
services would certainly strengthen the fight against diseases,
with the participation of health professionals in the promotion of
integral health, developing intersectoral actions focused on the
causes of diseases.

The political and social dimension: the neglect
approach

In this political and social aspect, evidenced in the
possible centrality of this representation on the part of health
professionals, itis emphasized the need to value the magnitude
and the effect produced by such diseases by interconnecting the
neglect to the other constituent elements of the representation.
Health professionals highlighted the lack of resources and
incentives, reflected in the incipient financing by the federated
entities in the fight against neglected diseases. In the situation
of neglect, this is due to the absence of specific funds to achieve
the goals and strategic actions that can eliminate this problem.

Still relating neglect (centrality) to contrast elements
(hierarchy), it is observed that the terms economic interests
and inefficiency support the idea and justify the thinking of
health professionals regarding the neglected diseases. Such
terms indicate the proximity to the meaning of conduct of social
authorities (governments and health services), which ultimately
resultin the inoperability or inefficiency of possible actions to deal
with neglected diseases. These actions on the part of the political
and technical authorities result in the perpetuation of the cycle of
poverty and, therefore, the diseases considered neglected and
that could be faced in a different way.

Analyzing this dimension, it can be said that the term neglect
implies in the thought of health professionals to correlate the
continuity of neglected diseases with the disinterest of society
(individuals, government and institutions) for reasons justified by
the elements of the contrast zone: lack of resources, economic
interests and incentives, in combating the health problem that
affects more than one billion people around the world. With
regard to these terms, they reflect the relationship of market
logic, since, as these diseases affect mainly underdeveloped
countries and extremely poor populations, there is no financial
and profitable return for the major pharmaceutical industries. In
the period between 1975 and 2004, only 1% of the 1,535 new
drugs registered were destined to tropical diseases. These data
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suggest that investment in research and development of drugs for
neglected diseases is inadequate, evidenced by the fact that the
investment in malaria is at least 80 times lower when compared
to HIV/AIDS.?®

Neglected diseases are considered to be infections that
could be avoided if there was a greater interest in society to
address them properly. Health professionals, participants in this
study, emphasized this assertion in that they pointed to neglect
as a synonym for neglected disease. What is in fact perceived is
that few sectors of society realize the magnitude of these diseases
and do not provide effective measures to combat such illnesses.
In developing countries, neglected diseases have a huge impact
on individuals, families and communities in terms of disease
burden, quality of life, loss of productivity and poverty worsening,
in addition to the high cost of long-term treatment. Thus they are
a serious obstacle to socio-economic development and quality
of life at all levels.®

Despite the changes in the epidemiological profile, which
shows that cases of infectious diseases have decreased
considerably compared to the last century, the incidence of these
diseases remains high, mainly due to the lack of public authorities
and international economic power. From the second half of the
19" century, especially between developed countries, a gradual
and progressive replacement of infectious and parasitic diseases
with chronic-degenerative diseases as causes of morbidity and
mortality occurred. Nevertheless, in many populations, especially
in underdeveloped or developing countries, a linear transition of
these processes was observed, verifying, in fact, an overlap of
these profiles (incomplete transition).2®

In this panorama, neglect may be related to the characteristics
of the population that is affected by these diseases, mostly below
the level of misery and poverty in the world. To this end, agencies
such as the United Nations Children's Fund (UNICEF), the World
Bank and WHO have recently launched the Special Program for
Research and Training in Tropical Diseases (TDR), whose focus
would be the infectious diseases that disproportionately affect
poor and marginalized populations in the world.?' In the year
2000 alone, the United Nations (UN) attempted to expand this
concern by publishing the declaration of development goals for
the new millennium, setting the fight against extreme poverty as
one of its global priorities, taking into account that efforts will not
be spared to free our fellow men, women and children from the
abject and inhumane conditions of extreme poverty, which are
now subject to more than 100 million human beings.?

These institutions, together with the countries of the world,
had the opportunity to establish strategic goals and actions
to combat the main cause of the continuity of these diseases,
namely, the perpetuation of extreme poverty. Contrary to what
might happen, and also in spite of the goals established during
the UN meetings through the goals for the new millennium, what
is perceived is the continuation of extreme poverty. Even with
the substantial reduction in the share of the world population
considered extremely poor - from 47% to 22% - more than
1.2 billion people are still in this condition. Out of every eight

individuals, at least one does not have regular access to sufficient
food to meet their energy needs. In addition, more than 100 million
children under the age of five are malnourished.?®

The imaging dimension

In the structure of the social representations of this study,
the imaging dimension reveals the main diseases considered
neglected by health professionals, with emphasis on the following
diseases: Calazar, Leprosy, Tuberculosis, Leishmaniasis and
Malaria. Among the neglected diseases of major interest in the
Brazilian scenario, the WHO currently prioritises schistosomiasis,
dengue, Chagas disease, leishmaniasis, leprosy, lymphatic
filariasis, onchocerciasis, and soil-transmitted helminthiasis (e.g.
ascariasis and hookworm), trachoma and rabies.? In Brazil, in
2008, the Ministry of Health and the Ministry of Science and
Technology promoted the second Priority Research Workshop
on Neglected Diseases, listing dengue, Chagas disease,
leishmaniasis, leprosy, malaria, schistosomiasis and tuberculosis
as the performance of the program on neglected diseases.”

Thus, the imaging dimension produced by health profession-
alsisinline with the neglected diseases defined by the WHO and
also by the Ministry of Health, implying in the assumption that the
region of the municipality studied has an occurrence of these
diseases, which need to be studied and researched in order to
understand its epidemiology and, therefore, to develop possible
actions to prevent and control these diseases.

CONCLUSION

The objective of this study, which was to analyze the contents
and structure of the social representations built by health
professionals on neglected diseases, was achieved insofar as
the elements that constitute a social representation and its
internal organization were exposed, that is, the distribution and
the relationship between the central and peripheral contents.
Participants' social thinking implied the interface between
neglected diseases and social, individual and political conditions,
in line with the idea of the institutions involved in combating
these diseases. In this sense, the social representations were
structured in a central nucleus that chose the neglect and lack of
knowledge as elements that have greater meaning in the context
of the representation of the neglected diseases, and they were
supported by the peripheral elements that, in turn, strengthened
the ideas of centrality by listing the other factors associated with
these diseases.

The collaborative factors for the high endemicity of neglected
diseases were evidenced in the representational structure both in
centrality and in the constituent elements such as, for example,
the perpetuation of poverty and misery in developing countries,
including Brazil. Because of this, the dimensions presented in
this study, aimed to explain the internal organization of social
representations of health professionals, translated the concept
and the image of neglected diseases in order to enable changes
in individual and collective practices.

EscoLAa ANNA NErY 21(1) 2017

7



Social representation of the negligenced disease

Santos CS, Gomes AMT, Souza FS, Marques SC, Lobo MP, Oliveira DC

As limits of the study, itis considered that the reduced number
of participants may not reflect the full extent of the professional
practices carried out within the municipality. The methodological
course did not allow more precise inferences, inasmuch as it was
not possible to use complementary techniques that sought to
identify the semantic context of the evoked terms.

With regard to the implications for health practice, it is
assessed that health professionals, with their ideas, convictions
and thoughts analyzed, through the structural approach of social
representations, pointed out issues related to the practice of
care in order to resolve the causes of neglected diseases that
affect their region, and they are aimed at combating poverty,
neglect and lack of investment in research and knowledge of
these diseases.
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