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ABSTRACT

Objective: to describe the development of community health actions from the user’s
perspective.

Methods: a descriptive study carried out in a small city in the south of Brazil, in 2017,
with 639 literate residents of both genders. The sample was calculated in a weighted
system by neighborhoods, streets and age group, and data were collected by 25
community health workers, distributed into 6 Basic Health Units (UBS). The research
instrument included questions about the existence and the awareness of the user
about community health education activities. Data were analyzed using the Statistical
Package for Social Sciences (SPSS) software version 22.0.

Results: 76.3% of the participants identified frequent community health actions; of
these, 67.3% had a nurse present and 70%, a community health workers. 63.6% of
the participants thought these actions stimulate the population to reflect on their health
and iliness, 62.5% self-care, 66% health protection measures and 56.4%, believed that
these actions influence behavioral changes.

Conclusion: from the perspective of the user, the activities developed fulfilled their
expectations about community actions related to health promotion; the results also
show that the participants are aware of the actions developed in the city and their
significant effectiveness for habits changes. However, the data demonstrate centralized
activities that require a re-signification of practices through permanent education on
health promotion.
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INTRODUCTION

The Constitution of Brazil, enacted in 1988, estab-
lishes the citizen’s fundamental rights, which include
dignity of the human person and the right to health. This
constitutional right was provided through the creation
of the Unified Health System in 1990, governed by
principles such as universality, equality and integrality.
However, to realize the right to health in society, it is
necessary to establish public policies to create health-
promoting environments, stimulate community partici-
pation, enforce social control, develop personal skills,
and reorient health services.

The formulation of public policies is how democratic
governments fulfill their purposes and transform
electoral platforms into programs and actions that
will produce results or changes in the real world?. In
health, one of the government platforms is the health
promotion policy understood as a process that aims to
increase the participation of individuals and commu-
nities in actions related to the factors (modifiable and
unmodifiable) health and quality of life®. Therefore,
health promotion represents a theoretical and practical
path for the global battle against the epidemiological
scenario of chronic non-degenerative diseases*.

Health Promotion movements began to gain greater
prominence in the mid-1970s, with the publication of the
Lalonde Report [1976]. The proposals from this report
were reinforced at the 1st International Conference on
Primary Health Care [1978], held in Alma Ata, Republic
of Kazakhstan, and then again at the 1st International
Conference on Health Promotion held in Ottawa,
Canada, and its subsequent editions®.

In this context, in Brazil, one of the strategies
adopted was the creation of the National Health
Promotion Policy, which establishes attitudes based on
cooperation and respect for individuality, encouraging
collaboration between sectors and comprehensive
care, increasing social participation, establishing
co-management mechanisms in the work process and
in teamwork and promoting quality of life, all aimed
at reducing vulnerabilities and health risks related to
health determinants?.

The narratives about community health actions
reinforce, above all, the strength of popular mobili-
zation. In addition, they evidence improvements in
health, progress in the understanding of the broader
meaning of health and, consequently, the importance
of the engagement of each social actor in health
processes®.
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Community action is understood as the collabor-
ative initiative of a set of social actors in a determined
area to try to solve common problems. In a community
action, the community dialogues with health teams to
establish priority actions for each territory. The present
study assesses users’ knowledge about the community
actions aimed at health promotion developed in their
territory, based on the researcher’s perspective, aimed
at seeing if there is any relation to the premises of
health promotion and assessing the role of participants
as actors in this process.

This study was carried out based on the need
for a reflection on care practices of the city which
consider health campaigns as synonymous with health
promotion actions, which is understood as a miscon-
ception in the perspective of changing behaviors
and achieving goals. Given the above, it is essential
to diagnose and evaluate public policies proposed
by the city. Thus, the present study aims to identify
the existence of community actions related to health
promotion, from the user’s perspective, in a small city
in the South region of Brazil.

METHODS

This is an observational descriptive study that
respected all ethical precepts for research with human
beings and was approved by the Research Ethics
Committee of the University of Extremo Sul Catarinense
under protocol n°. 1.696.968.

The study was carried out in a small city located
on the Serra do Rio do Rastro, in the south of Santa
Catarina, 188 km distant from Florianépolis, the capital
of the state. The city has approximately 14,250 inhab-
itants and a per capita income of R$678.67. Currently,
the city has 11 schools, of which nine are municipal and
two are state schools. The health infrastructure consists
of six Basic Health Units (UBS) with full coverage of the
Family Health Strategy (FHS), a NASF (Family Health
Support Center), a CAPS (Psychosocial Care Center),
a municipal hospital and a chemical dependency clinic.

The study included residents of this city, literate,
of both genders, who lived in the areas of the Basic
Health Units of the neighborhoods Sumaré, ltanema,
Guata, Centro, Arizona and Barro Branco, which have
a total population of 12,514 people. The representative
sample of the population consisted of 639 participants,
distributed by neighborhood, streets and age group,
and classified by the area of 25 community health
workers (CHW), distributed in six UBS.



A pilot study was carried out with a sample of 4
instruments for each CHW. All of them received training
to apply the instruments. The data collection strategy
was based on the distribution of maps of the region
with the identification (number) of the houses to be
visited for interview, chosen by draw; the residents
who were at home were interviewed. The neighbor-
hoods identified represent the city; each neighborhood
has a number of households that were randomly
selected by house number, without the presence of
the CHWs (blinding). When there was no resident
in the household, the interview was conducted in the
subsequent house with a resident present, in order to
guarantee the characterization of the neighborhoods.
The criteria for inclusion in the research were: being a
resident of the neighborhood, being at home at the time
of the interview, completing and signing the consent
term and answering the whole research instrument.
Residents who were not willing to be interviewed by the
community agent were excluded from the study.

The instrument used was a structured, standardized
questionnaire, constructed by the researchers
according to the prerogative and the purpose of
the research, which assessed the users’ knowledge
about the existence of community health actions, the
knowledge of authorship and general characteristics
of the behavior-changing actions. All questions were
multiple choice (three response options).

Table 1. Distribution of the sample by gender, age and neighborhood
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Descriptive statistics were used for the character-
ization of the sample, with absolute values, mean,
standard deviation, absolute frequency and relative
frequency of the variables studied. The normality of
the data was analyzed by the Kolmogorov Smirnov
test, and the normal distributions were identified. The
proportions in the categories of each variable were
verified by not overlapping the confidence intervals,
using absolute and relative values. The software
Statistical Package for the Social Sciences (SPSS)
version 22.0 was used for the organization of the data.

RESULTS

There was a higher percentage of female partici-
pants, 79.9% against 20.1% of males. The mean age
was 40.7 + 14.9 years. After applying the instrument
for socio-economic classification, the following classes
were identified: A (6%), B1 (14.8%), B2 (37.3%), C1
(20.4%), C2 (14.7%), D-E (6.8%). Regarding the mean
age and gender of the participants, the classification
by neighborhood is presented in Table 1. The results
were organized in three sections that summarize the
perception of the phenomenon investigated.

Table 1 shows the characterization of the population,
the distribution by gender — showing a higher proportion
of females in all the neighborhoods - the representa-
tiveness of the neighborhoods by percentage and the
mean age of the participants, characterized as young
adults.

Variables Sumaré (120) Itanema (66)

Guaté (140)

Barro Branco

Centro (140)  Arizona (71)

(90)
Male 26 14 46 20 8 12
Gender % sample 4.1% 2.2% 7.3% 3.2% 1.3% 1.9%
Female 94 52 94 120 63 78
% sample 15.0% 8.3% 15% 19.1% 10% 12.4%
Age Mean 39.2 41.8 36.9 44.0 41.8 42.2
SD 14.9 13.3 14.8 15.2 14 15.6

Note: SD = Standard Deviation.

To evaluate the knowledge of the participants
about the existence of community actions in their
territory, from the perspective of the user (Table 2), the
data are presented in absolute and relative values for
each variable, classified as “unknown”, “frequent” or

“infrequent” (occurs sometimes). The results showed
a considerable frequency of actions known by the
community, and which are developed by a health
service professional.
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Table 2. Knowledge about the existence of community actions in the territory

Variables n %
| don’t know 7 1.1
How is the frequency of community actions related to health? Frequent 472 76.3
Infrequent 140 22.6
| don’t know 8 1.3
Are there educational actions for the community with the presence of the nurse? Yes 413 67.3
No 193 31.4
| don’t know 6 1.0
Are there educational actions developed by the Community Health Worker? Yes 432 70.0
No 179 29.0

To identify the type of Community actions (Table values. The results point to the existence of community

3), the instrument presented variables related to the actions in the neighborhoods, carried out through
existence of actions with indicators of health promotion campaigns, brochures and personal orientations that
and protection, with closed-ended questions with provide knowledge and promote the participation of the
three possible responses (‘I don’t know”, “yes” or population.

“no”) which were described by absolute and relative

Table 3. Existence of types of community actions

. Total
Variables N %
[ don't k 5 0.80
There are community actions that use information and communication resources or:(esnow 391 635
appropriate to the local reality No 220 35,7
[ don’t know 8 1.3
There are health care actions that seek to relate health problems and living conditions Yes 351 57.3
No 254 414
[ don’t kno 2 0.3
There are community actions that encourage individuals and the community to reflect Yes W 393 63.6
on their health and disease conditions '
No 223 36.1
| don’t know 7 1.1
There are community actions that provide orientation regarding self-care Yes 383 62.5
No 223 36.4
| don’t know 6 1.0
There are community actions that orient the population on health protection measures Yes 405 66.0
No 203 33.1
) . R ) , | don’t know 3 0.5
There are community actions that guide individuals and the family regarding Yes 437 70.8
measures to prevent domestic accidents No 177 08.7
[ don’t know 7 1.1
There are community actions that guide the family and/or people with special needs Yes 370 60.4
regarding measures that facilitate their maximum social inclusion No 236 3 8.5
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Table 4 refers to knowledge about the participation
of the population in services, the campaigns identified,
the participation in decision-making regarding the
confrontation of problems and their self-care, using
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absolute and relative values for the issues investi-
gated. Community involvement in community actions
is observed, a relative change in behavior decontextu-
alized from health promotion.

Table 4. Public policies of promotion and participation of the population

. Total
Variables N %
. . . . . . [ don’t kno 7 1.1
There are community actions that use the various sectors in the city to improve the Yes W 330 539
health of the population No 077 45.0
. _ : . . [ don’t kno 7 1.1
There are community actions in partnerships with day-care centers, nursing homes, Yes W 371 60.2
schools, local merchants, social groups and others No 238 13.6
. . — . . [ don’t know ) 0.8
There are community actions that encourage the participation of people in meetings Yes 405 65.5
of the local health council or other local councils :
No 208 33.7
| don’t know 23 3.9
These community actions are effective for changing the habits of the population Yes 337 56.4
No 237 39.7
| don’t know 8 1.3
You develop health education activities for the community Yes 473 77.2
No 132 21.5

DISCUSSION

It is necessary to rethink health policies regarding
the participation of men in this region, since it is not very
representative due to the predominant cultural charac-
teristic of considering men as providers of the family.
After the implementation of the Family Health Strategy
(FHS), the progress made in health care is undeniable,
especially regarding health education as a community
action. The FHS is based on an expanded view of the
biomedical model and of self-care. It stimulates health
promotion” and considers territoriality as a precept of
effective actions; however, men remain on the fringes
of this process.

The data regarding the existence of community
actions in the participant’s territory (Table 2) indicate
that there are frequent community actions/activities
related to health, which are carried out mostly by the
CHW, followed by nurses. The implementation of
community actions in the area of the FHS is of funda-
mental importance for the construction of an expanded
view of health.

Thus, health education practices are inherent to
the work of CHW, as their work is centered on health

education with emphasis on health promotioné. The
work carried out by CHW is aimed at guiding individuals
about self-care and protective measures, and stimu-
lating individuals and the community to reflect on their
health and illness conditions®. In the city where this
research was carried out, CHW have a relevant role in
the health care of the population. It is worth mentioning
that other actions are probably not developed due to
the lack of a municipal health education policy, contex-
tualized by territory; with this, the city ends up on the
fringes of the National Health Promotion Policy (PNPS)
and requires training for all its health workers.

The limitation of the finding highlighted in this section
is the need for identification and quantification of the
population directly related to the actions developed; the
study only points out the existence of the activities in
the territories. The tool “health education” is necessary,
as it opens dialogue on emerging issues, discussing
health information, communication, health problems
and life conditions and providing reflections on
health and disease conditions and on the relationship
between knowledge about self-care and health
protection measures. Given the type of community
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actions developed, it is necessary to qualify CHW for
this new scenario.

Health education is understood as a social practice
that should be centered on the problematization of
everyday life, on the appreciation of the experiences of
individuals and social groups and on the understanding
of different realities'. Currently, there is a profusion of
new health education proposals at the Basic Health
Units (UBS) in Brazil. The actions proposed must
include interdisciplinarity, establishment of bonds,
cooperation between sectors and strengthening of
local democratic management, and must empower
individuals and communities in the exercise of their
rights related to the improvement of life conditions,
providing them with decision-making power in the
formulation of public policies, social integration and the
capacity to participate in society'".

The existence of community actions and the
types of activities (Table 3) that link the community
with health professionals points out that the users of
the services highlighted community actions related
to health problems and living conditions; actions
that stimulate individuals to reflect on their health
and disease condition; guidelines on self-care and
health protection measures; and the main strategies
and services offered to all. The reality of the city of
Lauro Muller is not different from other cities in Brazil
in what concerns the development of community
actions, where the professional has to improve health
education based on the principles of multicausality of
the health-disease process and social participation,
which includes self-care and autonomy, as opposed to
evidence presented in the territory studied.

The participation of the population on planning and
the cooperation between different sectors in health and
health promotion is pointed out as a determining factor
for the effectiveness of these activities. Considering
the local situation (day-care centers, nursing homes,
schools, local merchants) and the effective social partic-
ipation in the elaboration, development and evaluation
of policies implemented, factors already identified and
presented at other times, we evaluate the knowledge of
the participants on public policies for health promotion
and their participation in community actions, estab-
lishing a relationship between different sectors in the
city (Table 4). It was observed that users are aware of
the association between different sectors for the devel-
opment of actions that favor health, resulting in partner-
ships with day care centers, schools, social groups.
In addition, it was verified that the participation of the
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local council and other councils has significant repre-
sentativeness and that the actions are effective for the
change of habits, with involvement of the participants in
the development of these actions.

Local and municipal councils have a considerable
relevance nowadays, since, besides representing the
formal structure of local power, derived from processes
of decentralization and municipalization of different
public policies, these instances can also become
spaces for achieving consensus and agreement with
community participation. Legally, they must include the
participation of 50% of the population, since they are
spaces to construct policies and demand the guarantee
of the right to health.

Educational spaces are firming up health promotion
actions; however, the purpose of community health
actions in this territory is the establishment of a tradi-
tional hegemonic health education model, based on
vertical orientations to users (lectures), not consid-
ering life histories and different knowledges®'2. This
perspective reinforces the tendency to pass on infor-
mation instead of reconstructing meanings collec-
tively, which means that the user is not part of the
construction and planning of educational actions and
that the health system should use health education to
promote health,

The role of community health promotion programs is
to encourage people to take responsibility for their own
well-being and to build their autonomy, contributing
to recovery of function, stability and independence'®'*
and increasing opportunities, because when personal
choice is valued within a program, life satisfaction and
pleasure is increased and participants are much more
likely to benefit from the results.

In this context, it is necessary to understand health
education as a process that must be based on the
construction of knowledge in order to change habits,
using a set of practices that increase the autonomy of
health services users regarding self-care and improve
their articulation with professionals and managers of
health services. This means that in this educational
process all the parties involved (health workers,
users and managers) need to recognize themselves
as a coherent group in the elaboration of the themes
addressed with a focus on education in health'.

CONCLUSION

The study demonstrated the development of
community health actions, under the responsibility
of CHW and nurses. There is a lack of intersectorial



actions and a low involvement of other professionals
from the FHS and the community, requiring shared and
expanded actions for health promotion. The community
actions were associated with the knowledge about
these actions, and the factors highlighted were
health problems and living conditions, reflections on
health and iliness, guidelines on self-care and health
protection measures. This means that these actions are
distant from health promotion, because they emphasize
only the disease.

The results obtained from the reflection of the real
territorial condition point to the need for qualification
and continuous training of health professionals at all
levels. The city needs to rethink the actions carried
out, which are decontextualized from the national
reality and are not effective collaborative strategies for
the promotion of healthy habits. Campaigns do not
contribute to increase autonomy and empower the
population, representing only specific and continuous
actions. Therefore, the city must invest in the imple-
mentation of a health promotion policy.
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