Interface vol.2 no.se Botucatu 2006

Promoting and recovering health: meanings produceth

community groups within the family health program context
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ABSTRACT

Public Healthcare in Brazil has tended to refleefon changes in the healthcare model. New
tendencies point to the importance of actions béuitf up from their context and focused on
specific communities. The objective of this studytd describe the meanings of health / iliness
as produced by community groups within the contéxé Family Healthcare Program. Five
groups had their single-session discussions tapddrecorded, under the coordination of the
first author. This material was transcribed andipted with field notes, formed the database for
this study. The analysis described the meaningseofdeas on which new healthcare proposals
are being based, providing visibility for the mplitity of meanings and denaturalizing fixed
lines of discourse on healthcare / illness. Thalfthoughts, developed from the point of view
of social constructionism, indicate that healthcaractices based on the process of constant
conversation and negotiation between all the sacitars involved is a fertile ground.
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Introduction
Since the beginning of the twenty century, whenRbblic Health in Brazil was configured as a
national health policy, sanitary policies have begstemized in the attempt to establish
efficient care to the collective (Nunes, 2000). Theation and regulation of the SUS (Unified
Healthcare System) are the main milestones ofpfusess. After successive movements and
attempts, the SUS was the first legitimate tooluess$ by law, for the construction of a
dignified, humane and universal health system.&itsclegal conquest in 1990 (Brasil, 1990) a
profound reorganization has been implemented ainimgmake operational the already
established guidelines and principles to its féligctioning.

The Family Health Program (PSF) implemented in41@rasil 1994), is part of the

system reorganization and is characterized asgegl to provide progressive health care in the
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SUS, attending in the primary health care level alsd articulating with other levels of care,
towards the construction of an integrated healtitesy. Among its proposals in agreement with
the SUS, the PSF is composed by an interdiscigliteeam which acts in a specific territory and
focus on: the family, the individual integralityhe articulation between the service sectors and
active participation of the community (Brasil, 1997

Thus, the PSF aims to contribute to the reorientatf health care practices, breaking
up with the traditional assistance model that pfeglan our society: excludible, focused on the
disease, individualized and segmented. Since teevention is given at the primary healthcare
level, the program functions locally and closehte tamilies. The welcoming and the bond are
privileged and are characterized as a type ofuntdfon focused on the user, in agreement with
the SUS proposal, in order to establish an integreal relationship closer to the user’s
demands. In this perspective, health is taken @oraplex process involving multiple factors
that may either favor or impede a healthy staterdtore, the emphasis given to the assistance
is based on the proposal of a less technical wakfaivors proximity to the community.

In this sense, some authors have emphasized tlportence of research on
health/illness processes, implying that the undadihg of what is done in this process
permeates the whole organization of the healthtipeaand the users’ relation with the health
system, their beliefs, ways of action and adherémtiee health care treatments. Minayo (1998),
for instance, points that when proposing a healtioa to a certain population is important to be
attentive to the values and beliefs shared bygpéific group. Oliveira (1998) also discusses
the importance of the health conceptions held lmprmmunity. According to the author, this
understanding underlines the way people face haalthhow they deal with the disease, which
in turn, reflects on their adherence to the treatm@d on the trustiness they have in the
professional assisting them. The efficacy of a wiork community, or with a specific family,
depends on the meaning this work has to them, dispen being something they seek and
believe as essential for their lives. Therefords itmportant to understand the meanings this
community/family holds regarding health/illnessuaiions in the daily life. We understand that
such emphasis in the study of the health/illnesggsses implies the questioning of universal
and fixed conceptions about them, inviting us teuf on the local peculiarities of these
conceptions, which may favor more contextualizetioas, valuing the assisted population’s
perceptions and experiences, and helping to diiticaflect about which perspective bases a
certain health action (Tarride, 1998).

Objective

This study aims to contribute with the discoursewtihe need to act in health based on the
local, democratic and close-to-the-population fcast aiming to describe meanings of
health/illness produced in community groups indbetext of a Family Health Program.



Method

This study was theoretically and methodologicalysdd on the social constructionism theory
(Gergen, 1985,1997; Shotter, 1993). This perspeatomprehends that the meanings people
hold about themselves and about the world are pextifrom the interaction between people

situated in historical specific contexts and supgmbrby local processes of negotiation of

meanings, whether consensus or dispute, in thiyr giactices. Thus, the health care is seen as
a social practice inside a historical and cultuahtext, whose meanings are constantly (re)
constructed by interactions between professionats @mmunity, immersed in more ample

universes of meanings already available, i.e. ggmeralth policies.

Regarding the production of knowledge, the socahstrucionist perspective also
comprehends the research activity itself as a bquiactice (Spink, 1999) which actively
constructs meanings about the object of study. Thiglies conceiving the methodological
design not as an assurance of accessing facteyasadily are, but as a social construction that
produces versions of the world, “it can have highelower power of performance depending
on the context of production, historical momeng Hocial relations in which this production
occurs, coupled with the intentionality of that wpmduces it and the level of conformity of
that who receives it” (Spink & Medrado, 1999, p.6Ihus, this study was designed aiming to
favor an approximation of the daily life of a targ@mmunity of a PSF with a scope area of
1300 families of a medium class neighborhood, lafrge city in the interior of the state of S&o
Paulo, Brazil.

A total of five community groups were composedhgaing residents of the same street
in five different streets. These residents weresehdy geographic criterion in the scope of the
Program. The groups attended only a session, wbizk one hour and fifteen minutes, with
about five to nine participants each one. Despiertvitation to participate was extended to the
whole family, the groups were composed only by wonf@verage age 50 years old). The
groups were very heterogeneous regarding the slrimgraphic characteristics (married,
single, divorced; from illiterate to college stutierwith domestic activities and/or low qualified
autonomous and with long term employment). Hertee composition of the groups was based
on the participants availability, considering theographic criterion and the family invitation,
after free and informed consent (Conep, 1998) ajgnldy a Ethics in Research Committee.

The groups were coordinated by the first author witmduced the three themes: what
means to be healthy, what means to be ill, whatceeé means. The group conduction
consisted in facilitating the conversations, innpioig issues considered relevant to the topic,
keeping the discussions focused and, when necegsaryiding guidance regarding doubts
about the PSF. The data collection procedure dewksis audio recording these five groups’
talks and in taking field notes along one year ohtact with this Program. After the



transcription of all the groups sessions, a prdyaita was initiated which consisted of
successive readings of transcriptions and notatiwhgh allowed to elaborated a narrative of
each group containing a general description adwitcontext, the main themes discussed, the
pattern of group interaction, the affective tone,veell as the managing of the coordinator
(Camargo-Borges, 2002).

The analysis itself involved: (1) extensive cohtaith the transcript texts in order to
follow the flow of conversations in each proposkdnte, which permitted the construction of
similarities between the groups, as well as thesifipities of each. From this process, (2) the
attention was focused on two distinct forms of aations: one, in which the participants
talked from the perspective of healthy people; #rel other, in which people talked as sick
people who needed specific care. In the first c#éise, themes generally involved health
conceptions related to the discourses of healtimption, and in the second case, the issues
involved access, complaints and dissatisfactiogarténg the health system. This observation
allowed (3) the construction of two thematic aXeghen the issue is to promote health” and
“when the issue is to recover health”, around whfeh analysis process was built. After these
two axes were defined, (4) specific fragments afhegroup were selected, chosen by their
relevance in evidencing the multiple meanings #hatlve around the health/iliness process
among the participants in these conversations. déseriptive analysis of these fragments

(fictitious names) is presented as follows.

When the issue is to promote health

The analysis of the first axis involved momentsvimich participants talked about how
to have quality of life; what is necessary to doider to keep a good health and well being;
what they consider to be sick and how they dedh witin short, how they treated these issues
in their daily lives. These talks raised themes ageociated with meanings refereed in the
discourses about health promotion in many contgxtifessional, academic, media in general).
What really caught our attention, and was the roaject of our analysis, were the unfolding of
these themes in the conversations — what meaniags pvoduced regarding to what to promote
health is? We selected these moments of convensadithh fragments of reports of the group
participants themselves, developed in three therffes’having problems reflects on your
health”, “I think that being ok with life is evelying” and (3) “if you aren’t healthy, you can’t
work.”

The first of them, “having problems reflects onuydcealth” refers to moments of
conversation in which health was described as a cuseveral factors that move the human
being: physical, mental, emotional and social.Ha éxample bellow, Mercedes, participant of

one of the groups, gives her opinion about whatsimsiders being healthy:



Mercedes: It is the physical, mental and emotiomelfare, isn’t it? And
therefore the social.

Melissa: Right, | consider this as health, evenghis together, isn't it? A
couple of things. Because you can be healthy bbe. healthy and having
problems reflects on your health (...) Not just the/gical health, because
the physical we have, but it is also the mentaliciwH also think of as
illness, when you are not well mentally.

In this talk, the participants focused on sevesgleats involved in the integral health issue. In a
tuned bio-psycho-social discourse, they talked allo@ importance of the physical, mental,
emotional and social well being. In the developn@rthese talks, such aspects were described
as having a separated existence, each segmenttirgfleipon the other, forming a “set of
important things”, though independents, being neargsto join the separated parts in order to
have integral health.

The second theme, “l think that being ok with life everything” approaches the
moments in conversation in which the participaeisorted good life habits as providers of a
good health. To promote health means being ok Vifthand having good habits, these
contribute to being healthy.

In one of the groups, talking about nutritiousredts as an important source of health,

the participants exchange tips of foods:

Inés: Eat a banana everyday in the morning

Laura: An Apple...

Nilda: Cauliflower...

Laura: Papaya, papaya is good... (...)

Milena: I'm having mustard these days. Wow, youudticeee how good it is
for intestine. Wonderful.

Celiane: Mustard? (...)

Laura: You can make a juice out of the beetrooisew Good for anemia.
Celiane: Yes, it is good.

Laura: Yes... it is... medicine for bronchitis ...otYtake the water out of the
beetroot put it in the mixer, put sugar and ussihoney.

This talk initiates with the association of a gaading habit to promote health and good quality
of life. The foods each one considers to be imporfar health are cited. However, in the
development of the conversation, the meanings ragseciated with health promotion, are
produced in agreement with the medical discourdee food is refereed to as a remedy,
associated to a certain pathology and not withilg daurce of nutrition and health.

The third theme "“if you aren’t healthy, you caniork” refers to moments in
conversation in which the employment/unemploymeras wdirected connected to the
health/illness process, associating health witimgpesitrong to work, while being sick leads to
unemployment.

In the example bellow, the group was discussirgutbeing sick and its consequences:



Celiane: And for Mrs Meire and Meila, what is ithie ill?

Meire: | have somebody at home unemployed. Todayg kgarting a job. He
can not find anything (...) and also he has problewth his pressure. He
falls, he passes out.

Milena: Mrs Meire, if he passes out, feels dizayow can he work?

Meire: He can not. The guy already told him thatch@ not work up the
pole. And if he has those... he will die.

In this conversation, health was linked to workesiiit is necessary to be healthy and strong in
order to perform a job and consequently, to obtgi@’'s maintenance. Being sick would be in
the extreme opposite, the incapacity of performmgob, which consequently leads to
unemployment — being unemployed as a consequenbeing sick. The development of this
conversation is based on a logic which is invecséhat found in the discourses of worker’s
health promotion, reported both in national andenmational conferences, in which
unemployment generates social exclusion, compragiseople’s citizenship in their rights and
therefore, characterized as a social disease.heopdrticipants, health generates employment
and disease unemployment in a very concrete weggard to their daily lives.

In the construction of this first axis of the arsid “when the issue is to promote health”
we extracted fragments of group conversations whvehbelieved refereed to many of the
conceptions present in the more current discoursgarding health promotion. In addition,
others fragments were extracted in which these mgarwere associated with a care focused
on the disease. We sought, therefore, to give ilitgido the multiple meanings that are

constructed on the issue of recovery of healtihasalks were developed.

When the issue is to recover a healthy state

In the second axis of the analysis we privilega#ist that refer to issues of self-care,
focusing on moments in which the participants, he perspective of frail and sick people,
talked about several possibilities of care regaydhre disease and recovery. In the unfolding
talks, the complaints and dissatisfactions regardive health system appear as they start to
report several difficulties in the process of selfe and being cared. This axis was composed of
three themes, which we named as: (1) “she is heafhe even has the card of the health
center”, (2) “you think | took the medication theator prescribed?”, (3) “what we understand
by health and what the doctor understands by it".

We included in the first theme “she is healthye gven has the card of the health
center” fragments of the conversation in which geeticipants discuss the self care issue
regarding the possibility of access to the healttvises. Being healthy, in these moments of
fragility, was linked to the access to the necessauctures in order to obtain recovery. The

example follows:



Celiane: This progress that Luciana [daughter] ékimg, could it be related
to health? [refering to a previous conversationuabthe good
progress her daugther is making at school andratho

Lucélia: Yes. She is healthy, she also has the afatde Health Center. I'm
not saying bad things about the Health Center lscauhen she
was born, | had her with the pediatrist. She wasca person. |
have nothing to say about her. It is Doctor Elema ®octor
Tatiane. They follow the girl up.

In this example, Lucélia, participant of one of tireups, associates having a card of the health
center as being assured of good health. In anatberent, in this same group, Georgia includes

a little different perspective:

Giorgia: I'm saying that it doesn’t work to be vy to be healthy, to look
for treatment, to take care of yourself and notehswpport for it. And it can
take a long time. | mean (...) sometimes you hareeshing really simple
you have, like a skin problem, right? It will gagger, why? It takes forever
to make an appointment for you. The....dermatotpgislentist,
ophthalmologist, psychologist. Everything is sonsl&verything is so slow.
Until things happen, it gets bigger, why? Becatigakies forever. The case
gets worse when the person can not afford treatnhenéan, you need the
appointment and depending on the need... it takegelorMyself with the
dermatologist....

Soraia: The field of ophthalmology, dentistry, datotogy... it is so
difficult.

Here, the access to the care is discussed undrearperspective. The participants agreed that
the search for health cannot be unilateral, depgndn them alone, but it also depends on a
process between the user and the health professiodaalso on the concrete access to the
health professional.

We built the second theme “You think | took thedication the doctor prescribed?”
taking moments in which the issues of non adherémtke treatment or to the follow-up were

described as self care and not as patients’ neglege

[refering to medicines prescribed without good Btigation].

Silei: They look at you, you tell them what you baand they prescribe it
[the medicine] to you. | know already what | wikty Voltarem!!! [medicine
for inflammation]. This Voltarem took over my lifé&nd | say “this is not
possible!” | go there to the Health Center...

Lucélia: Do you think that | took the medicatiorettoctor prescribed? In
the Health Center? It is closed, put aside in myskol mean, | will not take
this medicine for which she didn’t make the prgsoon properly, didn’t do
an examination, nothing. How can | take this mewi@i| can not take it.
And | will not.



Worried with what they experimented as an insuffitimedical listening and with what they
consider to be a bad performed exam, which accgiithem, lead to a poor prescription, the
participants reported they found not following prefessional guidance, a viable solution to
protect themselves. Considering that the parti¢gea not share the same meanings regarding
what a good prescription is or a good consultatilois, conversation allowed us to learn several
meanings from those who, according to a very déflusonception, are ignorant and/or
resistant, do not exercise the self-care for niiviong the “medical orientation”. In another
perspective, these participants talk about a gaatern with their health and for this very
reason, they cannot adhere to a treatment or teledlacation prescribed by a professional who
did not hear them the way they believed necessarg €orrect comprehension of their
complaints.

Thinking of the non-adherence as a form of a petaking care of herself, allowed us
to recognize an user compromised with his(er) oatth; it also implies rethinking important
differences in the relationship professional/usea context in which these people face delicate
situations of unbalance in their health, situatithreg require a mutual understanding of what is
important and necessary in the health care.

The third and last theme of the second axis “Weatinderstand by health and what the
doctor understands by it” is related to the disagrent between the ‘feeling sick’ and ‘being
considered sick’ and vice-versa, that oftentimeziccbetween the patient and health

professional. The two examples bellow might illaggrthis idea:

Marcia: Like one day, right? The girl had a fever fiwo days. | took her to
the doctor. The doctor looked at us and said: “Ydamghter has nothing”.
“One more day and it will cease”. Well, the fevedrdt cease. Next day |
took her there again. Then, a stupid lady told ha t she is not even a
doctor — she told me: “Mother, but you brought lyesterday, you are
bringing her again? You have to bring her in thdegs time.” Then | told
her: “But there are many mothers that in three dags their kids”. Then she
told me: “If you sit here outside, you will see tleech person has a story to
tell you”. With the doctor it is the same bullshit (...)

Cira: Every time you take them there, those thimggpen. Everything is so
negative that it seems the medicine will not evavehan effect anymore.

Second example:

Nice: Another aspect of health is what we undedstanhealth and what the
doctor understands by i. So, this is something hieich | learnt, because |
have a lot of experience, because sometime, for dbetor you are
considered with some disease, right? Like in myecadiave hypertension.
So, it is considered a disease, right? But somsetiwe can, even have the
disease but, when it is well controlled, we feedltiey, right? We know it.
So, | think there is this other side of the questiBecause we carry this
heavy side of the disease: “No.. I... Well, I'm illhave this, | have that”,



right? But this is the doctor’s point of view, basa many times, when well
controlled, you feel healthy.

In the first example, Macia reports a situatiomvimch she believed her daughter was sick and
felt disoriented and neglected by the health peifesls who assisted her. In the second
example, Nice reports a reverse situation in wable, was feeling healthy but was considered a
sick person with limitations in the medical poifitvéiew. In both situations, what was
considered health problems that deserve attengperitled on the places occupied in these
relations. For the users, feeling sick or healthg matter related to their daily lives, whose
meanings are produced according to their refereficapiently different from those
experienced by the health professionals. For tiestiathe understanding of what is a health
problem and how to treat is produced in a discersontext usually very diverse from the
community. Such disagreements sustain relationéstriust/disbelief of the users regarding the
professionals, the treatment and to the healtlesygtelf, and vice-versa. In a vertical health
care system, not negotiable differences in the nataeding produce, brings as a consequence,
critiques and dissatisfactions from both partsuogty the possibilities of producing shared

practices in the health care.

Final Considerations
The group conversations favored the understandiaigthese participants demand a specific
type of health care, depending on the moment eftiéy are. When talking from the
perspective of a healthy person, the health pranatias privileged; however, when talking
about some disease or fragility, the access teehgces and professional interventions to
provide recovery was the required instrument. Tioximity and talks with these participants
generated the reflection about multiple meaningslipced about such themes and terms
regarding health in the daily life. In the talksbd on the need of specialized care, besides the
importance of the access issue (consultation, ragdic exam), what seem to be essential for
the group participants, in our understanding, wagdifficulty in accessing these kind of care.
The focus of this analysis was the repertory usethé construction of these meanings
regarding health/iliness in the discourse presemteatie group and the participants’ unfolding
talks. We may say that the new discourses abowrelqnl and integral health are present in the
group talks; however, in the way the participantssalibed their daily lives in these
conversations, other meanings regarding the haléss process, very divergent from the ones
we produce in the contact with the current promosahealth, were constructed. Thus, we seek
to give visibility, in these conversations to thevaral uses of these discourses in the talks.
Initially, the development of each theme was basedhe perspective of the more current
discourses in health, disseminated in the scien@fiademic and governmental areas, and were



directed to the self care, integrality, qualitylieé and citizenship issues. The talk also unfolded
by the recurrence of other discourses availableh ag the medicalized health.

Therefore, we understand the two axes of the aisalyghis study refer to the health
integrality issue, while the first one is focused the perspective of integrality of the human
being and the second one, on the integrality ofateess to the health system. According to
Mattos (2001), the integrality, in the context d#$ has unfolded in a diversity of meanings.
Among those possible — related the organizatiomefservices, the therapeutic practices or the
work orientation — integrality always demands dituatte of refusal regarding the reductionism,
to the subject object, always searching for a jpdgyiof dialogue.

We sought, with the proposed analysis, to givebiligi to how the users participants,
in their histories narrated in the group, also refethe discourse of integrality in the health
care. They talked about the health/illness proeepsoaching it in its multiple aspects, treating
the diverse levels of care as fundamental andinegjie.

Conceiving, according to the social construcionteeory (Spink, 1999; Gergen, 1985,
1997; Shotter, 1993), that the meaning making @®@dbout the world, things and people is
supported on the different social practices in Whieople participate, we believe that the
conversations in the group are strongly based ercdimcrete relationships of these people with
the local practices in health, which they have eepeed as users of the health services. As
social practices situated in an ampler health systhese conversations, despite protocols and
official discourses, are not produced in a assigtamodel totally diverse of the history that
constructed them. Thus, we understand the grouicipants talked from the perspective of
users of a health service living with a discoursget! with the integrality of health but at the
same time with a medical discourse of it.

By the proximity with these people in the groupee tialogues and interlocutions that
unfolded, we may question that the changes in #gadtlh care model, including actions as the
ones privileged by the PSF, involves the challesigeclusion of the users who also live with
the more traditional practices and discourses. iflwerporation of the talk in the health
professional/user’s relationship has been a styatgphasized and largely disseminated to
transform the health assistance model (Andrade &stWen, 2002; Vasconcelos, 1999;
Anderson, 1996).

However, the interaction processes between praoigskusers, in the health context,
have been frequently regulated by conceptions diolaged in the tradition of a professional
who holds the knowledge and relates with an aleghaiser aiming to educate him(er) for a
better health behavior. This relationship stiffgdtbe hierarchies does not seem to contribute
with the transformation of the health system. Itnist about denying the differences and
specificities of the knowledge held by the teanis kbout considering the user as one who also
holds a specific knowledge, from which the actiomeéalth gain meaning for them.



The present study intended to stimulate the refleabout aspects considered essential
to the emergency of new possibilities of interattia the construction of health practices.
Through the analysis was possible to visualize plog/semy of discourses many times
considered universal about health care. Denatexhlizem, while unique, and give visibility to
how it always is refereed in local contexts, pradgdn each situation and in each meeting,
news meanings, invite us to see the conversatfmoaksses as social practices that help to (re)
produce a shared model in the health care.

Conceiving the health/illness process as situsaed contextualized, moreover,
generating a network of relationships in which rseate constructed by means of a dynamic
and dialogical process between those involved, ialgite us to the construction of a practice
more sensitive to the interactions, to the listgnamd to the permanent negotiation between
health team-community.

In this way, a closer proximity between the soaietors is valued, favoring opening
spaces for conversations and consensus, in whighdtdlogue is the master tool of the

relationship, allowing the construction of new miegs in the specificity of local assistance.
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