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Aim: The aimof this studywas to explore female community health agents’ viewsabout the

value of recording qualitative information on contextual health issues they observe during

home visits, data that are not officially required to be documented for the Brazilian Systemof

Primary Healthcare Information. Background: The study was conducted in community

primary healthcare centres located in the cities of Araçatuba and Coroados (state of São

Paulo) and Rio de Janeiro (state of Rio de Janeiro), Brazil. Methods: The design was a

qualitative, exploratory study. The purposeful sampling criteria were being female, with a

minimum of three years of continuous service in the same location. Data collection with 62

participants was conducted via 11 focus groups (in 2007 and 2008). Audio files were tran-

scribed and submitted to themethod of thematic analysis. Four themes guided the analysis:

working with qualitative information and undocumented observation; reflecting on qualita-

tive information; integrating/analysing quantitative and qualitative information; and

information-sharing with agents and family health teams. In 2010, 25 community health

agents verified the final interpretation of the findings. Findings: Participants valued the

recording of qualitative, contextual information to expand understanding of primary health-

care issues and as an indicator of clients’ improved health behaviour and health literacy.

While participants initiated the recording of additional health information, they generally did

not inform the family health team about these findings. They perceived that teammembers

devalued this type of information by considering it a reflection of the clientele’s social con-

ditions or problems beyond the scope of medical concerns. Documentation of qualitative

evidence can account for the effectiveness of health education in two ways: by improving

preventative care, and by amplifying the voices of underprivileged clientswho live in poverty

to ensure the most appropriate and best quality primary healthcare for them.
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Introduction

Brazil’s Family Health Strategy (FHS) purports to
use health education in primary healthcare (PHC)
as a key strategy for improving the population’s
health awareness by providing individuals and
families with information that may help them both
prevent and treat myriad diseases and conditions
(Cordeiro, 2005). Health information in Brazil’s
FHS is imparted by community health agents
(CHAs) who provide information on an as-needed
basis (Pinto et al., 2012). The paucity of literature
on such educative work under conditions of
social inequities that diminish the efficacy of PHC
(Zanchetta et al., 2012) corroborates the need of
investigating the clientele’s disclosure of their
varied, subjective perspectives of their health
experience, as well as CHAs’ experiential knowl-
edge; the value of this type of evidence-based
information has not been credited, but it can be
highly useful in guiding health services planning
and evaluation. In this study, we assumed that such
additional information could be added to the sys-
tem of quantitative epidemiological data to build
a clearer portrait of service gaps that need to
be addressed by multi-sectorial health promotion
interventions, a key component of effective health
promotion (World Health Organization, n/a).
We defined relevant qualitative information as

that related to the clientele’s experiential, beha-
vioural and affective issues of well-being, revealing
information about social, economic, and political
structures that are not documented in the current
health information registry as implemented in
Brazil’s PHC system. Using a health promotion
lens, such qualitative information draws on the
social determinants of health to indicate areaswhere
expected outcomes of FHS could be potentially
undermined. Consequently, we explored the type
of qualitative information that triggered CHAs’
attention and decision to document their clients’
comments and behaviour that was pertinent to the
course of CHAs’ and FHS team’s professional
actions.
Effects of CHAs’ work were found as being

the moderate positive changes in maternal-child
health indicators, low positive impact on health
indicators in terms of reduced infectious diseases
and low positive changes in indicators of reduced
social inequities (Giugliani et al., 2011). There is no
evidence on the types of qualitative information

(facts, situations, and personal accounts) CHAs
gather from community clients and how they
reflect upon and share this information with FHS
teams to help clients deal with contextual social
determinants of their health.
This study thus aimed to highlight CHAs’ sub-

jective experience of valuing and using his kind of
qualitative information in their practice to uncover
their clients’ life context. The importance of this
study concerns the identification of a synergism
among multiple socio-ecological, non-measurable
indicators as emergent beneficial features in the
work of CHAs for whom there are no formalized
tools for practice.

Background and context

According to Zanchetta et al. (2009), CHAs are
officially recognized by law as health professionals.
Their work setting includes a community primary
healthcare centre, where an array of PHC and sec-
ondary healthcare services is free and accessible to
the local population as part of the national official
health program. It is customary in CHAs’ day-to-
day practice to share with community clients their
own life story and experience of social ascension, to
act as role models of personal empowerment and to
help clients understand health-related information
(Zanchetta et al., 2005; Côtê et al., 2010), as well as
provide educational health support to help clients
to incorporate medical and health information in a
manner that is in harmony with existing popular
health knowledge (Zanchetta et al., 2012).
The FHS continuously monitors health indicators

that are tracked by the Integrated System of Basic
Information (SIAB), the Ministry of Health’s com-
puterized system for assembling and managing
health-related information. This information is used
to determine government funding levels allocated
through municipal secretaries of health (Brazil,
Ministério da Saúde, 2005). CHAs manually collect
information filling in standardized forms that are
limited to specific socio-demographic and epidemio-
logical data. To date, no behavioural data is inclu-
ded, and the tools proposed to evaluate the SIAB
(Brazil, Ministério da Saúde, 2005), do not consider
behavioural data.
When this study was conducted, almost 180 000

CHAs composed the workforce: 81% of them
were women, and 67% of them were under the age
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of 34. This study was conducted with CHAs whose
socio-demographic characteristics correspond to
the national profile of female CHAs: most have
professional experience, are younger than 35 years
old, receive a minimal salary [as of 2007, 540 reais
(US$ 324) per month], have formal education that
ranges from incomplete elementary school to high
school, and work predominantly in urban settings
(Brazil, Ministério da Saúde, n/a).

Conceptual framework

Bourdieu’s theoretical concept of habitus guided this
study. Bourdieu (1986) developed a theory of culture
in which individuals occupy a multidimensional
space (grounded in forms of economic, cultural, and
social capital) which reproduces inequality and
yields a sense of one’s place in a social hierarchy.
Habitus is formed through multiple engagements in
the social world and includes embodied and uncon-
scious practices. Héran (1987) affirms that habitus
refers to more than a habitual, passive way of being
since it relates to an individual’s story and his/her
discourse that exteriorizes what was interiorized as a
form of available capital. Habitus embodies a core
idea of ‘being’ and ‘have being’, leading the indivi-
dual in their decisions, choice, judgement, etc. As a
product of individual and collective history, habitus
leads to an organizing action, a way of being, as well
as a storage of past experiences towards a predis-
position for the future.
With the concept of habitus in mind, we also

incorporated into the study design and analysis
various feminist concepts about women’s roles (eg,
learnt, assigned or socially expected), ways of
knowing, caring for others, as well as relational,
political, and affective aspects of participation in
the workforce (Armstrong and Armstrong, 1990;
Wood, 1994; Belendy et al., 1997; Loutfi, 2001;
Lips, 2006). We applied these concepts to guide
the study design and analysis strategies to assess
the social, daily work of CHAs who practice as
professionals in social contexts that are the same or
similar to the ones in which they were born, raised,
and lived or still live.

Research questions

(1) Which facts, situations, and personal accounts
about their clients caught the attention of CHAs?

(2) What kind of reflections resulted from the
information gleaned through observations made
during home visits? (3) How did the CHAs inte-
grate and analyse the quantitative data with the
qualitative information? (4) What kind of infor-
mation did the CHAs share among themselves and
with FHS professionals?

Methods

Design and data collection
This qualitative, exploratory study was con-

ducted in community primary healthcare centers
(CPHCC) located in the following settings and
municipalities: a major compound of five deprived
communities in a metropolis (the neighbourhood of
Tijuca in the city of Rio de Janeiro), a poor neigh-
bourhood (named São José), a small deprived
community in a middle-size city (Araçatuba), and a
rural area (a vast zone in Coroados municipality),
the latter all in the state of São Paulo.

For the sampling strategy, CHAs’ supervisors
pre-screened prospective participants based on the
inclusion criteria: female gender, with a minimum
of three years of continuous service as a CHA in
the same CPHCC. Then a study presentation letter
was sent to all prospective participants, with a
recommendation to expect further information
from their supervisor about participation in the
study. Sixty-two CHAs contacted their supervisors
expressing their interest in participating, and con-
stituted the final sample group.We did not track the
number of non-responders to the invitation, but the
final sample size exceeded our initial expectation of
having a sample of 15–21 participants.

Data collection
Data collection sessions took place in the CPHCC

facilities, with no involvement by the professional and
administrative staff. Since the CHAs had never par-
ticipated in a study before, special attentionwas given
by the local principal investigators (PIs) (W.G.G. and
Z.C.) to explaining the study and obtaining signed
informed consent. At the beginning of each data
collection session, the consent form was read aloud
by the local PIs to study participants; about 15 min
was spent reading and reviewing the terms of
consent and answering participants’ questions.
Emphasis was placed on issues of confidentiality
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and CHAs’ right to cease their voluntary, unpaid
participation without compromising their profes-
sional activities or relationships with supervisors and
researchers. All participants signed the consent
form and received a copy for their personal files.

Data collection by local PIs and their research
assistants (RAs) included single-session focus
group discussions lasting two hours on average
and were audio recorded [three focus groups were
held with a total of 17 CHAs in Rio de Janeiro
(in August 2008); seven focus groups were held
with 38 CHAs in Araçatuba (in June–August
2007); and one focus group was held with seven
CHAs in Coroados (in August 2007)]. Local
RAs were responsible for monitoring and audio-
recording the sessions and taking notes on the
proceedings. All documentation and audio record-
ings (in CD-ROM format) remained under the
responsibility of the lead PI for a period of five
years. As our focus was to uncover CHAs’ views
about qualitative health information and we were
aware of a lack of any documentation on this by
the CPHCC, this was the only source of data
gathered in the initial phase of the study.

Interview protocol
The investigation team created a guide of semi-

structured questions (see Table 1) that were used
to guide focus groups with CHAs. The discussion
was based on the CHAs’ praxis and the use of
observations made and recorded during home
visits. It reflected the empirical documentation of
habitus in the work of women as CHAs in that the
questions aimed to provoke verbalization of their
ways of perceiving, reflecting and acting upon the
social context of their praxis. No CHAs provided

any feedback on the questions, but the questions
were appraised by local PIs with the collaboration
of FHS supervisors. No pilot testing was done.

Addittional empirical evidences
To gain a broader context for understanding what

we heard from CHAs and as a way to corrobo-
rate the data, we held meetings with four FHS
managers (a dentist, a lawyer, a nurse and a physi-
cian) in each study site. Exploring managers’ points
of view allowed us to understand the macro-
perspective of CHAs’ practice and its structural
context. It was beneficial to detect other perspectives
from FHS teams, including political constraints. Six
months later, two additional group discussions of
90min each were held with FHS managers at each
study site to obtain their views on CHAs’ practice
and the value of recording qualitative data. These
meetings were audiorecorded by the lead PI to allow
for further analysis and checking of the data. The
digital audio files were transcribed and reviewed
by the RAs and the main ideas were manually
retrieved by the lead PI. After that, the audiofiles
were deleted. It is noteworthy that the site managers
in Araçatuba decided to have their meetings
videorecorded by local RAs and to document some
of the discussion for their own use, to animate debate
on the theme among FHS professionals and faculty.

Data analysis
Focus groups were audio recorded and tran-

scribed by the RAs, followed by a one-time
discussion with the local PIs about the RAs’
immediate thoughts after conducting the focus
groups. As transcripts were completed, they were
read by all co-investigators and discussed among

Table 1 Guide for focus group discussion

Questions

Which client situations, behaviours, or stories attract your attention during your home visits with your clients?
Which of these sorts of information do you share with the FHS team? Which sorts do you not share with them? Why?
How do you know that something different is happening with your client’s health?
During the home visit and after having observed and collected information from the family, what information do you
usually think is important and valuable to pass on regarding the problems they told you about?
How do you relate the information you gather from clients during home visits with the clinical information you collect to
record on the SIAB form?
What kind of client information do community health agents share among themselves?
What significance do you give to the information you collect by observing clients during home visits?
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the lead PI, two Toronto-based co-investigators
and the PI for Araçatuba (in Toronto during
March 2008), Rio de Janeiro’s teamwith the lead PI
(in November 2008 andMay 2009) and Araçatuba’s
team with the lead PI (in December 2008). All the
researchers closely examined their understandings
of the CHAs’ accounts, and the national and foreign
researchers worked together to identify their own
beliefs, knowledge and assumptions about CHAs’
social and personal knowledge. The common
ground of experience with PHC in Brazil promoted
harmony in resolving any divergent points of view.
RAs and local PIs met the lead PI for an initial

discussion on data analysis. The transcriptions were
coded by the lead PI using the software Atlas ti and
analysed using the qualitative method of thematic
analysis (Paillé and Mucchielli, 2008). The thematic
analysis followed these procedures: (a) a preliminary
list of codes was developed using the research ques-
tions and aims, as well as the focus group discussion
questions as the initial framework, (b) themes were
pre-defined after repeated readings of the texts, (c) a
thematic log was created, with reflections about dis-
cussion content and attempts to group themes as part
of the inductive first level analytical process, docu-
mented as memos in the software, (d) the tran-
scribed texts were then coded, producing an output
of verbatim discourse that was arranged according to
these pre-defined themes: (1) working with qualita-
tive information and undocumented observations;
(2) reflecting on qualitative information; (3) inte-
grating/analysing quantitative and qualitative infor-
mation, and (4) information-sharing among CHAs
and with the FHS team; (e) the pre-defined theme
labels were then confirmed, reflecting the scope of
the analysed transcripts, and (f) the research ques-
tions were answered using the themes as a final
framework to determine the results based on the
descriptive and analytical texts.
To ensure analytic rigour, the lead PI shared

the final analytical product with the local PIs to
avoid bias and selectivity in the findings. Local PIs
integrated their own reflections and interpreta-
tions as well as that of their RAs regarding
their first impressions and thoughts immediately
after data collection sessions. An additional two
meetings with another 22 volunteer CHAs were
held by the local PIs in Araçatuba (in May
2010) and with three volunteer CHAs in Rio de
Janeiro (in November 2010) for member checking.
The volunteer groups verified the final inter-

pretation of the findings and ensured their trust-
worthiness (Lincoln and Guba, 1999). All the
CHAs corroborated the summary interpretation
of the data.

Findings

This section presents the views of 62 female CHAs
on the scope of importance they gave to incorpo-
rating qualitative information to underpin the
success, efficacy, and quality of health promotion
activities. Their socio-demographic characteristics
follow: in Araçatuba, 38 CHAs were aged 34–46
years old, married, had a high school level of
education and three to six years of professional
experience in shantytowns and poor neighbour-
hoods; in Coroados, seven CHAs were aged 37–48
years old, married or single, had an elementary
level of education and six years of professional
experience in rural areas and poor neighbour-
hoods; in Rio de Janeiro, 17 CHAs were aged
23–52 years old, married or single, had a high
school level of education and three to 10 years of
professional experience in shantytowns and poor
neighbourhoods. The context of practice involved
mainly PHC through educative interventions dur-
ing home visits and other forms of follow-up in
schools, kindergarten and community daycare for
children and adults, and eventually other places of
community assembly (ie, bars, restaurants, gardens,
and churches). The total numbers of CHAs and
their client base per site were: 39 CHAs and 11500
clients in Rio de Janeiro; 196 CHAs and 113 400
clients in Araçatuba; and 11 CHAs and 4417 clients
in Coroados.
The results are presented in the next sections,

organized according to the analytical themes and
in response to the research questions. Verbatim
excerpts illustrate some of the CHAs’ accounts
and are identified solely by their city of origin.

Working with qualitative information
and undocumented observations

Regarding the facts, situations, and personal
accounts about CHAs’ clients that caught their
attention during home visits, all the CHAs repor-
ted that while the traditional resistance to change
in deprived communities was a jeopardizing factor
in their educative work, it was common to promote
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behavioural change by getting clients to adopt a
new practice; this was the case in all the geographic
locations and practice settings. CHAs used per-
suasive arguments and cajoling to motivate clients
and their relatives to act:

You said that you adore your mom but if you
do not go to a doctor with her… well, [you]
better kiss her for the last time because she
won’t be able to live much longer with such
high blood sugar.

(CHA, Rio de Janeiro)

Even those CHAs working in a deprived commu-
nity in Rio de Janeiro, where violence is common
and lease to the destruction of social bonds, have
witnessed behavioural change based on an increasing
general awareness about quality of life issues. The
local population has gradually expressed more
cordiality towards CHAs and the work of CHAs has
received more recognition, mainly by community
organizations. CHAs cited the following positive
changes in client behaviour: increased adherence
to proposed plans of care, acceptance of referrals,
actively searching for healthcare, and self-monitoring
of clinical conditions.
Much of the qualitative information noted by

CHAs related to family abuse and violence, espe-
cially against children and seniors (including
financial extortion):

A lady 70 years old, single…. Her neighbour
learned that she had a retirement pension. She
lived with him for a while, and then he sold her
house and sent her to the streets.

(CHA, Rio de Janeiro)

Other observations indicated manifestations of a
client’s emotional troubles (outbursts of anger, dis-
rupted sleep patterns, anxiety, home confinement),
as well as their family’s interpersonal problems.

We broke into that house because there
were two children locked up for almost three
days… tied up with no food…. An auntie took
care of them after [they were] released by the
Children Protection Services.

(CHA, Rio de Janeiro)

Usually, CHAs detected such situations by obser-
vation of the home environment and the family’s
social dynamics. They never accepted the ‘apparent

state of everything being alright’ and always com-
pared previous information with the most recent.
Sometimes CHAs detected that ‘something [was]
wrong’ at the start of a home visit. This immediate
insight was intuitive and related as, ‘I do not know
[how I knew]… [I had] a kind of a clue’, and a CHA
would elaborate her suspicions and hypotheses
which were immediately or later corroborated when
talking to her client. By this type of sensitive atten-
tion and probing, CHAs ensured congruency
between their observations and the client’s com-
plaints or concerns.
CHAs tended to concentrate on some ‘foci’ of

information that the client provided. Sometimes it
was a ‘lack of clues’ about the reported facts that
justified the additional collection of information.
CHAs in Araçatuba and Coroados emphasized
that close contact with their clients made obser-
vation easier. Clues such as an unusual facial
expression, disturbing eye contact or alteration
in voice intonation triggered the CHAs’ ‘sharp
intuition’ to uncover the existence of a problem.
CHAs stressed the value of their freedom to probe
and gradually appraise a situation by engaging a
client in open dialogue and colloquial chat. Such
an informal approach was perceived to be more
effective, made possible by the friendly relations
between CHAs and their clients. It is noteworthy
that the development of friendships between
CHAs and their clients is considered socially
acceptable since most of them belong to the same
community. Despite the lack of a Code of Ethics
for CHAs regarding professional boundaries, in
the Brazilian sociocultural context, compassionate,
even intimate, communication between professionals
and clients is perceived as an appropriate element of
personalized and humanized healthcare.

Sometimes I identify the problem by eye
contact… and other times [the client] may
welcome me… crying. Just by looking at
the person, you already identify that she is
not well.

(CHA, Araçatuba)

Reflecting on qualitative information

Regarding the kind of reflections associated with
the information gleaned through observations
made during home visits, CHAs remarked on
the importance of developing social sensitivity to
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‘see beyond’ appearances and how that guided
them to identify previously unnoticed problems.
CHAs revealed that their interpersonal links
facilitated dialogue with their clients, who, they
were sure, would never lie to them. One CHA
described how such a trusting relationship pro-
moted a client’s disclosure of a problem that she
initially withheld:

[The client] said that she was [fine], but I saw
in her face that she wasn’t. Then she offered
me a coffee and I accepted…. Then she said,
‘Oh, as it’s you, I must tell’.

(CHA, Araçatuba)

CHAs in Rio de Janeiro who saw the effects of
poverty in deprived communities reflected on their
observations and questioned the ethical implica-
tions of ignoring the socio-economic conditions in
which their clients live. They considered it impor-
tant to maintain awareness and sensitivity to their
clients’ circumstances and to integrate this in their
daily context of work.

We collect information and we stay there
listening for what we could someday use… to
have a kind of weapon to defend [the client],
or to give a shot of enthusiasm against the
social pain.

(CHA, Rio de Janeiro)

Rio de Janeiro’s CHAs were intimately aware
of the deleterious effects of poverty and the lack
of opportunities to improve life conditions. Their
reflections extended to the effects of poverty on
the psychological well-being of families and on
their own professional responsibilities for providing
preventative care.

Integrating and analysing quantitative
and qualitative information

CHAs reported having some difficuly integrating
quantitative data with the qualitative informa-
tion they collected. According to CHAs, while the
quantitative information they reported is intended
to measure the incidence of disease, the qualitative
information revealed other critical aspects of indi-
vidual and community health. Therefore, CHAs
developed the practice of keeping a hand-written
log in a notebook where they documented their

personal notes based on observations and reflec-
tions about issues that would require their follow-up
and weekly or monthly monitoring. All the CHAs
had a similar analysis and criticism about the narrow
focus of the type of information the SIAB form
covered:

The form does not ask [about the state of] the
person’s house, whether the person lacks any
necessities, whether the person is illiterate…

(CHA, Araçatuba)

[The form counts] how many people have
diabetes, hypertension… It does not [consider]
the causes, just the quantity!

(CHA, Rio de Janeiro)

The form should be more complete [by includ-
ing], for instance, house hygiene, schooling level,
depression.

(CHA, Coroados)

CHAs denounced the fact that socio-economic
issues and the social roots of medical problems
were barely identified, and that the importance
of these aspects remained devalued by FHS man-
agers and other decision makers. CHAs in Rio de
Janeiro referred to a portrait of health promotion
initiatives based solely on the increased numbers
of home visits or group activities for health educa-
tion while the incidence of pregnant teens, work
with parents’ support groups, and drug addiction
and so on was omitted.

Problems like drug use, no! That sort of
information is not much detailed, but they are
sent to SIAB.

(CHA, Coroados)

Information sharing among CHAs and
with the FHS team

The kind of information that CHAs shared among
themselves and with FHS professionals was amatter
of personal choice. Few CHAs shared with each
other the qualitative information they observed or
collected; doing so depended on their understanding
of the notion of ethics and trust. Note-taking
remained an individual informal activity, and CHAs
perceived sharing such ‘not-to-be-documented
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information’ a matter of confidentiality. As for
sharing this information with FHS professionals, it
depended on CHAs’ certainty about how profes-
sionals would receive and deal with the information.
Some CHAs engaged in information sharing among
each other when they wanted to gain a better
understanding of the underlying causes of clients’
conditions, to obtain advice on how proceed, or to
notify the nurse supervisor.

If you want, later you can pass it to the team to
discuss, [but] usually we do not have any
contact. We [may] talk about the situation, ask
for an opinion.

(CHA, Coroados)

The main reason for not sharing information
with FHS professionals was CHAs’ conviction that
physicians and nurses had an opposite vision about
the importance of the information they noted.
Moreover, CHAs perceived a lack of commitment
and collaboration between FHS and CHA teams.
Consequently, some CHAs were selective about
what qualitative information they shared about the
clinical cases. Some decided not to share informa-
tion; others only discussed major social, economic
or behavioural issues.

What is really shared is health problems like
diabetes and hypertension, and we also talk
about what happened in our work.

(CHA, Araçatuba)

Meetings with FHS managers

The corroboration of data was done by FHS
managers who perceived the sort of qualitative
information CHAs were concerned about as a
matter of a population’s social conditions. The
managers revealed historical and political infor-
mation on the functioning of the PHC system
that corroborated and explained the basis for the
CHAs’ criticisms about systemic neglect of the
social determinants of health.
The managers did not mention any result of

CHAs’ educative work regarding changes in their
clients’ health attitudes or behaviour. Themanagers
gave priority to philosophical issues related to the
FHS and critical reflections on SIAB. Managers
from Araçatuba and Coroados emphasized that

due to officials’ concerns over giving CHAs free-
dom to address social issues, FHS managers his-
torically have adopted a rigid standard and protocol
for the SIAB recording system. As a result, the
system contains repetitive questions that skew the
information collected due to its pre-determined
format for recording data. Consequently, FHS
teams tend to analyse only data related to diseases
of collective interest, basic sanitation and hygiene
habits. For instance, Rio de Janeiro’s manager
revealed that the high level of community and gang
violence produces spontaneous demand for services
due to somatic manifestations such as anxiety,
headache, and mental health issues. She disclosed
that some psycho-social interventions (self-help
groups, debriefing meetings) were implemented,
but they only counted the number of held sessions,
with no qualitative information about their impacts
on clients’ quality of life or mental health. A lack of
administrative structure contributes to the absence
of follow-up or measures of such outcomes.

Discussion

CHAs understood that their observations about
their clients’ home environment were distinct from
the data officially accepted by FHS teams. By
neglecting such situational information, FHS teams
restrict the development of CHAs’ technical com-
petencies in promoting PHC (Adell et al., 2009). The
lack of information sharing with FHS professionals
indicates the need for education on ethical principles
that would help CHAs to review their professional
and personal reasoning about potentially inappro-
priate actions. Trust and the confidentiality of client
information are also at stake. Some investigators
(Abdalla and Nichiata, 2008; Seoane and Fortes,
2009) have found that both stigmatized diseases and
gender differences between clients and CHAs tend
to restrain clients’ disclosure of personal concerns,
even when there is no perceived risk to client con-
fidentiality. It is important to note that in addition to
the difficulties created by an inefficacious system of
referral and counter-referral (Escorel et al., 2007),
the lack of integration of health services and poor
continuity of care puts those relying solely on
community-level healthcare services at greater risk
of poor health outcomes.
The CHAs’ critical awareness of the significance

of this rich observation was witnessed by the lead PI
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during her previous contact with CHAs in Rio de
Janeiro. CHAs are quite willing to help other health
professionals who want to create an electronic for-
mat for registering daily life situations and cease
the unproductive, limited reporting of diseases
and environmental conditions. CHAs apply their
communication skills, similar life experiences,
sense of solidarity, and compassion to closely
observe their clients, elicit their trust, and obtain
a wealth of intimate, contextual information. An
empathic manner of communication, persever-
ance, and expertise on lay knowledge constitute
the CHAs’ major skills (Pinto et al., 2012). CHAs
insist on recording physical, material, and psycho-
social factors as social determinants of health
(Buss and Carvalho, 2007) that challenge their
ability to promote health education, particularly
in deprived communities. The finding that this
information is not welcomed, used by or in dis-
agreement with the health bureaucracy (Green-
way et al., 2013) corroborates the devaluing of care
provided by women as CHAs (George, 2008;
Standing et al., 2008; Lynch and Walsh, 2009). The
findings reveal CHAs’ social sensitivity, solidarity
and commitment to fight against social inequities
and disparities as a matter of social justice that
healthcare organizations can sustain (George,
2008; Pérez and Martinez, 2008). The CHAs’ simi-
lar accounts of gathering qualitative information
mainly through direct observation highlight their
commonality in terms of social awareness, solidar-
ity, roles, educative practice, training and practice
context (see Table 2).

Limitations
While we did not directly observe the CHAs’

practice in this study, we do not consider this
a major methodological threat because five of
the co-investigators possess vast experience as
researchers and practitioners who are familiar with
the practice of CHAs. Such expertise allows us
to assert that the documentation of qualitative
information would be a good practice for health
promotion teams in other countries, especially
those whose hierarchical health systems rely on
front-line community workers who are themselves
marginalized (Pérez and Martinez, 2008).

Conclusion

We believe that documentation of qualitative evi-
dence of a population’s progress in health practices
would counter arguments about the lack of positive
outcomes from the educative work of community
health workers (Lewin et al., 2005). The role and
contribution of such personnel to the health of vul-
nerable and hard-to-reach populations was recently
recognized by the USA Community Health Work-
ers Initiative (Ingram et al., 2012). We should
implement innovative ways to document the effec-
tiveness of health education, and use cost-effective
methods to do so. Systematic observation guides can
provide a model for new managerial tools to trans-
form qualitative findings into numerical indicators.
The use of such an information system in techno-
logical devices by community health workers is

Table 2 Common critical issues in CHAs’ accounts of qualitative information in their educative practice

Interpretation of empirical data from all study sites

Distorted self-perception of being amulti-task professional led CHAs to implicitly create the possibility of managing client
referrals and counter-referrals to FHS teams.
Critical awareness that relevant qualitative information has been lost.
Social and professional roles are nebulous and CHAs’ personal vulnerability restrained the scope of their actions
regarding the documentation of critical situations and denunciation to local authorities.
Frustration regarding their lack of education related to skills to identify and appraise the impact of important socio-
economic factors on community health.
Severe criticism of the use of overly-complicated language in their training and education.
Instructing CHAs to use plain language would be more effective when inquiring about clients’ health during fieldwork.
Urgent need to help others led CHAs to become personally involved in social/family dramatic situations; this tendency
was exacerbated by their social solidarity and distorted professional boundaries. Use of an ‘informal’ understanding of
confidentiality and ethics undermined CHAs professional confidentiality and impaired information-sharing with FHS
team.
Intensity of violence in the neighbourhoods determined the scope of CHAs’ use of personal power; their decision-making
and authority challenged conventional views of gender differences and women’s role.
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highly feasible in complex, hard-to-manage, equi-
table PHC systems in developing and less developed
countries (Illyemi et al., 2007).
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