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ABSTRACT ARTICLE HISTORY

We examine how community health workers (CHWs), while working as Received 8 October 2021

links between doctors, nurses and vulnerable groups, participate in the Accepted 9 February 2022

social construction of citizens in the implementation of Brazil's primary

healthcare policy. Drawing on interviews and a vignette experiment Pri . .
- : - 2 X rimary health; community

with CHWs in the city of Sdo Paulo, we show that perceptions of CHWs health workers: Brazil;

about the vulnerability and agency of health system users impact upon vulnerability; agency

their referrals to other levels of service. Judgments about the

socioeconomic, cultural and moral conditions of families determine

different referrals — on the one hand, to practices based on persuasion

and respect for individual choices; on the other, to ‘top-down’ or

forcible interventions. While implementing the same healthcare policy,

CHWs construct users as (responsible) agents or (helpless) targets, thus

determining different pathways in the health system and shaping the

relationship between citizens and the state. Brazil's primary health

policy, while seeking to tackle vulnerability, is also a site where social

representations are reproduced that contribute to the denial of the

agency of citizens deemed more vulnerable and to the definition of

their bodies as sites for state intervention.

KEYWORDS

Introduction

Community health workers (CHW) are close-to-community providers without medical training who
act as links between doctors, nurses and health system users (Krieger et al., 2021; Olaniran et al.,
2017). They are an important component of many health systems, particularly in low- and middle-
income countries. Often recruited from the communities they serve, CHWs can specialise or carry
out many tasks: identifying health needs; collecting epidemiological information; scheduling consul-
tations; accompanying patients in long-term medication; supporting vaccination and vector-control
programmes; and promoting health education and disease prevention (Hartzler et al., 2018). In some
countries, CHWs also have social and political roles through ‘action on social determinants on health
for the transformation of living conditions’ (World Health Organization, 2018, p. 24).

Citizens evaluate positively the work of CHWs (Onwujekwe et al., 2006; Tine et al., 2013), and
the latter are associated with an increase in satisfaction with the health system (Larson et al., 2019).
The literature presents CHWs as important for addressing health disparities and the root causes of
disease (Singh & Chokshi, 2013). They engage marginalised communities (Cook & Wills, 2011) and
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address gaps in information and resources necessary for people to access healthcare (Davlantes
etal., 2019). CHWs also promote community advocacy activities (Ingram et al., 2014), raise aware-
ness of rights and mobilise communities (Schneider & Nandi, 2014). They contribute to empower-
ment, at the community level through popular education initiatives that develop communities’ self-
awareness and capacity to strategise (Wiggins et al., 2009), and individually by promoting self-
determination, self-sufficiency and decision-making abilities (Becker et al., 2004). Overall, CHWs
are identified as ‘social justice and policy advocates’ (Pérez & Martinez, 2008), ‘change agents’
(Ingram et al,, 2016) and ‘social capital builders’ (Adams, 2020), fostering individual health and
communal well-being.

The World Health Organization (2018, p. 19) identified challenges of CHW programmes: poor
planning; unclear roles, education and career pathways; lack of certification of CHWs; poor coordi-
nation; fragmented and disease-specific training; donor-driven management; tenuous linkage with
health system; and lack of recognition. CHW action on community organisation also has pitfalls:
communities risk being ‘captured by interest groups or individuals’, thereby ‘reinforcing inequita-
ble power relations and alienating local communities’ (World Health Organization, 2018, pp. 58,
60). Similarly, academic works have highlighted problems with programme design and the
socio-political context in which CHWs operate (Kok et al., 2015; Nunes, 2019; Schneider & Leh-
mann, 2016; Tulenko et al., 2013). Others argue that CHW programmes are traversed by power
relations which can have unintended or counterproductive effects (Lehmann & Gilson, 2013;
Lotta & Marques, 2020; Nunes & Lotta, 2019; Scott et al., 2017).

One avenue of enquiry in the analysis of challenges to CHW programmes considers the impact
of CHW perceptions. Scholars have looked at how CHWs perceive health problems and interven-
tions (Dembo, 2012; Kibe et al., 2019; Shet et al., 2017); how they see themselves, their motivations
and their role (Oliver et al., 2015; Takasugi & Lee, 2012); and how they understand and navigate the
difficulties they encounter (Mlotshwa et al., 2015). Underpinning these studies is the assumption
that the opinions, judgments and reasonings of CHWs influence practice. This is because CHWSs
can have significant discretion and power, functioning as de facto gatekeepers to health systems
(Lotta & Marques, 2020). Their work can lead to the (purposeful or inadvertent) reproduction of
inequalities in access to health services (Lotta & Pires, 2020).

The present article explores how CHW perceptions influence the social construction of the ‘tar-
get populations’ of health policies, thus determining their degree of access to services. Academic
works have explored how processes of social construction have a direct impact on policy implemen-
tation (Brady, 2018; Collins & Mead, 2021; Schneider & Ingram, 1993), namely by helping to define
different levels of deservedness among citizens (Rowlingson & Connor, 2011; Teo, 2015). Our goal
is to investigate the extent to which the implementation of Brazil’s primary health policy is shaped
by the social construction of health system users by CHWs. We consider the extent to which this
construction is underpinned by assumptions regarding the vulnerability of users, that is, their sus-
ceptibility to incur harm and ability to bounce back from harm; and their agency, that is, their abil-
ity to make decisions and act in a decisive way to shape the course of their own lives. In sum, in this
paper, we ask: how do CHWs perceive and construct the health system users they interact with?
Specifically, what assumptions do Brazilian CHWs make about the vulnerability and agency of
users? How do these perceptions, and their associated social construction processes, shape CHW
referrals to other levels of service in the health system?

Methodology

Brazilian CHWs (agentes comunitdrios de satide) are part of the country’s public Unified Health
System (Sistema Unico de Satide, SUS), and specifically of its primary healthcare arm, the Family
Health Strategy (Estratégia Saiide da Familia, ESF). The ESF was implemented nationwide from
1994 onwards with the goals of humanising service delivery; reducing inequalities in access to
health services; addressing contextual risk factors; and supplementing curative medicine in
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hospitals with close-to-community prevention, health promotion and rehabilitation. The ESF is
responsible for referral to other levels of care in the SUS. ESF interventions are undertaken by
teams comprising general practitioners, nurses, nursing assistants and CHWs. There are around
40,000 teams in 80% of Brazilian municipalities, reaching out to 65% of families (Ministério da
Satde, 2020). The programme relies heavily on the frontline work of CHWs. CHWs bridge the health
system and its users, referring the latter to different levels of service. Their responsibilities also
include: health education and promotion; keeping records of individuals and families in their area,
and identifying those at risk; making regular household visits to monitor the vaccination of children
or the welfare of chronic patients; scheduling maternal health appointments; advising on the use of
medication; and contributing to mosquito-control campaigns (Ministério da Satde, 2012).

Data collection

The study was conducted in 2019. Since we intended to analyse how CHWs perceived users from
vulnerable backgrounds, we selected CHWs in three primary health clinics in regions with the low-
est Human Development Indexes in the city of Sao Paulo. All participants were volunteers in the
research. They correspond to 50% of the CHWs in each clinic and were selected based on their
interest and availability to be interviewed. The research was approved by the research ethics com-
mittee of the Municipal Secretariat of Health of Sdo Paulo (process number 3.207.107), and the
interviewees signed a consent form guaranteeing their anonymity.

We used two data collection strategies: interviews and vignettes. Interviews (26 in total) aimed at
exploring the profile and professional trajectory of CHWs. They included questions about gender,
age, religion, experience and training.

Vignettes sought to assess the extent to which, when faced with limited or ambiguous infor-
mation, CHWs drew on their own perceptions and assumptions to construct health system users
and justify courses of action. We assessed whether the presence of indicators associated with socio-
economic vulnerability altered CHW perceptions of health system users and led to different social
construction processes, thus changing how CHWs interpreted cases and their referrals to other ser-
vices. We designed two vignettes with the same situation — a pregnant teenager refusing to do pre-
birth assessment - but different socioeconomic conditions. The description of the context was clear,
but the problem was purposely presented in an ambiguous way, so that CHWs could imagine differ-
ent reasons for the user’s refusal to do the exam. The difference between the two vignettes rests in
the presence or absence of markers that are commonly perceived in Brazilian society as indications
or causes of vulnerability (Bello, 2016): unemployment or precarious employment; large size of
household; unstable relationships. Thus, our vignettes included references to: family environment
(biparental; single-parent); professional background (professions that could be identified with the
lower-middle class; professions that could be identified with the working class; job situation of the
teenager); and the child’s paternity (teenager has a relationship with the father; teenager does not
declare who the father is). One of the cases included fewer indicators normally associated with vul-
nerability (the ‘less vulnerable’ case, V1) and another had more (the ‘more vulnerable’ case, V2).
Vignettes were designed after exploratory interviews with five CHWs and previous ethnography
conducted in 2018, during which a team with four CHWs was followed for two months to observe
their interactions with families. Vignettes were also tested with three CHWs (Figure 1).

One vignette was randomly selected at the end of each interview. This process meant that vign-
ettes were evenly distributed among participating CHWs. After reading the vignette out loud, we
asked: what would you do in this case? Some CHWs started interpreting the case before stating
their referrals, and some went straight to the referrals. We asked for elaboration if the answer
was unclear or too short.

We recognise that in vignette studies (as in other qualitative studies) the researcher may interfere
in the answers given by interviewees, who may feel tempted to provide answers on the basis of what
they deem to be correct or appropriate. To minimise this possible problem, we carefully worded the
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Vignette 1 (V1): Vanessa — A ‘Less Vulnerable’ Case

Imagine a 15-year-old teenager, Vanessa. She is pregnant. She lives with her mother,
father and 2 brothers. Her mother is a saleswoman, her father is a truck-driver.
Vanessa controls the stock in the store where her mother works. She also goes to
school. She became pregnant with a boyfriend she has been dating for 3 years.
Vanessa is in her 6" month of pregnancy and so far has only had one prenatal
appointment. She missed all the others. You went to visit her at home but she wasn’t
there. You spoke to her mother and father, but they are not worried. Vanessa tells
you that she is healthy and doesn’t have to go to so many appointments. She needs
to work to earn money and has no time to go to the clinic. You are worried that she
has hardly gained weight during pregnancy and you are afraid that the baby may have

a growth problem.

Vignette 2 (V2): Janice — A ‘More Vulnerable’ Case

Imagine a 15-year-old teenager, Janice. She is pregnant. She lives with her mother
and 3 brothers. She doesn’t know her father. Her mother is the only one who works,
as a maid. Janice does not work, she only goes to school. She has no steady boyfriend
and doesn’t declare who the baby’s father is. Janice is in her 6" month of pregnancy

and so far has only had one prenatal appointment. She missed all the others. You

went to visit her and talked to her mother, but she is not worried. Janice tells you that
she is healthy and doesn’t have to go to so many appointments. She says she has no
time to go to the clinic. You are worried that she has hardly gained weight during

pregnancy and you are afraid that the baby may have a growth problem.

Figure 1. Vignettes.
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vignettes, and presented the study in a way that deliberately sought to avoid any indication that
there was a right or wrong answer to our questions. The interviews were conducted by researchers
with an extensive experience in interviewing CHWs.

Our use of vignettes draws from previous analyses of social constructions of citizens by frontline
workers, their perceptions and use of stereotypes including class-based ones (Harrits, 2019a, 2019b;
Harrits & Moller, 2014; Terum et al., 2018).

Data analysis

All interviews were transcribed. We drew on the macrocodes of the interviews (sociodemographic
profile of the CHW, Vignette 1, Vignette 2) and made an axial analysis based on two codes:
interpretations (how interviewees interpreted the case) and referrals. We then conducted a
grounded analysis, building a typology of four interpretations and seven referrals. Referrals were
aggregated into two groups: persuasion and intervention. Finally, to study the reasonings used
by CHWs, we analysed the relationship between interpretations and referrals.

Findings: Interpretations, referrals and reasonings of Brazilian CHWs
Profile of participants

All participants were women. Twenty-two of the interviewees were mothers and their average age
was 40 years old. There are more women than men in the Brazilian CHW programme, with per-
centages above 75% and in some regions up to 95% (Musse et al., 2015; Simas & Pinto, 2017).
Four interviewees became CHW less than four years before the study, and the rest had been work-
ing as CHWs between 4 and 18 years. Only seven interviewees had taken specific training prior to
becoming CHW, and only two had previous work experience in the health sector (as nursing assist-
ant or administrative staff). This confirms a long-standing problem in the SUS with CHW training,
which is overwhelmingly fragmented, unsystematic, uneven across the country and often deployed
when CHWs are already on the job (Morosini, 2010). Participants also had a long-standing connec-
tion with the territory where they worked: 20 of them lived in the same place for more than 20 years.
Eleven interviewees were regular churchgoers, catholic or evangelical.

Interpretations

Looking at how CHW:s ‘filled in the blanks’ in the vignettes allowed us to explore how they inter-
preted the situation, and the extent to which interpretation happened alongside the social construc-
tion of health system users. Table 1 shows the interpretations mobilised by CHWSs and their
incidence for each vignette.

Table 1. CHW interpretations and their incidence.

V1 - ‘Less V2 - 'More
Interpretation Examples from statements vulnerable’ vulnerable’
Teenager ‘This is a typical case of a teenager: they are always stubborn’ 3 3
behaviour
Drug abuse ‘| had many cases like this. They use drugs and become very 0 3
complicated’
Family problems ‘Girls like this one do not have any family support. She has no 0 2
references. She is as problematic as her family’
Psychological ‘This girl probably has psychological problems. She is not 0 1
problems accepting the pregnancy’

Source: CHW interpretations of the vignettes were systematised after interview analysis. The column on the left presents the
interpretations; the others present the number of CHWs mobilising this interpretation for V1 and V2. The numbers represent
how many CHW used that specific type of interpretation. Not every interviewee presented an interpretation.
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For CHWs, the interpretation of V1 appeared straightforward: it was a case of a ‘typical’ teenager
behaviour. V2, the vignette mobilising more indicators of vulnerability, opened the door to socio-
economic, cultural and moral considerations that went beyond what was explicitly described in the
vignette. Some of these - for example, references to absent or inadequate family support — were
more obvious given how the vignette was presented. Others resulted from the interpretation of
CHWs - for example, references to drug use and mental health. The inclusion of more indicators
associated with vulnerability in V2 made CHWs associate the original situation (a pregnant teen-
ager refusing to do pre-birth assessment) with other problems that did not emerge as relevant in
interpretations of V1. V2 led CHWs to activate moral judgments (problems derived from a so-
called ‘unstructured’ family, that is, a family that does not conform to the heteronormative nuclear
family ideal; two instances); and judgments about other pathologies such as drug use (3) and
psychological problems (1). When markers associated with vulnerability were introduced, CHWs
tended to bring in other underlying issues, even if these were not mentioned. For CHWs, a pregnant
teenager with socioeconomic vulnerabilities is likely to be associated with drug use, lack of parental
guidance or psychological issues.

Referrals

We analysed whether different interpretations would lead CHWs to different referrals to other
levels of service in the health system and beyond. Referrals were synthesised in a grounded way,
based on what CHWs mentioned they would do in each case. Table 2 shows the referrals mentioned
and their incidence for each vignette.

In V1, the ‘less vulnerable’ case, the main strategy is to convince the teenager (nine times), or to
introduce flexibilities in the opening times of the clinic, so that the patient can come in and take the

Table 2. Referrals and their incidence.

V1 - ‘Less
vulnerable’

V2 - ‘More

Referral Examples from statements vulnerable’

Persuading the teenager ‘l try to convince her, tell her how important 9 5
it is to take the exams and how this can
affect her and her baby’

‘| would go to her house with my team, take 4 9
the materials and force her to do the
exam. (...) if necessary, we ask someone
to hold her while we do it’

‘| would suggest to her that she could come 4 0
to the clinic in any time she is available,
even if we are already closed. | would
open it only for her'

‘In cases like this | talk to the mother and the 1 1
father, or even the boyfriend, trying to
convince them about the importance of
the treatment’

‘I would ask my team to help me in this case’ 4 4

Enforcing exams

Opening the clinic in alternative times

Persuading the family or the boyfriend

Involving the rest of the team (other CHWSs,
doctors, nurses)

Involving a multidisciplinary team in the health  ‘In cases like this | talk to the NASF asking 2 9
system (the Ndcleo de Apoio a Saude da the psychologist or the social worker for
Familia, NASF, which includes psychologists, help’
social workers, nutritionists, among others)

Involving other services outside the health ‘When | had cases like this, we always have 0 3

system (such as the Centro de Aten¢do
Psicossocial, CAPS, a public psycho-social care
and drug treatment facility)

to ask for help from the CAPS’

Source: Referrals were systematised after interview analysis. The column on the left presents the referrals; the others present the
number of CHWs invoking this kind of referral for V1 and V2. The numbers represent how many CHW proposed each specific
type of referral. CHWs could propose more than one referral in the same answer.



GLOBAL PUBLIC HEALTH e 7

exam (4). This approach is respectful of the patient’s (assumed) circumstances, right to choose and
agency. The underlying assumption is that this is a responsible and conscious user, who has the
right to access the service; and that the health system needs to be accommodating of the circum-
stances of the user.

In V2, the most cited strategy was the enforcement of exams in the user’s own home (9), and
the mobilisation of a multidisciplinary team including psychologists and social workers, as the
regular ESF team (comprising CHWs, doctors and nurses) was not deemed enough to reach a
solution (9). In some cases (3), the situation was considered so serious that it required support
outside the health system, namely drug abuse services or centres dealing with ‘problematic’
youth (3). While attempts at persuasion (5) and the mobilisation of the ESF team (4) were men-
tioned, the strategy for persuasion was not the most important in CHW referrals for V2. CHWs
did not mention the possibility of bringing in the teenager to the clinic, even in flexible times.
Thus, even if the health condition was the same, V2 was perceived by CHWs as a much more
complex case, demanding more authoritative, invasive and encompassing strategies. This user
was constructed by the CHW as irresponsible and helpless, someone who needed others to
make decisions. The agency of the user, that is, their ability to decide what is best for them,
was underplayed.

Persuasion and intervention

Referrals were aggregated into two types: persuasion and intervention. Practices of persuasion are
ordinary CHW activities: providing information; answering questions; explaining different options;
promoting prescribed treatment adherence. Practices of intervention include activities that take the
case outside the primary healthcare team or that interfere directly with the patient’s choices and
body (such as enforcing exams). Persuasion practices are respectful of patients’ agency and choices,
whereas intervention is based on the paternalistic assumption that CHWs know best and must
make decisions to protect users (sometimes even from themselves). The following excerpts from
interviews exemplify the different approaches:

Persuasion: I would make my visit normally. I would suggest a new appointment, and advise the patient about
the importance of her coming to the consultations, taking the vaccines correctly. We cannot force her or bring
her in [if] the patient that doesn’t want this. So, I would try to convince her. (Interview 8, V1)

Intervention: Since she does not want to take the exams, we would have to go to her house, take the doctor
with us and make the consultations at home. All the exams have to be done, right? So, I would do it anyway
inside her house especially because she is a teenager, and this is very complicated. (Interview 22, V2)

Table 3 shows the incidence of each type of referral.

Persuasion practices were more significant for V1, the ‘less vulnerable’ case, with 10 CHWs
suggesting attempts at persuading the patient or the family. In V2, only five CHWs thought this
was the best course of action. Fourteen CHWs thought that intervention was the best strategy
for dealing with V2 - whereas only five would use intervention practices for V1. Overwhelmingly,
CHW s thought that V2 was a more complex case where persuasion was insufficient and strategies of
intervention were required.

Table 3. Types of referrals and their incidence.

Type of referral V1 - ‘Less vulnerable’ V2 - ‘More vulnerable’
Persuasion 10 5
Intervention 5 14

Source: Referrals listed in Table 2 were aggregated into two types. The column on the left presents the types of referrals; the other
columns present the number of CHWSs suggesting this type for each case. The numbers represent how many CHWSs proposed
each specific type of referral (persuasion or intervention). CHWs could propose more than one type in the same answer.
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Reasoning processes

The reasoning process of CHWSs can be discerned by observing how they constructed users, and
how they articulated interpretations and referrals for each case. In both cases, there was a general
reasoning that, given that the patient was a teenager, she probably had insufficient awareness of the
risks involved - in other words, her agency was already impaired to a certain degree. Simul-
taneously, CHWs assumed that the teenager was showing an attitude, common of this age, of
not listening and not caring about their own health. Noncompliance was, therefore, seen as a ‘typi-
cal’ teenager behaviour. As one CHW put it: ‘T treated girls like this before. This is a typical teenager
behavior, they don’t want to comply and they don’t care about anything’ (Interview 17, V1). The
strategy suggested was to explain the situation and try to convince the teenager to adhere to the
recommended exams. Based on this reasoning, some CHWSs advanced a strategy of persuasion
of both teenagers and their families. The excerpts below exemplify this reasoning for both vignettes:

I would talk to her mother, also because she is only 15 [years old] and I think that the mother has to be near
her, talking to her and showing how important it is to take care of herself. (Interview 12, V1)

I would try to visit her ... to talk about the importance of her prenatal consultations, her health, the health of
the baby. I would talk about the importance of going to appointments, of taking the exams. I would try to
make her more responsible because she’s a teenager. She needs to understand that there is not only her health,
there is a baby inside her now. (Interview 26, V2)

While reasonings were remarkably similar in what regards persuasion, the pathways diverge once
CHWs judged that persuasion was not enough and needed to be supplemented by other practices.
For V1, a second type of reasoning was that the teenager, given her employment status, probably did
not have time to do the exams. One CHW said: ‘well, if she is a worker, then this is a different situ-
ation. Because it’s important that she keeps working, but we have to convince her that she also has
to take care of the baby’ (Interview 6, V1). This idea associates the user with the ideal of a hardwork-
ing person who does not have time to take care of herself and puts the job above her personal life. In
this reasoning, persuasion needs to be supplemented with a strategy of making exams more acces-
sible, considering the user’s time constraints and needs. Therefore, some CHWSs suggested for V1
that the clinic opens at alternative hours to accommodate the teenager’s availability. The statement
below exemplifies this:

In cases like these, we have to guarantee that she will do the treatment. Those who are pregnant have priority. I
would even ask to open the clinic in different hours if this is what it takes for her to come. (Interview 9, V1)

For V2, the reasoning was very different, with CHWSs activating interlinked justifications for their
referrals. The first one was that the teenager had bad influences and a lack of family references, due
to her family and social condition. As a result, the teenager was not committed to her life or her
future. Even if she was aware of risks, this would not be enough as she would not be worried. As
reported by one interviewee:

In cases like this you can’t change anything. Because the truth is that they don’t have any references from the
family. And they just reproduce the bad behavior they see at home. I tell them that they are generating a new
life and should, at least, think about the future of that baby. But they don’t listen to us. (Interview 8, V2)

Because of this assumption, the teenager is deemed dependent upon the health professional’s
decision. The CHW knows best and must assume the responsibility for making choices. One inter-
viewee illustrates this reasoning:

Girls like that are completely lost, and then we have to do everything for them. You cannot leave them alone,
otherwise they will get lost. They need to be cared for, rescued. (Interview 10, V2)

In addition, CHWs associated the teenager’s health situation with other elements not mentioned in
the vignette, such as the use of drugs and psychological problems. This turned the case into a very
complex one, further justifying more extensive intervention.
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This process of reasoning creates a situation in which CHWs come to think that convincing and
talking to the teenager will not be enough. They approach the case as one that cannot be solved by
relying on the decisions and agency of the patient. Enforcement is required, as is the involvement of
a wide array of professionals and services. Intervention in the teenager’s life, and taking decisions
away from her, become necessary. The excerpt below shows this reasoning:

Thaven’t had Janice, but I had another [user] named Joyce, and her whole family was just like Janice’s (...). She
passed out when she was pregnant, because she didn’t want to eat, she vomited all the time, but she wouldn’t
stop going to parties, she wouldn’t stop using drugs. Nowadays she rejects this baby. But there’s not much that
can be done for Janice (...), the family doesn’t help us. And the truth is that these girls reproduce everything
[they learn from their family]. Once, I took Joyce on the street, put her [in my car] and brought her to the
clinic. Once I also ran after Joyce on the street to hold her and take her blood [for exams]. But we are limited
in cases like this. These girls are part of the dark side of the society, the one we pretend not to see. They will
give us trouble in the future, because they won’t work, won’t pay taxes for the government, but will receive
services. They are totally lost. (Interview 24, V2)

The degree to which CHWs ascribe value to the choices and agency of each patient makes the differ-
ence between recommending persuasion or the more forceful practices of intervention. This, in
turn, connects with CHW perceptions about the socioeconomic context in which the teenagers
are embedded. With more markers of vulnerability mobilised in the vignette, the more likely it
was that CHWs constructed users as irresponsible and helpless, underplaying their agency and
recommending more extensive intervention.

Discussion: CHWs, health system users and the state

Introducing in the vignettes elements of socioeconomic vulnerability alters CHW perceptions of
users, and specifically of their agency. Perceptions lead to different social constructions of citizens,
which in turn impact upon referrals. When confronted with different degrees of vulnerability, Bra-
zilian CHWs interpret health conditions differently and propose distinct courses of action. This
impacts upon how the response is located along a persuasion-intervention spectrum of practices
— between, on the one hand, practices that are respectful of patients’ decisions and agency, and,
on the other, more paternalistic practices that seek to enforce changes in behaviour and intervene
upon the body, even against the will of the patient. Patients perceived as more vulnerable are rou-
tinely seen as misguided, often recalcitrant, and unable to decide and act without help. They are
ascribed lesser agency and deemed targets of intervention — sometimes involving multidisciplinary
teams and the use of force. Meanwhile, those perceived as less vulnerable are considered fully
fledged agents requiring persuasion and the introduction of flexibilities into the health system.

Interpretations and referrals of CHWs feed from, and help to reproduce, existing perceptions in
Brazilian society about ‘the poor’ or ‘the popular classes’. These groups are commonly perceived,
mainly by the elites and the middle classes, as unable to make the right decisions for themselves,
frequently involved in criminal or morally reprehensible behaviour, often lazy and with addictive
behaviours, and requiring the paternalistic guidance and intervention of the state (Naiff & Naiff,
2005; Voigt & Junior, 2019). Authors have suggested that Brazilian CHWs, like other frontline
workers, reify these perceptions: for example about vulnerable citizens as needy, insufficiently resi-
lient and resigned to poverty, or about the links between vulnerability and the supposed dissolution
of the ‘traditional’ and ‘structured’ family (Eird, 2019; Matos et al., 2018; Yunes et al., 2005, 2007).
This was confirmed by the present study, with CHWs repeatedly associating single-parent families
with ‘unstructured’” and ‘problematic’ backgrounds. As one CHW put it:

the easiest ones to treat are those families with a mother, a father, and children. It is easier because they work,
they take care of themselves, and normally do not even have any disease. (Interview 9, V1)

Moreover, in the ‘more vulnerable’ case (V2), many CHWs often assumed that refusal of treatment
was related to drug use or psychological problems. Cultural, moral and religious considerations (11
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participants in the study regularly went to church) permeate CHW judgements about the health
condition of users. Socioeconomic vulnerability was routinely linked to problematic behaviours
that needed to be corrected, by force if necessary.

What is at stake is not simply state control or repression of those deemed vulnerable, nor is it
their abandonment or marginalisation in the name of a sanitised social order, as has been argued
in other contexts (Biehl, 2005; Nisar & Masood, 2019). Our findings suggest that CHW perceptions
help to shape access to health services, functioning as discretionary instruments in the traditional
gatekeeping role that Brazilian CHWs de facto play (even if they are not officially mandated or
trained to do so). Wide-reaching state interventions, as recommended for some users, reinforce
a particular kind of relationship between the state and the citizen that also functions as a tool of
differentiation of citizens. Those considered more vulnerable are brought into the remit of interven-
tion of the state and the health system. This relationship, based on the underplaying of agency and,
sometimes, on forcible interventions upon bodies, is markedly different from a more flexible and
accommodating relationship, one respecting individual choices and circumstances, which emerged
in CHW responses to V1.

The implementation of primary healthcare policies in Brazil can lead to paternalism, condes-
cendence and the reproduction of the dependency of more vulnerable users. This can be
explained in part by the goals of the ESF, the primary health strategy in which CHWs are
embedded, which sees the alleviation of poverty as one of its fundamental purposes. Those con-
sidered vulnerable are not to be sanitised or excluded - rather, they must be welcome into the
system, protected and cared for. Differences in CHW perceptions and referrals thus emerge as
unintended consequences of well-intentioned efforts to improve the situation of users deemed
vulnerable (Eir6, 2019; Nunes & Lotta, 2019). They are the side-effect of day-to-day judgments
and practices in frontline implementation, as CHWs are faced with the need to make decisions
in challenging circumstances. The work of frontline policy implementers is characterised by a
great degree of discretion (Lipsky, 1980/2010). Faced with scarce resources, inadequate training
and lack of coordination, many frontline workers resort to pragmatic improvisations to fulfil
their role (Maynard-Moody & Musheno, 2003; Maynard-Moody & Musheno, 2012). To great
extent, these improvisations draw upon social and cultural prejudices, as well as personal
moral codes (Harrits & Moller, 2014). The present study shows that perceptions of user vulner-
ability give frontline workers leeway to exercise their discretion in the social construction of
users, paving the way for forceful interventions when users are constructed as irresponsible
and helpless.

We are aware of the limitations of vignette-based studies. As representations of encounters, they
do not enable us to see what would happen in a real encounter, which would necessarily occur in a
more complex context. We only claim to have identified general tendencies in CHW perceptions,
interpretations and reasonings. Vignettes based on real-life situations that closely match the cases
CHWs encounter in day-to-day interactions are extremely useful for understanding how intervie-
wees perceive and interpret their reality. Moreover, by asking them to explain and justify the choices
they make, we were able to shed further light on the reasoning process that supports these decisions.
Therefore, our methodology, however imperfect, yields useful data for understanding the patterns
of perception, interpretation and reasoning underpinning the decisions of CHWs, and specifically
the processes of construction of users therein.

Another limitation of the design of our study is that we did not cross-reference CHW responses
with differences in their socioeconomic profile. Again, our goal was to analyse general patterns in
the perception, interpretation and reasoning process of CHWs, and not to discern if and how this
process is influenced by the socioeconomic profile and trajectory of CHWs. By analysing the extent
to which these variables influence perceptions, interpretations and reasonings of CHWs, future
studies would add further layers of complexity to the argument presented here.
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Conclusion

The less benign impact of CHW programmes has remained relatively underexplored. Assessments
of the impact of CHW programmes must consider the pitfalls and unintended effects of these pro-
grammes. Speaking to the need to know more about the ways in which the design and/or
implementation of CHW programmes can be counterproductive or complicit in the very inequal-
ities these set out to redress, this article showed the importance of considering the perceptions of
CHWs and how these lead to different social constructions of citizens. These social constructions
impact upon CHW referrals to other levels of service. Different referrals — on the one hand, to prac-
tices based on persuasion and respect for individual agency and choice; on the other hand, to ‘top-
down’ or forcible interventions — were shaped by judgments on the part of CHWSs about the users
they interacted with. The implementation of primary healthcare policy - its respect for individual
choice, its degree of paternalism or the extent to which it leads to forcible interventions - is greatly
influenced by the perceptions of CHWs, how they construct users, and the decisions or referrals
they make on the basis of these constructions.

Brazilian CHWs participate in social construction processes that underplay the agency of some
users, thus legitimising a more intense — and possibly more violent - state and medical intervention
upon their bodies. Even if sometimes unwittingly or unconsciously, CHWs reproduce societal con-
ceptions like the stigma surrounding ‘unstructured’ families, drug use or psychological problems.
Some users are thus defined as objects of intense state and medical scrutiny, one in which condem-
nation is interlinked with paternalistic intervention. As one of our participants put it, some people
need to be ‘rescued’ (Interview 10, V2). Brazil’s primary health policy, while ostensibly seeking to
address vulnerabilities, ends up reproducing stereotypes about ‘the vulnerable’ as having impaired
agency and requiring permanent intervention — thus ultimately reproducing some of the conditions
of their continued dependency. By emphasising the salvific nature of health workers vis a vis help-
less citizens, these paternalistic assumptions are at odds with the health system’s goal of promoting
empowerment and the alleviation of deep-seated inequalities.

CHW programmes are important for addressing the health problems of low- and middle-
income countries, as well as of vulnerable and marginalised groups in high-income countries
(Haines et al., 2020; Krieger et al., 2021). This is true also for Brazil. Realising this potential requires
paying close attention to the possible adverse effects of CHW discretion in situations of scarce
resources and inadequate training, support and supervision. The informality that underpins the
practice of CHWs is to some extent indispensable for ensuring flexibility and responsiveness in
frontline policy implementation. However, it needs to be carefully monitored and managed if
the public health system is to achieve its goals of improving health and reducing inequality.
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