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Article

Introduction

Systemic actions to promote global health and health equity 
may be jeopardized by the restriction of knowledge dissemi-
nation to frontline professionals working in communities to 
better connect socially disadvantaged populations with 
health care services. For the past five decades, the Brazilian 
government has focused on economic growth and develop-
ment, transforming a mostly agriculturally based economy to 
an industrialized one. Despite that effort, social disparities 
and health inequities are still apparent (Comissão Nacional 
sobre Determinantes Sociais da Saúde, 2008). Brazil’s com-
munity health agents (CHAs), as they are officially named, 
have begun to address some of the health disparities by tak-
ing a more central role in linking communities to the health 
care system, influencing community development, health 
education, and advocating for social justice and health equity 
(Côté, Renaud, Rhéaume, & Zanchetta, 2010; Pinto, da 
Silva, & Soriano, 2012; Zanchetta, Kolawole-Salami, 
Perrault, & Leite, 2012).

Before proceeding, let us clarify two of our terms. Our 
definition of social determinants of health (SDH) is in line 
with that of the World Health Organization (WHO; n.d.). 

Nonmedical determinants of health are largely specific to the 
places where the individuals are born, live, work, and age. 
These determinants, shaped by the distribution of resources, 
money, and power, are related to health inequities. Also, the 
term “community health agent” is not interchangeable with 
that of community health workers as found in the interna-
tional literature. Brazilian CHAs are individuals who have 
received professional training and are officially recognized 
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by legislation; so they are professionals in a unique adminis-
trative and legal position in Brazil. CHAs are paid profes-
sionals working as active members of a family health team 
(FHT; affiliated with the National Family Health Strategy) 
within the Brazilian National Unified Health System. In 
Brazil, FHT refers to a primary health care team composed at 
minimum of physicians, university educated nurses, auxil-
iary nurses, nurse technicians, CHAs, administrative staff, 
health vigilance agents, and technical manager; if enlarged, 
this team also includes dentists, oral health technicians, and 
other health professionals. The FHT undertakes fundamental 
action for health promotion, prevention, recovery, and reha-
bilitation. The FHT also monitors health conditions in a 
given geographic region (Secretary of Health and Civil 
Defense of Rio de Janeiro, n.d.).

To ensure CHAs’ ability to offer a range of services to 
address health inequities, it is important that continuing edu-
cation be provided through participatory learning that allows 
for the articulation and validation of CHAs’ experiential 
knowledge (dos Santos & Fracolli, 2010). This article reports 
the findings of an appraisal of the progressive learning expe-
riences that took place during, and as a result of, an in-ser-
vice education workshop entitled “Social determinants of 
health: Knowledge for action.” This workshop utilized par-
ticipatory learning to enhance CHAs’ critical awareness of 
SDH to help them to identify plans of action to strengthen the 
health of the community where they live and work. The 
workshop aimed to enhance CHAs’ critical reflection on 
their health promotion work while introducing conceptual 
knowledge and Brazilian empirical evidence about SDH. 
These workshops were delivered as part of a large interna-
tional knowledge dissemination project on SDH undertaken 
by Brazilian and Canadian university faculty members and 
targeted to educators, students, professionals, and commu-
nity stakeholders.

Background

CHAs are key personnel who work under the direct technical 
supervision of university educated nurses and receive in-
service education and mentoring from nurses (Zanchetta, 
Leite, Perreault, & Lefebvre, 2005). CHAs provide health 
services within their own communities to address diverse 
health inequities and link citizens to the national, unified 
health system (Pinto et al., 2012; Zanchetta et al., 2012). The 
work setting includes a community health center where an 
array of primary and secondary health care services is free 
and accessible for the local population as part of national 
health programs. In addition to working with multiprofes-
sional team members at the community health center, CHAs 
provide home visits, participate in public health campaigns, 
deliver health education, home care, rehabilitative care, and 
clinical follow-up care, and accompany medical consultants 
to home visits. CHAs work within FHTs to provide primary 
health care to approximately 99.4 million individuals across 

Brazil, primarily within impoverished communities 
(Ministério da Saúde, n.d.).

To address health disparities faced by their communities, 
CHAs need to understand and recognize the inherent causes 
of community inequities (dos Santos & Fracolli, 2010). 
However, gaps in awareness and understanding of SDH as 
the source of health inequities may limit CHAs’ ability to 
promote health through social justice initiatives (Zanchetta, 
Kolawole-Salami, Perrault, & Leite, 2012; Zanchetta et al, 
2009). Current education offered to CHAs (Ministério da 
Saúde & Ministério da Educação, 2004) does not specifically 
address theoretical knowledge on SDH or focus on develop-
ing critical awareness of macro level social influences on 
health or the possibilities of community collaboration for 
health improvement (Ávila, 2011; de Barros, Barbieri, Ivo, 
& da Silva, 2010).

Guiding Questions

The following questions guided the development of our in-
service educational workshop: (a) How could the use of 
evocative objects enhance the critical awareness of CHAs 
regarding the identification and application of SDH knowl-
edge in their practice? (b) Through the use of evocative 
objects and consideration of their relationship to SDH, what 
hypothetical plans for action could be created by CHAs to 
improve the health of people living in socially deprived 
communities?

Conceptual Framework

Freire’s philosophy of critical education for liberation and 
social change (Freire, 1973) espouses social justice, equality, 
freedom, and democracy through the development of learn-
ers’ critical consciousness (Gibson, 1999). These ideas 
inspired the workshops’ learning objectives, content deliv-
ery, individual and group learning activities, and basis for 
workshops’ evaluation. For Freire, education must stimulate 
a desire for action that addresses inequity and oppression. A 
dialectic approach between teachers and learners taps the lat-
ter’s experiential knowledge (Freire, 1973). To do so, teach-
ing incorporates evocative objects (e.g., photographs, 
drawings, or objects). In Freire’s dialectical dialogue between 
educators and learners, evocative objects are those that can 
recall familiar reality (Freire, 1973). They are used to aid in 
the recognition of existing ideas and experiences in their 
lived world. These objects provoke memories, ideas, and 
connections that guide self-reflection on learners’ reality and 
practice and are used to promote transformation. Those 
objects help learners recall their lived experience (Freire, 
2001) and encourage them to reflect on this and consider 
how to act against the injustices that individuals and com-
munities encounter.

Learners are also asked to reflect on the underlying rea-
sons for social problems in ongoing critical dialogue with 
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teachers. This process of consciousness raising, in which 
learners critically insert themselves into the social and politi-
cal contexts, transforms apathy into denunciation of injustice 
(Freire, 2001). The use of this framework is congruent with 
long-standing official educational initiatives widely imple-
mented with CHAs (Coriolano, Lima, Queiroga, Ruiz-
Moreno, & de Lima, 2012).

Ethical Considerations

The in-service-educational workshops were planned and 
implemented in collaboration with FHT managers and were 
not part of a formal research project; hence ethics approval 
was not necessary, nor sought. However, following the first 
author’s Canadian institutional ethical guidelines, signed 
consent forms were obtained from workshop participants 
granting the right to use recorded material for educational 
purposes. All CHAs signed consent forms giving permission 
to the first author, a university professor, to use the workshop 
photos and audio recorded conversations for educational 
purposes, evaluation, and publication.

Method

Settings

Three in-service-educational workshops, of 4-hr duration 
each, were held in May 2009 in the cities of Rio de Janeiro 
(state of Rio de Janeiro), Jequié (state of Bahia), and Fortaleza 
(state of Ceará).

Participants

CHAs were recruited through their immediate supervisors 
from community health centers in these cities. The work-
shops were conducted at CHAs’ workplaces and a university 
auditorium during working hours to make it convenient to 
attend. A total of 82 CHAs, 74 women and 8 men, partici-
pated in the three workshops

Workshop Conception and Planning

The workshops required minimal infrastructure and were 
low cost (the average price per evocative object was 
Can$1.15). Following Freire’s critical pedagogy that recom-
mends the use of familiar, common objects, the facilitator 
purchased 90 objects with the potential to elicit thoughts 
about SDH. The facilitator’s (MZ) selection of objects was 
based on her knowledge of SDH, the practice of CHAs, and 
the overall social contexts of the cities in which the work-
shops were offered. The sum of these factors ensured the 
appropriateness of all objects as well as their inner potential-
ity to evocate CHAs’ culturally bonded lived experiences. To 
prevent direct suggestion of the meanings by the objects, the 
facilitator selected mundane objects that could suggest a link 

to a SDH; for instance, a calculator, money purse, cap, grass, 
tuna can, instant soup, and laundry powder. Some of the 
other objects used are listed in the tables that follow. In fact, 
the intention was to allow CHAs to freely relate the work-
shop’s content with their experiential knowledge and associ-
ate it with a SDH. As a result, CHAs would attribute a 
conceptual meaning to their knowledge and become aware of 
it. Such use of evocative objects is consistent with Freire’s 
pedagogy and helps to uncover awareness of SDH by linking 
evocative objects to CHA practice.

Workshop Development

The workshops were facilitated in Portuguese by the first 
author, who is a Brazilian-born and Brazilian-educated 
nurse, and attended by five other members of the Canadian 
multidisciplinary team, as well as six Brazilian faculty mem-
bers and managers from local community health centers. The 
facilitator was knowledgeable about Freire’s pedagogy and 
Brazilian sociocultural reality, which ensured that her com-
ments and insights evoked in the workshops were appropri-
ate to CHAs’ working environments.

The first phase of the workshop lasted 45 min and con-
sisted of discussion and reflection on class dynamics within 
the CHAs’ communities, with emphasis on the concepts of 
happiness–health, health equity–inequity, and opportunities 
for community social development. The facilitator intro-
duced the WHO’s definitions of SDH (WHO–Commission 
on Social Determinants of Health [CSDH], 2008), knowl-
edge network, and action framework. The facilitator also dis-
played seven photos of a Rio de Janeiro shantytown (taken 
by CHAs), which portray the impoverished living condi-
tions, to ground the analysis of community health promotion 
within the actual environmental, structural, cultural, and eco-
nomic contexts. Information was presented from the Oswaldo 
Cruz Foundation website where the work of Brazil’s National 
Commission on Social Determinants of Health (NCSDH) is 
available for consultation. Afterward, the facilitator intro-
duced excerpts from the NCSDH Report (Comissão Nacional 
sobre Determinantes Sociais da Saúde, 2008).

Data were presented on socioeconomic inequities in 
Brazil, primarily on issues of access to health information, 
population health literacy, maternal child mortality, and 
health in North and Northwest poor regions, First Nations 
health, and vulnerable groups in urban centers. The presenta-
tion ended with a summary of the NCSDH report’s findings 
on social inequity as the basis for Brazil’s most serious pub-
lic health problems, a final remark about the concept of 
social vulnerability, and rhetorical questions about what 
should be done to improve the health of individuals in their 
communities. This was the bridging issue to guide the CHAs 
toward the practical phase of the workshop, using the evoca-
tive objects (see Table 1) to prompt learning and discussion.

The workshops’ sequential steps are presented in Table 2. 
The complete workshop—whole class presentations and 
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Table 1.  Free Association Flow Linking Evocative Objects to CHAs’ Experiential Knowledge of SDH.

Evocative object and SDH Flow of ideas based on CHAs’ experiential knowledge

Key and housing •• Key for hope → allows opening of doors → “doors” are closed to the community → 
breakdown of barriers to opportunities

  •• Lack of a national housing policy → people need appropriate home in a wooded area 
→ income too low to afford rent → area invasion → temporary housing → no basic 
sanitation → places not reached by government policies for health and security

Cell phone and income •• Poor social class → social status of an unemployed teenager → families financially 
deprived → teenager wants a cell phone → family violence

  •• Means of communication linking all social classes → social networking → daily 
communication with Primary Health Team workplace → social inclusion/exclusion → 
interaction among people → giving and receiving

Wallet and income •• Money → job → better life conditions → house → food on the table
  •• Money → conditions for health → good housing → healthy nutrition → conditions for 

supporting medical treatment
Savings box and income •• Inequity in income distribution
  •• Savings → precaution → emergency need for money
Lawn and environment •• Public Square → lack of local public space in community → lack of places for children to 

play → no place for seniors’ leisure → walking → need for more trees in community → 
reduce respiratory infections

  •• Concerns about forest → concerns about domestic garbage → environmental destruction 
→ burning of forest and bush

Floating rose and environment •• Childhood memories → pollution levels → destruction of lake fish and water 
contamination → people drinking contaminated water → health hazards → 
decontamination work needed for flora to recover

  •• Reminder of the Victoria regiaa → important to the purification of rivers, lakes, and 
aqueducts → contribution to world health

Pair of glasses and access to health care •• Difficulty booking a consultation with an ophthalmologist → several cases of visual 
problems → social inequality → no money to purchase required glasses

  •• Protection against sunlight → useful to give wide protection to the community → 
amplified vision → clear vision of problems’ origins → opportunities to perform big deeds 
→ differentiated views

Wooden spoon and food security •• Food → a man who cooks for his kids → woman as a home warrior → woman who 
fights for food → family and home

  •• A tool to prepare meals, but not the raw ingredients → job precariousness → family 
instability → domestic violence

Plate and food security •• Cook → profession → spoon is a professional tool
  •• Empty plate → hungry → malnutrition → unemployment → false public policies → social 

exclusion → food → begging for food → lack of dignity
  •• Full plate → access to education → favorable public policies → food on the table 

→employment → abundance for few people
Jump rope and health literacy •• Physical activity → large obese population → poor nutrition → lack of vegetables and 

fruits → possibility of forming a walking group
  •• Childhood → destruction by violence → obesity → exercise combating obesity
  •• A worker who lost his job → despair → used rope to hang himself
Hawaiian lei and culture •• Carnival → exteriorization of lack of opportunities in the community → type of happiness 

→ happiness embraces everything, even health → joy
Flute and culture •• Lack of cultural activities for teenagers and children → need to establish links outside the 

community → go beyond local culture → importance of theater for children
Set of furniture in a doll house and healthy 

childhood development
•• Minimum comfort that all have the right to → toys → children’s right to play → loss of 

childhood due to necessity to work to increase family income
Baby bottle with candies and healthy  

childhood development
•• Breast milk → replaced by industrialized milk → health problems → candy jeopardizes 

health
Pencil case and education •• Education → hard to access → equal education for all → good quality education → 

education to inform adults about rights and duties
  •• Unrecognized personal potential → lack of information about rights → all must 

understand that they have a right to voice their claims and influence legislative change → 
study about health

Motorcycle and transportation •• Alternative means of commuting → teenagers and children involved in drug dealing
  •• Easy access to shantytown pathways → access to shopping → minimize travel distances 

→ promote integration of those hard-to-access places
Lint brush and social network •• Social network of housemaids → domestic work → hard life → symbol of Brazilian 

woman → hard worker → humble → poor family → difficulty in educating her children 
→ hard to achieve improvements in life

Note. CHA = community health agent; SDH = social determinants of health.
aVictoria regia is a flowering floating plant found in the shallow waters of some Brazilian rivers, lakes, and bayous.
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discussions and sub-group discussions—were digitally audio 
recorded. Participants’ immediate, postworkshop summative 
evaluation was done.

To promote further education on SDH, copies of Raphael’s 
(Raphael, 2009) book on Canadian perspectives of SDH 
were donated to local Brazilian faculty, and two copies of 
Brazil’s NCSDH Report on SDH were distributed per work-
shop site to selected participants, with a recommendation 
that the reports be shared with CHAs who were unable to 
attend the workshop.

Data Analysis

Three undergraduate students in Brazil transcribed the audio 
recordings of the complete workshop activities. M.Z. worked 
with two Brazilian students in Toronto to code and analyze 
the transcribed texts, manually applying Bardin’s method of 
content analysis (Bardin, 2007). They looked for evidence of 
CHAs’ recognition of SDH as a main concept, as well as 
expanded knowledge and awareness of SDH in CHAs’ daily 
practice; they coded descriptions and representations of SDH 
along with proximal descriptive words, created categories of 
meaning, analyzed polarized themes, and identified associa-
tions among the conceptual categories (Bardin, 2007).

Results

Evidence of CHAs’ enhanced awareness about SDH during 
the workshops is presented as CHAs’ reactions to pedagogi-
cal moments, along with the process of how CHAs built 
their understanding of SDH in their practice. The workshop 
was not part of a formal research project; therefore, no 
socio-demographic data were collected on participants. 
Quotations identify only the CHA’s city of origin. Because 
this was not an intervention study, but rather a workshop to 
inspire action based on knowledge on the SDH, no  
premeasurements and postmeasurements were taken of the 

participants’ knowledge of SDH. Evidence of what was 
learned emerged from the shared self-reflections and group 
discussions, which is compatible with the theory of critical 
awareness in learning as proposed in Freire’s pedagogical 
philosophy (Freire, 1973).

CHAs’ Awareness of SDH From Lived Experience

The CHAs’ responses to workshop questions revealed beliefs 
that both health and life should be joyful experiences and 
that people need shelter, financial security, and clean living 
conditions as the basis for this. People should have a good 
quality of life in a supportive context, adopt positive atti-
tudes, and not feel like a burden on others. CHAs demon-
strated awareness of SDH in their attempts to enhance the 
health and well-being of community residents. This included 
the social environment, as evidenced by the following 
quotation:

After hospitalization, the once drug addicted person comes back 
home, regenerated and treated, but to the same place he lived 
before. (CHA, Rio de Janeiro)

To clarify the concept of health, the facilitator-led presen-
tation displayed four images: an older woman lying in a hos-
pital bed, a child playing with toys, a man rubbing his face, 
and a group of teenagers sitting on the steps of a church. The 
facilitator asked CHAs for their opinions about the health of 
the people in each of the images. One CHA responded,

I think that health is essential to happiness and happiness to 
health. (CHA, Rio de Janeiro)

CHAs were also asked about their knowledge regarding 
the following paired concepts: equality and inequality, equity 
and inequity. CHAs’ experiences in Rio de Janeiro’s shanty-
towns provoked vehement statements such as,

Table 2.  The Workshop Steps.

Steps

The facilitator asked CHAs three preassessment questions: (a) How is happiness part of health? (b) What do you consider unfair and 
unnecessary? (c) What kind of opportunities and possibilities for healthy living do not exist in your community?

The facilitator delivered a 45-min presentation on the conceptual background of SDH, SDH indicators in Brazil, global health issues, and 
social inequities and praxis, with direct reference to CHAs’ personal knowledge about factors that influence population health.

The facilitator asked CHAs to form small groups of four to six.
The facilitator distributed evocative objects and asked participants to individually reflect on the object for 2 min.
The facilitator asked participants to ponder the relationship between the evocative object and the theoretical knowledge presented, 

their personal experience, and the reality of their community or their professional practice.
Each CHA spent 3 min disclosing their thoughts about the evocative object and identifying SDH associated with it.
Each group chose one SDH and developed a short-term plan of action that could be initiated within their communities.
The groups presented their action plans.
The facilitator distributed a postworkshop summative evaluation form.

Note. CHA = community health agent; SDH = social determinants of health.
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The involvement that kids have with drugs is unfair and 
unnecessary. The lack of vision in public policies is unfair, as it 
considers the shantytown inhabitants as second-class citizens.

When initiating the small group exercise, a collective 
awkwardness was observed among the CHAs after they were 
instructed to connect the assigned object to their daily expe-
riences. The CHAs remained silent for 2 minutes, as 
requested, and individually reflected on the object and its 
relation to their practice and experiences; then, CHAs eagerly 
participated in the 3 minutes small group discussions about 
potential connections provoked by each object. When each 
of the small groups presented their connections to the whole 
class, a rapid comprehension of the concept of SDH and the 
evocation of a creative and complex chain of ideas were 
observed as a flow of comments on negative/undermining 
consequences and outcomes. Gradually, CHAs acknowl-
edged their peers’ chain of ideas and made comments that 
corroborated the pertinence of associations and connections 
within a macro level context of social inequities witnessed in 
their communities.

Initial contact with the distributed evocative objects pro-
voked laughter and surprise because they were simple, play-
ful, funny, colorful, and easy to manipulate. One CHA 
explained her immediate reaction to the instructions for the 
object she received:

. . . not everyone will agree because when we look at the object 
and listen to someone else’s ideas, we may interpret it in a 
different way. (CHA, Fortaleza)

The connections that CHAs developed were analyzed by 
M.Z. and A.O. and classified according to three dimensions 
required for the development of a healthy community: alli-
ances, structure, and values. These connections helped 
CHAs eventually connect lived experiences with the concept 
of SDH (see Table 3). Alliances, in the community context, 
refer to connecting individuals and creating a strong com-
munity bond. It was represented in CHAs’ discourse by ideas 
including the communication and social cohesion necessary 
to break down barriers to mutual help. CHAs saw the struc-
ture necessary for community development as rooted in sev-
eral rights denied to individuals in deprived communities: 
the right to comfort, access to all of society’s goods, access 
to health care, the right to green space, the right to equality of 

income, and access to transportation (which in shantytowns 
usually means motorcycles, especially those shantytowns 
built on steep hills and those with few paved streets). Values 
were the final dimension of community development that 
was emphasized. CHAs felt that new values are necessary to 
broaden residents’ vision of life in their communities, to pro-
mote happiness and health, and to resist social exclusion.

The CHAs were also able to relate the theoretical knowl-
edge about SDH presented by the facilitator to their experi-
ential knowledge, through their reflections on the evocative 
objects (see Table 4). Essentially, CHAs already possessed 
some understanding of SDH. One of the most often identi-
fied SDH was food insecurity resulting from social exclu-
sion, a more complex issue than that caused solely by 
restricted access to job markets. For example, the discussion 
about food insecurity was related to the notion of social 
exclusion and metaphorically expressed by CHAs as having 
“all doors closed to the community.” CHAs emphasized that 
low health literacy, illiteracy, and limited access to education 
resulted in less understanding of nutritional information and 
the correct preparation of food. Unsafe conditions due to the 
danger of being shot or even prohibited by drug lords to 
leave their home prevents individuals from freely walking in 
their communities, resulting in frequent missed work and 
school days and eventually dismissal. Moreover, other CHAs 
emphasized that food insecurity was a major social issue for 
seniors or adult individuals who did not possess the docu-
ments required to enroll in food distribution programs. These 
were a few examples of undervaluing and overlooking 
human potential that challenge the simple idea of access to 
the job market to earn income; access to food assumes hav-
ing the freedom to reach shops, to be a documented citizen, 
to be literate and educated. The CHAs’ comments and lines 
of thought revealed how they connected their experiential 
knowledge with the theoretical knowledge presented in the 
workshop, and their new understanding of SDH motivated 
the CHAs to change how they understood community 
inequities.

Creation of Hypothetical Action Plans

A greater understanding of SDH was demonstrated when 
each small group developed and presented their hypothetical, 
but feasible, short-term action plan, involving collaboration 

Table 3.  Dimensions of Healthy Community Development That Emerged From Analogies Induced by Evocative Objects.

Dimensions of a healthy 
community development Analogies induced by evocative objects

Alliances Communication and sociability; breaking structural barriers; mutual help; community links; 
women’s social networks; self-esteem boosting

Structure Rights to comfort; access to all of societal goods; access to health care; green space; more equal 
income distribution; alternative transportation

Values Enlarging vision; promoting happiness and health; challenging social exclusion
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Table 4.  Links Between Evocative Objects and Social Determinants of Health, With Relevant Quotes.

Evocative object SDH Quote

Grass Environment I would say to my community to preserve nature and avoid throwing 
garbage away in the bushes. (CHA, Fortaleza)

Floating rose This is a rose floating in the water . . . I saw many roses like this one when 
I was a child on my father’s farm. When it is in the rivers, we think about 
how it protects something. The pollution today destroys the rose and 
contaminates water we consume, directly affecting our health. (CHA, 
Jequié)

Pair of glasses Access to health care It reminds me of the difficulties that people in my community have to book 
an appointment for eye exams. They have so many visual problems. (CHA, 
Jequié)

Wooden spoon Food security [A] spoon is a tool. Instead of giving people precooked food, I would give 
them the tools necessary to prepare their own. It is a social determinant 
to prevent what? There is hunger, a spoon . . . I see the spoon as a means 
to avoid hunger. (CHA, Fortaleza)

Plate It represents food on the table. It means employment, that without a job no 
one can put food on the table; it represents hunger, as many do not have 
even beans to eat. (CHA, Jequié)

Hawaiian lei Social environment This is a flower necklace . . . and flowers generally remind us of parties and 
happiness despite the difficulties. Despite the community’s challenges and 
difficulties . . . the underserved people . . . there is a moment of happiness 
and joy. (CHA, Fortaleza)

  Political environment This Hawaiian necklace reminds me of Carnival that supposes that all 
Brazilian can be liberated from all the lack of opportunities as we see in 
our deprived communities. It is also a kind of happiness and happiness 
embodies everything. (CHA, Rio de Janeiro)

Flute I relate it to culture. Thinking about the communities that are deprived of 
resources for cultural activities for children. I also considered including 
flute lessons in my project because in my childhood we had those classes 
and we were so happy. Thus, our children would relate to types of culture 
other than their own. (CHA, Rio de Janeiro)

Pencil case Education It provokes my ideas about education, which is very difficult in our country. 
I believe that education must be equal for all and of good quality. This 
could then enable us to educate adults with more general knowledge, 
who could then become more conscious of their rights and duties. (CHA, 
Fortaleza)

Set of doll house furniture Childhood development 
and Access to health 
services

It reminds me of a child’s toy; also leisure, that everyone has the right to a 
healthy life. (CHA, Fortaleza)

Baby bottle with candy 
inside

I would be very happy in knowing that parents would be able to provide 
good dental care to their children. This would avoid diseases, people 
would be able to chew better, and better absorb the food they eat. Dental 
care is expensive, few can afford it, and the treatment provided in the 
community health center is of poor quality. (CHA, Rio de Janeiro)

Motorcycle Transportation I immediately thought about my community [because] it has so many 
motorcycles there. Unfortunately, when we see a youth driving a 
motorcycle, we know that he belongs to the drug cartel. (CHA, Rio de 
Janeiro)

Wallet Income Wallet represents money, job, conditions of having a better life with a 
house, and food on the table . . . everything that comes with money and a 
job. (CHA, Jequié)

Savings box My savings box made me think about a determinant factor of unequal 
income distribution, mainly here in Brazil. (CHA, Rio de Janeiro)

Lint brush Social network It represents social networks like the ones created by housewives who 
even when in the formal workforce still have to work at home. They 
face a lot of struggles. The symbol of a Brazilian woman is one who is a 
hard worker, humble, of poor origin, may work as a laundry washer and, 
with many difficulties, raises and educates her kids, struggling to achieve 
improvement in their life conditions. (CHA, Jequié)

Note. SDH = social determinants of health; CHA = community health agent.
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between themselves and their communities. After working 
together for about 1 hr, each group selected one SDH and 
created a hypothetical 6-month action plan to address it. The 
plans of action included a hypothetical presentation to the 
community for a future joint project. Initially, CHAs revealed 
their difficulties in conceiving such collaborative plans. Each 
plan was mapped out on large sheets of paper and displayed 
on the wall for presentation to the whole class. No specific 
guideline was provided to CHAs in regard to the content of 
the plan other than to operationalize the SDH that they had 
selected. CHAs freely created the plan’s structure, including 
no less than three of the following components: a community 
need, objectives, target population, target issue, and key 
actions. During the presentation of plans, CHAs also learned 
from their peers. We observed that while groups were pre-
senting, CHAs in other groups discussed and compared con-
tent and noted components not incorporated in their own 
plan. Immediately after each presentation, there was a short 
period for questions; most of these were about implementa-
tion strategies.

Most of the CHAs promptly offered solutions for finding 
resources to implement the plans, instead of considering how 
to develop community members’ capacity to find solutions 
by themselves. CHAs acknowledged that this approach of 
assisting clients rather than capacity building most likely 
reflects their daily practice and should be changed. By 
explaining their plan’s rationale to their peers, a lively 
exchange of ideas and suggestions ensued, and the CHAs 
were able to identify the need for and the strategies required 
to create collaborative partnerships with their communities, 
to motivate residents and mobilize their resources, talents, 
and assets.

The 14 hypothetical action plans were analyzed by the 
first author and grouped into 5 themes: (a) governance in the 
health sector; (b) promotion of social cohesion—family 
interaction, social networking, older adults’ well-being, and 
environmental health; (c) prevention of community violence; 
(d) development of community centers, community gardens, 
art and craft workshops; and (e) community forums regard-
ing SDH and workers’ cooperatives. These plans also 
included educational activities to expand mutual respect, 
civility, and collective wellness. In terms of health promotion 
strategies (Cohen, 2008), the plans were primarily interven-
tions to create supportive environments, develop personal 
skills, and enhance community action.

Workshop Evaluation

Questionnaires provided to the CHAs at the end of each 
workshop were completed by 72% (N = 59) of the partici-
pants. The questions were as follows: (a) How did this work-
shop help you to learn about SDH? (b) How did this workshop 
help you to expand your ideas about the issues linked to 
social inequities in health? (c) What ideas do you have now 
about your work with the community? (d) How could this 
workshop have been more useful for you as a CHA?

The results regarding SDH showed that CHAs learned 
about (a) global, social inequities in health; (b) feasible col-
lective action through the creation of partnerships; and (c) 
the need to implement new ideas to change practice and to 
expand their views of professional action.

CHAs stated that strategies to tackle social inequities by 
improving life conditions in socially deprived communities 
are necessary and that they would seek community commit-
ment to achieve common objectives. The key idea was that 
identification of community issues alone is ineffective; 
rather, it is crucial to formulate practical ideas to address 
community issues—be it independently or by increasing 
social networks with community members, government 
organizations, or professionals in other areas of activities. 
This increased commitment to reversing existing inequities 
in the community may result in a new method of discussing 
health issues, support to increase the community’s responsi-
bilities and rights, or providing essential and adequate infor-
mation to the community.

The CHAs also revealed that the workshop generated new 
ideas about their work in regard to consolidating new skills 
as well as expanding their professional role as a consequence 
of those skills. These new skills included learning about and 
understanding government power, improving information 
dissemination for the mobilization of their community, 
improving their ability to transmit health information, 
improving their community collaboration skills, focusing on 
the causes of issues, and discovering community talents, 
strengths, and potentials. The CHAs suggested that foresee-
able knowledge application would require them to consoli-
date new skills and adopt some change in their professional 
roles. The desired improvements to the professional role of 
the CHA could lead to professional development in their 
practice. It was proposed that ideas related to personal values 
be consolidated, perceptions of acting as an agent of change 
or community leader be enhanced, valorization of their com-
munity work be renewed, barriers to their work be con-
quered, and responsibility regarding social actions be 
increased.

The CHAs also acknowledged possible innovations for 
practice because they were able to foresee how they could 
apply their newly acquired knowledge regarding SDH (as 
incorporated in their hypothetical plans of action) to develop 
concrete innovations for their practice. These included estab-
lishing new partnerships that would improve their perfor-
mance in the community. Better performance was identified 
as creating more job opportunities and promoting more 
social integration and social mobilization in their communi-
ties. CHAs stated that they must not only focus on improving 
issues of health in their communities but also improve social 
and educational environments. They recognized the impor-
tance of educating community members to disseminate 
information aimed at promoting social responsibility and 
new life perspectives.

Finally, the CHAs suggested several changes for future 
workshops: They recommend (a) incorporating content 
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about the need to strengthen the professional and individual 
voice of CHAs, the outcomes when managers and supervi-
sors do increase support for CHAs’ work, and strategies to 
develop projects in partnership with the community, to 
increase community support, to assist in implementation, to 
follow-up on community action, and to assist CHAs with the 
development of solutions for community issues; (b) offering 
the workshop to all FHT members; (c) increasing the number 
and frequency of the workshops; (d) having continuity of the 
workshops; (e) increasing the workshops’ duration; and (f) 
extending the benefit of the workshops throughout Brazil 
and to all CHAs.

Although we did not intend to evaluate long-term out-
comes of the workshops, we later learned that five of the 
participants implemented several initiatives that demon-
strated the incorporation of SDH in their practice months 
after the workshops. For example, two CHAs in the city of 
Patacas-Aquiraz (state of Ceará) implemented community 
initiatives to address child obesity (through games, dance, 
exercise, nutritional education, and a food fair) in partnership 
with elementary schools and the local community health 
center; 200 children took part. Some CHAs started a seniors’ 
discussion group and replicated the workshop for members 
of their FHT using the same PowerPoint presentation (L. 
Matos, personal communication, November 20, 2009). In the 
city of Rio de Janeiro, two groups of CHAs implemented 
their plans of action in partnership with Environment Agents. 
In one educational session, CHAs addressed issues of shan-
tytown reforestation by distributing free seedlings for resi-
dents to plant in their preferred areas. As the result of another 
initiative addressing the issue of waste collection by munici-
pal public services, one community resident installed a 
barbed wire fence to control waste disposal in certain areas 
and started to educate others to keep their community clean 
and healthy (Z. da Cunha, personal communication, August 
2, 2010).

Dialogue Among CHAs, Community Residents, 
and the Canadian Team

The dialectical encounter of experiential knowledge and 
ideas is for Freire (1973) the core of the teaching–learning 
process, when teachers and learners have interchangeable 
positions while creating new critical knowledge. Throughout 
the workshop, CHAs provoked new insights about the politi-
cal roots of the SDH; consequently, the facilitator reviewed 
her understanding of SDH as experienced by socially 
deprived populations living in shantytowns. The facilitator 
developed a deeper understanding of the political roots that 
generated a systemic deprivation of resources and goods, a 
direct result of authorities’ compromised governance and 
neglect of the rights of citizens living in places reflecting a 
type of geography of social exclusion, currently acknowl-
edged in Brazil as deprived areas (L. C. Leite, personal com-
munication, May 15, 2009). By overlooking issues of proper 

sanitation, drinkable water, clean physical environment, 
urbanization, public safety, and transportation, among oth-
ers, all levels of government (municipal, state, and federal) 
undermine the material and social conditions for health pro-
motion and maintenance. The facilitator realized that because 
long-standing government neglect reinforces social exclu-
sion in certain communities, the SDH should be reframed to 
incorporate political literacy and community capacity build-
ing for advocacy.

As a consequence, the facilitator concluded that under 
such circumstances, no major changes could be accom-
plished by CHAs without promoting wide social support as 
one of the key SDH to raise community self-esteem neces-
sary for collective action for change. Another aspect of the 
teaching–learning process was an indirect, modified dialecti-
cal dialogue between members of the Canadian team as 
learners and the local population and CHAs as teachers. It 
was necessary for the Canadian team to learn about the con-
textual realities of CHA work in shantytowns. During the 
fieldwork, daily encounters between CHAs and Canadian 
team occurred, with both sides eager to learn from each other 
about SDH in their respective countries. This resulted in a 
bidirectional flow of knowledge that could be described as a 
dialogue that unfolded in different ways. First, only the 
Portuguese-speaking lead facilitator was able to interact 
directly with workshop participants, while other members of 
the Canadian team and the Brazilian faculty and managers 
were observers. Our ongoing debate about SDH as lived in 
Brazil and in other countries probed the structural issues of 
SDH in developed and developing countries. Second, the 
facilitator acted as an intermediary for the indirect dialogue 
between the workshop’s participants and the other members 
of the Canadian team during a postworkshop debriefing 
meeting where she reported on the core issues discussed as 
well as the manifestations of progressive learning about SDH 
by the CHAs. Third, members of the Canadian team con-
versed with CHAs and their clients during several home vis-
its while visiting diverse community organizations and 
individuals (e.g., health authorities, researchers, politicians, 
media professionals, health care managers, union representa-
tives, and head of philanthropic associations) in each of the 
cities. An extensive, critical dialogue was possible because 
Brazilian students and faculty acted as translators and inter-
preters for all these encounters.

For the most part, this dialogue compared the national 
situations, including socio-demographic statistics and offi-
cial health promotion policies. By exchanging information 
with residents of shantytowns and poor, urban neighbor-
hoods as well as with CHAs, members of the Canadian team 
developed a new conceptual understanding of SDH within 
the Brazilian socioeconomic and cultural perspective. After 
analyzing the results of the qualitative findings and informa-
tion gathered, we realized that two distinct views of SDH 
were at play. First, CHAs portrayed SDH as pieces in a 
“domino-effect” (which was corroborated by local 
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population and health professionals) wherein the imbalance 
of just one piece would be enough to demolish a fragile 
structure to promote health. Even though Brazil has recently 
implemented several beneficial social programs, they have 
only gradually minimized the negative impacts of multidi-
mensional deprivation. Second, the Canadian team viewed 
SDH as being components of a web whose stability would be 
achieved by a wide array of philanthropic and voluntary 
community organizations counteracting the deleterious 
impacts of inequities, not only in Brazil but also in socially 
deprived communities in Canada. As educators in health and 
social university programs in Canada, we were able to see 
how learning about the perspective of CHAs through dia-
logue might be transferred to further develop the capacity of 
students in Canada to recognize the links between SDH and 
health outcomes in deprived communities as well as create 
actions for social change.

We understood that in a society whose primary health care 
programs have not incorporated an appreciation of the social 
dimension of health experiences, it is a challenge to recreate 
a new vision of health inequities. Brazil’s health care system 
has been a neophyte in relation to the concept of SDH; this 
has been somehow overlooked and is being slowly recog-
nized. Brazil’s social problems underpinning poor popula-
tion health are being reconceptualized using the language of 
SDH, and in the past 8 years this has been widely discussed 
by civil society actors, even by candidates for the presidency. 
The SDH are progressively being incorporated into official 
policies, the education of social and health professionals, and 
in-service education of popular health promoters, among 
them the CHAs. The resulting learning for the Canadian 
team was that after almost 40 years of the incorporation of 
SDH in Canadian primary health care policies, we may fail 
to realize how in developing countries with a history of aban-
donment and neglect by governments, the normalized status 
quo makes it more challenging to use SDH as the basis for a 
call for action and the concept may resonate less.

Discussion

At the time of the workshops (spring 2009), the concept of 
SDH was being introduced into the Brazilian context of 
health promotion. This was mainly due to work of the 
NCSDH that advocated for the inclusion of SDH in govern-
ment policies and programs, an approach addressed by presi-
dential candidates prior to an election. As the NCSDH report 
was published in 2008, there had been little time for societal 
debate about SDH and no in-service education for CHAs on 
the topic. So during the workshops, some CHAs recognized 
the term SDH while others related it to the social issues their 
clients faced.

The use of evocative objects in this workshop had similar 
impacts on learning and awareness about SDH as revealed in 
other workshops using the same teaching approach with 
Canadian health and social services professionals (Zanchetta, 

Maheu, Salvador-Watts, Fontaine, & Wong, 2014) ). While 
authors have reported on the use of Freire’s critical pedagogy 
for decades in teaching initiatives aiming to help profession-
als reflect on learners’ cultural worlds and lived experiences 
(Wallerstein & Bernstein, 1988), our review of the literature 
retrieved only one study that explicitly stated the use of 
evocative objects (i.e., pictures) guided by Freire’s pedagogy 
to educate community health workers about community 
organization and mobilization (Perez, Findley, Mejia, & 
Martinez, 2006). While this approach makes our findings 
unique and adds a further strategy on educating communities 
and health workers about SDH, the limited reporting about 
the use of this approach makes it difficult to compare with 
other studies.

In the workshops, the concept of happiness was intro-
duced by the facilitator, who as a Brazilian who had previ-
ously worked with CHAs and their clientele had validated 
the importance of happiness as a relevant component of the 
notion of being healthy (Zanchetta et al., 2014) for inhabit-
ants living in shantytowns and poor neighborhoods. It was 
conceptually justified because happiness as a goal for 
Brazilians has historical cultural roots since colonization 
(Ribeiro, 2000). It is noteworthy that Freire’s seminal work 
of the pedagogy of the oppressed (Freire, 1970) has strong 
sociopolitical and humanistic inspirations that respond to the 
contextual neglect of basic human rights. As social depriva-
tion results from neglected rights, a well-known reality for 
CHAs, during the discussions, CHAs expressed ideas about 
a moral stance to protect the social vulnerabilities of their 
communities as well as the need of mobilizing communities 
with the values of social solidarity and citizenry leadership. 
This was the main notion of values shared by CHAs. By 
doing this, CHAs may reshape their practices and relations 
with different professionals and political authorities in the 
process of claiming the collective moral duty of restoring 
and repositing humanistic actions at the core of health pro-
motion initiatives.

By connecting theoretical knowledge about SDH with 
CHAs’ experiential knowledge and reflections about their 
daily practice, the workshops seemed to help CHAs revisit 
the idea of working in partnership with the community as 
well as to work toward community capacity building and 
dealing with issues of power sharing within the FHT as well 
as in the communities (Zanchetta et al., 2005). The work-
shops were more than a forum for acknowledging the chal-
lenges and barriers to act against social inequities (a 
“limit-act,” as Freire [1970] calls this) because CHAs’ 
awareness of such barriers was already engrained in their 
motivation to become a CHA (Zanchetta et al., 2005). What 
the workshops offered to CHAs was tools to boost their citi-
zenry leadership in partnership to change practice and fight 
for social transformation.

This connection raised by CHAs’ critical consciousness 
of health motivated them to align their practice in their 
respective communities with health promotion principles 
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(Côté et al., 2010). Such community-centered practice should 
support planned community action driven by social change 
through reinforcing community autonomy, solidarity among 
residents, and their democratic participation in community 
projects. As Cronin and Connolly (2007) highlight, incorpo-
rating experiential learning and reflective practice into health 
promotion is critical for analyzing and questioning existing 
professional, socioeconomic, and political contexts. CHAs’ 
answers to the existing knowledge and bridging questions to 
new content illustrated that they possessed experiential 
knowledge that could be conceptually linked to SDH.

Governance in the health sector (including better relations 
with the FHT to expand their role as agents of social change), 
promotion of social cohesion, prevention of community vio-
lence, and environmental improvements were cited by CHAs 
as the most crucial aspects of health promotion for Brazil’s 
disadvantaged communities. Acting as knowledge multipli-
ers with their communities, rather than for communities, 
CHAs can amplify the community’s voice in drawing atten-
tion to their unfavorable living situation and associated SDH. 
This role seems also to be central to community health work-
ers in other countries, who identify the need to recognize and 
acknowledge community health workers’ voices within their 
communities (Mack, Uken, & Powers, 2006). In the work-
shops, CHAs became aware of the urgent need to partner 
with their communities in identifying priority areas for col-
lective empowerment to battle long-standing SDH inequi-
ties. CHAs acknowledged the absolute pertinence of 
identifying and mobilizing community strengths to promote 
health and change social conditions.

As documented by de Jesus (2010), CHAs require their 
managers’ support and new organizational policies to imple-
ment innovative social and health promotion initiatives with 
their communities. The role of CHAs includes promoting the 
health-related strengths, challenges, and perspectives of their 
communities to institutions, organizations, and government 
bodies that may not understand communities’ true health 
issues (Catalani, Findley, Matos, & Rodriguez, 2009). 
Ultimately, it is a systemic, multilevel lack of support for 
addressing health challenges, as defined by communities, 
that perpetuates the lack of opportunities for improvement. 
Opportunities for critical, participatory in-service learning 
may advance the knowledge and competence of those who 
work with communities, especially CHAs, and their ability 
to critically reflect upon the consequences of SDH inequi-
ties. The workshops helped CHAs to expand their horizons, 
thus envisioning a more participatory practice. They 
acknowledged that their community problems are persistent, 
multidimensional, and not exclusive to economically 
deprived communities.

CHAs’ enthusiastic participation in the workshop discus-
sions revealed their strong motivation to help their commu-
nities awaken their own will to push for change. CHAs have 
an intense desire to redress inequities in deprived communi-
ties. They are also aware of their social responsibility as 

knowledge multipliers and keen to apply their newly acquired 
theoretical and empirical knowledge. For these reasons, they 
wanted to search for new ways to promote a better quality of 
life for their communities. However, CHAs are aware that 
their efforts are hampered by poverty, segregation, disrespect 
for basic human rights, and inequities in accessing shelter 
and dignified living conditions. These issues continue to 
pose major threats to global health prospects (Raphael, 2009) 
and require concerted global efforts to promote health equity. 
CHAs portrayed health using social-accounting discourse, 
which emphasizes socioeconomic arrangements (Marmot, 
2010). This discourse perpetuates the chasm between wealth 
and social justice that must be the target of a macro analysis 
of SDH, the actual cause of health inequities and disparities 
(Scambler, 2012). The evocative objects encouraged CHAs 
to associate physical objects with experiences. To do so, they 
drew on past experiences that were tied to feelings and emo-
tions that helped them to value SDH. Being able to touch, 
imagine, and visualize these objects helped them to later 
conceive simple plans of action for their communities.

Replication and Sustainability Issues

Replications of this workshop should observe the need to use 
culturally sensitive and appropriate evocative objects and 
ensure they are gender neutral depending on social, cultural, 
or religious norms. Feasibility and sustainability of change 
may be limited because it would require structural changes in 
sharing power within the professional teams where CHAs or 
other community health workers work. This limitation 
should also be taken as a warning when replicating the work-
shop in other countries. However, the autonomous role of 
CHAs as insiders in their own communities would counter-
act some administrative barriers (as indicated by the five 
CHAs in Rio de Janeiro and Ceará who were successful in 
implementing significant projects in their communities). 
While administrative and other barriers may exist, the work-
shop did provide an initial step to challenging hegemonic 
notions of power and knowledge within identified communi-
ties. Ensuring a concerted approach between our type of 
workshop and government-sponsored interventions can fur-
ther help to ensure sustainability of future health promotion 
interventions.

Limitations on Findings’ Transferability

Several issues may limit the transferability of our findings to 
other countries, cultures, or other in-service education con-
texts. People in some cultures may find it challenging to 
learn through critical pedagogical dialogue and conversa-
tion, but rather in a formal way, by listening to educators 
speak. As the workshops described in this article were meant 
to build on experiential knowledge, the format may not be 
applicable to new CHAs or other community workers with 
little professional experience as health promoters.
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Conclusion

By focusing on community development, CHAs will be able 
to fulfill the dreams of those visionary health professionals 
and politicians who, foreseeing radical changes in health 
promotion, proposed the creation of CHAs within a national 
program (today called a CHA Strategy) to respond to the 
absence of social approaches to community health. The con-
ceptual knowledge gained by CHAs through their reflection 
on evocative objects recalled their lived experiences and 
sparked the emergence of their hopes and dreams for fairer 
and more dignified living conditions for their communities. 
CHAs immediately associated their new expanded knowl-
edge of SDH with a desire to implement change and devel-
oped new self-perceptions as empowered professionals who 
could make change by collaborating with communities in 
community capacity building.

By transferring knowledge on SDH from the academy to 
communities, we used workshops as a tool to boost local 
forces to contribute to the global movement for equity in 
health. With the workshops, we expanded CHAs’ under-
standing of SDH, which may enhance the quality of their 
actions and practice. However, CHAs’ daily relationships 
with other members of the FHT, with managers, and with 
community residents may constrain their future actions. 
Further studies could explore those intervening factors as 
well as the success of applying Freire’s critical pedagogy in 
advocating for CHAs’ autonomy in their initial and in- 
service education. The findings may be transferable outside 
Brazil, because they address two major recommendations of 
the WHO–CSDH (2008): to inform practitioners about SDH 
and address the inequitable distribution of power and 
resources. The findings are transferable to other countries 
whose community health workers and communities are ral-
lying to confront disparities among social classes, which are, 
according to Coburn (2010), the causal chain of health 
inequities.

Although economic development has succeeded in Brazil, 
Brazilians have been demonstrating in the streets for “rice, 
beans, health, and education,” more recently, for justice in 
land distribution, and to eliminate systemic corruption. 
Therefore, the Brazilian government’s current interest in 
SDH is a political decision (Marmot, 2010). As social advo-
cates, CHAs are already committed to this social movement 
with support from a national government to catalyze a more 
equitable distribution of social goods and promotion of social 
inclusion. We are confident that our work provides a new 
approach to leveraging critical insight on SDH among CHAs 
to promote justice, equity, and improve health outcomes in 
deprived communities.
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