
a
r

t
ic

le
679

1 Departamento de 
Enfermagem, Pontifícia 
Universidade Católica de 
Minas Gerais. Av. Dom 
José Gaspar 500, Coração 
Eucarístico. 30535-901  Belo 
Horizonte  MG  Brasil. 
erikazevedo@pucminas.br
2 Escola de Enfermagem, 
Universidade Federal de 
Minas Gerais.

Chronic non-communicable diseases, risk and health promotion: 
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Abstract  The dimension of choice and adherence 
to healthy lifestyles is in the area of social construc-
tions made in representations of individuals and 
had not yet been included in the Surveillance of 
Risk and Protective Factors for Chronic Diseases 
by Telephone Survey (VIGITEL) analysis systems. 
This article aims to understand, in individual nar-
ratives, representations contained in the trajecto-
ries of people’s lives selected from the 2010 VIGI-
TEL sample, in Belo Horizonte, Minas Gerais. It is 
a qualitative study based on Social Representation 
Theory. Thirty in-depth and open interviews with 
subjects selected from the 2010 VIGITEL sample 
were conducted in Belo Horizonte in the State of 
Minas Gerais. The Structural Analysis of Narra-
tive technique was used to reveal the content of 
speeches. Age and heredity representations relat-
ed to NCDs are part of the spectrum of current 
scientific information. Learning from childhood 
onwards is the basis of care. The lack of compre-
hension of the pathophysiology of NCDs, and the 
depth of representations of illness and death relat-
ed to communicable diseases, is partly responsible 
for the difficulty of preventing NCDs.
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Introduction

Preventive interventions for chronic non- com-
municable diseases (CNCD) and strategies to 
change lifestyles in the general population aim to 
reduce the prevalence of those diseases in Brazil 
and worldwide1.

Brazil is undergoing an epidemiological and 
demographic transition with a decrease in deaths 
from infectious diseases and an increase in deaths 
from chronic non-communicable diseases, simi-
lar to the global epidemiological scenario. Cur-
rent data show that 72% of deaths from known 
causes result from CNCD in Brazil1.

Clinical and epidemiological studies have 
enabled the identification of various risk factors 
that determine the health status of individuals 
and, specifically, the onset of diseases resulting 
from those conditions2.Two specific groups were 
identified among the risk factors. The first in-
cludes factors considered non-modifiable: gen-
der, age, and family history. The second group 
includes behavioral factors: smoking, inadequate 
nutrition, sedentary lifestyle, and alcohol con-
sumption3.

Behavioral risk factors are enhanced by so-
cioeconomic, cultural, and environmental condi-
tions, which are supported by the contemporary 
context of competitiveness and individualism, 
wherein ‘having’ has surpassed ‘being’ in a way 
that is culturally accepted by society4. The eco-
nomic, political, social, and cultural transforma-
tions contribute to modify how individuals and 
communities organize their lives and choose spe-
cific lifestyles. Such transformations facilitate or 
complicate people’s access to more health-pro-
moting living conditions and directly affect dis-
ease patterns3,5,6.

The Telephone-Based Surveillance of Risk 
and Protective Factors for Chronic Diseases (Vig-
ilância de Fatores de Risco e Proteção para Doenças 
Crônicas por Inquérito Telefônico, Vigitel) system 
was implemented in 2006 to monitor risk and 
protective factors for CNCD in 27 Brazilian state 
capitals, which improved the quality of epide-
miological information. However, subjective as-
pects regarding individual and collective healthy 
lifestyle and habits, from the perspective of the 
subjects themselves, were not included in the 
data and in studies based on said data.  

For that purpose, it was necessary to include 
new methods for understanding the dimension 
of choice and adherence to healthy lifestyles, 
based on what is socially constructed and valued 
by individuals and society within their specific 

social contexts. Therefore, this paper is a discus-
sion of representational forms of prevention to 
ward a better quality of life, of risk perception, 
and of health protection, considering individual 
autonomy as well as access to goods and social 
rights. 

Subjectivity, knowledge, and representations 
that are constructed and explained in social in-
teractions provide the individual’s background, 
which includes practices to promote health and 
to prevent and control chronic non-communica-
ble diseases. 

Brazil exhibits health inequalities, especially 
regarding health promotion, and refractory rep-
resentations prioritizing medical care, focused 
on doctor visits and the use of medication, are 
still observed despite the existence of somewhat 
widespread health information7-10.

Information, per se, does not modify health-
care practices7,11. Thus, individuals take risks, 
more or less consciously, which result in difficul-
ties in adhering to healthy lifestyles. Given that 
the individuals’ life contexts are where represen-
tations are created and transformed, the under-
standing of representations of health and disease, 
CNCD, and the risks of disease and death may 
account for the difficulties and opportunities in 
adhering to healthy lifestyles.

This study aimed to understand, using indi-
vidual narratives, representations that are part of 
the life trajectories of people selected from the 
sample of Vigitel 2010 in Belo Horizonte, Minas 
Gerais, examining their lifestyle and healthcare 
habits, including health risk, health promotion, 
and the prevention ofCNCD.

Methods

Type of Study [

This work is a qualitative research study, us-
ing the critical version of the Social Representa-
tions Theory by Giami and Veil as the theoretical 
framework12. According to those authors, repre-
sentations are a “ social and psychological activ-
ity consisting of constructing an object by asso-
ciating with it external awareness elements and 
elements linked to individual fantasies, regard-
ing the position occupied relative to the object”. 
This description expresses representations as the 
individuals’ singular and simultaneously uni-
versal reflections, decisions, and actions because 
they are partly defined by their social ‘learning’. 
Representations are considered as ‘viewpoints’ 
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or ‘value judgments’ on objects, introjected and 
questioned throughout life by the subjects in a 
constantly changing process built through social 
interactions. 

Thus, all representations are social repre-
sentations because, according to Giami and 
Veil12,“their contents derive from materials pres-
ent in contemporary and past socio culture, 
functioning as the imaginary”12,13, “without sepa-
ration between individual and collective expres-
sions and meanings of representations, but rath-
er homology, which translates into an approach 
that considers the social to be contained and ob-
servable in individual speech...”12. 

Qualitative studies are a key tool for design-
ing health policies by making it possible to un-
derstand the ways that individuals and social 
groups think and act when facing diseases and 
their underlying issues. However, such studies 
are, as a rule, not aimed at acquiring knowledge 
that  may be generalized and universalized but 
rather at deepening the understanding of the 
particularities and peculiarities of the social ex-
perience of individuals14.

Population and Sample 

The city of Belo Horizonte, one of the capitals 
of the survey, was chosen as the site to address 
and analyze in detail issues related to the subjec-
tivity of individuals.  That choice was made con-
sidering the magnitude of CNCD in the South-
east region of Brazil, the need to further develop 
the objective assessments conducted, and the fact 
that completeness and data saturation, rather 
than numerical or spatial representativeness, are 
the criteria adopted for in-depth interviews15-17. 

The study population included individuals 
interviewed in the Vigitel 2010 in Belo Horizon-
te, Minas Gerais. The 2,000 study subjects, se-
lected from existing phonebooks based on their 
phone numbers, were divided into lists according 
to gender and age group(1 – from 18 to 30 years; 
2- from 31 to 50 years; and 3- 51 years or old-
er),thus totaling six lists.

The age group division was based on the 
assumption that the construction of represen-
tations occurs throughout life18and on the exis-
tence of common social and cultural character-
istics shared among individuals in the same age 
group, without overlooking possible inferences 
from gender or economic differences that might 
exist between participants. 

The names of study subjects were numbered 
in ascending order per list, after organizing them 

according to gender and age group in the lists. 
Thirty subjects were randomly selected from 
each list by drawing lots. The selected individu-
als were invited to participate in the study until 
10 subjects (including 5 men and 5 women)per 
age group agreed to participate. Thus, the initial 
group of interviewees consisted of 30 people, al-
though new draws could occur if necessary until 
reaching data saturation for each age group19. 

The preliminary analysis of the 30 interviews 
conducted showed the occurrence of data satura-
tion because there was repeatability, consistency, 
and sufficiency of information for analysis of the 
proposed object. Therefore, the data collection 
process was ended with this number of inter-
views.

Data Collection and Analysis 

In-depth, open-ended individual interviews 
were conducted by the researchers in the period 
from November2011 to January 2012at the Nurs-
ing School of the Federal University of Minas 
Gerais (Universidade Federal de Minas Gerais 
- UFMG) and at home at a pre-scheduled time, 
according to the availability of subjects. After 
the subjects freely signed the informed consent 
form, the interviews were audio recorded and 
fully transcribed for data analysis. The ethical 
guidelines defined in Resolution 196/1996 of the 
National Health Council (Conselho Nacional de 
Saúde) were fully met20.

The method of Structural Analysis of Narra-
tive (SAN), proposed by Demazière and Dubar21 
and advocated by Barthes et al.22, was used to 
analyze the interviews. Barthes et al.22argue that 
everything in a narrative has meaning, and there-
fore.

Understanding a narrative is not merely to fol-
low the unfolding of the story it is also to recognize 
its construction into ‘storeys’, to project the horizon-
tal concatenations of the narrative ‘thread’ onto an 
implicitly vertical axis; to read (to listen to) a nar-
rative is not merely to move from one word to the 
next, it is also to move from one level to the next. 
Similarly, the “search” carried out over a horizontal 
set of narrative relations may well be as thorough 
as possible but must still, to be effective, also oper-
ate “vertically”:  meaning is not ‘at the end’ of the 
narrative, it runs across it.

Therefore, the Structural Analysis of Narra-
tive values the web of argumentative construc-
tion of subjects and not only illustrations or parts 
considered relevant to the object in question. 
Subjects are interpreting the world when narrat-



682
M

ás
si

m
o 

E
A

L 
et

 a
l.

ing, explaining consistencies and contradictions 
when presenting their viewpoints on the objects. 
Therefore, everything is important in narration, 
as it expresses the subjectivity in the analysis.

The method of analysis proposed by the au-
thors is defined by ‘deconstructing’ the interview 
into numbered concatenations, wherein facts, 
their explanations, and the characters involved 
are identified. These concatenations were giv-
en a title that preliminarily specified the central 
object of each concatenation. The interview was 
then ‘reconstructed’ by clustering concatenations 
addressing the same object and unveiling speech 
conjunctions and disjunctions. The representa-
tions of the objects of interest21 are found in this 
stage, which confirmed that they were construct-
ed and reconstructed throughout the life path of 
the subject. Thus, SAN allowed the definition of 
timelines using the representations found in each 
of the 30 interviews. A diagram including the life 
path of respondents was drawn for each timeline, 
with their viewpoints, value judgments and re-
spective contexts, which change throughout life. 
The cross-sectional analysis of the set of inter-
views was performed by clustering the concate-
nations specifying the subjects’ reflections, which 
made it possible to interpret the construction of 
representations on health and disease, CNCD 
risks and prevention, and groups both according 
to age group and in its entirety. The clusters were 
then named based on the researchers’ interpre-
tation, forming categories that were ultimately 
further developed through their theorization.

This study is included in the project “Study of 
risk and protective factors and healthcare system 
for chronic diseases in the municipality of Belo 
Horizonte, Minas Gerais,”approved by the Re-
search Ethics Committee of the Federal Universi-
ty of Minas Gerais (Comitê de Ética em Pesquisa 
da Universidade Federal de Minas Gerais), as a 
Vigitel subproject, within the encompassing Vig-
itel project.

Results

Data interpretation defined encompassing cate-
gories related to CNCD: Healthcare and Health 
Promotion; Health and Disease and Risk.

The consolidation of the subjects’ social and 
subjective constructions regarding the objects of 
CNCD-related health promotion and risk was 
reached based on this synthesis, the narrowing 
of representations in each category, and com-
parison with the literature. Said consolidation 

allowed the generation of theoretical categories, 
which will be discussed in this article: 1) health 
promotion: a still distant practice, and 2) the cul-
ture of age based on ways of dealing with health 
and disease.

1) Health promotion: a still distant practice 
Adherence to healthy lifestyles and a propen-

sity for care and self-care are social constructs 
acquired throughout life. The results show that 
the people most adherent to the health promo-
tion concept experienced it from an early age, 
i.e., they learned to take care of themselves and to 
adopt healthy habits, which was introjected as a 
value judgment early in their lives. 

The analysis of life paths showed that learning 
since childhood is the foundation of healthcare. 
The most important or deepest representations, 
which will define the lifestyle and health promo-
tion, are introjected and constructed beginning 
in childhood. Although other representations 
may arise throughout life, the foundational rep-
resentation remains.

The subjects’ discourses show the representa-
tion of food as the center of health promotion, 
which is an object wherein the formation of 
representations is more relevant. The value that 
will be assigned to health promotion is based 
on childhood experiences, particularly what was 
lived through and heard from the mother figure.

Another noteworthy finding regards the fact 
that health promotion occurs at different levels 
and in a different way depending on the subjects’ 
age group. In each age group, subjects promote 
health according to their experiences: that is, the 
subjects’ experiences throughout life presumably 
change the representations, and thus, they mod-
ulate the different ways of life and health promo-
tion in each age group. However, the deepest rep-
resentations remain and will define the increased 
capacity of subjects for making healthy decisions 
in their lives.

The study of representations indicated that 
subjects think and therefore promote health dif-
ferently in each age group. Younger subjects(from 
18 to 30years)identified the importance of main-
taining a healthy diet, even when they failed to 
adhere to one, and the practice of physical activi-
ty as healthcare, albeit more focused on aesthetic 
purposes than on the prevention of CNCD. The 
subjects from age group 2 (from 31 to 50 years) 
indicated diet as the most important consid-
eration to prevent CNCD, although they con-
sidered this preventive diet difficult “because it 
precludes a normal social life”. The central repre-
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sentation that organizes the reasoning of subjects 
from that age group is that ‘becoming an adult is 
to live contradictions in a more or less conscious 
manner’. Individuals older than 51years of age 
(age group 3) attach more importance to the act 
of modifying lifestyle habits to prevent or control 
diseases.

The predominance of the culture of prescrip-
tive medicine was recurrently found in the sub-
jects’ reports. For them, healthcare is visiting the 
physician and conducting exams regularly. That 
representation clearly contradicts the health pro-
motion-related notions of autonomy and em-
powerment. 

Accordingly, the study results show that rep-
resentations of healthcare define such demands 
as a figure of imagination expressed in the ways 
the subjects live and relate to other people and to 
healthcare professionals and services.

2) The age culture based on ways 
of dealing with health and disease
Health promotion in each age group is mod-

ulated by the representations of age and heredity 
related to CNCD. The central representation of 
CNCD is related to age. Thus, young people be-
lieve that the risks of getting sick are higher for 
the elderly and are not an immediate concern for 
their age group. The subjects from the other age 
groups also consider CNCD to be related to age. 
However, they are beginning to worry about the 
possibility of its occurrence because they are al-
ready close to an age group they consider ‘at risk’. 
Chronic diseases are actually more frequent in 
people over 50 years, as mentioned by the sub-
jects of this age group who participated in the 
survey, who believe they are at greater risk of ill-
ness and death by CNCD.

Overcoming the original representation of 
age-related CNCD is essential to recognizing the 
need to adopt healthy lifestyle habits early in life. 
The representation of CNCD as hereditary is also 
present in the interviewees’ statements. However, 
they fail to change their lifestyle and healthcare 
habits, especially young people, despite recogniz-
ing the hereditary nature of CNCD, thus failing 
to adopt healthy habits because they believe they 
have not yet reached the age of onset (older than 
40 years) of those diseases. 

The relationship between CNCD and age is 
a stronger representation than the representation 
of its hereditary nature, and the former modu-
lates the subjects’ habits regarding prevention 
and healthcare more intensely.

The representation of age-related CNCD fol-
lows the subjects’ life path, affecting the adoption 
of healthy habits, and corroborates the represen-
tation that individuals from different age groups 
promote health differently. Therefore, the con-
cern with and the ability to care for oneself will 
evolve and improve with age.

Although information on CNCD is widely 
available to the population, that information, 
based on biomedical or epidemiological risk, 
seems to fail to generate and stimulate healthy 
self-care habits, as if the epidemiological risk 
were ‘external to the subject’, as something pres-
ent in the world and thus nota risk introjected or 
constructed by them.

A key discovery emerged from the finding 
that interviewees mix representations of risk for 
CNCD with their representations of risks for 
communicable diseases. Several of the statements 
made during the interviews have shown the mi-
asmatic and disease transmissibility view perme-
ating the representation of an aseptic world as a 
healthy world or free from the danger of disease, 
despite the fact that the focus on CNCD as our 
object of study was maintained throughout the 
whole interview.

That finding enables hypothesizing that mis-
understanding the pathophysiological processes 
of CNCD and the lack of a causative agent or a 
culprit microorganism hinder the prevention of 
this group of diseases because the subjects’ deep-
est representations related to disease and death 
are representations of communicable diseases.

Discussion

Health promotion: a still distant practice

Although the interactions between subjects 
lead to the emergence of other representations 
throughout life, the basis of the representation 
remains. Once the nucleus of the representa-
tion is consolidated, that central representation, 
termed ‘original representation’ by Giami and 
Veil12, will serve as a filter to accept or reject the 
new representations, which will be peripheral 
representations despite being social construc-
tions of temporality.

The focus on food as the center of health 
promotion emerged from the content of the sub-
jects’ statements. According to Rotenberg and De 
Vargas23, dietary practices derive from knowledge 
and experiences constructed from the living con-
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ditions, culture, social networks, and scientific 
knowledge of each historical and cultural period. 
The authors analyzed dietary practices, ranging 
from breastfeeding to everyday family meals, 
and determined that eating habits and dietary 
practices are permeated by maternal knowledge, 
which begins in childhood, and are associated 
with urban consumption habits. In this context, 
one should highlight the value assigned to rep-
resentations experienced with the mother figure 
since childhood.

Everything allowed or prohibited in dietary 
practices is a language of social classification of 
food because food symbolizes the daily contact 
with life, not only in the context of organic need 
but also, especially, in the sense of social partici-
pation in the world 24.

Giard25 notes that people eat what is available 
and what they like to eat. The “power” considers 
availability based on food production, distribu-
tion and trade; considers accessibility, such as 
price; and considers what is allowed by culture 
and what is valued by social organization. Ac-
cording to the author, taste is complex and is 
associated with the game of attractions and re-
pulsions, grounded in childhood habits, based on 
what is available and on how the food is provided.

Since 1999, several world health agencies, 
including the Heart and Stroke Foundation of 
Canada (HSFC), have shown that lifestyles in-
crease the risk of chronic diseases, which has 
been corroborated by other studies1,26. Although 
pathophysiological alterations related to CNCD 
are, in principle, asymptomatic, they begin ear-
ly in life, and therefore, CNCD prevention must 
be conducted beginning in childhood. There is 
strong evidence of success in preventing CNCD 
with pro-healthy nutrition intervention in school 
environments26,27.

The objectives of reducing obesity prevalence 
in children and adolescents are among the na-
tional goals set forth in the plan for dealing with 
CNCD1. Reaching those goals will involve more 
healthcare agents and resources than services 
and media campaigns, as shown by the data. Co-
ordination of family, child and school becomes 
necessary for this purpose to ensure that repre-
sentations learned within families may still be 
reconstructed within them, through contradic-
tions experienced in various environments and 
social relationships. Therefore, co-responsibility 
and co-management actions to be implemented 
in the process of the growth and development of 
children must be considered.

Health promotion involves choices and 
therefore does not lie in the realm of scientific 
knowledge but rather in the realm of values and 
is linked to processes that are not expressed in a 
precise manner and are not readily measurable 28. 

The results show that subjects think and pro-
mote health differently in the three age groups 
analyzed. Therefore, the subjects’ viewpoints 
must be considered, according to age group, to 
think about health promotion differently. This 
difference may contribute to choices that are 
both healthy and consistent with the subjects’ 
value judgments at each period of their lives.

However, subjectivity, health, and disease ex-
periences from the subjects’ viewpoint and how 
to address those issues are uncharted territory29. 
According to the author, the history of patients’ 
perspectives is as underdeveloped now as it was 
in the mid-1980s, when the patients’ history 
could apparently become a new paradigm to re-
write the history of medicine. 

Buss30 considers that health promotion seeks 
to coordinate health issues with living conditions 
and quality of life issues, stating that this ideol-
ogy is a promising strategy for dealing with the 
multiple health problems affecting people and their 
surroundings. The findings of this study clarify 
that living conditions and quality of life may not 
be evaluated merely as objective and measurable 
data but should include the ways of thinking 
about life and the subjective rationality of indi-
viduals. The ability to promote health is a strate-
gy associated with values that change throughout 
life, including the quality of life, health, solidarity, 
equity, democracy, citizenship, development, and 
social participation, as stated by the cited author.

Another key issue is that actions based on a 
fragmented view of healthcare and the people 
receiving care still predominate, despite efforts 
conducted to implement a new healthcare mod-
el, specifically through the reorganization of pri-
mary care by means of the Family Health Strate-
gy (Estratégia Saúde da Família, ESF). Therefore, 
“that reductionist and fragmented view of real-
ity must be overcome toward a comprehensive 
notion of the health-disease process, the people 
involved in that process, and the organization of 
Healthcare Services”31.

By increasingly demanding medical consul-
tations, people are transformed into excessively 
voracious consumers of more specialized tech-
nologies and not of care itself, rendering them 
dependent. This dependence decreases their au-
tonomy and ability to act on their lives and on 
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the environment to maintain, recover, or increase 
health and freedom, which are regarded as the co-
efficient of experienced freedom and the ability 
to establish vital standards 32. We live in the time 
of the ‘medical culture’ outlined by the ‘image of 
the physician’ – the search for and the power of 
healing, which expresses the feeling of credibility 
and faith in medicine that the population holds31.

In a social universe undergoing a loss of val-
ues, the medical culture – which has become a 
key element of our culture – “seeks to assign a 
meaning: the medical meaning, which consists 
in living utopically to fully avoid disease, delay 
the time of death, or even preclude it, in short, 
to preserve the most precious of all goods at any 
price: health”33.

Perhaps the medical culture results from the 
inheritance of a medicalized concept of health, 
given the demand for drugs and exams as if they 
would alone solve the users’ demands31, which is 
the “the imaginary production of demand” that 
results in the high pursuit of medical action, 
according to Merhy and Franco34. The authors 
“assume that this demand is socially constructed 
and related to the profile of Healthcare Services 
and how the production of care and the relation-
ships between healthcare professionals and the 
people they serve are processed”. 

Thus, the population should participate in 
other services provided in addition to medical 
appointments, and the user’s link to the health-
care service is essential for that purpose. The 
establishment of such a link enables advances 
toward the much-desired ‘demedicalization’ and 
toward clinical expansion through health educa-
tion, healthy lifestyle practices, interdisciplinary 
care and support networks for the social con-
struction of healthcare35.

The findings of this study show that repre-
sentations are in agreement with the centered 
and hospital-centric medical model that we seek 
to overcome, which is the antithesis of health 
promotion, maintaining a close relationship with 
the fragmentation of healthcare processes and 
the model focused on acute health conditions.

According to Verdi and Caponi36 and to Car-
valho and Gastaldo37, in the last decade, health 
promotion has become one of the most cited and 
recurring topics in different fields of knowledge 
production and health practices. Health promo-
tion is understood as a health model character-
ized by a set of theoretical, cultural, and technical 
elements organized toward meeting the demands 

of the health sector and whose existence is only 
enabled in actual reality36. The findings of this 
study indicate that we are far from achieving this 
goal in our current health practices.

The results found herein show that the in-
terviewees’ imagination is still permeated by 
everyday actions supporting healthcare repre-
sentations restricted to visiting the physician and 
performing exams.

The culture of age based on ways 
of dealing with health and disease 

The literature has shown a trend toward ear-
lier onset of CNCD, and theWHO26 data have 
shown that approximately 1/4 of CNCD-relat-
ed deaths worldwide affect individuals younger 
than 60 years of age.

The fear of disease based on the horror aris-
ing from old epidemic diseases is a persistent 
representation, regardless of scientific knowl-
edge and information circulating in the media or 
available in healthcare services38. 

Contagion is a primitive  experience regard-
ing the fear of contact with others. The panic 
experienced during epidemics was related to ob-
scurantist and irrational attitudes of rejection. 
They are the so-called ‘original’ representations, 
thus termed by Giami and Veil12, that perpetuate 
in people’s minds, hindering the understanding 
of other types of diseases, specifically diseases 
caused by the lifestyles and behaviors adopted.

Therefore, public policies must consider and 
reflect on the representations found for overcom-
ing them by increasing the amount and quality 
of CNCD-related information and by empow-
ering and holding the individuals accountable. 
This approach will allow individuals to under-
stand that health promotion and the adoption of 
healthy lifestyles, regarding chronic conditions, 
are to CNCD what etiologic agents are to com-
municable diseases.

Oliveira and Egry39 consider the need to 
overcome those theories and the classical causal 
models centered on individual actions by adopt-
ing interactive models incorporating both indi-
vidual and collective actions. A new way to think 
of health and disease should, according to the 
authors, include explanations for the universal 
findings that mortality and morbidity follow a 
gradient that crosses socioeconomic classes, such 
that lower income or social status is associated 
with a worse health condition. 
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Final considerations

The interpretation of the results revealed that 
representations are contained in the interviewees’ 
life paths and enabled an understanding of their 
healthcare practices and lifestyles as well as health 
promotion and CNCD prevention behaviors. 

The finding that “learning since childhood is 
the foundation of care” emerges as a key guid-
ing instrument for public health policies because 
policies may focus on hygiene and health promo-
tion actions that reach the child population as 
well as on routine healthcare actions. 

Furthermore, healthcare education programs 
must incorporate health promotion, thus replac-
ing an idealistic or prescriptive discourse with 
one that includes the representations of the fu-
ture healthcare professionals themselves and that 
develops knowledge that incisively incorporates 
the understanding that customers and users of 
the healthcare system hold representations that 

do not necessarily correspond to what scientific 
objectivity regards as standard. This goal requires 
willingness from future healthcare professionals 
to take active stances and abandon the prescrip-
tion approach for a new approach based on in-
teractions, and it also requires them to have good 
listening skills to understand the representations 
of subjects and their own, which would positively 
affect the new construction of healthcare. Thus, 
education programs in the health field must offer 
interdisciplinary experiences of care and health 
education, not electively but as a paradigm shift 
in vocational training.

The results of this study, in addition to fur-
thering knowledge, will hopefully contribute 
to designing operational strategies to address 
CNCD, thus enabling managers to develop health 
actions based on co-responsibility networks be-
tween individuals and communities by advocat-
ing and promoting improved living conditions 
and population health.
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