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Symbolic sites of belonging and prevention and control of 
tuberculosis: perceptions and practices of community health 
workers in Brazil and Ethiopia

Abstract  This article aims to evaluate the contri-
bution of Community DOTS, Directly Observed 
Treatment Short-Course, for the prevention and 
control of Tuberculosis actions in primary care in 
Brazil and Ethiopia, based on the perceptions and 
practice of the community health care workers. We 
employed the Symbolic Sites conceptual-meth-
odological framework, accounting for its three 
types: Black box, Conceptual box, and Toolbox. 
The contrasting case study involved triangulating 
and complementing data collection and analysis 
from semi-structured interviews with communi-
ty health workers and health professionals, site 
observation, and document analysis. The results 
highlight a sense of commitment as an essential 
value regarding the activities developed by com-
munity health workers in both contexts. The main 
challenges are the insufficient capacity building 
and supervision (Conceptual box), and the dif-
ficulties related to access (Toolbox), expressed in 
long geographic distances in the Ethiopian case 
and barriers related to territory violence, mostly 
drug trafficking, although not explicit, in the Bra-
zilian context. This implies in a continuous effort 
for the community health workers to adapt their 
practices, respecting the cultural values (Black 
box), in order to direct their actions to overcome 
these challenges.
Key words  Evaluation, Tuberculosis, Symbolic 
sites, Brazil, Ethiopia
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Introduction

This paper presents an evaluation of TB preven-
tion and control actions at the Primary Health 
Care (PHC) level, based on the perceptions and 
practice of Community Health Workers (CHW) 
in two different contexts, urban and rural, in 
Brazil and Ethiopia using Zaoual’s theory of the 
sites of belonging1. The similarities and differ-
ences between the two countries led the authors 
to describe how global TB policies translate into 
diverse realities2.

TB prevention and control actions are or-
ganized around the DOTS strategy – Directly 
Observed Treatment Short Course – which was 
launched by the WHO in 1994 to reduce mor-
bidity, mortality, and the transmission of the 
disease. The strategy consists of five components: 
political commitment to the implementation 
and sustainability of the TB program; diagnosis 
through bacteriological examinations; directly 
observed treatment (DOT) aimed at strength-
ening compliance with treatment and preven-
tion of drug resistance, the supply of medicines, 
a registration system and case follow-up3. Some 
obstacles have still been identified despite the 
progress made, especially those related to access 
in rural and urban areas4,5. The WHO and the In-
ternational Union Against Tuberculosis and Lung 
Diseases have promoted the integration between 
the National Tuberculosis Programs and prima-
ry health care activities. Support was provided to 
countries with a high TB incidence for the im-
plementation of Community DOTS (CDOTS), 
led by the CHW. The CHW links the communi-
ty’s daily life to the health services, identifying, 
through home visits, individuals who are cough-
ing for more than two or three weeks, depend-
ing on the country, referring them to the health 
units to investigate TB (active search), following 
the medication intake throughout treatment and 
promoting health education actions4,6. Review 
papers7,8 indicate that when CDOTS are more 
effective in controlling the disease when adapt-
ed to local contexts. Therefore, decentralized TB 
actions must be evaluated to verify not only the 
achievement of results of this strategy but also its 
in situ operationalization9. 

Thus, this paper aims to evaluate the contri-
bution of CDOTS to TB prevention and control 
actions in Brazil and Ethiopia, through the role 
played by the CHW, including the approaches to 
the challenges observed in TB control programs 
in two places of study.

Why Brazil and Ethiopia? 

Both belong to the group of 20 so-called 
high-burden countries for TB according to the 
World Health Organization10. From the geo-
graphical viewpoint, they are located on different 
continents with diverse social, political, and eco-
nomic contexts. In Brazil, approximately 85% of 
the population lives in an urban environment11. 
In Ethiopia, 85% of the population live in rural 
areas12. Furthermore, different epidemiological 
patterns are identified. In Brazil, the incidence 
rate of TB was 41/100,000 in 201510, with dispar-
ities among regions. In Ethiopia, TB incidence is 
192/100,000, and the infection is spread through-
out the country10. In the last two decades, signif-
icant progress occurred in TB prevention and 
control, with resources and decentralized PHC 
actions13. 

Brazil adopted the DOTS strategy in 200314, 
extending its actions to the scope of the CHWs. 
The Community Health Workers Program 
(PACS) is part of the Family Health Program 
(PSF), later called the Family Health Strategy 
(ESF). The ESF considers the patient in the con-
text of work, housing, family, and community 
relationships13. The TB program acts as an inte-
gral part of the public health system, with state 
and municipal level management structures. The 
CHW activities would expand access to primary 
health care units (Basic Health Units and ESF), 
and is responsible for the development of the TB 
diagnosis, prevention, and control actions14-17. 

In Ethiopia, TB care is also decentralized 
from tertiary care institutions to primary care 
units (DOTS coverage: 95%). The TB program 
is an integral part of the public health system, 
with regional and district level management 
structures. The district health system generally 
comprises health care units, a health center, and 
a district hospital. TB treatment is managed in 
the health centers to which health care units are 
linked and where the CHWs work. All patients 
have free access to diagnostic and treatment ser-
vices in the public health services18.

Community health workers

In Brazil, CHW started from isolated expe-
riences in the late 1970s. The first profession-
al courses emerged in the 1990s, and the CHW 
profession was established in 2002. The profile of 
CHWs has been changing, especially concerning 
their qualification15. Most undertake an intro-
ductory course of initial generic training (area 
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diagnosis, service portfolio, and primary health 
care organization), lasting one week and with a 
40-hour workload. The number of CHWs must 
be sufficient to cover 100% of the population 
registered in the territory, with a maximum of 
750 people per CHW and 12 CHWs per Family 
Health team13. The minimum ESF team consists 
of a doctor, a nurse, a nursing technician, and a 
CHW. The CHWs receive a salary, and most of 
them are women18. In 2013, there were approxi-
mately 240,000 CHWs in Brazil6.

The Health Service Extension Program was cre-
ated in Ethiopia in 2003, despite earlier initiatives. 
The Health Extension Workers are female profes-
sionals who live in the community, have a salary, 
high school graduation, and are trained for one 
year in prevention and control activities based on 
a 16 packages comprising four areas of expertise: 
Hygiene and Environmental Sanitation, Disease 
Control and Prevention, Family Health, Health 
Education and Communication. The CHWs 
work in pairs in the health care units of the ke-
beles (smaller administrative units with 5 thou-
sand inhabitants). Other professionals, except for 
doctors who work primarily in hospitals, work in 
the health centers. The activities of the CHWs re-
lated to TB are primarily health education, respi-
ratory symptoms referral to the health center, and 
the follow-up of TB treatment19,20. By 2014, there 
were around 34,000 CHWs in Ethiopia6.

The theory of sites of belonging

This reference aims at a cultural analysis of so-
cial practices, based on the concept of a symbolic 
site of belonging. Sites are not empty geometric 
spaces, but they make up a material and imma-
terial entity of shared sense, where social codes 
and local customs are common1. This signalizes 
the impossibility of mechanically transposing 
models from one site to another, as in the thesis 
of globalization, where one can perceive the ex-
pansion of a standardizing hegemonic model in 
the scientific, economic and financial fields21. The 
model of the sites of belonging would be able to 
produce differentiated effects according to the 
places, moments, contexts, organizations, and ac-
tivities. If, on the one hand, we would observe an 
excess of uniformity, standardization, and regu-
lation, on the other hand, we see the return to the 
site, sustainable and creative in every way. There-
fore, it is crucial to consider the actors’ responses 
in coding and recoding resources, both material 
and immaterial, that come to them, considering 
the models and organizations of the contexts to 

which they are linked. According to Zaoual1, ab-
stract constructions would succumb to the “exu-
berance of the factual world”. The classical mod-
els of rationality would be limited in their ability 
to read individuals’ local practices, being “mostly 
static, deterministic, mono-disciplinary, and mo-
no-cultural” from the perspective of Panhuys21, 
without, thus, favoring the world view of actors 
within the decision-making process. Situated ra-
tionality would not be limited to mere technical 
adequacy, but would consider the rationality of 
beliefs and actions in the sites1. 

Thus, the acceptance of a “standard” such as 
the CDOTS guidelines is different from the do-
main of the standard. The incorporation in the 
local setting becomes possible if it integrates 
particularities of the reception sites, requiring re-
combination of the incoming values within a giv-
en local cosmovision and its “invisible borders “1, 
which will facilitate or not the implementation 
processes. In this case, the CDOTS would have 
to give meaning to local and concrete actions 
and interactions, with the need for a monitoring 
pedagogy, in which action and reflection would 
go hand in hand with this process. To this end, 
the processes would have to flow in a flexible, dy-
namic way built in situ. Thinking from this per-
spective, we ask ourselves, “How is the CDOTS 
rationality presented in places/sites as diverse as 
Brazil and Ethiopia from the perspective of the 
CHWs? How are CHW practices organized and 
managed on the day-to-day basis of the sites?”

Methods

A contrasting case study was carried out employ-
ing the Rapid Evaluation Method (REM)22  .

In Rio de Janeiro, a Health Center (HC) and 
a Family Health Strategy Unit located in a slum, 
in an urban area were selected. In Ethiopia, a HC 
coupled with its five Health Care units were se-
lected in the rural area of the village of Agaro. 

Data collection included different techniques 
and sources of evidence: semi-structured inter-
views with the CHW and health professionals, 
direct observation of health facilities, and the re-
view of TB patients’ follow-up books, as to check 
the pertinence and validity of the information 
(triangulation and complementarity)23 . Data 
collection occurred in 2012 by two research as-
sistants, one in Brazil and the other in Ethiopia, 
accompanied by the principal researcher.

A thematic content analysis was carried out 
employing Zaoual’s box typology1: conceptual, 
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tool, and black boxes. The conceptual box encom-
passes the empirical or theoretical knowledge, 
designated as social knowledge accumulated by 
the different actors’ courses. Actors also oper-
ate with a toolbox that contains the know-how, 
techniques, and modes of organization, and con-
text-specific behavior models. In this conceptual 
framework, the black box describes the myths, 
beliefs, experiences, and values that give sense 
and direction to the sites’ actors. It is usually the 
often-hidden symbolic aspect of local practices 
that alludes to complicity, uniqueness, and open-
ness to the new. The analysis viewed the conver-
gences and divergences between the Brazilian 
and Ethiopian contexts.

For the quantitative analysis, a descriptive 
statistic of the variables gender, age, marital sta-
tus, level of schooling, professional category, and 
working time in the unit were included.

The study was approved by the Research Eth-
ics Committees of Health Secretariat of the city 
of Rio de Janeiro and Jimma University.

Results

The case of Rio de Janeiro, Brazil

The city of Rio de Janeiro (RJ) has a pop-
ulation of 6.5 million inhabitants. The HC is 
located in an area with high levels of violence, 
mainly due to drug trafficking. The HC is broad, 
and the Health Family unit is placed inside it. 
The TB program functions on the first floor of 
the HC, occupying four rooms, two for medical 
appointments, and two for nursing. The waiting 
room is located in an open space, being exclu-
sively for TB patients. We interviewed 11 CHWs 
and seven health professionals (2 nurses, 2 nurs-
ing technicians, 1 physician, 1 pharmacist, and 1 
adult program manager). Concerning the CHWs 
interviewed, 10 were female, with a mean age 
of 30 years. Most of them had completed High 
School, being predominantly married, with di-
verse religious options (Catholic, Protestant, and 
Spiritist).

The case of Agaro Town, Ethiopia

The village of Agaro has a population of 
26,000 inhabitants, and lies in the region of Oro-
mia, southwest of Ethiopia. The region is known 
for its coffee plantations, with Agaro being a mar-
ket place for this product. The HC is large and 
located in the village center, and has five rural 

health care units, each with two CHWs. Patients 
wait for care in an open, external area. There are 
no doctors on the HC. Nurses and health officers 
(professionals trained in management and nurs-
ing) are qualified to examine, diagnose, and pre-
scribe treatments. The health care units are with-
in a distance from 2 to 15 km. Each unit is staffed 
with at least two CHWs. Eight CHWs were in-
terviewed, with a mean of 22 years, all with com-
plete High School level, and most were single, 
Muslim women. Six health professionals were 
interviewed at the HC, including one nurse, one 
pharmacy dispensary, one laboratory technician, 
one laboratory technologist, one pharmacist, one 
health administrator, and one health officer.

Analysis  

Conceptual box: CHW empirical 
and theoretical knowledge

CHWs in Ethiopia undertake a one-year 
training course. All eight CHWs respondents de-
scribe in detail the scope of the activities carried 
out under the denominated “16 Packages”, which 
includes 80% of prevention activities and 20% of 
control and treatment. 

My activities are based on the 16 packages: ma-
ternal and child health, anti-natal care, delivery 
services, family planning, immunization; for under 
5, treatment and curative services; environmental 
hygiene, like latrines (we teach how to construct 
and how to use it), have separate rooms for cattle… 
is not easy due to the cost; waste disposal, preparing 
the pi (burry the waste); and how to drink water, 
how to protect it from the animals, boiling. (CHW, 
Ethiopia) 

In Brazil, the general activities described by 
the CHWs prioritize the linkage of community 
and health care units, home visits, counseling for 
diseases such as diabetes, hypertension, TB, and 
user follow-up. Only one CHW emphasizes pro-
motion and prevention actions. 

Regarding TB actions, the CHWs in Rio de 
Janeiro state there is training, although some 
have not yet done so. Training sets are useful, 
valid, and relevant: There is always some new in-
formation. As much as we know, there is always 
something new (CHW, Brazil). The most import-
ant activity related to TB actions would be the 
active search for respiratory symptoms in the 
community, referral to the health unit, treatment 
follow-up, control of absentees, and educational 
actions. In Agaro, CHWs say that there is no spe-
cific training for TB. They perform the following 
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activities: identification of TB suspects, monitor-
ing of medication use, collection of medications 
at the HC, counseling in health education, mainly 
in environmental hygiene, including ventilation, 
cohabitation with animals, eating habits such as 
boiling milk. 

Regarding the supervision of TB activities, 
only 3 of the 11 CHWs interviewed in Rio de 
Janeiro reported having supervision: Yes, by the 
nurse. She asks how patients are, and whether they 
are coming for treatment (CHW, Brazil). Supervi-
sion is not enough for the CHWs in Agaro: They 
come and ask us in general, but it is not formal 
supervision with feedback. It is superficial supervi-
sion. They only ask if we accomplished the activities 
(CHW, Ethiopia).

Most CHWs (8) in Rio said they do not use 
the TB handbook, working mainly with what 
they learned in the training courses and the infor-
mation shared with the team. Agaro’s CHWs also 
did not use the TB handbook, explaining that the 
referral form and the treatment monitoring card 
are enough for their daily tasks (Figure 1).

Toolbox: know-how, techniques and action 
models

In the Brazilian case, one of the CHWs points 
out that their function is multitasking, like a 
Swiss knife (home visit, patient guidance, group 
activity), displaying the multiple possibilities of 
action, in responding to the demands of both the 
users and the HC. 

While the directly observed treatment is 
good, the CHWs have points to consider. The 
typical difficulties reported in both sites concern 
the identification of suspected cases, abandon-
ment of treatment, and overloading of activities, 
and others vary. Half of Agaro’s CHWs complain 
about having to go to the HC, which is distant, 
to pick up the medications without any kind of 
financial support (The greatest difficulty is having 
to pick up the medication at the health center, as we 
have to pay for transportation ourselves), or even 
the long distances traveled to reach the patients. 
This means having to use different resources, 
such as the support of community volunteers to 
help reach more distant areas or obtain informa-
tion: I need to involve volunteer community health 
members to help me reach certain areas of the re-
gion. They give me information about the commu-
nity.

Several CHWs in Rio reported the following 
difficulties: lack of resources and partnership in 
the territory, lack of help from health profes-

sionals, fear of catching TB, and the poor living 
conditions. The CHWs did not mention the local 
violence as an interference in the performance of 
the activities, although this subject appeared in 
informal conversations, mainly with health pro-
fessionals. The research team also had to take care 
when they went to the HC. They were instructed 
by the nurse to call in advance to ask if they had 
access to the site due to conflicts in the territo-
ry (conflicts between the police and drug deal-
ers and tensions between different drug criminal 
factions). It was also necessary to replace the car 
that the research team used to access the com-
munity due to its color, identified with the color 
representation of the group contrary to the com-
mand dominating the place. Some of the HCs’ 
TB patients were engaged in drug trafficking, 
and different strategies were used by health pro-
fessionals and CHW to carry out the treatment, 
such as the intermediation by a relative who went 
to the HC to receive TB medicines and guidance. 
The CHWs also reported meeting the patient in 
a neutral location, which did not put them nor 
the user at risk. 

When asked about what they did when a pa-
tient started being absent or thinking of aban-
doning the treatment, the CHWs at both sites 
seemed to have an active behavior, but with 
different strategies. In Rio, the CHWs reported 
going to the households, trying to know what 
was happening, encouraging or sharing with the 
supervisors, in order to try to find ways to as-
sist the patient (I encourage them to continue the 
treatment. If it is the case, I go along with them, 
ask for the family help, that’s it). In Agaro, they re-
ported that abandonment rarely occurred, but it 
mostly shows the risks of TB becoming a chronic 
disease, including the possibility of dying, devel-
oping resistance to drugs, and becoming a risk to 
the family. Two of them emphasize the impor-
tance of reinforcing home visits. 

Regarding suggestions for improving TB 
actions, CHWs, in general, suggest community 
mobilization for the dissemination of TB infor-
mation. Most CHWs of the unit evaluated in Rio 
emphasized the importance of greater disclosure 
about the disease with lectures, campaigns, dis-
tribution of flyers, street actions to alert the com-
munity, including the use of tools such as photos, 
movies, being more visual than verbal so as not to 
be tiring. 

The CHWs in Agaro mentioned the impor-
tance of raising awareness about prevention 
actions, primarily through the involvement of 
healed individuals and community members 
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who can help raise awareness. They also suggest 
appropriate training and supervision.

Black box: The CHW myths, beliefs, 
values and experiences

The statements of all CHWs, both in Brazil 
and in Ethiopia, show an acceptance and appre-
ciation of their roles by the communities where 
they work. Three of the CHWs in Rio are iden-
tified as an essential part: I just think we came to 
add. 

The relationship with the patients and the 
community in both locations is described posi-
tively: It is the same for all patients. I see them if 
they are taking medicine, if the appointments are 
on schedule (CHW, Brazil); There is a strong, close 
relationship. We are considered to be family. I was 
born, raised, and got married here. Many consider 
me as a daughter (CHW, Agaro).

All CHWs interviewed in RJ described the 
perception of DOT as useful, since it allows the 
treatment to be carried out to the end with fol-
low-up, hindering abandonment. It also breaks 

Figure 1. Results Brasil and Ethiopia by sites of belonging.

Source: Elaborated by authors.

Black box

Toolbox Toolbox

Black box

Conceptual 
box

Conceptual 
box

. Compact general 
training  
. Training in TB 
actions, but not all 
perform 
Insufficient 
supervision of 
activities 
. Non-use of the TB 
manual, despite its 
availability 

. Multiple activities 
performed by 
scheduling; complaint 
of overload  
. Active posture in the 
face of defaulting users 
. Specific difficulties: 
lack of material 
and partnership in 
the territory, lack 
of help from other 
professionals, fear 
of catching the 
disease, and housing 
conditions of users  
. Suggestion 
of community 
mobilization through 
lectures, videos, 
campaigns, posters to 
raise public awareness

. Feeling of 
acceptance and 
appreciation 
of the role of 
CHW before 
the community 
. Positive 
perception of 
DOT
. Tension in the 
relationship 
with other 
health 
professionals

. Feeling of 
acceptance and 
appreciation 
of the role of 
CHW before 
the community
. Positive 
perception of 
DOT
. Tension in the 
relationship 
with other 
health 
professionals

. Extensive general 
training (1 year)
. No specific training 
in TB actions
. Supervision of 
activities, but without 
return
. Non-use of the TB 
manual, despite being 
made available
. Feeling of acceptance 
and appreciation 
of the role of CHW 
before the community
. Positive perception 
of DOT 
. Tension in the 
relationship with 
other health 
professionals

. Multiple activities 
performed; complaint 
of overload
. Active posture in 
the face of defaulting 
users
. Specific difficulties: 
long distances 
traveled on foot and 
lack of financial 
resources to travel
. Suggested 
involvement of healed 
users and community 
members to raise 
awareness

Brazil Ethiopia
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the stereotypes: I think it’s very good because it’s a 
way for someone to complete the treatment, being 
followed. I believe it’s great that it breaks all stereo-
types, shame. However, there are some resistanc-
es: It’s nice, but there is resistance. Some patients do 
not accept that you go there every day.

The CHWs in Agaro agree that it is a signifi-
cant intervention: I think it’s the best strategy. The 
previous treatment, in which the patient was not 
followed, led to a great abandonment. However, 
most also criticize: It’s a fascinating intervention, 
but if we have the proper supervision, training, and 
the medication here (health care units), not having 
to go to the health center to pick it up, it would be 
perfect.

Some CHWs identified both sites regarding 
the relationship with health professionals. One of 
the CHWs in Ethiopia reports: I try to discuss the 
cases at the health center, but they do not consider 
me... I think it’s because I’m a CHW. In Brazil, a 
CHW says that one of the difficulties experienced 
is lack of partnership in the territory and help of 
professionals.

The view of the health professionals 

The health professionals in Rio emphasize 
the importance of CHWs. However, they indicate 
that their level of commitment varies a lot. Some 
describe as having a close relationship and much 
interaction. Others refer having a more distant 
and formal relationship. Most point out some 
difficulties in the work of the CHWs, signaling 
the lack or insufficiency of training for TB, which 
would generate a lack of understanding of the 
problem and incomplete actions. There are also 
reports that some CHWs are not familiar with 
the routine or the patients’ flow to the HC. An-
other difficulty identified is that the CHWs are 
rooted in “community culture”: We have to work 
to change this idea that the CHW is not a resident 
but a health worker. 

Concerning health professionals in Agaro, 
the difficulties associated with CHW are lack 
of knowledge about the side effects of drugs 
and their interactions, lack of financial support 
to go to the health center to pick up the med-
ications (Sometimes the CHW refers the patient 
to the health center to get the medications), gaps 
of knowledge in the follow-up of treatment, es-
pecially in tracking the absentees. According to 
the professionals, the CHWs should have formal 
training in TB actions: Only a few CHWs can 
perform many recommended activities. They need 
more training and empowerment. 

Practitioners from both locations make sug-
gestions to improve the relationship between 
them and CHWs. In Rio, they reiterate that the 
HC direction could help giving lectures on the 
operation of the routines, the programs, facilitat-
ing integration. They also emphasize the need to 
share the workflow with the CHWs, the dispens-
ing of medication, and a better deployment of 
actions (to facilitate the search for contacts and 
administration of medications), including social 
activities such as meetings and parties. Further 
training in TB actions for CHWs is also suggest-
ed. They believe that training would value the 
CHWs since they are not seen as a profession. 
One of the respondents said some health profes-
sionals still resist CHWs. 

Regarding Agaro’s CHWs, most professionals 
point out the importance of strengthening the 
link between professionals and CHWs and recog-
nize that there is a gap in their supervision. They 
recommend the provision of specific training, 
regular supervision, and collaborative activities 
in TB prevention and treatment: The program 
is good in terms of drug supply and activities, but 
the link between practitioners and CHWs must be 
strengthened through collaborative activities in 
TB prevention and control actions. One of them 
points out that one of the difficulties is because 
the professionals do not assign the CHWs the 
same status as them.

Discussion

This study explored the practices and percep-
tions of CHWs and health professionals in Brazil 
and Ethiopia, from the perspective of the sites of 
belonging. We identified how CHWs are aware of 
the importance of their role as a link between the 
community and the health unit. As pointed out 
in several studies24-27, they believe in the impor-
tance of their role and activities in TB control. 
The sense of commitment28 emerges as an essen-
tial value in the theory of sites, identified in both 
contexts, Rio and Agaro. The activities of the 
CHWs are, therefore, not restricted to the value 
of their function, but encompass their role of 
caring, looking at, sharing, and interacting with 
the people in the community29. Rationality is not 
limited to purely technical adequacy but takes 
into account the values, rules, and perception of 
the local world1. Although they complain about 
the lack of specific training in TB (Ethiopia) and 
supervision (Brazil and Ethiopia), lack of logis-
tical support, or financial resources to go to the 
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health units (Ethiopia), the actions are carried 
out, but require adjustments and adaptations. 
For example, in Ethiopia, they use their financial 
resources to go to the health units to pick up the 
medicines at the HC and need to mobilize com-
munity members to help identify TB suspected 
cases. In Rio, they need to make adaptations in 
the administration of the DOT. 

In a previous study carried out in Rio on the 
same site, the professionals stated that they per-
formed what they called “improvised DOT” 30. 
In these cases, a relative would intermediate the 
treatment at home, and by going to the health 
unit weekly to get the medication, receive nurse 
guidance, and administer the treatment at home. 
Thus, the sites and their actors have a certain 
degree of plasticity, often incomprehensible to 
whom is outside.

However, the fact that the CHWs in Rio did 
not talk to the evaluation team about local vio-
lence caught our attention. Some studies31,32 re-
port the silence of the CHWs when the subject 
related to traffic is approached, which is inter-
preted as a form of defending their territory32. 
This is not so evident regarding nurses and doc-
tors. They signalize to researchers that it is vital 
to be observant of local rules (not going to the 
health unit wearing a specific color). CHWs do 
not seem to have this protection, and so, prob-
ably, do not feel comfortable talking about local 
violence. We see, therefore, different discourses 
that are not equitable. The CHWs will thus cor-
respond to their position as part of the commu-
nity, although they are working within a health 
unit with other types of rules and codes. 

Cunha and Frigotto33 signaled that the 
CHWs occupy a differentiated position border-
ing diverse realities, circulating through several 
internal and external spaces in the community. 
Thus, we wondered whether this topic not men-
tioned by the CHWs in Rio would not constitute 
a parallel “black box”, since they must incorpo-
rate in their experience other codes and values. 
Furthermore, this implies new organizational ar-
rangements and practice, reflecting on the Tool-
box. Health professionals, in part, would also be 
subject to this rule (not using a specific color) so 
that they can work within the territory without 
intimidation. 

In Ethiopia, violence is not the point. The 
most significant difficulty reported by CHWs 
is the geographic distance, not the distance im-
posed by external barriers. Therefore, there is no 
change in codes or values. The black box trig-
gered is that of the community of a country of 

millennial culture, expressed even in the profile 
of the CHWs: young Muslim women. 

Another peculiarity of the local contexts re-
fers to the prevention activities for CHWs in 
Ethiopia related to their working rural environ-
ment (milk boiling or living with animals in the 
house). Thus, the conceptual boxes and toolbox-
es used vary with rural and urban contexts. This 
would also occur when addressing the issue of 
community TB mobilization alternatives. It is 
interesting how the CHWs in Rio suggest mobi-
lization alternatives involving visual and audio-
visual resources, appropriate for urban contexts. 
In contrast, the CHWs in Ethiopia seek arrange-
ments with community members so they can be 
partners in prevention and control actions. 

We observed in both Rio and Agaro a certain 
tension in the relationship between CHWs and 
health professionals. It is clear from the state-
ments that professionals formally value the work 
of the CHWs, despite some criticisms, mainly 
due to the lack of specific TB training (predom-
inantly in Ethiopia), lack of supervision and 
collaborative activities among professionals and 
CHWs in both locations. In Brazil, some profes-
sionals indicate that the level of commitment of 
CHWs varies widely34. Health professionals be-
lieve that CHWs are not part of the health team 
because they are understood as part of the com-
munity, despite their strategic role. The CHWs, 
in turn, do not seem sufficiently recognized and 
valued by health professionals, feeling somewhat 
discriminated against. Seabra et al.35 allude to the 
fact that as the CHWs belong to the community, 
they can become a reason for conflict with the 
health team. As we have seen, this can lead CHWs 
to conflicts of interpretation and management 
of the conceptual boxes (cognitive content) and 
toolboxes. Crispim et al.36 refer to the importance 
of the synergy in the group activities and the 
cooperative accomplishment within the health 
teams concerning the TB actions. Lopes31 indi-
cates that the health team’s lack of recognition of 
the work developed by the CHWs leads them to 
demotivation, frustration, and psychic suffering. 

Employing the sites of belonging theory en-
abled us to perceive that the homo situs has an 
ethic, an identity, and rationality built in its site 
of belonging, and can adapt to multiple spatial 
and organizational entities1,21. The conceptual 
boxes and toolboxes are thus adapted according 
to the beliefs, experiences, and values that give 
sense and direction to the different actors (black 
box). This implies a continuous effort to over-
come the main challenges seen in both contexts 
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(geographic distance in the Ethiopian case and 
drug traffic violence in the Brazilian context). A 
unique work is assumed and accomplished by the 
CHWs, and managers should pay special atten-
tion to these actors, which play a strategic role in 
TB prevention and control actions. 

Collaborations

GCP Cardoso and E Moreira dos Santos designed 
the study, wrote the article and carried out the 
final review of the manuscript. BM Ereso partici-
pated in the data collection and analysis. Y Kiflie, 
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the analysis.



2936
C

ar
do

so
 G

C
P

 e
t a

l.

References

1.	 Zaoual H. Nova economia das iniciativas locais: uma 
introdução ao pensamento pós-global. Rio de Janeiro: 
DP&A, COPPE/UFRJ; 2006. 

2.	 Cardoso G, Santos EM, Kiflie Y, Woldemichael K, Wil-
son S, Lemma W. Strategic analysis of tuberculosis 
prevention and control actions in Brazil and Ethiopia: 
one size fits all? Int J Public Health 2017; 62(2):305-
315. 

3.	 World Health Organization (WHO). WHO Tubercu-
losis Programme: framework for effective tuberculosis 
control [Internet]. Geneva: WHO; 1994. [acessado 
2017 Out 2]. Disponível em: http://whqlibdoc.who.
int/hq/1994/WHO_TB_94.179.pdf?ua=1

4.	 World Health Organization (WHO). Community 
contribution to TB care: practice and policy [Inter-
net]. Geneva: WHO/CDS/TB; 2003 [acessado 2017 
Out 2]. Disponível em: http://apps.who.int/iris/bit-
stream/10665/67865/1/WHO_CDS_TB_2003.312.
pdf

5.	 World Health Organization (WHO), Stop TB Part-
nership. DOTS Expansion Working Group strategic 
plan, 2006-2015. Geneva: WHO; 2006. 

6.	 Perry HB, Zulliger R, Rogers MM. Community health 
workers in low-, middle-, and high-income countries: 
an overview of their history, recent evolution, and 
current effectiveness. Annu Rev Public Health 2014; 
35:399-421. 

7.	 Arshad A, Salam RA, Lassi ZS, Das JK, Naqvi I, Bhutta 
ZA. Community based interventions for the preven-
tion and control of tuberculosis. Infect Dis Poverty 
2014; 3(1):27. 

8.	 Zhang H, Ehiri J, Yang H, Tang S, Li Y. Impact of Com-
munity-Based DOT on Tuberculosis Treatment Out-
comes: A Systematic Review and Meta-Analysis. PLoS 
One 2016; 11(2):e0147744. 

9.	 Figueiredo TMRM, Villa TCS, Scatena LM, Cardozo 
Gonzales RI, Ruffino-Netto A, Nogueira JA, Olivei-
ra AR, Almeida SA. Desempenho da atenção básica 
no controle da tuberculose. Rev Saude Publica 2009; 
43(5):825-831. 

10.	 World Health Organization (WHO). Global tubercu-
losis report 2016 [Internet]. 2016 [acessado 2017 Jun 
8]. Disponível em: http://apps.who.int/iris/bitstream/
10665/250441/1/9789241565394-eng.pdf?ua=1

11.	 Instituto Brasileiro de Geografia e Estatística (IBGE). 
Atlas do censo demográfico 2010 [Internet]. Rio de Ja-
neiro: IBGE; 2013. [acessado 2017 Dez 4]. Disponível 
em: https://biblioteca.ibge.gov.br/pt/biblioteca-cata-
logo?view=detalhes&id=264529

12.	 World Health Organization (WHO). Country Cooper-
ation Strategy at a glance [Internet]. Global Health Ob-
servatory; 2016 [acessado 2017 Jul 12]. Disponível em: 
http://apps.who.int/iris/bitstream/10665/137170/1/
ccsbrief_eth_en.pdf

13.	 Brasil. Ministério da Saúde (MS). Política Nacional de 
Atenção Básica. Brasília: MS; 2012. 

Acknowledgments

To Adriana Sampaio Leite for the rich discussions 
on the theory of symbolic sites of belonging and 
their applicability in different contexts and to 
Patrícia Pássaro da Silva Toledo for her contri-
bution to the organization of the text. We also 
thank Tulane University (USA) for the logisti-
cal support in Ethiopia. And for funding, to the 
post-doctoral scholarship of the Coordination 
for the Improvement of Higher Education Per-
sonnel (CAPES).



2937
C

iên
cia &

 Saú
de C

oletiva, 25(8):2927-2937, 2020

14.	 Organização Pan-Americana da Saúde (OPAS). 
O apoio à implementação da Estratégia de Trata-
mento Diretamente Supervisionado (DOTS) para o 
combate à Tuberculose [Internet]. Brasília: OPAS; 
2010. (Série: Boas práticas de cooperação interna-
cional da OPAS/OMS no Brasil). [acessado 2017 
Jul 7]. Disponível em: http://www.paho.org/bra/
index.php?option=com_docman&view=down-
load&category_slug=serie-tecnica-boas-prati-
cas-da-gestao-do-termos-196&alias=1145-o-apo-
io-a-implementacao-da-estrategia-tratamento-dire-
tamente-supervisionado-dots-para-o-combate-a-tu-
berculose-5&Itemid=965

15.	 Mota RRA, David HMSL. A crescente escolarização 
do agente comunitário de saúde: uma indução 
do processo de trabalho? Trab Educ e Saúde 2010; 
8(2):229-248. 

16.	 Brasil. Ministério da Saúde (MS). Programa Nacional 
de Controle da Tuberculose. Brasília: MS; 2004.

17.	 Hijjar MA, Gerhardt G, Teixeira GM, Procópio MJ. 
Retrospecto do controle da tuberculose no Brasil. Rev 
Saude Publica 2007; 41(Supl. 1):50-58. 

18.	 Mesfin MM, Newell JN, Walley JD, Gessessew A, Tes-
faye T, Lemma F, Madeley RJ. Quality of tuberculo-
sis care and its association with patient adherence to 
treatment in eight Ethiopian districts. Health Policy 
Plan 2009; 24(6):457-466. 

19.	 Yassin MA, Takele L, Gebresenbet S, Girma E, Lera 
M, Lendebo E, Cuevas LE. HIV and Tuberculosis 
Coinfection in the Southern Region of Ethiopia: A 
Prospective Epidemiological Study. Scand J Infect Dis 
2004; 36(9):670-673. 

20.	 Workie NW, Ramana GN. Ethiopia - The health ex-
tension program in Ethiopia.Universal Health Coverage 
(UNICO) studies series; no. 10. [Internet]. Washington: 
World Bank; 2013 [acessado 2017 Jul 7]. Disponível 
em: http://documents.worldbank.org/curated/en/356 
621468032070256/Ethiopia-The-health-exten-
sion-program-in-Ethiopia

21.	 Panhuys H. Do Desenvolvimento Global aos Sítios Lo-
cais. Uma crítica metodológica à Globalização. Rio de 
Janeiro: E-papers; 2006.

22.	 Anker M, Guidotti RJ, Orzeszyna S, Sapirie SA, Thuri-
aux MC. Rapid evaluation methods (REM) of health 
services performance: methodological observations. 
Bull World Health Organ 1993; 71(1):15-21. 

23.	 Greene JC, Caracelli VJ, Graham WF. Toward a Con-
ceptual Framework for Mixed-Method Evaluation 
Designs. Educ Eval Policy Anal 1989; 11(3):255-274. 

24.	 Maciel ELN, Vieira RCA, Milani EC, Brasil M, Fre-
gona G, Dietze R. O agente comunitário de saúde no 
controle da tuberculose: conhecimentos e percepções. 
Cad Saude Publica 2008; 24(6):1377-1386. 

25.	 Oliveira ACA. A ciranda do tratamento diretamente 
observado da Tuberculose: a construção do conhecimen-
to em roda com Agentes Comunitários de Saúde [In-
ternet] [dissertação]. Niterói: Universidade Federal 
Fluminense; 2013.

26.	 Tulloch O, Theobald S, Morishita F, Datiko DG, 
Asnake G, Tesema T, Jamal H, Markos P, Cuevas LE, 
Yassin MA. Patient and community experiences of 
tuberculosis diagnosis and care within a communi-
ty-based intervention in Ethiopia: a qualitative study. 
BMC Public Health 2015; 15:187.

27.	 Rachlis B, Naanyu V, Wachira J, Genberg B, Koech B, 
Kamene R, Akinyi J, Braitstein P. Community Percep-
tions of Community Health Workers (CHWs) and 
Their Roles in Management for HIV, Tuberculosis 
and Hypertension in Western Kenya. PLoS One 2016; 
11(2):e0149412. 

28.	 Sen AK. Sobre ética e economia. São Paulo: Companhia 
das Letras; 1999. 

29.	 Gonzales RIC, Harter J, Costa LM, Pinho LB, Reis 
SP. A descoberta da tuberculose no território: análise 
qualitativa do trabalho do agente comunitário de 
saúde. Rev Cienc Enfermeria 2015; 21(2):87-97. 

30.	 Cardoso GCP, Chrispim PPM, Decotelli PV, Abreu 
DMF, Cruz MM, Borenstein JS, Santos EM. A confor-
midade das ações do tratamento diretamente obser-
vado para tuberculose na perspectiva dos profission-
ais de duas unidades de saúde da cidade do Rio de 
Janeiro. Cad Saúde Colet 2012; 20(2):203-210.

31.	 Jardim TA, Lancman S. Aspectos subjetivos do morar 
e trabalhar na mesma comunidade: a realidade vi-
venciada pelo agente comunitário de saúde. Interface 
(Botucatu) 2009; 13(28):123-135. 

32.	 Lopes CVM. Violência urbana e condições de trabalho 
dos agentes comunitários de saúde em uma comunidade 
da região metropolitana [dissertação]. Salvador: Uni-
versidade Federal da Bahia; 2014.

33.	 Cunha MB, Frigotto G. O trabalho em espiral: uma 
análise do processo de trabalho dos educadores em 
saúde nas favelas do Rio de Janeiro. Interface (Botuca-
tu) 2010; 14(35):811-823. 

34.	 Rogers P. Implications of complicated and complex 
characteristics for key tasks in evaluation. In: Forss K, 
Marra M, Schwartz R, editors. Evaluating the complex : 
attribution, contribution, and beyond. New Jersey: 
Transaction Publishers; 2011. p. 33-51. 

35.	 Seabra DC, Carvalho ACD, Forster AC. O agente co-
munitário de saúde na visão da equipe mínima de 
saúde. Rev APS 2008; 11(3):226-234. 

36.	 Crispim JA, Scatolin BE, Silva LMC, Pinto IC, Palha 
PF, Arcêncio RA. Agente Comunitário de Saúde no 
controle da tuberculose na Atenção Primária à Saúde. 
Acta Paul Enferm 2012; 25(5):721-727. 

Article submitted 05/04/2018
Accepted 22/10/2018
Final version submitted 24/10/2018

This is an Open Access article distributed under the terms of the Creative Commons Attribution LicenseBYCC




