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Health promotion competencies in the multidisciplinary 
residency: capacity for change and health advocacy

Abstract  Health Promotion consists of individ-
ual and group strategies to achieve equity and 
reduce risks related to the Social Determinants 
of Health. This study aims to analyze the Capac-
ity for Change and Health Advocacy domains of 
the CompHP in the reality of a Multidisciplinary 
Residency Program in Family and Communi-
ty Health. This qualitative exploratory research 
was conducted with twenty-one participants. 
Data were interpreted through Discourse Analy-
sis under the lens of Depth Hermeneutics. In the 
capacity for change, we identified that promoting 
healthy lifestyles is insufficient to develop autono-
mous and emancipated individuals in the search 
for decent living conditions. Concerning health 
advocacy, residents guide clients on the impor-
tance of popular participation in spaces intended 
for social control in Primary Health Care. 
Key words  Empowerment, Health Promotion, 
Continuing Education, Competency-Based Edu-
cation
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introduction

Health Promotion (HP) consists of individual 
and group strategies to achieve equity, quality 
of life, and lower risks and vulnerabilities relat-
ed to the Social Determinants of Health (SDH). 
To this end, it articulates actions with the Health 
Care Network (RAS) and social protection and 
involves existing policies and technologies. It also 
considers the subjects’ autonomy and uniqueness 
in their territories related to their social, eco-
nomic, political, and cultural context1.

In Brazil, the Ministry of Health started 
a broad debate in 2005 to guide on the impor-
tance of incorporating HP into the daily practice 
of health services. This process resulted in elab-
orating the National Health Promotion Policy 
(PNPS)2. The institutionalization of this policy 
legitimized the State’s commitment to promoting 
and qualifying HP actions, becoming part of the 
strategic agenda of managers and expanding the 
public policies’ perspectives1.

However, effectively incorporating the PNPS 
into the daily practices of the Unified Health Sys-
tem (SUS) also requires reorganizing the train-
ing of health professionals. The Family Health 
Strategy (ESF) has been identified as an essential 
alternative for implementing and qualifying HP 
actions. Among its potentialities is the shift of a 
paradigm from the perspective centered on the 
individual disease toward a conception of com-
prehensive care for the family’s health. Thus, it 
favors care longitudinality without disregarding 
the impacts of health determinants and condi-
tions on the health-disease binomial3.

The Multidisciplinary Residency in Fam-
ily and Community Health (RMSFC) stands 
out in the ESF context by promoting meaning-
ful change and the development of professional 
competencies. The RMSFC aims to reconfigure 
practices oriented towards the SUS reality in an 
interprofessional action and develop competen-
cies and attitudes centered on the health needs of 
populations4,5.

The project titled “Developing Competencies 
and Professional Standards for Health Promotion 
Capacity Building in Europe” (CompHP)6 was 
proposed to systematize and guide the incorpo-
ration of HP competencies into the reality of ser-
vices. CompHP comprises nine domains: Health 
Advocacy, Possibility for Changes and Mediation 
Through Partnerships, Leadership, Communica-
tion, Diagnosis, Planning, Implementation, and 
Evaluation and Research. It also has a set of val-
ues and ethical principles that should underpin 

the actions and competencies to be developed in 
HP7,8.

The authors point out that Health Promo-
tion Competencies (HPC) models bring directly 
or indirectly the international consensus related 
to CompHP9. Moreover, studies indicate that 
Brazilian professional training models can ben-
efit significantly from the CompHP proposal8,10. 
There is evidence of the importance of reori-
enting professional training towards HPC, em-
phasizing the CompHP reference as a guide for 
training health workers11.

We highlight two main competencies pro-
posed by CompHP. The first is the “capacity for 
change”, which means enabling individuals and 
the community to build competencies that favor 
their health, besides using health promotion ap-
proaches that support empowerment, leadership, 
and equity and the construction of capacities 
for action in health promotion12. The second is 
“health advocacy”, which focuses on claiming 
better health conditions and quality of life for 
individuals and communities12. Both competen-
cies underlie the political-social axis related to 
the empowerment of individuals on decisions 
regarding their health and the search for more 
equitable public policies12.

Professionals working in Primary Health 
Care (PHC) often reveal the HP concept restric-
tively and with difficulties in societal aspects to 
understand and actively participate in the health 
process and modify their surrounding environ-
ment. Data indicate that the concepts of empow-
erment, participation, and social control in HP 
actions are minimally mentioned by health pro-
fessionals13.

In this sense, new discussions regarding em-
powerment and community development in the 
context of HP involving Continuing Health Ed-
ucation Programs (EPS) are suggested. Further-
more, we recommend exploring professionals’ 
knowledge and practice regarding their actions’ 
effectiveness to contribute to the reflection and 
reconstruction of their practices14.

In Ceará, Brazil, the RMSFC, coordinated 
by the School of Public Health of Ceará (ESP/
CE), aims at training/qualifying different profes-
sional categories within the PHC as a residency. 
Work-mediated education prepares workers to 
operate in the reality of the SUS from a perspec-
tive of interprofessionality, intersectoriality, and 
comprehensiveness15.

ESP/CE’s RMSFC Program associates train-
ing with professional activity in the health ser-
vice, oriented under the SUS principles and 
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guidelines and per local and regional needs and 
conditionalities. As a result, the RMSFC have al-
ready reached the potential for change, such as 
developing team accountability actions regarding 
care and resolving health problems16,17.

Despite being an essential training and pro-
fessional qualification center for Public Health in 
the Northeast, few studies address the develop-
ment of Health Promotion Competencies (HPC) 
in professional training within the RMSFC of 
Ceará. These studies are even scarcer when fo-
cused on analyzing the Capacity for Change and 
Health Advocacy domains18. Given the above, the 
present study aims to analyze the Capacity for 
Change and Health Advocacy of the CompHP in 
the reality of an RMSFC.

Methods

This qualitative, exploratory study is based on the 
theoretical framework of the Core Health Pro-
motion Competencies of the CompHP7. It was 
conducted from June to August 2019 and inves-
tigated the RMSFC program offered by ESP/CE.

Residents (R), Preceptors (P), and Tutors (T) 
participated in the study, totaling twenty-one 
participants. The professional category of the tu-
tors consisted of a nurse and a physical educator, 
both Family Health experts. The Preceptors were 
trained according to the professional category of 
the residents: psychology, social assistance, nurs-
ing, physiotherapy, dentistry, and nutrition. Pre-
ceptors and tutors had at least two years of pro-
fessional experience in residency, while residents 
were in their second training year.

Two municipalities were selected to con-
duct this research. Thus, the criterion adopted to 
choose the assigned settings was having resident 
professionals in their second training year (R2). 
Considering these factors, we selected Quixadá 
and Quixeramobim, both bordering municipali-
ties located in the Central Hinterland of the state 
of Ceará.

As inclusion criteria for residents, preceptors, 
and tutors, we opted for professionals who were 
at least in their second work year regarding the 
RMSFC of ESP/CE and were in full professional 
practice when conducting fieldwork. Thus, the 
universe of research subjects counted on the par-
ticipation of 21 individuals.

In Quixeramobim, data were collected with 
seven residents, four center preceptors, and one 
field preceptor. In Quixadá, data were collected 
with four residents, two center preceptors, and 

one field preceptor. Finally, two ESP/CE tutors 
completed the group of research participants.

Three techniques were adopted in this re-
search to acquire empirical material. Initially, 
document analysis was conducted to gather evi-
dence for the theoretical-conceptual foundation. 
In this process, we resorted to the analysis of 
the Pedagogical Political Project (PPP) and bib-
liographic materials used as a reference for train-
ing residents. Next, five Focus Groups (FG) were 
held to promote debate and exchange of experi-
ences among study participants19. Finally, after 
identifying gaps in the corpus of the assembled 
text, four more semi-structured interviews were 
held, two with residents, one with a tutor, and an-
other with a preceptor20.

Moreover, the approximation with the study 
object was grounded on the authors’ previous ex-
periences, as both had been residents of the Mul-
tidisciplinary Family Health Program. However, 
during the research, they were no longer included 
in this formative process, and there were no links 
with the ESP/CE. We employed the Depth Herme-
neutics (DH)21 as a theoretical foundation to in-
terpret the qualitative material, which was justi-
fied by the possibility of deepening the symbolic 
universe produced by the language of subjects in-
cluded in a specific socio-historical context21.

According to the DH, the first analysis phase 
consists of socio-historical analysis, which consid-
ers that symbolic formations are built in a typical 
social and historical context21. To this end, after 
the transcriptions, we thoroughly read the qualita-
tive material to understand the statements at hand 
and relate them to social and historical contexts. 
This process was supported by a theoretical deep-
ening vis-à-vis the documents and materials that 
underlie the formative process of this RMSFC.

Then, we proceed with the formal or discur-
sive analysis, which addresses the complex sym-
bolic formations that permeate the social fields 
from which something is enunciated or mani-
fested21. In this sense, Discourse Analysis (DA) 
was adopted as an interpretation method to seek 
the meaning and the content of a text22. In this 
research, the DA was performed from the social 
and historical contexts that permeated the partic-
ipants’ statements, critically and aligned with the 
CompHP7 and DH21 theoretical-methodologi-
cal framework. Finally, the study’s stakeholders 
agreed that the statements arising from the tran-
scripts would be processed collectively.

The interpretation/reinterpretation phase 
permeates the entire DH process through the 
synthesis and reconstruction of probable mean-
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ings; that is, an explanatory interpretation of 
symbolic forms. In this sense, when using the 
DH framework, we interpret something that 
individuals have previously interpreted and (re) 
construct a new meaning that may be different 
from the one initially conferred21.

The study was conducted under Resolution 
No. 510/2016 of the National Health Council 
linked to the Ministry of Health23 and approved 
by the Research Ethics Committee (CEP) of the 
Federal University of Ceará, under Opinion No. 
3.313.043.

results and discussion

capacity for change  

In the domain related to the capacity for 
change in CompHP7, our study identified the fol-
lowing competencies: carrying out actions that 
seek empowerment; promoting the development 
of communities, favoring popular participation 
and the development of capacities to produce 
actions in HP, and helping the development of 
individual competencies that contribute to im-
proving health:

We saw the issue of empowerment and enlight-
enment a lot [...], making this empowerment not 
an obligation but that people can face their current 
needs (GF-R).

We always understand that residency allows 
us to leave those practices that are very focused on 
care and work with other individuals on the issue 
of shared responsibility. So, with the know-how, the 
know-how-to-be, we get a better line of awareness 
for the community, for them to understand that 
they are part of the process (E-P).

In light of the theoretical-methodological 
framework of Depth Hermeneutics, we can un-
derstand that discourse analysis occurs in an 
intrinsic relationship between the symbolic uni-
verse and concrete reality21. This conceptual basis 
was essential for us to analyze how dimensions 
in the field of meanings, such as empowerment 
and shared responsibility, are mediated and ma-
terialized in professional practices. Silva et al.24 
show the capacity for change identified from 
the participation of stakeholders in the HP ac-
tions performed amid the interlocution between 
meanings and practices, which evidenced a will-
ingness to learn and generate autonomy and em-
powerment in the decisions of these individuals. 
In another research, the capacity for change was 

considered incipient and fragmented. However, 
the HP actions expanded the participants’ access 
and empowerment25.

Residents see the notion of empowerment 
as a way to stimulate the clients’ autonomy re-
garding good decisions for their health. Also, the 
term “empower” can be understood as a way to 
sensitize people on decision-making to seek the 
resolution of concrete problems aligned with the 
health needs of individuals.

Regarding the capacity for change domain7, 
empowerment is associated with promoting eq-
uity and developing public policies that collabo-
rate with the population’s health, helping to face 
the SDHs. In this understanding, HP cannot be 
based only on the idea that subjects can self-reg-
ulate and manage their health. Conditions relat-
ed to food, healthy environments, and access to 
information exceed healthy lifestyle habits, re-
quiring public policies and access to services that 
respond effectively to health needs26.

The autonomy concept is rooted in the free-
dom culture, in which all human beings can 
choose and adopt ways of life. However, we 
should understand that, under the theoretical 
framework of DH, such choices are limited to 
the socio-historical context of inequalities de-
signed in the capitalist society’s core21. Thus, it 
becomes easier to understand that issues relat-
ed to well-being transcend the health sector and 
depend on better living conditions. In this sense, 
HP conceptions are influenced by neoliberalism, 
in which the power to choose is taken as a justi-
fication to legitimize the insufficient state public 
policies26. Limiting HP to the concept of educat-
ing for acquiring healthy lifestyle habits reduces 
the superficiality of discussions about public pol-
icies that involve the health-disease process26.

Involving the population is fundamental for 
developing autonomy. In this sense, performing 
educational activities encourages popular partic-
ipation and community empowerment:

The issue of hand hygiene, garbage collection, 
we all show what it is. We make a dynamic and try 
to take it into their lives so that they acquire that 
knowledge and change something (E-R).

We always try to work with this aspect more 
creatively to secure better access for people (E-P).

Residents, preceptors, and tutors realize the 
importance of involving the population so that 
educational activities are really apprehended. To 
this end, they consider that these actions should 
be developed dynamically, playfully, and based 
on individual needs. 
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Health education favors self-care and indi-
vidual and collective health management. It does 
not distance clients but links them to units27.

Pedagogical practices can provide dialogue 
and debate, leading professionals and clients to 
build substantial autonomy. In this sense, using 
games and dynamics enables the involvement 
and awakening of the participants’ emotions and 
experiences28.

Thus, it is necessary to support individuals 
and communities in which they can be aware of 
their potential, emphasizing widespread knowl-
edge and self-care. Thus, training people who 
develop autonomy over their ways of living is 
possible, which is the direction for HP actions29:

Because of the constant activities and the res-
idency always preaches this health promotion is-
sue, we always have that constant practice of ac-
tivities, unlike the service professional who does it 
once, which are very one-off. We always look for 
the most interactive, dynamic way about what we 
want to convey (GF-R). 

The reports show the use of dynamics and 
other strategies to facilitate the understanding 
and participation of clients to favor the acqui-
sition and sharing of knowledge. Moreover, HP 
activities undertaken by residents are more fre-
quent, contributing to the continuity of actions 
and expanding community participation.

As residents are not the professionals fully re-
sponsible for services in the ESF, they have more 
time to develop educational actions, which dif-
fers them from service professionals, who have a 
greater demand for care and meeting goals. Thus, 
the health education actions conducted in the 
residency are systematic, allowing their continu-
ity and, consequently, the clients’ acquisition of 
knowledge and more robust information.

Health education activities are essential as 
they help build knowledge and facilitate health-
ier decision-making by individuals. However, 
overcoming the superficial conception of indi-
viduals who only need to be educated is essential, 
instigating the development of an emancipatory 
autonomy, which leads individuals to reflect on 
their realities and seek better living conditions 
from more egalitarian public policies29.

In the residency training process, it is nec-
essary to make residents aware of the need to 
promote health education activities that can 
transcend teaching healthy lifestyle habits. Thus, 
actions are needed to promote reflection and 
criticality on citizenship and social participation 
to improve existing services and lead them to de-

velop a critical awareness vis-à-vis their desires 
and life habits.

Health advocacy  

The competencies in the Health Advocacy 
domain are related to using techniques to claim 
better health conditions; promoting engage-
ment with influential people of the communi-
ties; deepening public opinion regarding health 
matters; requesting from the sectors responsible 
for developing public policies’ actions that bring 
positive impacts; encourage communities to ar-
ticulate to respond to their needs for HP actions7:

We always make them [clients] participate in 
health conferences because they have an active 
voice. We are constantly working on literacy at the 
conferences so they can say what they need (GF-P).

In the PSF we work, we have an active local 
Health Council, and we always say that it exists 
and that those who feel comfortable can attend 
these meetings. It has already happened to arrive 
at the post and not have a tensiometer or a device 
to check the blood glucose, and clients say that this 
post has nothing. We say to clients that they have 
a voice to look out for these things and change the 
health unit they belong to (E-R).

The Health Advocacy domain linked to the 
construction of user citizenship and popular 
participation was noticed in the discourses. In 
this sense, residents encourage clients’ partici-
pation in the Local Health Councils (CLS) and 
health conferences as active voices to claim bet-
ter conditions regarding health services30, and by 
analyzing the understanding of health advocacy, 
they unveiled the term as protection of the SUS 
as a universal system, valuing equity and social 
justice. Moreover, the authors emphasize popular 
participation as an essential basis for making cli-
ents and professionals jointly responsible for the 
struggle for their rights.

Thus, from the discursive analysis conduct-
ed through the theoretical framework of Depth 
Hermeneutics, we can understand the relevance 
of the different social stakeholders in the formu-
lation of discourses that seek to “overcome dom-
ination relationships”21(p.76). By encouraging 
community participation in the CLS, residents 
fulfill the duty to promote knowledge of the ac-
tual role of health councils. Also, through the po-
litical axis in the RMSFC, clients are instigated to 
claim better conditions of care in health services, 
strengthening their leading role vis-à-vis social 
control.
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We have a political axis, which we speak in this 
sense to strengthen popular participation and so-
cial control. To this end, early on, the following has 
to appear on their agenda when building the agen-
da: actions aimed at strengthening social control 
and popular participation (E-T).

In groups, always in waiting rooms, and even 
in their reception, people can work out this theme 
[health advocacy] with clients (E-P).

In the waiting room, you can encourage, and 
guide the clients about their rights, especially vio-
lated rights (E-P).

The residents’ agendas include actions that 
strengthen social control and encourage clients’ 
participation in the activities they must comply. 
Furthermore, preceptors encourage health advo-
cacy by sensitizing them about the importance of 
encouraging clients to be present at health con-
ferences as a place of active voice.

Residents are also encouraged to establish 
groups and waiting rooms with the themes of 
clients’ rights and needs. Preceptors also recog-
nize that developing activities that guide clients 
regarding their rights and needs is essential.

Communication is noteworthy as a signifi-
cant factor in health advocacy. Dialogue between 
clients and professionals assists the population 
with decisions about their health, rights, and du-
ties. In this sense, communication is essential to 
empower the community to demand HP actions 
from the professionals31.

The results of this study corroborate with 
Figueira et al.27 by considering education prac-
tices with citizenship-related themes as strength-
ening health advocacy in the ESF environment. 
The authors emphasize that encouraging knowl-
edge exchange between professionals and clients 
improves the subjects’ understanding of their 
context and gives a space to claim better health 
conditions.

Despite all the potentialities identified in the 
RMSFC formative process for developing health 
advocacy competencies, some areas for improve-
ment are still noticed. In this sense, some realities 
require building and strengthening spaces where 
clients feel comfortable expressing their opinions 
and acting as enforcers and co-participants in the 
public debate and state management:

We could not work on this issue [health advo-
cacy] at our workplace because the Local Health 
Council is disabled there. Only the municipal 
council is active (E-R).

[...] If we are without a doctor, it is a right 
for the population to have a doctor there. I find 
it weak. We, as residents, at least the people who 

work in this part of giving power to the clients. It is 
not that good (GF-R).

The first statement brings a very restricted 
health advocacy conception as if the availability 
of a CLS was the only way to exercise this do-
main. If there were no CLS in the area where 
residents operate, it would be essential to raise 
awareness to reactivate it. Moreover, the lack of 
a CLS does not invalidate holding activities that 
promote and strengthen social participation and 
the empowerment of clients since residents can 
work on this political axis and the knowledge of 
clients about exercising their citizenship through 
the actions in service.

In this treadmill, this account brings to light 
a significant problem in several locations: the 
lack and inoperability of the CLS. People mani-
fest a sense of non-belonging to this equipment, 
in which the community often needs to be more 
involved in establishing the Councils32.

As for the CLS, we have persisting difficul-
ties regarding community participation in these 
spaces related to the scarcity of information and 
often the need for more knowledge of the coun-
selors’ role. In this sense, there is a great need to 
disseminate the CLS actions, recognize clients’ 
representatives, and increase the training of 
counselors to perform their activities32,33.

Moreover, in some cases, the council meet-
ings are kept from the rest of the population, 
which leads to a lack of CLS visibility. Further-
more, many clients feel dissatisfied with health 
services, which contributes to the discredit of 
public policies. The health counselors themselves 
feel discredited by the population due to the lack 
of problem resolutions, which results in the pop-
ulation’s lack of participation in these spaces31,33.

Despite these limitations, social participation 
has been essential for elaborating public health 
policies32. Still, to strengthen popular participa-
tion in these spaces, it is crucial to democratize 
information more, discuss, and exchange ideas 
about the relevance of representativeness in de-
cision-making spaces34. 

Also was identified the Association of HP 
actions focused on health advocacy, very much 
linked to the professional social worker:

It is not relevant to talk about it, especial-
ly within my category. The social worker can. It’s 
weak. It’s not very good (E-R).

The view of a lack of multidisciplinary work 
is noticeable in the discourse, implying that the 
HP actions related to health advocacy are exclu-
sive to the social worker. Manfred et al.35 argue 
that this perception may be related to the work 
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performed by the social worker, precisely in me-
diating people’s access to social rights guaranteed 
by law, involving several areas such as access to 
education, housing, social security, and health.

However, the multidisciplinary team should 
incorporate the actions related to health ad-
vocacy. In this case, as Figueira et al.27 affirm, a 
relevant strategy to expand the scope of health 
advocacy actions consists precisely of the multi-
disciplinary team’s work. In this context, several 
professionals provide a diverse understanding of 
the needs of territories, achieve different perspec-
tives, and care more comprehensively, offering 
actions to defend individuals’ interests.

Moreover, the health advocacy activities con-
ducted by residents were also considered insuffi-
cient and “weak”, showing the need to encourage 
actions in a multidisciplinary way. Also, the need 
to awaken in these stakeholders the capacity for 
activities that emphasize popular participation 
and social control is evident.

Final considerations 

In the capacity for change domain, the activities 
highlighted were the groups and waiting rooms 
targeting healthy lifestyle habits through playful 
and dynamic strategies. However, more than just 
promoting healthy lifestyle habits is required. It 
is necessary to develop the autonomy of emanci-

pated individuals, with guarantees and dignified 
living conditions, achieved from public policies 
aimed at their real needs.

We should mention that residents are more 
available to conduct actions in health units since 
they are in the process of health training through 
work, which leads us to reflect on the need to ex-
pand the teams, with health responsibility for a 
smaller number of households and work based 
on interdisciplinarity to guarantee comprehen-
sive care.

For the health advocacy domain, residents 
advise clients on the importance of popular par-
ticipation in Health Councils and Health Con-
ferences as an active voice for claiming better 
living conditions. However, the need for Local 
Health Councils in the community where resi-
dents work was seen as a weakness. Moreover, we 
should have seen the professionals’ performance 
in encouraging popular participation regarding 
their rights, and we should have observed their 
interest in reactivating the Local Health Council.

Finally, our study contributed to unveiling 
critical interlocution processes between the com-
plex realities that affect daily professional prac-
tices within the RMSFC and the complex concept 
of HPC. Thus, we highlight the need for further 
research on the development of competencies in 
professional training and on how professionals 
are prepared to work in the health services of the 
SUS.
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