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Women’s perceptions and 
practices regarding prevention 
and health promotion in 
primary healthcare

ABSTRACT

OBJECTIVE: To analyze the perceptions and participation of female basic 
health unit users with regard to prevention and health promotion.

Methodological procedures: Qualitative study with 20 users of a 
family health unit in the municipality of Belo Horizonte, Southeastern Brazil, 
in 2007. The interview script included questions about the health-disease 
process and prevention and health promotion. The content analysis technique 
was used to analyze the reports.

Results analysis: The perception of disease prevention was influenced by 
Leavell & Clark’s theory, which is expressed as actions that avoid the appearance, 
progression or worsening of disease. Health promotion was regarded as a level 
of prevention and associated with the individual responsibility and the positive 
concept of health. Prevention and health promotion practices were influenced 
by the positive health concept, the possibility of causing pleasure/displeasure, 
the way in which they might interfere in daily life, by the concept of will-power 
and the value attributed to life.

CONCLUSIONS: The discourse about disease prevention and health 
promotion is marked by traditional concepts. However, the inclusion of 
the positive health concept, allied to pleasure and will-power, are the main 
behavior determinants. Strategies based on a more comprehensive approach 
to the health-disease process are needed, thus reflecting the modern principles 
of health promotion.

Descriptors: Patient Education as Topic. Health Knowledge, 
Attitudes, Practice. Family Health Program. Health Promotion. 
Qualitative Research.
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Disease prevention was defined by Leavell & Clark5 

(1976) as an “early action, based on knowledge 
of natural history in order to make the subsequent 
progress of the disease improbable”. Therefore, 
preventive intervention has the objective of avoiding 
the manifestation of specific ills (primary prevention), 
promoting a cure and limiting the damage (secon-
dary prevention) and rehabilitating the individual 
(tertiary prevention).5 Health promotion is one of the 
components of primary prevention, a set of measures 
for enhancing health and general well-being with a 
focus on the individual, their physical environment 
and lifestyle.2 Health promotion programs based on 
this concept use the logic of individual rationality, in 
which the duly informed individual, given a number 
of action options, will be able to choose the one that 
will not cause him any harm or that will contribute to 
them achieving an optimal state of health.4

The meaning of health promotion has become broader 
and more comprehensive and has spread beyond 
characterizing the care level of preventive medicine. 
It comprises a set of strategies intrinsic to all actions 
and care levels,7 leading to multisector and intersector 
intervention.2 Thus, it is not a specific level of care; it is 
not found in any previous prevention actions; nor does it 
make individuals exclusively responsible for their own 
state of health and their behavior towards it.7 

To expand and qualify disease prevention and health 
promotion actions in the services offered by the 
Brazilian National Health System and its management, 
the Ministry of Health has established organization 
guidelines and strategies through the National Primary 
Care Policya and the National Health Promotion Policyb 

The first proposes organization of primary care based 
on the Family Health Strategy, which promotes the 
reorientation of the biomedical model, valuing different 
knowledge and creating co-responsibilities that involve 
users, professionals and managers.

The National Health Promotion Policyb lays down a 
framework for health promotion, by proposing arti-
culation between individual/collective, public/private, 
state/society, clinical/political and health sector/others 
sectors, in order to put together networks of commit-
ment so that everyone participates in protecting and 
looking after their own life. The Policy recommends 
that health interventions should broaden their scope, 
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taking as their object health problems, needs, determi-
nants and conditioners. Actions and services that work 
on the effects of falling ill and look beyond the health 
units and health system are considered. Consequently, 
focus is given on the living conditions and the expan-
sion of healthy choices by individuals and communities 
in the places where they live and work.

Therefore, the objective of this study was to analyze 
perceptions and participation of female users of basic 
health units with regard to disease prevention and 
heath promotion.

METHODOLOGICAL PROCEDURES

A qualitative study, both exploratory and descriptive, 
was carried out with female users of a health center 
in the city of Belo Horizonte, Southeastern Brazil, 
between March and May 2007. This service attended 
a highly socially vulnerable population in terms of 
income, housing, infrastructure, education, work, 
access to health services, guaranteed food safety and 
social security.c

The inclusion criteria were: being of female sex, due to 
the greater responsibility that women have in questions 
of health within the family; being aged 18 or more; 
being a health center user and have accompanied the 
reorientation of the biomedical model through the 
Family Health Strategy. The women were contacted in 
the waiting room of the basic health unit and invited to 
take part in the study.

Semi-structured interviews8 were conducted using 
a script with questions relating to the perception on 
the health-disease process, disease prevention and 
health promotion. The interviews were recorded and 
transcribed and had an average duration of 45 min. Data 
collection ended when saturation point was reached.9

To analyze the data the content analysis technique, as 
proposed by Bardin1, was used. Initially, the interviews 
were subject to a superficial reading to define the 
register and context units. Then, the analysis categories 
were defined to allow the register and context units 
that had common characteristics or that were inter-
related to be grouped together. Finally, the data were 
interpreted, seeking to uncover what lay behind what 
was actually said.1
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a Ministério da Saúde. Secretaria de Atenção Básica. Departamento de Atenção Básica. Política nacional de atenção básica. Brasília; 2006.
[Série E. Legislação de Saúde. Série Pactos pela Saúde 2006, 4] 
b Ministério da Saúde. Secretaria de Vigilância em Saúde. Política nacional de promoção da saúde. Brasília; 2006. (Série B. Textos Básicos de 
Saúde).

Twenty women were interviewed, of whom eight had 
finished high school and the other had completed (n=2) 
or interrupted (n=10) elementary education. The main 
occupations involved housework (n=13), followed by 
service provision (n=4) and working in sales (n=3). 
Age varied from 18 to 37 years, and the predominant 
age ranged from 25 to 30.

The analysis categories identified were: prevention 
concepts and measures; health promotion: the meeting 
of the old and new; factors that motivate or inhibit health 
promotion and disease prevention practices; the health 
center as a reference point for disease prevention.

The study was approved by the Research Ethics 
Committee of Belo Horizonte City Department of 
Health and conducted in line with the standards of the 
Helsinki Declaration.

ANALYSIS AND DISCUSSION OF THE RESULTS

Prevention concepts and measures

For the interviewees, prevention consisted in care proce-
dures that avoid the appearance, progression or worse-
ning of some disease or avoiding becoming pregnant. 
This concept of prevention shows traces of the natural 
history model of the disease, developed by Leavell 
& Clark5 (1976), in which the preventive action takes 
place in two phases: the first, pre-pathogenic (health 
promotion and specific protection), in which the host, 
pathogenic agent and environment are in balance, and 
the second, pathogenic (diagnosis and early treatment, 
damage limitation and rehabilitation), when the disease 
is already present. At first, the reports do not focus on 
health promotion in the pre-pathogenic phase.

 “Prevention is being aware of things you can avoid 
before they happen, like dealing with this before and 
after. Back home we do everything to prevent dengue 
fever, but if it happens we already know the symptoms, 
what it is and the drugs you can’t take.” (E16)

In some reports the word prevention was synonymous 
with preventive gynecological examination. This 
interpretation may be due to the orthographic similarity 
between the words “prevention” and “preventive” and 
also because some users associate prevention with 
the use of medical technology and the gynecological 
examination represents their main reference point 
of a diagnostic examination carried out in the basic 
health unit.

“I wanted to know what this is because my friends say: 
‘I’m going to do prevention’.”

We only hear them say it, but as for knowing what it 
is - I don’t know. My friend said that it’s that thing with 
the uterus. I think they look at the uterus and clean it, 
just that.” (E11)

The most frequently reported disease targeted for 
prevention was cervical cancer and the preventive 
measure recommended and adopted by most of the 
users consisted in having a gynecological examina-
tion for early diagnosis. The recurrence of mentions 
of cancer of the uterus  may come from the fear they 
have, and which was noticeable in the reports, of 
developing a pathology that has tragic consequences, 
like imminent death, social discrimination and rejec-
tion and the loss of the ability to work.9 Furthermore, 
the Pap smear is one of the main goals of the health 
policies directed at women and is in the guidelines of 
the Health Pact Consolidationa of the National Health 
System and the National Primary Care Policy.b This 
prioritization encourages educational campaigns and 
actively attracts women into the health centers to have 
a gynecological consultation, thus providing them with 
an experience with prevention and the assimilation of 
medical advice.

Despite the concern expressed by these women with 
regard to uterine cancer, their knowledge seemed 
restricted to the diagnostic examination; there were 
no reports about care being taken to avoid infection 
with the human papillomavirus (HPV), its main etio-
logical agent.

“I think that (prevention) is a disease in the cervix, it’s 
cancer too. I’m more worried about this. Preventing it. 
That’s why I always have to be looking, always coming 
to the doctor.” (E3)

With the exception of AIDS, sexually transmitted 
diseases (STD) were mentioned in a general way. This 
suggests a gap in the knowledge of these women with 
regard to STDs, which are referred to as a group of 
diseases which they were unable to name. Thus, STD 
becomes something abstract and, therefore, conceived 
as a disease that “other people” have. The educational 
campaigns themselves reinforce this generalization 
when they are called STD/AIDS campaigns, but empha-
size issues related to the latter. With regard to diseases 
transmitted via the blood, Deslandes et al4 (2002) also 
found similar results, showing that those interviewed 
found it difficult to name other disease than AIDS.

The recommended measures for preventing sexually 
transmitted diseases reported by the interviewees were 
the use of condoms during sexual intercourse and 
having one sexual partner. In the study by Deslandes 
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et al4 (2002), in addition to these precautions, the non-
sharing of needles by drug-users was also mentioned. 
So daily experiences and the perception of being at 
risk to disease indicate what will be incorporated from 
scientific discourse. Condom was also indicated by the 
interviewees as a contraceptive method, like the pill and 
the intra-uterine device (IUD).

“You must prevent from AIDS. You must use condom 
because AIDS is out there. Particularly these young 
girls who get pregnant and don’t want the baby and 
have an abortion.” (E5)

Dengue fever was in the reports as a source of concern 
for some interviewees, who referred to cleaning the 
environment as a way of avoiding the disease.

“Dengue. I’m dead scared of it. There where I work two 
people have already had it. It’s like they say, dengue’s 
in your own home or in your neighbor’s home. So we 
help by cleaning up the yard, we remove bottles, we 
don’t have such things just thrown around, garbage, 
things like that.” (E16)

At the time of data collection, the community was 
taking part in an educational campaign about dengue, 
with the distribution of garbage bags and information 
about ways of preventing the disease, promoted by 
the basic health unit. However, dengue and ways of 
preventing it were less mentioned than pathologies, 
such as cervical cancer, STDs and measures related 
to health promotion. Chiaravalloti et al3 (2002) and 
Lefèvre et al6 (2004) noticed that the population had 
reached saturation point with regard to educational 
campaigns centered on passing on knowledge. They 
also emphasized that this type of practice trivializes 
prevention measures, makes it difficult for users to 
be receptive to educational messages and reduces the 
network of collaborators in the community.

Health promotion: a meeting of old and  
new concepts

Health promotion came up in the reports when the 
interviewees were questioned about the preventive 
measures they knew about. Those most frequently 
mentioned, with the exception of the Pap smear, were 
related to strengthening health instead of fighting a 
particular disease. A balanced diet, doing physical exer-
cise, avoiding tobacco and alcohol, being hygienic and 
enjoying leisure were mentioned by the interviewees, 
mainly as being important measures for promoting 
health and well-being.

The concept of health promotion as presented by the 
users had characteristics of the concept developed by 
Leavell & Clark5 and also of the Ottawa Charter.2 From 
the conservative perspective it brought the notion that 
health promotion represents a level of prevention and 

that the individual is responsible for his/her own state 
of health and behavior. From a more modern approach, 
as defended in the Ottawa Charter, appears the positive 
view of health, which is identified with well-being and 
quality of life rather than the absence of disease. In 
this context, actions do not focus on reducing the risk 
of disease, but on gradually achieving better levels 
of health.2,7

“So, I’m going to try and walk more. I’m not going to 
come to the health center by bus. I come on foot and I 
go home on foot to improve my health.” (E1)

The difficulty with putting interventions that deal 
with the broader perspective of health promotion into 
operation, particularly as far as concerns the develop-
ment of integrated and inter-sector actions, may have 
contributed to this mixture of old and new concepts 
that was found in the reports. Existing experiences are 
disperse, inarticulate and therefore, barely known.11 
Evaluation methodologies, which might facilitate their 
dissemination and incorporation by the services, are 
scarce.12 As a consequence, the term “health promotion” 
is used inappropriately to refer to programs that have 
a preventive and individual focus. This inappropriate 
use means that disease prevention and health promotion 
start overlapping and the boundary between one and 
the other becomes imprecise.

The positive health concept and empathy with prac-
tices aimed at health, as shown by the users, indicate 
the development of new action strategies, the focus of 
which are on health and not disease. So, it is neces-
sary to review, for example, holding disease-centered 
operative groups as part of the family health policy. 
This means a change in the discourse, emphasizing 
what can be done to increase well-being and not only 
to avoid the possibility that something might happen. 
While people outreach health, disease is characterized 
by responses of escape and reaction when the illness has 
already taken place and is recognized as a problem. This 
reactive way of dealing with disease creates difficulties 
for adherence to behavior that is preventive.6

“[Interviewer] What would make you follow the 
doctor’s recommendation? One of these measures?”

“I think it’s wishing to be healthy and to continue being 
healthy.” (E13)

“I don’t even like to think about illness God spare me 
that.” (E10)

Factors that motivate and inhibit health 
promotion and disease prevention practices

Among the health promotion and disease prevention 
measures mentioned, it was possible to observe that 
people were concerned with trying to include them 
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in their daily routine. But this is not always possible, 
due to poor finances, lack of time, difficulty in getting 
help, the lack of a basic sanitation structure in the 
heavily populated community, a lack of collaboration 
on the part of neighbors when carrying out collective 
measures and the displeasure that adopting some of 
thee measures causes.

“It’s difficult because we don’t always have everything. 
We don’t have in our home what they’re telling us to 
eat. Whatever appears I eat.” (E13)

Despite the participants recognizing various obsta-
cles to the adoption of health promotion and disease 
prevention measures, they are minimized because of 
their understanding that the deciding factor for taking 
care consists in their own will power and in the value 
they put on their own life.

“If you’ve got will power. So, tell yourself, ‘I’m going 
to avoid fat, salt and sweets’. Put into your head that 
you have to prevent disease to be healthy, not only for 
your body, but also for your mind and your mouth; it’s 
easy to prevent disease.” (E1)

“There are people who think that if they don’t do this 
they’re going to die anyway. So, I think it’s more a case 
of the person’s own ignorance”. (E10)

According to Oliveira & Valla10 (2001), governments 
delegate to the population the responsibility for health 
promotion and disease prevention when they work 
with measures that are restricted to individual beha-
vior. Consequently, individuals are made to feel guilty 
about their own state of health and the social, political 
and economic determinants and the responsibility of 
governments, policy makers and health professionals 
are not called into question.11

Faced with environments that are unfavorable to 
health, as is the case with the area covered by this 
particular health center, individual responsibility and 
blame arising from not managing to adopt the pres-
cribed lifestyle are the origin of a feeling of weakness, 
of incapability, with a consequent reduction in self-
esteem. If they feel devalued, people are unable to react 
to their problems and slip into passiveness, thereby 
determining a cycle of individual responsibility and 
the inability to change.

“If you’ve got will power you can stop smoking too. I’m 
weak on this point; if there’s any difficulty I get stressed. 
If I’m addicted to cigarettes, I get a cigarette, I smoke 
it and I relax.” (E6)

Some measures were considered easier to follow, 
depending on how long the person has had a particular 
habit and the loss that the new behavior might cause 
in her life, like interfering in the daily routine or a 

loss of pleasure. Pleasure took center stage during the 
assessment of the possibility of adhering to a certain 
line of conduct. In general, for those participating in 
this study, pleasure and leisure are usually represented 
by the consumption of fatty food or sweets, cigarettes 
and alcohol, which are behaviors prohibited or highly 
regulated by health institutions.

“For someone who has always had the habit, I think it’s 
difficult. Now, for someone who doesn’t have the habit I 
think it’s easy to learn and do these things.” (E3)

“You try with sweets, but you can’t because they’re very 
delicious.” (E18)

Therefore, it is necessary to exchange imposition 
by negotiation with and support for individuals, by 
showing them that carrying out certain actions may 
also generate pleasure and well-being and, above all, 
offer them new forms of leisure and pleasure, like the 
setting up of social, sports and culture centers.

Health centers as a reference point for disease 
prevention

The health center was conceived as an environment 
aimed at solving some existing problem, except gyne-
cological screening. It was considered to be a way 
of obtaining an early diagnosis, preventing sickness 
through vaccination and as a learning opportunity, 
whether by way of talks, posters or medical recom-
mendations for better health.

 “My daughter sometimes gets sick, any little thing, and 
I take her to the health center. Even when I feel some 
pain I always come to the center. I bring my daughters 
to get them vaccinated.” (E17)

“I follow all this business, these talks, everything that 
happens in the health center, like the talk before I  put 
in my IUD”. (E15)

From what was said by the users, it was seen that 
reorientation of the care model is happening slowly, 
with health promotion and disease prevention actions 
being restricted to educational campaigns, influenced 
by the traditional approach of health education and to 
procedures considered a priority by the Ministry of 
Health, like vaccinations, the Pap smear and contra-
ceptive methods.

CONCLUSIONS

The discourse of the interviewees about disease 
prevention and health promotion was marked by the 
traditional concepts that are to be found in medical 
practice. However, the positive health concept has 
been incorporated and, along with the pleasure and 
will power factors, has acted as the main behavioral 
influence. Most of the time action has been focused on 
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health and well-being rather than on disease, which is 
the target of official discourse. This logic indicates the 
need for strategies that allow for broader approaches 
to the health-disease process, as a way of translating 
the current health promotion principles.

The reorientation of traditional practices requires 
investment in infrastructure, in human resources and in 
researches directed at promotion. These must identify 
interventions and develop assessment methodologies 
for checking their limits and potential.
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