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Abstract 

The psychosocial care model was built with the development of a new mental health 

policy structure. As purpose, there is the guarantee of human dignity and the right to 

citizenship through devices that replace the asylum model. The objective of this article is 

to analyze, from the perspective of professionals, what they consider to be assumptions 

in this model and how they are operationalized in the daily life of Psychosocial Care 

Centers (CAPS). It is a qualitative, transversal and exploratory study. It was done in Porto 

Alegre (Brazil) in 2019, with eleven professionals from different areas. Semi-directed 

interviews were conducted and for the analysis of data, thematic analysis was used. The 

results were organized into the most listed and elaborated assumptions by the participants: 

Autonomy, Territory, Citizenship, and Social Reinsertion. Different meanings attributed 

to the assumptions stand out, and their manifestations in care actions were consistent with 

the psychosocial paradigm. 
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Resumo 

O modelo de atenção psicossocial foi construído com a elaboração de uma nova estrutura 

de política de saúde mental. Como propósito, tem-se a garantia da dignidade humana e o 

direito à cidadania por meio de dispositivos que substituam o modelo asilar. O objetivo 

deste artigo é analisar, a partir da perspectiva de profissionais, o que consideram como 

pressupostos neste modelo e como se operacionalizam no cotidiano dos Centros de 

Atenção Psicossocial (CAPS). Trata-se de um estudo qualitativo, transversal e de caráter 

exploratório. Foi realizado em Porto Alegre (Brasil) em 2019, com onze profissionais de 

diferentes áreas. Foram conduzidas entrevistas semidirigidas e utilizou-se a Análise 

Temática para análise de dados. Os resultados foram organizados com os pressupostos 

mais elencados e elaborados pelos participantes: Autonomia, Território, Cidadania e 

Reinserção Social. Destaca-se diferentes sentidos atribuídos aos pressupostos, e suas 

manifestações em ações de cuidado coerentes com o paradigma psicossocial. 

Palavras-chave: saúde mental; política pública; modelo de atenção psicossocial; direitos 

humanos; Brasil 
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Resumen 

El modelo de atención psicosocial se construyó con la elaboración de una nueva estructura 

de políticas de salud mental. Como propósito, existe la garantía de la dignidad humana y 

el derecho a la ciudadanía a través de dispositivos que reemplazan el modelo de asilo. El 

objetivo de este artículo es analizar, desde la perspectiva de los profesionales, lo que 

consideran supuestos de dicho modelo y cómo se operacionalizan en el cotidiano de los 

Centros de Atención Psicosocial (CAPS). Es un estudio cualitativo, transversal y 

exploratorio. Fue realizado en Porto Alegre (Brasil) en 2019, con once profesionales de 

diferentes áreas. Se realizaron entrevistas semidireccionadas y se utilizó el análisis 

temático para el análisis de datos. Los resultados se organizaron con los supuestos más 

enumerados y elaborados por los participantes: autonomía, territorio, ciudadanía y 

reinserción social. Se destacan diferentes significados atribuidos a los supuestos, y sus 

manifestaciones en las acciones de atención compatibles con el paradigma psicosocial. 

Palabras clave: salud mental; política pública; modelo de atención psicosocial; derechos 

humanos; Brasil 
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In the field of mental health in Brazil, the hospital-centered model was 

predominant until the mid-1970s, based on psychiatric knowledge and with the purpose 

of isolating the population attended. This form of assistance generated many debates that 

questioned institutional violence, conceptions of madness and the entire asylum structure 

(Amarante, 2007; Brazil, 2005). In this context, the Brazilian Psychiatric Reform 

Movement was created, described as an ethical-political and social process (Brazil, 2005). 

Simultaneously with the Psychiatric Reform Movement, the Brazilian Health 

Reform have brought as one of its foundations a wide definition of health, in which the 

disease is not the main reference. When it comes to the field of mental health, reformist 

movements sought to consider conceptions that did not take pathology from a 

medical/psychiatric point of view as a fundamental guideline. From the perspective of 

Psychosocial Care, this enabled new understandings of health processes (Amarante & 

Nunes, 2018). 

Based on the achievements of the Psychiatric and Sanitary Reforms, the 

reformulation of mental health policies was elaborated, with the congregation of a set of 

substitute practices for the asylum model, called psychosocial care. This concept follows 

the many transformations of the asylum paradigm, such as the guarantee of human dignity 

and the construction of other care devices (Costa-Rosa et al., 2003). 

According to Amarante (2007), the changes in the field of psychosocial care have 

four dimensions: theoretical-conceptual, with the deconstruction of reductionist theories 

and practices in psychiatry; technical-assistance, with the new services as care devices; 

sociocultural, with social reflection on madness, and juridical-political, with the review 

of legislation and obstacles to the exercise of citizenship. The changes in the individual 

dimensions, which take place simultaneously and are intertwined, form the complex 

social process in which the introduction of this model of care is located. 

In the technical assistance field, the Psychosocial Care Center (CAPS) is the main 

substitute for psychiatric hospitals. It is an open, community health service with intensive 

care that aims to serve the population enrolled in its service area. It offers clinical follow-

ups, stimulate the social reintegration of users through access to work, leisure, exercise 
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of civil rights, and reinvigorate family and community ties (Brazil, 2004). It is worth 

mentioning that the CAPS is the central service of the Psychosocial Care Network, so it 

is not the only substitute for psychiatric hospitals, but part of an articulated network of 

different services that have as one of the objectives the integrality of care  

(Brazil, 2011). 

 It was from the publication of resolution 336 that the constitution and functioning 

of CAPS was regulated at the national level (Brazil, 2002). Despite the short history of 

CAPS, the need to develop evaluations has become essential not only for overcoming 

traditional asylum models, but also for the control and participation of civil society. One 

article points out that users and family members express a high level of satisfaction with 

CAPS (Kantorski et al., 2009). In a study on the effectiveness of CAPS, a reduction in 

crises among users and in hospital admissions for users of the intensive modality was 

observed (Tomasi et al., 2010). 

 Regarding the evaluation of services, in the scenario of consolidation of the 

psychosocial care model, it is considered essential to monitor how the components and 

objectives of current policies appear in the daily routine of services (Trapé & Onocko, 

2017). In the research of Kantorski et al. (2009), the Psychosocial Care was analyzed and 

led to the strengthening of the autonomy of the users, the reduction of crises, the 

adherence to the service and the improvement of the socialization and organization of the 

users' lives. 

 In a study by Mello and Furegato (2008), it was analyzed how participants 

perceived CAPS through the psychosocial model. The number of hospitalizations, the 

freedom of users, the political role of the service and citizenship were listed. In turn, in a 

study by Silva et al. (2015), the psychosocial care was understood as a form of 

interdisciplinary and intersectoral treatment that aims to work with the user to develop 

their autonomy, reintegration, and social support. 

 With that being said, for the implementation of the policy to be in accordance with 

the psychosocial paradigm, it is essential that the treatment of subjects in psychological 

distress be carried out in their living area. Therefore, the intention is to develop users' 

autonomy and citizenship, with care that presupposes qualifying their experiences in the 

community through social reintegration (Ferreira & Bezerra, 2017). This description is 

aligned with what is recommended in Resolution 3088: the respect for human rights and 

the guarantee of autonomy; the diversification of care strategies; carrying out activities in 

the area with the intention of exercising citizenship and developing intersectoral actions 

that guarantee comprehensive care (Brazil, 2011). 

 Nowadays, there are discussions about the factors that weaken the efficacy of the 

psychosocial model. Some of them are: the coexistence of psychosocial and asylum 

paradigms in CAPS (Scaparo et al., 2013); the barriers encountered (biomedical bias, 

disease centrality, underfunding; Goulart, 2013), and the reinsertion of the psychiatric 

hospital into the care network (Pitta & Guljor, 2019). 

 In this context, it is important to reflect on how the foundations of the psychosocial 

model, observed in the literature and ministerial documents, are understood by 

professionals and how they unfold in care practices. The aim of this article is therefore to 

analyze, from the point of view of professionals, what they consider to be the premises of 

the psychosocial care model and how they are implemented in the daily life of CAPS. 
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Method 

 

This study has a qualitative, cross-sectional and exploratory design. The research 

was held in 2019 in the city of Porto Alegre. Eleven professionals participated in the 

study: five psychologists, two psychiatrists, two nurses, a pedagogue and an occupational 

therapist, as shown in table 1. The participants were chosen for convenience. The 

inclusion criteria were: having experience of at least 4 years in CAPS and having 

knowledge about the psychiatric reform and the psychosocial care model. Only one 

professional did not accept to participate in the research due to lack of available time. 

 

Table 1 

Professional dada from the interviewees 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The contact with the participants happened via email. For data collection, semi-

structured interviews were carried out in places previously agreed with the participants, 

from January to May 2019. The issues addressed referred to the premises of the 

psychiatric reform and the psychosocial care model; how these concepts were understood; 

how they were operationalized in care strategies, in addition to which were the barriers 

that made it difficult to implement. The interviews lasted approximately one hour, and 

were fully recorded and transcribed. To preserve the identity of the interviewees, the lines 

are identified as P1, P2, P3 and so on. 

The data analysis was carried out from the thematic analysis, according to Braun 

and Clarke (2006). For this process, Atlas.ti software was used, in which the relevant 

themes were coded and grouped into thematic families. The families were organized 

based on the premises of the psychosocial paradigm that the professionals consider 

essential for everyday practices at CAPS. This selection took into account the frequency 

of citations, conceptual scope, and ability to indicate the type of operationalization. 

The present study is the result of a master's thesis and is part of a larger project 

entitled “(Re)creating possibilities in Mental Health Policy: the construction and 

validation of an instrument for evaluating CAPS”. The development of this work 

corresponded to the qualitative and exploratory part of this project. 

Regarding ethical aspects, the interviewees read and signed the Free and Informed 

Consent Term. The research was submitted and approved by the Research Ethics 

Committees of the Pontifícia Universidade Católica do Rio Grande do Sul, and the 

Profession Type of CAPS 
Years of 

Experience 

Nurse CAPS II 10 

Nurse CAPS II 4 

Pedagogue CAPSad 4 

Psychologist CAPS II 9 

Psychologist CAPS II 20 

Psychologist CAPS II 29 

Psychologist CAPS II 38 

Psychologist CAPS II 10 

Psychiatrist CAPS I 13 

Psychiatrist CAPSad 6 

Occupational Therapist CAPS II 7 
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Secretaria Municipal de Saúde de Porto Alegre under CAAE number: 

99709118.6.0000.5336, and reports number 2,949.849 and 2,978.412. 

 

Results and discussion 

 

The analysis of the results was organized into four thematic axes, which, 

according to the participants, represent some of the basic assumptions of psychosocial 

care. These are: Autonomy; Territory; Citizenship and Social (Re)Inclusion. It is 

proposed to discuss how professionals understand these concepts and how they are 

reflected in the practice of services. An attempt has been made to contribute to a more 

detailed discussion of each of the elements. 

It is worth mentioning that other assumptions of psychosocial care were 

mentioned by the participants, such as intersectoriality, integrality and humanization of 

care. However, these were not widely mentioned and there was not enough content to 

carry out an in-depth discussion. That said, it is not intended to prioritize the relevance of 

these elements, but to reflect on which were most cited and elaborated. 

 

Autonomy 

Based on the analysis of the interviews, autonomy was identified as the most 

mentioned element. Eight professionals reported that autonomy is fundamental to the 

practices in the service. They believe that the care process should not be carried out for 

the users, but built with them. They consider that the treatment must take into account the 

user's wishes by valuing their role and providing tools that promote self-care outside the 

service. Furthermore, they believe that the service should listen to users, and consider 

their participation in organizational decisions and care management. 

From one perspective, autonomy is constituted in the process of co-construction 

between subjects and collectives. Thus, the individual becomes co-responsible for 

him/herself and for society in a dynamic way (Onocko & Campos, 2007). Two of the 

interviewees brought in content that is consistent with the above. Based on their 

experiences at CAPS, they refer to a care process that is carried out through the sharing 

of responsibilities, in which the users play an active role in their treatment and in the 

functioning of the service. 

 

I consider it very important to work with the subject's autonomy —you are 

not doing something for them, you are doing something with them— and 

sometimes it is a difficulty, we in health are trained to be prescriptive in 

treatments (P4). 

 

The issue of care management comes from a project thought along with 

them, so that within their suffering, in their life, the user is the protagonist 

of this care. In the experiences that I have had the opportunity to direct, 

users participated in the team meeting, managing the entire process. It is 

not easy, especially because they have always been historically submitted 

and relegated to a place of zero participation (P6). 

  

Both professions face the challenge of working on autonomy because of the 

prescriptive legacy of the traditional health care paradigm. As a result, the incentive to 

establish a more horizontal relationship in the treatment process becomes important. 

Therefore, it is necessary to understand autonomy as an essential relational network for 

care that allows strengthening the connection between users and professionals. The 
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purpose of this logic is to break with the idea of absolute autonomy (Romanini & 

Fernandes, 2018). The user's transition from a passive place in the treatment to an active 

position represents the power of the construction of care. In this mode of action, autonomy 

is understood as something interrelational and not individual static. 

 Still, in this aspect, a strategy mentioned to promote and foster autonomy —

through the relationships between professional and user— is through Autonomous 

Medication Management (GAM). This strategy enables the user to have a significant 

position in treatment decisions, as can be seen in the following example: 

 

The GAM, from autonomous medication management. I see users 

managing to fully discuss their treatment, being able to give their opinion, 

and say how much they will or will not use, what resources they want in 

their care (P6). 

  

This experience is important for strengthening the autonomy of care. 

Implementing the GAM guide will solidify user participation in treatment management. 

To be effective, co-responsibility and protagonism in decisions related to the use of 

medications must be indispensable. In addition, there is a strengthening of criticality 

regarding care and psychotropic drugs themselves and their adverse effects (Cougo & 

Azambuja, 2018; Freitas et al., 2016). The GAM is an example of health care in which 

the user can be the protagonist of this process. 

As for the process of autonomy beyond the treatment space, a professional 

mentions how this is effected in the personal life of a user. This achievement is pointed 

out as a result of the articulation that takes place in the contact with service professionals: 

 

It is small day-to-day actions that we can articulate the process of 

autonomy. There is this user who was a very difficult person, very 

depressing, just tough, tough, tough, and today she manages to go to the 

market and say “Oh, I'm going to get some milk, give it to me and see if 

my payment has come in”. So, they do not have a prescription (P1). 

 

It is clear, however, that the construction of autonomy depends on the scope and 

quality of the relationships that constitute the routine, and not only on individual 

capabilities. Thus, the essence of autonomy lies not in self-sufficiency, but in the 

interdependence of relationships. The strategy found by the user shows how autonomy is 

developed through relational interaction. To the extent that market collaborators 

understand and embrace this requirement, "autonomous activity" takes place through a 

collaborative relationship. 

From another perspective, autonomy regarding mental health is more connected 

to independence and self-government. For this to occur, it is necessary to establish norms 

and relationships in the organization of daily life. In convergence, a professional reports 

that autonomy should: 

 

Valuing the role of the user, for these simple everyday decisions, “how am 

I going to take care of myself beyond the CAPS doors?” So, to think that 

they have the direction of their lives in their hands, but to be able to give 

them the tools so that they can manage themselves, take care of themselves 

(P11). 
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The speech points out the importance of working on strategies that enable users to 

manage and improve their self-care outside the service. Thus, the realization of the 

construction of autonomy goes through the elaboration of a mediated autonomy. This 

mediation aims to advise the subjects to develop their own story and expand their network 

of relationships, without taking away the power of control over their own life (Dutra et 

al., 2017). 

Based on the participants' narratives, it appears that despite the different 

conceptions, there is a consensus that autonomy should be stimulated and built together. 

Therefore, the objective is for the users to be the protagonist of their care and to qualify 

the networks of relationships that cause a greater inscription of their autonomous role in 

the collective. In different speeches, it was discussed how this concept is applied in daily 

life, which confirms an ability to put this principle into practice in the care process. On 

the other hand, the prescriptive history of health treatment was identified as barriers. 

It is added that autonomy is directly linked to other assumptions. It is oriented to 

the investment in the subjects to expand their support network and make decisions as 

citizens. Their construction must be linked to the territory, insofar as practices committed 

to citizenship are promoted (Dutra et al., 2017). 

 

Territory 

 Regarding the territory, six professionals point out that the concept goes beyond 

the understanding of physical territory as a geographical space, but rather represents a 

subjective process of feeling a sense of belonging, of getting to know people and places, 

which enables encounters and relationships in the community. Moreover, they believe 

that CAPS cannot only work in their space, but must articulate with the territory by 

accessing other devices, proposing activities outside the service and accompanying users 

in their daily lives. 

 CAPS must be contextualized in the user's social spaces (school, family, work, 

etc.), which means that the service must be territorialized. Its objective is to know the 

resources of the territory and their potential to use them in mental health care. Social 

reintegration needs to be stimulated from the service, but always focused on the 

community (Brazil, 2004). Regarding the development of territorial networks, from an 

international perspective, the Mental Health Action Plan 2013-2020 identifies as one of 

its objectives the development of mental health and social support services in a 

community context that can be networked and are able to meet demand (World Health 

Organization, 2013). 

 A systematic review of concepts of territory in mental health revealed four main 

meanings: territory as an area covered by community-based services; as a network of 

therapeutic resources that professionals must connect to other spaces; as a scenario of 

symbolic records and belonging based on each individual's personal history, and finally, 

as an interface between the political and the cultural with a material and social basis 

(Furtado et al., 2016). 

 According to two participants, the territory consists of interactions carried out by 

professionals between health services and community spaces. It is noticeable that their 

narratives provide a conceptual understanding of the term and how it should be put into 

practice, however, it is not described how this actually occurs in their experiences: 

 

Mainly offering community-based assistance. The service cannot just be 

working within it. I see CAPS’ work as several hands in the territory, 

creating this networking interface. So, in my opinion, CAPS is much 

territory, actually (P4). 
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The point is that you need to launch yourself into the territory, you cannot 

just settle within CAPS, but we also have to challenge ourselves to go 

beyond CAPS, to seek, to go after it (P8). 

 

Free treatment should decentralize CAPS care and expand to the territory, with 

networks, intersectoral and community articulations (Brazil, 2015; Furtado et al., 2017). 

In the same direction, another participant affirms that territorial practices should transpose 

CAPS’ internal space. She reports how this principle was implemented in her daily 

practices. However, the unfolding of these meetings is missing, with an exposition of how 

the entry into the community occurred. 

 

In the sense of providing activities in the context of the territory. I have 

worked at CAPS, we used to do many workshops in different spaces, some 

were held in community spaces, like clubs, schools (P8). 

  

The role of professionals can be seen as intermediaries between users, family 

members and the community that enable interactions in the territory. In this way, the 

professional proposes mediations that support the user to find territorial resources and 

develop new ways of living (Dutra & Oliveira, 2015). It is worth noting that the logic of 

care in freedom may be more powerful when it is established in the service's strategies. 

In this way, it will not depend on the individual care conceptions of each professional. 

 In another example, an important aspect is the interaction of users in a meeting 

space for different people from the neighborhood. It is reported that they are invited to 

events, which allows a sense of belonging due to this integration: 

 

Territory is subjective, not just physical; it's also a feeling of belonging. It 

is a process of getting to know the neighborhood association, for example, 

that throw parties and invite them, so there is a relationship that goes 

beyond the geographic territory (P1). 

  

This understanding of territory can be understood from the point of view of social 

psychology, as the subjective dimension of social reality is highlighted, and it is 

emphasized that the way of interpreting the context is elaborated in the interaction. Thus, 

social practices form not only the social reality, but also the development of people and 

collectives in everyday life. The interviewee considers the territory as a subjective space 

and mentions that through these exchanges and encounters a sense of belonging is made 

possible. 

 Thus, the territory consists of relational arrangements, such as interpersonal, 

interinstitutional, and intersectoral arrangements. Therefore, not only the health units 

should participate in the care network, but also the different components of the network 

that participate in a cooperative relationship in the construction of the collective well-

being (Alves & Silveira, 2011; Martins et al., 2015). 

 Regarding the statements, it is noted that the practices in the territory are very 

limited to a management dimension of health services with other sectors (Ferreira et al., 

2016). That is, the possible forces of resistance - from the clinical, economic or moral 

sectors - are not mentioned in the face of social reintegration movements (Furtado et al., 

2016). Considering the territory as a place occupied by these subjects in a limited way, 

one cannot ignore the possibility of resistance from different directions in this insertion 

process. 
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 To overcome obstacles, the effectiveness and goal of territoriality must be 

invested in conjunction with other assumptions. For example, the potential for interaction 

in the territory is associated with greater autonomy for users. Based on the mediation of 

professionals, users must be socially empowered to take advantage of the resources of the 

territory (Dutra & Oliveira, 2015). 

 Therefore, it is noted that the concept of territory focuses on the different 

articulations in the care process, such as the network and spaces of coexistence. These 

meanings are consistent with what is proposed in psychosocial care and advocated in 

current mental health policy. Although some participants point to how the practice of 

territoriality plays out, the lack of description of these actions in everyday life may be a 

symptom of the difficulty in translating this assumption into concrete care strategies. 

 

Citizenship 

 Citizenship was considered an essential element for the daily life of CAPS by 

seven professionals. The participants brought up that this assumption is related to the 

guarantee of rights, such as access to culture, education and work. It was mentioned that 

the services aim to rescue this role of citizen, whether from paid work (or not), but that 

can produce something in society. 

 Citizenship represents the relationship of political society with its members. In 

this sense, exercising citizenship means acting for the benefit of society, which must 

guarantee the basic rights to life, such as housing, food, health, education and work 

(Gorczevski & Belloso, 2011). 

With the Brazilian Constitution of 1988, the system began to guarantee universal 

access to measures to promote, protect and restore health. With the changes in the mental 

health care model and the demand for the rights of people in psychological distress, a 

paradigm shift was made in this area, consisting in the position of subjects of rights 

(Ferreira & Bezerra, 2017). 

However, this fight cannot be limited only to legislative approvals, because it is 

not by decree that people are constituted as citizens. It is necessary to change conceptions, 

behaviors and social exchanges to effect the construction of citizenship, which is 

characterized as a complex social process (Amarante, 2007). 

 

The question of rescuing the role of citizen of the subject, I think, also 

enters into the question of the objectives of enabling this search, the rescue 

of that person's citizenship (P8). 

  

The care in the daily life of CAPS needs to be supported by historical and political 

knowledge, so that the treatment is not limited to intrapsychic issues. That is, 

professionals must also carry out a practice aimed at elucidating access to conquered 

rights. One participant mentions how this action could happen: 

 

Citizenship groups exist because it is very important for people to exercise 

their citizenship, to see about their rights, how they can guarantee those 

that belong to them (P4). 

 

The opening of space for dialogue on users' rights is powerful for a greater reach 

of information and greater access to benefits guaranteed by law. A significant 

achievement —in the country's redemocratization process— was the Continued Monthly 

Benefit (BPC), as highlighted by a professional: 
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With the support of BPC, users started to have an income. The users, who 

took the place of the rejected patient because they were a financial burden, 

became the breadwinner of the family (P6). 

  

The professional highlights that the BPC is a right that can promote a change of 

position in the family organization. This benefit —along with other forms of support— 

helps not only in the emancipation of the user within the family, but also in society, as 

their rights as citizens are assured. The BPC qualifies as the guarantee of basic income in 

the sphere of state social protection (Stopa, 2019). 

 In view of the above, it is worth emphasizing the importance of the spaces in 

CAPS for the discussion of aspects such as users' rights and obligations. On the other 

hand, this static work affects the practice of citizen participation, which is addressed to 

different sectors of society: 

 

We have produced a user dependency in CAPS and the production of life 

beyond disease is not happening in culture, education, and work. If CAPS 

and the network do not make these connections with the city, citizenship 

cannot be fostered (P6). 

  

According to this professional, it is important that the production of life and 

citizenship be stimulated by CAPS. The service cannot create a restricted relationship 

with the user, but articulate connections with the city. In order to stimulate the production 

of citizenship that goes beyond the CAPS space, the different instances of the subject's 

life must be taken into account: 

 

Instead of bringing these projects to the services, we looked for them in 

the city, we did theater, paper recycling and school at EJA (Education for 

Youth and Adults). Anything that contributes to involvement in the city. 

We went out to listen to music, for example, there was a user who used to 

sing a lot, and our job was to go to karaoke places for her to sing. I think 

that the city pulsates, produces, interferes and leaves the logic that your 

life is the disease (P4). 

 

The expanded care for the different scenarios of the city produces citizenship and 

increases the circulation network of users. The speech of this participant demonstrates 

that this happens in two ways. One in support of functional attributions —such as in 

education and work— and the other in immersion in cultural spaces, which produce 

quality of life and increased well-being. Thus, the treatment considers the integrality of 

the subject and is no longer focused on the cure, but on the exercise of citizenship 

(Santiago & Yasui, 2020). 

It is worth mentioning that, despite the professionals bringing important 

components of citizenship, some significant democratic spaces were not mentioned, such 

as assemblies and health councils. These environments represent the right of users to 

actively participate in daily decisions of the services and in the instances of social control. 

Given what has been discussed about citizenship, it seems to be a fundamental 

assumption for care in CAPS. Saving citizenship is highlighted as one of the main goals 

of mental health policy. However, the professionals restricted these practices to groups 

regarding access to rights and benefits, and movement in the city. Although related to the 

process of citizenship, these pathways seem to belong more to the field of social 

reintegration, as will be seen in the next focus. 
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It is questioned whether some processes that were not mentioned, would no longer 

be associated with citizenship, such as the fight of social movements, the elaboration of 

policies that recognize the rights of users, and scenarios of representative participation. 

Thus, due to the lack of a more specific conceptualization of each term and the 

intertwining of the two assumptions, inaccuracies of what belongs to each field are 

presented. As possible obstacles to its implementation, the restriction of care in CAPS 

and the lack of intersectoral articulation and with the city were mentioned. 

 

Social (Re)insertion 

Regarding social reintegration, seven participants mentioned its importance in the 

care process. According to the professionals, social inclusion takes place through an 

opening to the community, through socialization activities and a daily life in different 

spaces, such as clubs and schools. It refers to the areas of culture, education, leisure and 

work through income-generating workshops or formal employment. 

Social reintegration can therefore be understood as the establishment and/or 

restoration of impaired social interactions. It is a lengthy, gradual and dynamic process, 

as it involves the deconstruction of stigma and the creation of citizenship rights. 

Ultimately, it aims to enable those affected to exercise their rights and responsibilities 

(Observatório de Informações Sobre Drogas, 2007). 

The implementation scenario of CAPS states that one of the main objectives is 

social reintegration. This movement aims to enable coexistence with their families, peers, 

and other parts of society, as well as occupation of different social spaces through 

strengthening citizenship rights (Passos & Aires, 2013). According to one professional, 

this can be achieved through strategies that provide some form of work, either through 

partnerships with businesses or through income-generating workshops: 

 

May they be rescuing this role, having their own workspace, like the 

income generation workshops. Some users, even if accompanied at CAPS, 

also have their work a few hours a day, there are some places that work 

with social inclusion, but that is still very little (P8). 

 

So, social inclusion is a theoretical framework that we use. Today, through 

quotas in formal companies, there is the Young Apprentice. We discuss 

with SENAC [National Service for Commercial Learning] many training 

courses, so that we are not just a forwarder of users, but that we are 

followers (P5). 

 

Participation in the labor market - through inclusive policies - is a way to realize 

social inclusion in the current economic system in the face of some obstacles (such as 

prejudice and stigmatization). An example of this is the solidarity economy, which allows 

people to practice civic engagement in the social fabric through work experience, such as 

in workshops and income-generating projects (Santiago & Yasui, 2015). 

In this way, attention is extended to cases that are not covered only by the 

treatment within CAPS, such as work performance. It is worth noting that the Singular 

Therapeutic Project is an important tool in which these issues can be developed with the 

user. 

However, in addition to the labor sector, there are other areas that make up 

people's relational lives and provide social integration. An example of this is investment 

in the cultural sector: 
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There is an important issue that is social reintegration, in the sense of 

providing activities within the social context, through the participation in 

a few important regional events of the local culture. I think these are 

moments and spaces that we can be inserting these people (P8). 

  

The scope of culture means harnessing socio-political knowledge and penetrating 

previously unoccupied contexts in order to achieve a better quality of life through the 

exercise of living together. These spaces create a science of local culture and allow a 

critique and/or an identification of regional beliefs and customs. 

 Activities articulated outside CAPS allow affective exchanges in other scenarios. 

These strategies motivate new places for people in psychological distress regarding the 

cultural and social field (Kammer et al., 2020). In view of this, seeking comprehensive 

care makes it possible to expand strategies, understand the subject's life through different 

prisms, and not only focus on their disease: 

 

Putting the disease in parentheses, in which it is not the one in command, 

then there is the disease that has to be treated, but there is life, there is 

existence, education, work, housing, leisure [...] and we will work with 

these relationships to increase their contractuality with society (P10). 

 

I think the risk is that CAPS captures the user again in the centrality of 

care, but also in the centrality of life. Our work was a lot on the street, in 

the family, with the network and for insertion at work (P6). 

 

Both professionals emphasize that the logic of reintegration aims to decentralize 

the care of the user and the service in order to extend it to the different areas of life. The 

proposal to extend the contractuality of the user with the social life is a way to break with 

the old "exclusive" contract of the asylums. Consequently, it opens a series of scenarios, 

encounters and reciprocal experiences between subject and society. 

The increase in social interaction of users is based on a variety of practices that 

crave their involvement. It is worth noting that these interventions require coherence with 

the user's culture and desires. Therefore, the reintegration of the user in the territory is not 

limited to the connection with sectors and services or the introduction to other spaces. 

The reintegration requires a construction from the subject's perspective (Ferreira & 

Bezerra, 2017). 

From what has been said, it is identified that the interviewees develop care 

strategies aimed at social reintegration. These actions appeared as a movement not only 

in CAPS, but also in other spaces, and also with inclusion actions. The relevance of 

reinsertion practices lies in the investment in other areas of the subject's life, while 

working with the deconstruction of stigma and with other possibilities than just the 

disease. What does not seem to be clear, however, are the ideas that participants have 

about this concept in their presentations. This concept is often explained with examples 

of how it is carried out. 

 

Conclusions 

  

The psychosocial care model aimed to restructure mental health policy based on 

the review of exclusionary and discriminatory norms. On this basis, the system was built 

to ensure civil and human rights through care strategies that are both assumptions of the 

paradigm and everyday practices. 
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 It is considered that it is not by chance that the assumptions discussed here were 

most memorable to the participants. The psychiatric reform brought as a great legacy the 

repositioning of the subject of madness in the position of citizen, with care in the territory, 

the development of autonomy and its reinsertion, its greatest banners. CAPS, as an 

important institution, conceived as an open and welcoming service, is one of the scenarios 

in which the practice of such elements is carried out. 

 Different perceptions and experiences have been noted in relation to these 

assumptions. Autonomy is seen as essential to the construction of care strategies. The 

plurality of perceptions of the concept and examples practiced underscores its importance 

in care practices. Actions in the field were mentioned several times, but it was not clear 

how they occur. Therefore, discussions about possible barriers or opportunities were not 

developed. 

 Citizenship was defined as one of the main objectives of the policy and is included 

in all its regulations. Neglecting important spaces can be a sign of lack of investment in 

them. Social reintegration was highlighted as a strategy to extend care to areas of life 

other than illness. The expansion of services aims at the integrality of care involving other 

sectors. Through the analysis of the different assumptions, their complementarity in daily 

life is identified. Regarding the difficulties in operationalization, care has been associated 

only with CAPS and insufficient articulation with the network and other spaces. 

 It is believed that this discussion is relevant to the review of the assumptions 

underlying the psychosocial paradigm. Analyzing the ways in which the principles are 

brought to bear in care strategies allows for an assessment of the limitations and potential 

of actions. As a result, opportunities open up for (de)construction, problematization, and 

solutions aimed at improving a field that is constantly changing and developing. 

 Finally, one of the limitations of this study is that only the interview was used as 

a data source, without including observations or a field diary. However, it should be noted 

that the results reflect the complexity of the theme of assumptions as theoretical-practical 

elements in the context of psychosocial care. Based on the identification of the 

intertwining of assumptions, it is suggested that future studies can analyze how this 

interconnection occurs. Transversalization of these principles may assist in the 

implementation and construction of new mental health care practices. 
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