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ABSTRACT: The study aimed to understand how to conform the Support Matrix and Individual Therapeutic Project and its relation with 
the production of mental health care. This is qualitative research conducted in Fortaleza-CE, Center for Psychosocial Care and Center for 
Family Health. 17 people participated, between professionals and patients. It was used as for dates collecting semi-structured and systematic 
observation. The findings were analyzed by narrative analysis, grounded theory by Ricoeur. The results reveal themselves excessive 
referrals, medical-centered, dependence Health Center to support the specialized care, deficiency of physical space, network disconnection, 
outsourcing and professional unpreparedness of the Health Center as the production difficulties of care. The Support Matrix and Individual 
Therapeutic Project therefore happen in everyday services, but with difficulties that affect the organization and production of care.
DESCRIPTORS: Health mental. Primary health care. Mental health services. 

APOIO MATRICIAL, PROJETO TERAPÊUTICO SINGULAR E PRODUÇÃO 
DO CUIDADO EM SAÚDE MENTAL

RESUMO: O estudo objetivou compreender como se conformam o apoio matricial, projeto terapêutico singular, e sua interface 
com a produção do cuidado em saúde mental. Trata-se de uma investigação qualitativa, realizada em Fortaleza-CE, no Centro de 
Atenção Psicossocial e no Centro de Saúde da Família. Participaram 17 sujeitos, entre profissionais e usuários. Utilizou-se a entrevista 
semiestruturada e a observação sistemática. A análise envolveu compreensão de narrativas, embasada pela teoria de Ricoeur. Os 
resultados evidenciaram o acolhimento, o vínculo e a corresponsabilização no cotidiano assistencial, promovendo cuidado. Desvelaram-
se, contudo, excessivos encaminhamentos, atendimento médico-centrado, dependência do Centro de Saúde ao suporte da atenção 
especializada, deficiência de espaço físico, desarticulação da rede, terceirização e despreparo dos profissionais do Centro de Saúde, 
como dificuldades com a produção do cuidado. O apoio matricial e o projeto terapêutico singular, portanto, acontecem no cotidiano 
dos serviços, porém com dificuldades que incidem na organização e produção do cuidado.
DESCRITORES: Saúde mental. Atenção primária à saúde. Serviços de saúde mental. 

APOYO MATRICIAL, PLAN TERAPÉUTICO SINGULAR Y PRODUCCIÓN 
DEL CUIDADO EN SALUD MENTAL

RESUMEN: La investigación objetivó comprender el Apoyo Matricial y Plan Terapéutico Singular y su relación con la producción del 
cuidado en salud mental. Se trata de investigación cualitativa, en la ciudad de Fortaleza-CE, Centro de Atención Psicosocial y el Centro de 
Salud de la Familia. 17 sujetos participaron, profesionales y usuarios. Se utilizó como técnica a la entrevista semiestructurada y observación 
sistemática. Los datos se analizaron por análisis de narrativas, basada en la teoría de Ricoeur. Los resultados revelaron remisiones excesivas, 
atención centrada en médico, dependencia del Centro de Salud al apoyo de la atención especializada, desconexión de la red, vínculos de 
empleo frágil y falta de preparo de los profesionales del CSF como dificultades a la producción del cuidado. El Apoyo Matricial y el Plan 
Terapéutico Singular  ocurren en el cotidiano de los servicios con dificultades que afectan a la organización y producción del cuidado.
DESCRIPTORES: Salud mental. Atención primaria de salud. Servicios de salud mental. 
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INTRODUCTION
The Family Health Strategy (FHS) represents 

advances in the consolidation of the Brazilian Psy-
chiatric Reform and, consequently, in the reorien-
tation of services and practices for comprehensive 
and effective care in mental health. Among the 
aspects that characterize these advances, we can 
mention: care actions in home territory, ease in 
the establishment of bonding between the staff 
and the user, acceptance, accessibility, continued 
treatment and development of collective actions, 
such as cultural, educational, participative and 
political leadership initiatives.1  

Thus, the discussion on the progress of pub-
lic policies on mental health care focuses on the 
articulation of replacement psychiatric hospital 
services, such as the Psychosocial Care Centers 
(CAPS, as per its acronym in Portuguese) and 
Therapeutic Residences (TR), with the assistance 
network for Primary Health Care (PHC) services, 
coordinated by the FHS.2 This articulation should 
therefore comprise spaces where ways of think-
ing and acting in mental health can be expressed, 
consistent with the valuation of the subject with 
mental illness, their context of life and their de-
mands and needs.

Consequently, the Support Matrix (SM) 
constitutes an attempt to consolidate mental 
health care in PHC and enhance the role of FHS 
professionals and users. It seeks to ensure a spe-
cialized rearguard, by using the CAPS teams, for 
direct assistance to the user, as well as providing 
technical and pedagogical support to FHS profes-
sionals, equipping them for the proper care of that 
demand. Furthermore, the SM seeks to increase 
the degree of solvability of mental health actions, 
proposing a reformulation in the mode of organi-
zation of services and the horizontal relationships 
between the CAPS team (specialists) and the FHS 
team, with an interdisciplinary perspective.3 

This organizational arrangement provides 
that each professional, or interdisciplinary team, is 
a certain reference for the number of users, taking 
responsibility for the development, implementa-
tion and evaluation of a Singular Therapeutic Proj-
ect (STP), developed jointly among staff, patients 
and families. Therefore, it aims to create a shared 
plan, which assumes user monitoring, considering 
social, family and psychological aspects.3-4 

The STP is a case discussion team, a group 
which incorporates an interdisciplinary concept 
and which gathers the contribution of various 

specializations and distinct professions.5 In fact, 
what is being sought with the SM and the treat-
ment plan is the comprehensive care of the user 
and their demand, as soon as they enter PHC and 
throughout their journey within the care network. 

Thus, the STP is developed, taking into ac-
count the health needs of each user, their way of 
understanding life, their subjectivities and sin-
gularities. Through horizontal interaction of the 
agents involved in care (workers and users) they 
should be underpinned with the technologies of 
relationships, such as acceptance, listening and 
bonding, proposing new ways of mental health 
care at different levels of service.6 

It is noteworthy that in many countries there 
are constant concerns and several strategies to fa-
cilitate primary mental health care. International 
studies7-8 show that integration policies between 
PHC and mental health, in line with the training 
of PHC health teams, increase availability of psy-
chotropic medicines in primary health care and 
mental health care activities in the community, 
provide a reduction in admissions to psychiatric 
hospitals, induce reintegration into society and 
question processes of stigmatization.8

In Brazil, the literature outlines important 
advances in mental health care in PHC, through 
the SM. However, many challenges still remain. 
Among these advances, we can mention: establish-
ing a link between users and teams and between 
the CAPS and FHS teams,9 deconstitution of the 
logic for referrals and, through collective devel-
opment, facilitating the co-responsibility and 
continuous assessment in the treatment of users.10 
As challenges, the poor integration between the 
networks of mental health care and PHC11 and 
poor ability to communicate and listen to the needs 
in mental health6,12 are realities that still hamper 
the effectiveness of the support matrix strategy.

In line with these findings, there are still 
difficulties in developing PHC as support in 
interdisciplinary care, with the appreciation of 
the subjective dimension and encouraging the 
participation of the user.4,6 Furthermore, the in-
terpersonal relationship between reference staff/
professionals in the articulation of the treatment 
and identifying patients’ needs is referred to as an 
action focused on the reference professional and 
not on a relational process.4

Nevertheless, the consolidation of the psy-
chosocial care model permeates the recognition 
of the subjective dimension of the users/family 
members in developing the treatment plan, and 
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in the appreciation of primary mental health care, 
which can be enabled by the practice of the support 
matrix and construction of the STP. 

Whereas the contributions of these arrange-
ments relate to conducting therapy in mental 
health not restricted to drugs, but combined with 
other therapeutic resources such as listening, ac-
ceptance, connection and co-responsibility, the 
question is: how does one conform the SM and 
STP in the day to day of the FHS and CAPS? In 
which way, therefore, do they plan the production 
of mental health care?

Faced with the aspects highlighted and the 
limited scientific production2,4,9 on these strategies 
and their relationship with the care in PHC, the 
aim of this article was to understand how  the SM 
and the STP are conformed, and their interface 
with the production of mental health care. Its 
object of analysis is the production of care, which 
occurs by light technologies (acceptance, bond-
ing, co-responsibility and autonomy), relations 
established between teams, and between them 
and the users.13 

METHOD
This research is qualitative in nature, with 

an eye to the Phenomenological Hermeneutics.14 
Therefore, it focuses on the understanding of nar-
ratives, seeking to understand the multiplicity of 
the meanings present in the interviews.

The research was conducted in the city of 
Fortaleza, Ceará state. Fortaleza is politically and 
administratively divided into six Regional Ex-
ecutive Secretariats (RES), all responsible for the 
management of health services in their respective 
coverage area. The healthcare networks from the 
setting investigated have Primary Care, with the 
Family Health Strategy (FHS), as their structural/
organizational axis, and with respect to actions 
and mental health services, the city has only six 
type II General Psychosocial Care Centers (General 
CAPS), one in each executive secretariat; six CAPS 
for alcohol and other drugs (ad CAPS), one in each 
region and two child CAPS (i CAPS), installed in 
RES III and IV.15

Thus, the locus of the research was a Gen-
eral Psychosocial Care Center, focused on adults 
with severe mental illness, and a Family Health 
Center (FHC) whose actions are organized by 
the FHS teams. In these FHCs, the SM activities 
have been performed since their implementation 
in the municipality, in 2007. Moreover, the mu-

nicipal management has incorporated continuing 
education processes in order to equip teams with 
SM practices, mainly providing the FHS profes-
sionals with scientific-technical ability to monitor 
users with an established psycho-pathological 
condition.15

There were 17 participants, divided into four 
groups: group I - two general CAPS professionals 
(physician and psychologist); group II - four FHC 
professionals, members of the FHS (two nurses, 
a physician, a community health agent (CHA) 
and a nursing assistant) and group III - three 
professionals from the Support Center for Family 
Health (NASF, as per its acronym in Portuguese) (a 
psychologist, a social worker and an occupational 
therapist) who provided direct care to users, par-
ticipating in the SM and worked for over a year; 
group IV - eight users with demands in mental 
health, participants in the matrix for over a year. 

It is noteworthy that the theoretical-meth-
odological approach of this study allows the es-
tablishment of connections among the narratives, 
the interpretation, the theory and the participants’ 
individual experiences. Thus, the search for an un-
derstanding of the relationships between parts of 
the text and the whole, in a process that permeates 
from the general to the particular and vice versa,16 
dispenses the theoretical saturation as a final bench-
mark for the number of research participants.

Data were collected from June to September 
of 2012, after the project was sent to the Research 
Ethics Committee of the Ceará State University, 
which evaluated the relevance thereof, the re-
search objectives and the risks and/or benefits to 
which the research participants would be subject-
ed, according to resolution 196/96 of the National 
Health Council,17 and provided it with a favorable 
opinion on April 30, 2012, as per protocol 17963. 

In order to preserve the anonymity of 
participants, the narratives that emerged from 
the interviews were identified as follows: CAPS 
health professionals (CAPS physician and CAPS 
psychologist), FHS professionals (FHS nurse, FHS 
physician, CHA and FHS nursing assistant), NASF 
professionals (NASF psychologist, NASF social 
worker and NASF occupational therapist) and 
users (User - numbered from 01 to 08). 

Semi-structured interviews and systematic 
observation were used as data collection tech-
niques, performing a direct view of the singulari-
ties of the support matrix in mental health in the 
FHS, the development of singular therapeutic 
project (STP) and the production of mental health 
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care (acceptance, connection, co-responsibility and 
autonomy). The interviews focused on aspects re-
lated to the treatment, activities developed by the 
services, management of the SM and formulation 
of the STP. 

To analyze the findings, we opted for an 
analysis of the narratives based on Ricoeur’s 
theory,19 which states that the analytical process as 
regards distance, appropriation, explanation and 
understanding of the experiences takes place in 
five steps: transcription of the interviews into text; 
distanciation; superficial interpretation; structural 
analysis and comprehensive understanding of the 
text, named in-depth interpretation.18

Based on the material comprised of in-
terviews with four groups of participants, we 
proceeded with an approach to the text through 
readings between the various narratives in order 
to establish units of senses and meanings. This pro-
cess culminated in the preparation of the following 
themes: “Construction of the singular therapeutic 
project and support matrix: production of care and 
integrity of actions in mental health” and “Sup-
port matrix, singular therapeutic project, and the 
obstacles to the production of mental health care,” 
which were interpreted and analyzed in conjunc-
tion with the theoretical framework.

RESULTS AND DISCUSSION

Theme 1 - Construction of the singular 
therapeutic project and support matrix: 
production of care and integrity of actions 
in mental health

Overall, the narratives reveal that mental 
health care is marked by the use of light technolo-
gies and the effort of teams in articulating mental 
health actions between departments of primary 
and specialized health care, as well as seeking 
support in resources from the FHC territory, such 
as churches and schools. 

The construction of the STP, signed on this 
modus operandi, focuses on acceptance, listening 
and bonding which, articulated with the SM, 
consider the care in primary care as necessary for 
the production of mental health care.

Light technologies, such as acceptance and 
bonding, appear as symbols of mental health care 
and are articulated with the feeling of user satisfac-
tion in relation to the services received. Users re-
turn to the relational process established between 
them and the workers in the therapeutic project, 

demonstrating the importance that intersubjective 
relations have in health work. 

Considering the complexity involved in 
mental health problems, their determinants and 
their influence on biopsychic and social aspects, 
such devices equip health workers for the thera-
peutic monitoring of people with mental illness, 
because they enable comprehensive care, allow-
ing for the appropriation of workers to the living 
conditions of these users, ensuring access and 
care in home territory and promoting adherence 
to the pharmacological and non-pharmacological 
treatment. 

We can observe, therefore, that this organi-
zation of actions in mental health broadens the 
clinical horizon of teams. This broadened clinical 
horizon is based on light technology and anchored 
in the articulation of the teams (FHS and CAPS), 
in addition to recognizing the complexity of the 
subject in the disease process and understanding 
the need for clinical interventions agreed upon by 
professionals during the development of the user’s 
therapeutic project.19

This confluence between the use of light tech-
nologies and the expansion of the clinical horizon 
refers to a comprehensive mental health care in the 
FHS. With this, FHS workers involve themselves 
in the production of comprehensive care through a 
broadened clinical horizon, because they consider 
the subject in its context and singularity, opposed 
to the biomedical model, which is focused on the 
illness and fragmented care.19 Through light tech-
nologies, workers approach the comprehensive-
ness of care, which reveals and manifests itself, 
among other devices, by acceptance and connec-
tion, co-responsibility and autonomy.20 

This evidence is supported by the literature. 
Some authors6,20 emphasize that light technologies 
are fundamental devices for the production of 
comprehensive mental health care, as they make 
it easier for the user to stay in the service and, 
therefore, adhere to treatment. Extended clinical 
practice and use of light technologies allow think-
ing about health care in the comprehensiveness of 
the subject, the environment and relationships, 
because care is the construct of social, economic, 
familial, biological, psychological and cultural 
aspects.6 Therefore, becoming involved with 
the production of comprehensive care means to 
advance in practices that transform the field of 
mental health.

The encounter between workers and users, 
mainstreamed by relational tools, directs health 



- 116 -

Text Context Nursing, Florianópolis, 2015 Jan-Mar; 24(1): 112-20.

MSB Jorge, Diniz AM, Lima LL, Penha JC

care to solvability emanating from actual evoca-
tions of subjectivity20 and providing satisfaction. 
Thus, the care produced, in dialog, close to each 
singularity, allows us to understand the reality, 
the experience in the micro-political space of each 
encounter, and enhances the use of light technolo-
gies, as well as the management of the extended 
clinical practice in the FHS to establish actions in 
mental health closer to everyday use and each 
subjectivity. 

Still as regards satisfaction, some users have 
shown contentment, in their narratives, of the new 
possibility to be cared for: receive care at the health 
center (User 06). Users who abandoned treatment, 
which was performed at CAPS, return, complain-
ingly, to the monitoring they had received in that 
service. Medicalization practices,21 centered on 
procedures, prescriptions and with the absence 
of subjective interactions, demotivated these users 
from adhering to treatment. 

The narrative of one user describes these two 
moments in his treatment. In allusion to the old 
treatment, over five years ago (User 08), received at 
CAPS, it is emphatic in revealing practices cen-
tered only on drug prescription, without spaces 
for dialog, listening and acceptance, and with 
significant devaluation of the user as the subject 
of their disease process: the service was as follows: 
‘what medication do you take ma’am?’, I said: this one 
[...]. So he gave me the prescription, he handed it to me 
and that was it. I mean to say: oh boy, I’m not going 
to stay here, the man didn’t even look at me (User 08). 
Users, therefore, reveal their satisfaction with their 
monitoring in the FHS, emphasizing the bonding 
and empathy with FHC professionals: so I came 
here [...] and I identified myself with the professionals 
(User 08).

One can notice that there is an intense influ-
ence of classical psychiatric content in CAPS care. 
The objective of contemporary psychiatry practices 
still involves the user to make use of the medica-
tion, i.e., these asylum practices continue to occur 
even in replacement services. Moreover, users are 
not asked what they think about the treatments 
they receive or the routines to which they are 
submitted.22 This implies pointing out that there 
is no actual deinstitutionalization, as this not only 
refers to the process of dehospitalization, but the 
deconstitution of concepts and actions of classic 
psychiatric content.21

It is also noteworthy that the monitoring of 
some users in CAPS, achieved after the implemen-
tation of the SM, also fosters satisfaction among 

these subjects. People with severe mental disor-
ders, formerly excluded from mental health care, 
came to receive treatment from the CAPS team, 
articulated with the reference team. Narratives 
from workers and users, illustrating this evidence 
relate to a user, resident in the territory covered 
by the FHS. 

Without access to the care and follow-up 
needed, that user, almost always in crisis, expe-
rienced periods of psychiatric hospitalization 
until being identified in the territory by a CHA: 
I was always being hospitalized, then the agent found 
me and took me to the health center. I was referred to 
CAPS by the physician from here [FHS]. I went five 
months without sleeping, just taking the medicine, I was 
crazy. Not now, now I’m good. I know I ended up with 
a very severe crisis (User 03); we identified it and we 
accepted him here at the health center and we referred 
him to CAPS [...] we are kind of monitoring him. We 
always ask for help from CAPS for these more serious 
cases (FHS Nurse).

In light of the foregoing, it can be noted that 
the health center promotes access to mental health 
care and still coordinates the therapeutic flow of 
users with severe mental disorders. This process 
involves making clinical decisions on the part of 
the FHS team, passing through qualified listening, 
in order to identify the severity of the case and the 
possible need for a resolution at the health center 
and/or referral to CAPS.20

Moreover, to compose the STP, the teams 
are articulated to the devices in the territory in 
order to broaden the potential resolution of clinical 
mental health cases: there was a support matrix for 
a girl who had anxiety disorder and complained that 
she was very much alone, that she was unable to leave 
the house, then we contacted her school to enter her in 
activities and we even managed to get her in the church 
choir [...] (CAPS Psychologist).

Although it is timely, one can note an at-
tempt of intersectoral articulation in mental health 
care. These results confirm the evidence of other 
studies7,12 that aimed to understand/analyze the 
development of the singular therapeutic project. 
In these studies, schools, churches and neighbor-
hood associations were characterized as important 
spaces for mental health care in the territory. Thus, 
the welfare services of the Unified Health System 
(SUS, as per its acronym in Portuguese) should 
be articulated with such institutions to make in-
tegrated operational pacts,12 also highlighting the 
possibility of reducing medicalization processes 
that still permeate health mental actions.22
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As you can see in this thematic unit, the 
support matrix and the construction of the STP 
are essential for care in individual and social situ-
ations. FHS is an important device for offering 
care to users with mental disorders: it promotes 
equity and access, ensuring therapeutic flows ac-
cording to the vulnerabilities and strengths of each 
user and formulating therapeutic plans for each 
singular situation.11

Theme 2 - Support matrix, singular therapeu-
tic plan, and the obstacles to the production 
of mental health care in primary care

In this thematic unit, the narratives reveal 
that the SM strategy and the STP conduct, in the 
setting investigated, have challenges related to 
the organization of mental health actions, to the 
attachment to the logic of referrals, centrality on 
the figure of the physician and dependence on the 
support of the specialized CAPS team.

Regarding the first aspect, the understanding 
and interpretation of narratives allow us to analyze 
the mental health actions at the CAPS and the FHS, 
as well as the interaction of these two scenarios. 
Therefore, the everyday noises in the organization 
of the services, teams, practices and knowledge 
involved in the SM and in the preparation of the 
STP are revealed. 

The dynamics of the services proves dis-
sonant in the Psychiatric Reform proposals, as 
regards the need to conduct primary care in mental 
health. The FHS team reports difficulties in of-
fering, in a continuous manner and with quality, 
care to users with mental disorders because of 
the various activities in their everyday life, such 
as consultations aimed at public health programs: 
[...] we try to meet this demand [mental health cases], 
but it’s hard [...] the schedule is very full, a lot to at-
tend to, there is hypertensive, prenatal [patients] [...] 
(FHS Nurse). 

In this sense, the narratives, among the four 
groups, are not identical, because their signifi-
cance is now structured in care focused on light 
technologies and sometimes blunts the absence 
of attitudes in co-responsibility. In fact, the team 
manages practices of acceptance given some exist-
ing clinical mental health cases in the territory, but 
it is restricted in carrying out screening of cases 
to, whenever necessary, refer them to the CAPS or 
just seek information at support matrix meetings 
on a particular referred user: if the physician thinks 
that it can be solved here, the patient stays. If they think 

the patient has a higher-level CAPS profile, they refer 
him to the CAPS (NASF Psychologist).

Other studies9,12 have also shown that, in the 
approach to cases of mental health at the FHS, the 
disorders and their severity surround the care, 
which precedes an order of resolution or referral. 
In summary, the actions are aimed at maintaining 
the balance, if the case is mild; or, for referral to 
the CAPS, for moderate or severe cases, which are 
then followed up by the reference team. 

This understanding that the CAPS should 
assist users with a severe disorder or when in 
crisis and then return them to the FHS, to their 
territory, refers to the asylum model, i.e., offer 
service within a specific location and then return 
them to society, while therapeutic intervention in 
the social context of people has greater effective-
ness, with the articulation between these services 
being, therefore, necessary.12

The difficulty, however, in promoting mental 
health care is also related to the social and political 
context in which the agents in health practices are 
involved. Mental health in the environment stud-
ied, not differing from other realities, is hampered 
by the disarticulation of policies aimed at the sec-
tor.10 This support matrix is very difficult [...], space 
that we don’t have, because we do it in the nurse’s room 
and it gets crowded! (NASF Social worker); It is not 
the fault of the people who work, no. It is the system 
itself [...] the professionals at the unit, most of them are 
outsourced, so we also have this staff turnover (NASF 
Occupational Therapist).

Therefore, difficulties in carrying out the 
SM and in building the STP are also related to the 
deficiency of physical space for meetings to be 
held, disarticulation of the primary care network 
and outsourcing of professionals, which induces 
higher staff turnover, both in the CAPS and in the 
FHS, reflecting in increased bonding and appre-
hension of the problems in the territory. 

This conjuncture produces obstacles in ac-
complishing the support matrix strategy. They 
visualize difficulties in consolidating the psycho-
social care model, reflected in the poor articulation 
of the primary care system and excessive referrals 
to other services, requiring the involvement of us-
ers, managers and health workers in the struggle 
in defense of the SUS, and with the purpose of 
transforming public health, especially in the field 
of mental health.10,23

When they experience this reality, workers 
report a feeling of helplessness and lack of prepa-
ration in dealing with clinical mental health cases 
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that arrive daily at the service, hindering the ac-
tions agreed to in the support matrix: there are cases 
here of drug addiction, the person is unemployed and 
gets depressed. [...] there is a lot of this and sometimes 
it’s complicated (FHS Physician). Part of these pro-
fessionals remains embedded in traditional clinical 
practices grasped in their training. In the face of 
social determinants in the health-disease process, 
to which the enrolled population is subjected, 
physicians resort to pharmacological therapy as a 
valuable therapy for the somatization in the social 
vulnerability of users.

 One can also add the difficulty that primary 
care physicians have in prescribing psychotropic 
drugs, remaining dependent on the CAPS team. 
Some cases that were referred over here [CAPS], we 
could see that they were not patients being assisted at 
the CAPS. [...] for any doubts, from either the nurse 
or physician, questions of medication, they sent the 
patient to the CAPS (CAPS Physician). As one can 
see, even the disorders classified as “mild”, anxiety 
and depressive episodes, require support so that 
the necessary medications are prescribed.

While it is possible that the SM refers to the 
exchange of knowledge (technical and pedagogical 
support), guidelines between teams and reorienta-
tion of previously adopted conduct,3 as is the case 
with prescriptions, investment in the training of 
mental health professionals of the FHS is consid-
ered extremely important.2,4 Guided in the theo-
retical and practical dimension of interventions, 
the processes of continuing education should be 
focused on biopsychic and social aspects of the 
illness, given the biomedical training of primary 
care professionals, which focuses on biological 
actions of care and in prescription.  

This reality does not apply only to medical 
professionals. Nurses, for example, report difficul-
ties in producing comprehensive mental health 
care in the FHS scenario. Care with an emphasis on 
the biological aspect, or procedures with the body, 
difficulty in mobilizing skills and knowledge for 
the conduct of clinical cases in mental health are 
obstacles in the care process for nurses in primary 
health care.24

These obstacles relate to the formation of 
the therapeutic project for users with mental dis-
orders. The narratives, according to observations 
in the field, show that the participation of the user 
is not effective, i.e., this process does not allow 
leadership, nor does it promote the autonomy 
of the subject. In one of the moments of the STP 
elaboration, we found that the user was invited 

to be absent from the space for professionals to 
define their treatment among themselves. They 
[user] often speak about one thing, but mean another, 
then we see their need, as soon as they leave, we do the 
discussion of the therapeutic project, which is that we 
can be following up for them, even making it easier for 
them (FHS Nurse).

In this sense, a singular dimension is denied, 
which is the essence of the therapeutic project. It is 
with support in the singular that health workers 
can promote a dialogic and interactive relation-
ship with the user, focusing on their claims, their 
life experiences and their health-disease process, 
opinions and needs, thus contributing to the con-
stitution of non-medicalization practices in mental 
health care.

Regarding the centralization of power, the 
physician is central in making clinical decisions 
and managing cases in the SM. Although the 
teams are also made of other professionals, such 
as nurses, psychologists, occupational therapists 
and community health agents, communication and 
support only occurs by CAPS physician - FHS phy-
sician interaction. The monopolization of medical 
knowledge about a particular case,4 therefore, is 
common practice in the field studied. 

This centrality in medical work prevents the 
construction of integrated therapeutic projects 
with the core knowledge of the various profes-
sionals who make up the teams. Whereas other 
workers are key in monitoring users with mental 
disorders and in the formation and conduct of ac-
tions in mental health services in the community, 
such “physician-centered” actions can distance the 
health center from the population served. 

The CHAs, for instance, are subject to sin-
gular action, integrating community and health 
services, as they produce a living and common 
territory, as well as assuming activities that extrap-
olate certain actions in the norms of the Ministry 
of Health or in the management protocols of the 
health center. They flexibilize tasks in an attempt 
to respond to the demands of the population.25

Several studies2,12,26 emphasize the impor-
tance of the CHA in mental health care in PHC. 
Thus, some authors26 emphasize the idea that, for 
interventions to promote mental health and the 
relationship with family members in the territory, 
the function of the CHA is primary and strategic, 
since it identifies devices in the community and 
provides a way to listen and embrace the popula-
tion more closely. 

Moreover, the participation of nurses in 
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mental health care in PHC is described in the in-
ternational literature as very promising in fighting 
disease and adherence to treatment at this level of 
care. A study7 conducted in Canada, whose aim 
was to evaluate the effectiveness of an interven-
tion program designed for non-psychotic users, 
showed that the participation of these profession-
als was critical in increasing bonds and reducing 
the difficulties faced by users with mental illness.

FINAL CONSIDERATIONS
In conclusion, we realize that there are many 

challenges still ahead for mental health care in 
primary care. However, going beyond a policy 
for the articulation of services, this strategy hap-
pens in everyday services and moves itself in two 
ways. The first is based on the relation between 
users and workers, producing care and access to 
health services. Furthermore, subjects are involved 
with the daily care routine, which seeks means 
and strategies to make an effect on the care that is 
offered in home territory.

There is another revealing movement related 
to macro-political (policies for the sector) and 
micro-political (power relations) difficulties, and it 
concerns organizing strategies such as the support 
matrix and the singular therapeutic project which, 
in their theoretical and ideological framework, 
seek quality and effectiveness of mental health 
activities. These two movements determine simi-
larities and differences relating to the production 
of mental health care and the consequent consoli-
dation of the Brazilian Psychiatric Reform.

Among the strategies to be developed, the 
implementation of permanent education processes 
with a view to the empowerment of FHS workers 
to resolve mental health problems and their de-
terminants, encouraging interdisciplinary work, 
flexibilizing the schedule of care services so that 
they are given the opportunity to embrace and 
manage mental health cases and for better struc-
turing health centers, constitute possibilities for 
organizing and strengthening innovative practices 
in the field of mental health. 

As regards the limits of this study, the pos-
sible contributions of the family must be consid-
ered in order to obtain diversified reports, because 
often these individuals actively participate in the 
care of people with mental disorders, and it is 
also important to consider their opinions, wishes 
and desires in the preparation of the therapeutic 
project. Arising from the results produced here, 

evaluative studies are needed for the organization 
of mental health that emphasize care, clinical and 
management policies, strategies and practices. 
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