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Regionalization of psychosocial care: a panoramic view 
of the Psychosocial Care Network of Minas Gerais state, Brazil

Abstract  The present study aims at analyzing the 
regionalization of the services carried out by the Psy-
chosocial Care Network (RAPS in Portuguese) in the 
state of Minas Gerais (MG) in Brazil, yielding indi-
cators that may enhance the SUS strategic manage-
ment towards the strengthening of the psychosocial 
care provided by the state. It is a cross-sectional study, 
based on the data collected in May 2019 from govern-
ment websites, considering the state’s Macro-Regions 
and Health Regions as units of analysis. Indicators of 
service coverage in relation to the population in ac-
cordance to normative parameters determined by the 
Ministry of Health for a better understanding of the 
effective coverage were produced, and a general indi-
cator (iRAPS) of the supply of services in this network 
in Minas Gerais state was validated. The outcomes 
allow a detailed analysis of the structural aspect of the 
RAPS in MG and unveil the development of a robust 
network. However, important regional heterogenei-
ties were noticed and also a lack of services aiming 
at specific populations providing assistance 24 hou-
rs a day, which weakens the proper access to RAPS 
in several parts of the state. Higher values of iRAPS 
were found in health regions with low socioeconomic 
development and low general offer of health services, 
a fact that differs from the national scenario, which 
may imply state policy investments aiming at offering 
RAPS within the state hinterland areas.
Key words  Mental health, Mental health assistance, 
Regionalization, Networks community health, Natio-
nal Health Systems
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Introduction

In the context of major demographic, environ-
mental and socio-political transitions, the glob-
al burden of disease attributable to mental dis-
orders has increased in recent years worldwide, 
being estimated at 13% before the COVID-19 

pandemic1 which increased mental disease per-
sonal, social and economic costs to unprecedent-
ed magnitude. Thus, it is necessary that public 
mental health systems be strengthened to deal 
with this demand2. 

The development of a National Mental Health 
Policy (PNSM in Portuguese) in Brazil started in 
the 1980s, driven by social movements and stak-
ing on a community care model. There have been 
several advances linked to the improvement of 
territorial services and clinical practices based on 
psychosocial care in the last 30 years, leading the 
Brazilian performance into a prominent rank in 
the field of global mental health3.

At the same time, measures aiming at the 
regionalization of health care have been taken, 
yielding the definition of decentralized respon-
sibilities and shared tools for planning manage-
ment and funding, aiming to reduce the frag-
mentation of the Unified Health System (SUS in 
Portuguese) and overcome the inequalities that 
mark the Brazilian territory4. This organizational 
arrangement was recently enhanced due to the 
structuring of Health Care Networks (RAS in 
Portuguese) which integrate actions and services 
of different technological densities and levels 
of complexity5. This proposal consolidates the 
Health Region (RS in Portuguese) in contrast to 
the municipal- centered model in force to date, 
as a continuous territorial side view, consisting of 
groups of neighboring cities, with similar cultur-
al, economic and social characteristics and shar-
ing communication networks and infrastruc-
ture6. In this context, in 2011, the Psychosocial 
Care Network (RAPS in Portuguese) was defined 
as one of the priority thematic networks aiming 
at the integration of mental health in the various 
SUS care points7.

This process has been getting into consol-
idation in the last years. However, it is notice-
able that there is a lack of data that would allow 
its monitoring and evaluation. Until 2015, the 
Ministry of Health (MS in Portuguese) used to 
publish periodically the bulletin “Mental Health 
in Data”8. However, since that time, data on the 
PNSM and the services implemented in the 
country are limited. Furthermore, in 2017, after 
changes in the federal government political di-

rection, the so-called new PNSM9 was launched. 
The advocated changes are worrisome, as they 
break with the tradition of being in agreement 
with social instances historically involved in its 
construction. Furthermore, the inclusion of the 
psychiatric hospital and the mental health am-
bulatory facility in the list of RAPS components, 
the replacement of beds in general hospitals by 
specialized wards holding up to 30 beds, disre-
garding the installed capacity and municipal 
needs, and the maintenance and the funding of 
therapeutic communities reinforce a logic of spe-
cialization and hospital-centeredness10-12.

This concern is enhanced when we realized 
that in recent years, the Brazilian public health 
has been going through a reduction of funds and 
a setback in the pace of services supply, because 
of changes in the direction of national policy and 
the financial crisis13. These facts are made worse 
by the recent intention of the federal government 
to revoke laws that support the funding and 
operation of the RAPS, weakening the progress 
already achieved14 and reinforcing the need for 
critical analysis of the dynamics of the provision 
of services in the field of mental health10-12,15.

Recent studies16,17 that analyzed the distribu-
tion of RAPS services nationwide demonstrate its 
expansion and regionalization, especially in small 
and medium-sized cities. On the other hand, 
they point to the existence of care gaps mainly 
linked to the difficulty of collaboration among 
the cities and to underfunding. The importance 
of these works is brought into light, considering 
that most publications on the RAPS construction 
process are qualitative studies of municipal or 
regional contexts18,19. As highlighted by Mello20, 
the mismatch between the development of pub-
lic policies and scientific research is a common 
fact, not only in Brazil, but also in the interna-
tional community, and the recent dismantling 
of the Canadian regional health processes would 
have been justified precisely because of the lack 
of scientific evidence on the instituted policies. 
Therefore, this study aims to analyze the region-
alization of RAPS services in the state of Minas 
Gerais, generating evidence and indicators that 
can enhance the strategic management of the 
SUS towards the strengthening of the state’s psy-
chosocial care.

Methodology

A cross-sectional study on the RAPS services, 
having the macro-regions and health regions 
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(RS), as units of analysis was carried out in the 
state of Minas Gerais. Information was collected 
from the following sources: government data-
base (DATASUS and e-GESTORab) and a direct 
request to the National Coordination of Mental 
Health in May 2019 and reconstructed according 
to the platform Regions and Networks21, in or-
der to include in a list the 853 cities in the state, 
organized into 13 health macro-regions and 77 
RS. The option to use the division of the state as 
proposed by this platform was based on its coin-
cidence with what was established in the Master 
Plan for Regionalization of MG state22 and on 
the possibility of standardization and subsequent 
comparison of the results of regional structuring 
of RAPS in MG with the typologies established 
by Viana et al.23 that stratify Brazilian RSs accord-
ing to the socioeconomic development and the 
supply and complexity of health services in each 
regional context. The stratification by population 
size was based on the classification of cities into 
the categories: small size = less than 50,000 in-
habitants; medium small size = from 50,000 to 
99,999 inhabitants; medium size = from 100,000 
to 299,999 inhabitants; medium-large = from 
300,000 to 499,999 inhabitants and large size = 
above 500,000 inhabitants24. 

After organizing the data in a single database, 
indicators were determined based on the number 
of services in relation to the population, accord-
ing to the estimate made by the e-Gestor with 
reference to July 1st of the previous year25, so as 
to better understand the scope of the coverage 
provided in each unit of analysis. The calculation 
of indices was performed considering the highest 
level of coverage in each offered service, as de-
tailed below.

The Psychosocial Care Center Index (CAPS 
in Portuguese) was calculated similarly to the 
CAPS/100,000 inhabitant indicator, already 
widely used by the MS8. The criteria for funding 
this service establish: CAPS I more than 15 thou-
sand inhabitants, CAPS II, CAPS AD (alcohol 
and drugs) and CAPSi (infant and youth): more 
than 70 thousand inhabitants, CAPS III and 
CAPS ADIII: over 150 thousand inhabitants26:

iCAPS = 100.000 x

The Expanded Family Health Center (NASF 
in Portuguese) Index was calculated considering 
modalities I, II and III with maximum coverage 
in each of them, that is, 9 eSF, 4 eSF and 2 eSF, re-
spectively, and that each team attends up to 3,450 
inhabitants27-29.

iNASF = 

The Psychosocial Beds in General Hospitals 
(LHG in Portuguese) Index was calculated con-
sidering the value determined by the MS of 1 bed 
for every 23 thousand inhabitants26.

iLHG =

The Family Health Strategy (ESF in Portu-
guese) Index, widely used by the MS as well, was 
calculated considering the population covered by 
such service and the total population29.

iESF = 

Finally, the RAPS Index (iRaps), the meth-
odological construct of this study, was calculated 
as a general index of service implementation in 
RAPS in MG state:

iRAPS = 
 

For a better visualization of the iRAPS distri-
bution in the analysis units, maps were produced 
using the QGis software. Statistical analyzes were 
performed using the Statistical Package for the 
Social Sciences for Windows (SPSS) software. 
The non-parametric Kruskal & Wallis test was 
applied in order to analyze whether the indica-
tors present significant differences by the units 
of analysis. The Principal Component Analysis 
(PCA) was applied to validate the iRAPS and 
analyze its relationship with the other indicators. 
The Spearman’s Correlation Test was applied to 
analyze the interaction of iRAPS in RS segment-
ed by the typology of Viana et al.23, by the pres-
ence or absence of 3 RAPS attention points and 
by population density. 

(NASF 1 x 31.050) + 
(NASF II x 13.800) +

(NASF III x 6.900) 

Population

Population covered

Total population

Number of beds x 23.000

Population

iCAPS + iNASF + iLHG + iESF

4

(CAPS 1 x 0,5) + 
CAPS II +

(CAPS III x 1,5) + 
CAPSi + CAPSad + 
(CAPSad III x 1,5)

Population
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The present study constitutes an initial part of 
an evaluative research on the implementation of 
RAPS in the state of Minas Gerais, it was approved 
by the Ethics Committee in Research involving 
Human Beings (CAAE: 77798217.1.3001.5091) 
and is funded by the Foundation for Research 
Support of MG (FAPEMIG in Portuguese).

Results

Minas Gerais is the second most populous state 
in the federation (21,040,662 inhab.); it has the 
fourth largest territorial area (557,448.8 km²) 

and 853 cities, whereas 91.68% of them hold less 
than 50,000 inhabitants25.

Table 1 shows the distribution of RAPS com-
ponents throughout macro-regions, RS and pop-
ulation size of the cities of MG. It is noticed that 
the ESF coverage in the state is close to 80%, and 
the coverage of Primary Health Care services 
(ESF and NASF) in small towns is higher than in 
other cities, bringing into evidence the presence 
of these services in the state hinterland. Regard-
ing CAPS, in their various modalities, it shows 
that 369 CAPS were implemented in MG by 
2019. Out of these, most are CAPS I, as expected 
by the prevalence of small cities in MG, present 

Table 1. Distribution of RAPS components by Macroregion, Health Region and population size of the cities. Minas Gerais, 2019.

Macroregion/
Health Region

Population
ESF

NASF ECR
CAPS

UAA UAI SRT LHG
N Coverage I II III Inf. AD

AD 
III

Center 6,611,614 1,573 74.45% 220 5 18 18 13 18 9 3 1 1 41 65

Belo Horizonte 3,392,868 780 72.65% 112 4 1 5 10 7 2 2 1 1 38 14

Betim 718,033 189 73.53% 18 0 3 2 2 2 0 1 0 0 0 4

Contagem 870,154 179 70.18% 18 1 1 3 1 2 2 0 0 0 3 10

Curvelo 184,886 53 88.15% 12 0 2 1 0 0 0 0 0 0 0 5

Guanhães 115,303 41 92.90% 11 0 3 0 0 0 0 0 0 0 0 1

Itabira 235,932 71 93.18% 10 0 3 1 0 1 1 0 0 0 0 6

Itabirito 185,417 46 85.59% 4 0 2 1 0 3 1 0 0 0 0 10

João Monlevade 138,981 30 69.54% 2 0 1 1 0 0 0 0 0 0 0 1

Sete Lagoas 445,727 110 74.31% 25 0 1 1 0 1 1 0 0 0 0 14

Vespasiano 324,313 74 74.80% 8 0 1 3 0 2 2 0 0 0 0 0

Central South 787,099 219 81.72% 53 1 4 3 1 2 4 0 0 0 32 22

Barbacena 237,652 61 75.04% 17 1 0 0 1 1 1 0 0 0 30 14

Conselheiro 
Lafaiete

309,780 91 84.51% 20 0 2 2 0 1 2 0 0 0 2 7

São João del Rei 239,667 67 84.73% 16 0 2 1 0 0 1 0 0 0 0 1

Jequitinhonha 295,599 108 99.06% 19 0 4 1 0 0 1 0 0 0 2 14

Diamantina 170,773 63 98.38% 9 0 1 1 0 0 0 0 0 0 0 7

Minas Novas 124,826 45 100.00% 10 0 3 0 0 0 1 0 0 0 2 7

East 1,538,706 462 82.70% 102 2 18 5 0 4 3 0 1 1 0 26

Caratinga 202,519 68 93.87% 13 0 2 1 0 2 1 0 0 0 0 0

Coronel 
Fabriciano

230,586 53 66.28% 9 0 2 1 0 1 0 0 0 0 0 0

Governador 
Valadares

429,224 125 83.65% 34 1 1 1 0 1 1 0 1 0 0 10

Ipatinga 415,912 120 76.81% 19 1 4 2 0 0 0 0 0 0 0 11

Mantena 69,963 27 99.94% 8 0 2 0 0 0 1 0 0 1 0 0

Resplendor 89,305 31 95.97% 8 0 4 0 0 0 0 0 0 0 0 5

Santa Maria do 
Suaçuí

101,197 38 94.32% 11 0 3 0 0 0 0 0 0 0 0 0

it continues
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in all RS, showing that the specialized psychoso-
cial care is also being taken into the hinterland of 
MG state.

It can be noticed that the implementation of 
the Street Clinic Teams (ECR) and the Transitory 
Reception Units (UAA and UAI) is still initial in 
MG. Regarding Therapeutic Residential Services 
(SRT), 118 units were implemented, with a con-
centration in the capital (Belo Horizonte, 30.5%) 

and in other cities where the state’s psychiatric 
hospitals were located.

A total of 385 Psychosocial Beds in General 
Hospitals (LHG) were identified in the state, with 
large differences in implementation between the 
macro-regions and RS, with most beds located in 
small cities, followed by medium-sized ones, evi-
dencing the process of taking LHGs into the state 
hinterland as well.

Macroregion/
Health Region

Population
ESF

NASF ECR
CAPS

UAA UAI SRT LHG
N Coverage I II III Inf. AD

AD 
III

Southern East 693,810 241 94.22% 51 0 12 4 0 2 1 0 0 0 1 18

Manhuaçu 344,129 117 95.33% 23 0 8 1 0 2 1 0 0 0 1 8

Ponte Nova 211,941 77 93.04% 17 0 1 2 0 0 0 0 0 0 0 0

Viçosa 137,740 47 93.26% 11 0 3 1 0 0 0 0 0 0 0 10

Northeast 922,509 334 99.76% 66 1 19 3 0 3 5 0 0 0 1 28

Águas Formosas 59,577 24 100.00% 8 0 1 1 0 0 1 0 0 0 0 2

Almenara 182,042 67 99.81% 16 0 6 0 0 1 0 0 0 0 0 7

Araçuaí 89,680 35 100.00% 6 0 1 1 0 0 1 0 0 0 1 4

Itaobim 80,974 29 97.66% 4 0 2 0 0 1 1 0 0 0 0 2

Nanuque 68,531 23 100.00% 2 0 1 0 0 0 0 0 0 0 0 0

Padre Paraíso 62,685 23 100.00% 4 0 2 0 0 0 0 0 0 0 0 1

Pedra Azul 53,880 22 100.00% 4 0 3 0 0 0 1 0 0 0 0 0

Teófilo Otoni 325,140 111 100.00% 22 1 3 1 0 1 1 0 0 0 0 12

Northwest 701,605 195 82.66% 32 0 8 1 0 0 1 1 0 0 0 0

João Pinheiro 74,336 17 73.05% 3 0 1 0 0 0 0 0 0 0 0 0

Patos de Minas 354,781 109 91.87% 21 0 4 1 0 0 1 1 0 0 0 0

Unaí 272,488 69 73.30% 8 0 3 0 0 0 0 0 0 0 0 0

North 1,676,413 637 98.49% 97 2 20 6 1 5 4 1 1 1 1 40

Brasília de Minas 247,070 98 99.11% 17 0 4 1 0 0 1 1 0 0 0 0

Coração de Jesus 47,598 22 100.00% 5 0 1 0 0 0 0 0 0 0 0 3

Francisco Sá 74,267 28 100.00% 6 0 3 0 0 0 0 0 0 0 0 6

Janaúba 277,581 117 100.00% 21 1 3 1 1 2 0 0 0 1 0 8

Januária 115,906 35 85.53% 5 0 2 1 0 0 0 0 0 0 0 0

Manga 57,099 25 100.00% 5 0 1 0 0 0 0 0 0 0 0 0

Montes Claros 503,206 171 98.99% 11 1 1 1 0 1 2 0 1 0 1 20

Pirapora 146,345 48 99.16% 8 0 3 0 0 1 1 0 0 0 0 0

Salinas 207,341 93 100.00% 19 0 2 2 0 1 0 0 0 0 0 3

West 1,289,538 331 80.82% 60 0 16 5 2 2 4 1 0 0 1 1

Bom Despacho 106,982 33 99.08% 8 0 1 1 0 0 0 0 0 0 0 0

Divinópolis 475,387 95 65.15% 13 0 5 0 1 0 0 1 0 0 1 1

Formiga 131,350 41 93.23% 10 0 3 1 0 0 0 0 0 0 0 0

Itaúna 123,297 32 83.69% 3 0 1 1 0 0 2 0 0 0 0 0

Pará de Minas 248,119 60 79.21% 11 0 1 2 0 0 2 0 0 0 0 0

Santo Antônio do 
Amparo 

204,403 70 99.94% 15 0 5 0 1 2 0 0 0 0 0 0

Table 1. Distribution of RAPS components by Macroregion, Health Region and population size of the cities. Minas Gerais, 2019.

it conitnues
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Macroregion/
Health Region

Population
ESF

NASF ECR
CAPS

UAA UAI SRT LHG
N Coverage I II III Inf. AD

AD 
III

Southeast 1,668,069 428 76.89% 85 1 21 4 1 3 3 2 1 0 29 71

Além Paraíba 57,258 16 80.22% 4 0 2 0 0 0 0 0 0 0 0 1

Carangola 128,433 43 98.01% 10 0 4 0 0 1 1 0 0 0 0 9

Juiz de Fora 687,734 139 64.87% 18 1 3 2 0 1 1 0 0 0 24 32

Leopoldina 182,689 51 88.44% 11 0 3 0 1 0 1 0 0 0 1 8

Muriaé 173,744 60 98.59% 16 0 3 1 0 0 0 1 1 0 0 8

Santos Dumont 50,757 15 89.84% 0 0 1 0 0 0 0 0 0 0 0 0

São João 
Nepomuceno

72,807 22 85.48% 5 0 1 0 0 0 0 0 0 0 0 0

Ubá 314,647 82 71.20% 21 0 4 1 0 1 0 1 0 0 4 13

South 2,779,095 705 77.38% 114 4 26 12 0 3 8 1 0 2 9 44

Alfenas 322,017 82 83.04% 11 0 3 0 0 0 0 0 0 0 7 0

Guaxupé 161,041 46 85.03% 6 0 2 0 0 0 0 0 0 0 0 0

Itajubá 194,918 48 75.00% 9 0 1 2 0 0 0 0 0 0 0 0

Lavras 183,347 39 66.40% 4 0 1 2 0 0 1 0 0 0 2 0

Passos 291,393 79 82.69% 20 1 2 2 0 0 2 0 0 0 0 2

Poços de Caldas 233,732 48 68.79% 9 1 1 1 0 0 1 0 0 1 0 8

Pouso Alegre 546,879 143 77.36% 16 1 5 1 0 0 1 0 0 0 0 15

São Lourenço 262,449 86 91.02% 20 1 5 1 0 1 0 1 0 1 0 5

São Sebastião do 
Paraíso

125,578 39 92.73% 8 0 1 1 0 1 1 0 0 0 0 1

Três Corações 132,728 33 79.53% 4 0 1 1 0 0 1 0 0 0 0 1

Três Pontas 125,199 25 58.68% 5 0 1 1 0 0 0 0 0 0 0 12

Varginha 199,814 37 59.62% 2 0 3 0 0 1 1 0 0 0 0 0

Northern Triangle 1,294,816 222 56.87% 36 1 6 5 1 1 1 2 0 1 0 50

Ituiutaba 194,570 41 63.51% 7 0 1 1 0 0 0 0 0 0 0 0

Patrocínio 194,398 49 84.79% 11 0 2 1 0 0 0 1 0 0 0 15

Uberlândia 905,848 132 49.45% 18 1 3 3 1 1 1 1 0 1 0 35

Southern Triangle 781,789 139 59.79% 23 1 4 4 0 2 3 0 0 0 1 6

Araxá 187,136 36 63.86% 5 0 1 1 0 1 1 0 0 0 0 0

Frutal 179,694 34 64.88% 8 0 1 1 0 0 1 0 0 0 0 0

Uberaba 414,959 69 55.74% 10 1 2 2 0 1 1 0 0 0 1 6

Minas Gerais 21,040,662 5,594 78.97% 958 18 176 71 19 45 47 11 4 6 118 385

Population Size of Cities of MG

Capital 2,501,576 613 76.57% 95 4 0 0 9 4 0 2 1 1 36 10

Hinterland PP 8,631,633 2,977 93.36% 670 1 161 11 1 11 11 2 3 2 20 200

MPP 2.832.805 653 77.72% 70 1 13 27 2 10 16 1 0 1 1 53

MP 1.941.838 364 64.25% 40 4 1 14 1 9 11 2 0 1 34 41

MGP 3.226.183 686 66.98% 61 6 1 14 4 8 7 3 0 1 3 39

GP 1.906.627 301 54.10% 22 2 0 5 2 3 2 1 0 0 24 42
ESF: Family Health Strategy, NASF: Expanded Family Health Center, ECR: Street Clinic Team, CAPS: Psychosocial Care Center, UAA: Transitory Reception 
Units for adults, UAI: Transitory Reception Unit for child - youth, SRT: Therapeutic Residential Service, LHG: Psychosocial Beds in General Hospital; PP: 
small size - up to 50.000 hab.; MPP: small medium size - 50.000-100.000 hab.; MP: medium size - 100.000-300.000 hab.; MGP: medium large size - 300.000-
500.000 hab.; GP: large size - over 500.000 hab.

Source: Authors.

Table 1. Distribution of RAPS components by Macroregion, Health Region and population size of the cities. Minas Gerais, 2019.
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Table 2 presents the summary of indicators 
generated by macro-regions and RS as well as 
the distribution of RS according to the typology 
proposed by Viana et al.23. As the indicators were 
built taking into account the coverage stipulated 
by the MS, values greater than or equal to 1 indi-
cate that the region has a quantity of services as 
determined by federal regulations. Statistically, it 
was found that there is a difference between the 
values of all indicators, according to the health 
macro-regions (Table 3), demonstrating a het-
erogeneity in the implementation of RAPS ser-
vices in MG. The Principal Component Analysis 
(PCA) showed that iRAPS can be used as a com-
posite representative of the other indices, that is, 

the macro-regions and RS of MG are better repre-
sented by this single indicator, which validates it.

It is observed that the macro-regions Jequit-
inhonha, Eastern part of the South, Northeast 
and North stand out with the best indicators in 
the state, despite having most of their RS classi-
fied in Group 1 and, therefore, presenting lower 
socioeconomic status and less offer of general 
health care services. The Jequitinhonha region 
also stands out for being the only macro-region 
of MG that has an iLHG greater than 1. In this 
sense, it is observed that this component of RAPS 
is the one with the worst implantation in MG 
and that the Northwest macro-region, which has 
700,000 inhab., does not have LHG.

Table 2. Indicators and Groups by Macroregion and Health region. Minas Gerais, 2019.

Macroregion/
Health Region

iESF iNASF iCAPS iLHG iRAPS Group
Macroregion/
Health Region

iESF iNASF iCAPS iLHG iRAPS Group

Center 0.74 0.89 1.18 0.23 0.76  Jequitinhonha 0.99 1.31 1.35 1.09 1.19  

Belo 
Horizonte/
Nova Lima/
Caeté

0.73 1.00 0.96 0.09 0.69 5 Diamantina 0.98 1.01 0.88 0.94 0.95 1

Betim 0.74 0.73 1.39 0.13 0.75 3 Minas Novas/
Turmalina/
Capelinha

1.00 1.71 2.00 1.29 1.50 1

Contagem 0.70 0.64 1.03 0.26 0.66 4 East 0.83 1.17 1.36 0.39 0.94  

Curvelo 0.88 1.18 1.08 0.62 0.94 2 Caratinga 0.94 1.29 2.47 0.00 1.18 1

Guanhães 0.93 1.26 1.30 0.20 0.92 1 Coronel 
Fabriciano/
Timóteo

0.66 0.64 1.30 0.00 0.65 3

Itabira 0.93 0.86 1.91 0.58 1.07 4 Governador 
Valadares

0.84 1.37 0.82 0.54 0.89 3

João 
Monlevade

0.70 0.32 1.08 0.17 0.57 3 Ipatinga 0.77 1.05 0.96 0.61 0.85 3

Ouro Preto 0.86 0.67 3.24 1.24 1.50 4 Mantena 1.00 1.68 2.86 0.00 1.38 1

Sete Lagoas 0.74 1.03 0.79 0.72 0.82 3 Resplendor 0.96 1.24 2.24 1.29 1.43 1

Vespasiano 0.75 0.69 2.31 0.00 0.94 3 Santa Maria do 
Suaçuí/São João 
Evangelista

0.94 1.33 1.48 0.00 0.94 1

Central South 0.82 1.13 1.59 0.64 1.04  Northeast 1.00 1.48 2.22 0.70 1.35  

Barbacena 0.75 1.29 1.47 1.35 1.22 3 Águas 
Formosas

1.00 1.56 4.20 0.77 1.88 1

Conselheiro 
Lafaiete/
Congonhas

0.85 1.24 1.94 0.52 1.13 3 Almenara 1.00 1.71 2.20 0.88 1.45 1

São João del 
Rei

0.85 0.83 1.25 0.10 0.76 3 Araçuaí 1.00 1.50 2.79 1.03 1.58 1

Eastern South 0.94 1.34 1.87 0.60 1.19  Itaobim 0.98 1.32 3.70 0.57 1.64 1

Manhuaçu 0.95 1.40 2.32 0.53 1.30 1 Nanuque 1.00 0.65 0.73 0.00 0.60 2

Ponte Nova 0.93 1.17 1.18 0.00 0.82 1 Padre Paraíso 1.00 1.71 1.60 0.37 1.17 1

Viçosa 0.93 1.45 1.82 1.67 1.47 3 Pedra Azul 1.00 1.98 4.64 0.00 1.91 1

it continues
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Macroregion/
Health Region

iESF iNASF iCAPS iLHG iRAPS Group
Macroregion/
Health Region

iESF iNASF iCAPS iLHG iRAPS Group

Southeast 0.77 0.74 1.50 0.98 1.00  Teófilo Otoni/
Malacacheta/
Itambacuri

1.00 1.42 1.38 0.85 1.16 1

Além Paraíba 0.80 1.02 1.75 0.40 0.99 3 Northwest 0.83 0.86 1.07 0.00 0.69  

Carangola 0.98 1.18 3.11 1.61 1.72 1 João Pinheiro 0.73 0.79 0.67 0.00 0.55 2

Juiz de Fora/
Lima Duarte/
Bom Jardim de 
Minas

0.65 0.25 0.80 1.07 0.69 5 Patos de Minas 0.92 1.12 1.55 0.00 0.90 3

Leopoldina/
Cataguases

0.88 1.00 2.19 1.01 1.27 3 Unaí 0.73 0.54 0.55 0.00 0.46 2

Muriaé 0.99 1.87 2.30 1.06 1.55 3 North 0.98 1.18 1.67 0.55 1.09  

Santos Dumont 0.90 0.00 0.99 0.00 0.47 3 Brasília de 
Minas/São 
Francisco

0.99 1.52 2.23 0.00 1.18 1

São João 
Nepomuceno /
Bicas

0.85 0.57 0.69 0.00 0.53 3 Coração de 
Jesus

1.00 1.38 1.05 1.45 1.22 1

Ubá 0.71 0.96 1.75 0.95 1.09 3 Francisco Sá 1.00 1.72 2.02 1.86 1.65 1

South 0.77 0.79 1.35 0.36 0.82  Janaúba/Monte 
Azul

1.00 1.80 2.16 0.66 1.41 1

Alfenas/
Machado

0.83 0.73 0.47 0.00 0.51 3 Januária 0.86 0.89 1.73 0.00 0.87 1

Guaxupé 0.85 0.69 0.62 0.00 0.54 3 Manga 1.00 1.99 0.88 0.00 0.97 1

Itajubá 0.75 0.88 1.28 0.00 0.73 3 Montes Claros/
Bocaiúva

0.99 0.27 0.89 0.91 0.77 3

Lavras 0.66 0.45 1.91 0.00 0.76 3 Pirapora 0.99 1.13 2.39 0.00 1.13 2

Passos/Piumhi 0.83 1.23 1.72 0.16 0.98 3 Salinas/
Taiobeiras

1.00 1.83 1.93 0.33 1.27 1

Poços de 
Caldas

0.69 0.94 1.07 0.79 0.87 5 West 0.81 1.02 1.82 0.02 0.92  

Pouso Alegre 0.77 0.53 0.82 0.63 0.69 3 Bom Despacho 0.99 1.55 1.40 0.00 0.99 3

São Lourenço 0.91 1.28 2.29 0.44 1.23 3 Divinópolis/
Santo Antônio 
do Monte

0.65 0.65 1.16 0.05 0.63 3

São Sebastião 
do Paraíso

0.93 1.32 2.79 0.18 1.30 3 Formiga 0.93 1.42 1.90 0.00 1.06 3

Três Corações 0.80 0.49 1.88 0.17 0.84 3 Itaúna 0.84 0.48 2.84 0.00 1.04 3

Três Pontas 0.59 0.83 1.20 2.20 1.20 3 Pará de Minas 0.79 1.08 1.81 0.00 0.92 2

Varginha 0.60 0.31 1.75 0.00 0.66 5 Santo Antônio 
do Amparo/
Campo Belo

1.00 1.59 2.94 0.00 1.38 1

Southern 
Triangle

0.60 0.54 1.41 0.18 0.68  Northern 
Triangle

0.57 0.62 1.12 0.89 0.80  

Araxá 0.64 0.44 1.87 0.00 0.74 4 Ituiutaba 0.64 0.60 0.77 0.00 0.50 3

Frutal/Iturama 0.65 0.56 1.39 0.00 0.65 3 Patrocínio/
Monte Carmelo

0.85 1.01 1.80 1.77 1.36 2

Uberaba 0.56 0.57 1.20 0.33 0.67 5 Uberlândia/
Araguari

0.49 0.53 1.05 0.89 0.74 5

Minas Gerais 0,79 0,94 1,41 0,42 0,89
Source: Authors, typology by Viana et al.23.

Table 2. Indicators and Groups by Macroregion and Health region. Minas Gerais, 2019.
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The Northern Triangle and Southern Trian-
gle macro-regions, despite having RS classified 
as Group 3, 4 or 5, are noteworthy for having 
iESF and iNASF well below the index of the other 
macro-regions and the state, denoting a region-
al weakness in this point of attention of RAPS. 
The state NASF index was 0.94 and is close to 
or greater than 1 in most other macro-regions. 
Regarding the CAPS index, MG had an overall 
iCAPS of 1.41 and all macro-regions had indices 
above 1.

Deepening the analysis for the RS, it is ob-
served that the iRAPS of each macro-region can 
represent both regional homogeneity (as in the 
RS of the Southern Triangle), but also a varied 
range of regional heterogeneity (Figure 1). In 
the analysis of Table 2, there is also a variation of 
indicators within each RS. As an example, in the 
Southeast macro-region, the RS in Carangola has 
the highest iRAPS in the state (1.72) and the RS 
in Santos Dumont has one of the lowest iRAPS 

Table 3. Kruskal & Wallis Test: indicators by health macroregions. Minas Gerais, 2019.

Health Macroregions

Indicators Center
Southern 

Center
Jequiti-
nhonha

East
Eastern 
South

Nor-
the-
ast

Nor-
thwest

North West
Sou-
the-
ast

South
Northern 
Triangle

Southern 
Triangle

p-
value

iESF 0.74 0.82 0.99 0.83 0.94 1.00 0.83 0.98 0.81 0.77 0.77 0.57 0.60 0.00

iNASF 0.89 1.13 1.31 1.17 1.34 1.48 0.86 1.18 1.02 0.74 0.79 0.62 0.54 0.00

iCAPS 1.18 1.59 1.35 1.36 1.87 2.22 1.07 1.67 1.82 1.50 1.35 1.12 1.41 0.00

iLHG 0.23 0.64 1.09 0.39 0.60 0.70 0.00 0.55 0.02 0.98 0.36 0.89 0.18 0.00

iRAPS 0.76 1.04 1.19 0.94 1.19 1.35 0.69 1.09 0.92 1.00 0.82 0.80 0.68 0.00
Source: Authors.

Figure 1. iRAPS Space Distribuition in Macro regions and Health Regions in Minas Gerais, 2019.

Source: Authors.
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(0.47). Santos Dumont’s RS also draws attention 
because it is the only one in the state to have iN-
ASF=0.

Interesting data can be seen in MG in the 
analysis of the SR grouped by the typology of Vi-
ana et al.23. The RSs in Group 1 have iRAPS statis-
tically higher than the RSs from groups charac-
terized by better socioeconomic conditions and 
health service provision. A negative statistical 
correlation was also observed between popula-
tion density in RS and iRAPS values (Table 4).

We identified along the analysis of RAPS’ at-
tention points in the RS, that all RAPS have at 
least two Attention points, that is, APS (ESF or 
NASF), Specialized Psychosocial Care (CAPS 
regardless the modality), and 61% of them have 
three RAPS coverage points (APS, CAPS and 
LHG). Through statistical analyses, it was pos-
sible to see a significant relationship between 
iRAPS and RSs that have three or more RAPS at-
tention points (Table 4).

Center

Southern 
Center

South Southeast

East

Northeast

North 

Eastern South

Northwest

West

Northern Triangle

Southern Triangle

Jequitinhonha
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Table 4. iRAPS Statistic Analysis according to Health Region Typology, RAPS Care Points in Health Regions and 
Populational Density of Macro regions and Health Regions. Minas Gerais, 2019.

Average

iRAPS 
Viana et al.23 Typology

Group 1 1.30

Group 2 0.94

Group 3 0.85

Group 4 1.07

Group 5 0.69

Kruskal-Wallis Test (p-value) 0.000

iRAPS 
RAPS Care Points

<3 points 0.87

>=3 points 1.07

Kruskal-Wallis Test (p-value) 0.016

Health Regions iRAPS 1.01

Populational Density 38.65

Spearman's rho test (p-value) -0.24 (p-value 0.000)

Macroregions iRAPS 0.95

Populational Density 48.62

Spearman's rho test (p-value) -0.41 (p-value 0.000)
Source: Authors.

In the analysis of CAPS in its various mo-
dalities, it can be seen that the 68 RS that hold, 
in their territory, a population greater than 70 
thousand inhabitants and would meet the de-
ployment criteria for CAPS II, CAPSi and CAPS 
AD, 19 (27.9%) do not have CAPS II, 38 (55.9%) 
do not have CAPSi and 32 (47%) do not have 
CAPS AD. With respect to CAPSi, two macro-re-
gions are not covered either. In this sense, the 
implementation of CAPS III and CAPS AD III is 
even more incipient: of the 48 RS with more than 
150 thousand inhabitants, only 9 (18.7%) have 
CAPS III and 10 (20.8%) with CAPS AD III. Even 
when the macro-regions that meet the CAPS III 
implementation criteria are analyzed, seven mac-
ro-regions that do not have it are evidenced. The 
same occurs in relation to CAPS ADIII: 6 mac-
ro-regions do not have it, despite their popula-
tion contingent, demonstrating an obstacle to the 
rearguard of the crises in vast state territories.

Discussion

The regionalization of health services has been at 
the center of the debate approaching the reorga-
nization of the SUS in the last decade20; however, 
the development of this process still faces several 
obstacles. Politically, the municipal autonomy, 
as a result of the initial administrative direction 
of SUS decentralization, constitutes a challenge 
due to the logic of negotiating political interests 
at the expense of regional planning, combined 

with a weakness in the regulatory and financial 
induction of the federal government to increase 
its investments proportionally and equitably to 
the new needs for systemic strengthening of the 
RSs4,6,20,30-32.

Regarding the regionalization of RAPS, this 
process can be even more complex, given that the 
structuring of an integrated public and universal 
mental health care network, with actions ranging 
from care for mild mental disorders to the man-
agement of crisis, in addition to services and ac-
tions for deinstitutionalization and psychosocial 
reintegration, presupposes the development of 
refined instruments of coordination, regulation 
and planning16,33.

It is noticed that there was an extensive im-
plementation of RAPS services in MG, mainly in 
small cities, indicating the spreading of the net-
work into the hinterland regions, as found at the 
national level16,17. However, despite the advances, 
there is a need for greater investments to make 
the RS work as autonomous instances of the per-
formance of RAPS in MG, considering that it 
would be expected a minimum standard of three 
RAPS coverage points in each RS16, which does 
not occur in 39% of the RSs in the state.

As demonstrated internationally34, a compre-
hensive mental health care network must have 
different levels of care functioning in an articu-
lated way. In this way, the APS functioning as an 
organizer of the RAS, as proposed in the Brazilian 
model5, plays a fundamental role in RAPS, aiming 
at the development of actions in a known territo-
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ry and enabling professionals to get to know us-
ers’ life history and their communitarian bonds35. 
It is noticed that the implementation process of 
APS in MG was extensive, and most of the RS in 
the state have ESF coverage above 70%. However, 
there are still RS with low ESF coverage, such as 
Uberaba (56%) and Uberlândia/Araguari (49%), 
indicating the need for greater investment in APS 
in these regions from state policies. Furthermore, 
it is known that the isolated implementation of 
services and teams does not guarantee the proper 
functioning of health equipment. Several studies 
indicate that APS professionals have difficulties 
in dealing with psychosocial demands and resis-
tance to care for users with mental health needs, 
which hinders the care process35,36.

One of the strategies proposed by the MS 
to deal with this issue was the implementation 
of the NASF, which compulsorily holds a pro-
fessional specialist in the mental health field, 
a fundamental issue especially for small cities, 
where quite often this specialist is the only pro-
fessional with this training in the city37. In this 
sense, NASF professionals, using devices such as 
matrix support36, aim to develop the proposal for 
Permanent Health Education38 to share knowl-
edge and increase the technical capacity of PHC 
professionals. However, despite the presence of 
the NASF in much of the state as an advance 
for mental health care in APS in MG, previous 
studies found practical difficulties in imple-
menting this proposal, both nationally36,39 and in 
the MG state40, linked to perpetuation from the 
biomedical paradigm, to the lack of vision and 
management support, to the resistance of NASF 
professionals themselves to the matrix support 
proposal, to the chronic lack and high turnover 
of human resources, among others. These weak-
nesses can compromise both mental health care 
in APS and the integration of these services with 
the other components of RAPS. Additionally, the 
MS launched, recently41, an ordinance that leaves 
it up to the municipal administration to select 
which professionals would be needed to com-
pose the NASF team and removes the obligation 
to have a mental health professional, leading to a 
fear of continuation of the improvements already 
achieved.

Regarding the Street Clinics, which offer itin-
erant actions and care to populations with a high 
degree of social vulnerability and often neglected 
by the health services themselves42, esteeming the 
value of singularities and opposing the asylum 
logic, it is noticed that 18 units in the state are 
insufficient to deal with the growing homeless 

population, especially in large urban centers, as 
also observed in the national context43,44.

The increase of the number of Therapeutic 
Residential Services (SRT in Portuguese) in the 
state of MG was one of the objectives of the State 
Policy on Mental Health45. However, this expan-
sion did not occur, as intended, in the period un-
der analyses. At this point, it is also possible to 
infer obstacles related to the municipalization of 
the national health policy, as the SRTs are munic-
ipal management services, and their implemen-
tation is upon the manager’s responsibility. 

Regarding the specialized psychosocial care, 
the CAPS index shows that the state expanded its 
coverage from 0.958 in 2015 to 1.41 in 2019. This 
index was driven by small towns, as also found at 
the national level16,17. However, there was a low 
implementation of CAPS III and CAPSs aimed 
at specific populations in RS that would meet the 
population criteria for their implementation. Be-
cause CAPS III operates 24 hours a day, they can 
provide continuous care in the management of 
crises, being essential for RAPS to work without 
the need for a psychiatric hospital. Despite the 
complexity inherent to this service and its high 
maintenance cost18, the results found suggest that 
investment in the implementation of these ser-
vices should be seen as a priority by public pol-
icy for better functioning of RAPS in the state. 
These results may also suggest a difficulty in the 
regional agreement for more structured services 
that should provide support for the population 
contingent stipulated by MS regulations, even 
if divided into different cities. In this sense, the 
fact that iRAPS is inversely proportional to the 
population density of the regions under analysis, 
it may conceal practical difficulties in accessing 
the network, given the large territorial extension 
of some macro-regions and even RS in MG. Fur-
thermore, it is known that health actions are hard 
to be performed in rural regions or regions with 
low demographic densities, due to factors such 
as logistical inefficiencies, lack of popular partic-
ipation and the difficulty of allocating and hiring 
human resources46. On the other hand, the lower 
iRAPS values in the most populous regions may 
suggest an overload of services in these locations.

As an alternative to hospitalizations in psy-
chiatric hospitals47, Psychosocial Beds in General 
Hospitals (LHG) must be in charge of complex 
cases that are beyond the CAPS’ capacity to pro-
vide solutions. However, it is identified that, out 
of a total of 767 LHG as agreed in the 2012 Ac-
tion Plan48, the state of MG managed to imple-
ment 375. Despite the deficiency, it is observed 
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that 53.3% of the LHG are located in small cities 
that do not count with CAPS III and that, if used 
properly, and in a shared way by the SRs, can fa-
vor comprehensive community care in these ter-
ritories.

Regarding assistance to users with problems 
related to the use of alcohol or other drugs, there 
is a deficit in the implementation of CAPS AD 
and CAPS AD III in MG. These data are in agree-
ment with the findings of Macedo et al.49 who 
demonstrated that, in Brazil, considering the 
cities bearing criteria for implementation, 50.6% 
do not have CAPS AD and 79.1% do not have 
CAPS AD III. The same remark can be made for 
the Transitory Reception Units (UAT in Portu-
guese) which are services for people with needs 
arising from the use of alcohol or other drugs, 
with marked social and/or family vulnerability 
and with a permanence time of up to six months. 
Of the total 40 UAA (adult public) and 52 UAI 
(children and youth public) included in 201645, 
only 12.5% of the UAA and 13.5% of the UAI 
were implemented. This scenario is also consis-
tent with the one found at the national level, in 
which, of the total number of cities that meet 
the implementation criteria, only 9.7% have this 
service49. Furthermore, prejudice, inexperience 
and little involvement of professionals from 
the APS and even from the NASF may still be 
seen towards people who use alcohol and other 
drugs40,49. These assertions may drive users and 
relatives to look for Therapeutic Communities 
(CT in Portuguese)40, for services that, despite 
being included in the new national mental health 
policy, function contrary to the anti-asylum log-
ic that grounded the implementation of RAPS 
in the country. Furthermore, many CTs do not 
work in accordance with current technical stan-
dards, leaving users subject to violations of their 
rights11,50. In MG, this fact is even more worrying, 
as the state government instituted, between 2012 
and 2015, the Aliança pela Vida (Alliance for Life) 
program, which prioritized resources for these 
institutions, mostly private and religious in na-
ture45,50, and made it difficult the implementation 
of other services at the time. In addition, the pres-
ence of CTs, especially in small cities, can hinder 
municipal investment in the implementation of 
other RAPS services, as municipal managers may 
understand CT as the main support top users40,49.

In psychosocial assistance to children and 
adolescents, it is noteworthy that the Ministry of 
Health reduced the population criterion for fi-
nancing the CAPSi from 200,000 inhabitants. to 
70,000 in 20117, which allowed the services to be 

expanded and driven towards the country hin-
terland. However, the implementation of these 
services in MG is still insufficient: 52.27% of the 
RSs lack coverage. This datum was also found in 
the national context, where, in a study on these 
devices, Macedo et al.51 observed that they are 
insufficient and unevenly distributed, with the 
presence of many care gaps in the country, in all 
regions.

It is noteworthy in this study that the highest 
iRAPS values were found in RSs located in groups 
with low socioeconomic development and low 
service provision (Group 1), a fact that differs 
from that found by Macedo et al.16 in the nation-
al territory, where the regions best equipped with 
mental health services had medium or high de-
velopment and offer of health services. This re-
sult may suggest a prioritization of mental health 
in state policy actions.

It is considered that the created general indi-
cator (iRAPS) is a useful tool for analyzing the 
structural aspect of RAPS in MG and can be re-
produced in further studies, allowing compar-
isons over time of the implementation of the 
services of this network in the state or even in 
other Brazilian regions. It should be noted that 
Fernandes17 also used a general index for critical 
analysis of RAPS services in Brazil. However, in 
this study, different choices were made regarding 
which services to include in the calculation. The 
inclusion of ESF coverage in the index present-
ed here, not included in the calculation by Fer-
nandes17, is related to its fundamental role in the 
regionalization of RAPS services6. On the other 
hand, the non-inclusion of Transitory Reception 
Units was based on the fact that they are services 
directed to larger cities that represent a very small 
share of the cities in the state and could, there-
fore, bias the calculation of the index in MG. 
As in the calculation by Fernandes17, the Mobile 
Emergency Care Services (SAMU 192 in Portu-
guese), Emergency Care Units (24-hour UPA) 
and others were not included in the calculation, 
as they are not specific services of RAPS. Solidar-
ity enterprises, social cooperatives, Therapeutic 
Residential Services (SRT in Portuguese), Street 
Clinic Teams (eCR in Portuguese) and Living 
Centers were not included as they did not pres-
ent general parameters defined for their develop-
ment, making the calculation of their coverage 
unfeasible. Outpatient clinics and CAPS AD IV 
were not included, as they are part of a recent 
proposal and not yet consolidated52.

Regarding limitations of this study, it is 
known that community mental health should fo-
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cus not only on the treatment of users, but also 
on their potential, capabilities and aspirations34,53. 
Thus, the fact that the current research does not 
include, in the services analyzed, those that fo-
cus on user insertion and social participation, 
may be seen with reservations. It should also be 
considered that the use of indicators to analyze 
the implementation of RAPS services provides a 
panoramic view of the process. However, some 
caution is required when analyzing the results. 
As an example, it can be mentioned that the MS 
considers the existence of one CAPS for every 
100,000 inhabitants to be adequate, and, thus, 
assume that, in the RS where the index is close 
to or greater than 1, we will have enough CAPS 
to serve the population, which is not always true. 
Even within a RS, there can be a territory with 
excess coverage that disguises a deficient one or 
even some cities that cannot benefit from the as-
sistance due to the lack of an agreement to share 
services or, even when this agreement exists, 
the great distance between some cities and/or 
the lack of public transport can yield assistance 
gaps54. Thus, for a better understanding of the 
functioning of RAPS in the state of MG, further 
research is needed that can deepen the results 
found here.

Final considerations

The analysis of the regionalization of health in the 
SUS makes it possible to identify particularities 
of psychosocial care in certain territories, linked 
to historical, economic and social factors that 
produce differences in health conditions, service 
provision, coverage, human resources and fund-
ing. In this sense, this study analyzed the region-
alization of RAPS services in MG through the 
construction of indicators that reflect structural 
aspects of this network, providing evidence that 
can also be used by managing actors to improve 
mental health care in the state. From the scenario 
presented, it is clear that the implementation of 
a robust network of RAPS services in MG, how-
ever, despite the advances already achieved, for 
the consolidation of RS as an autonomous unit 
of psychosocial care, still needs improvements. 
The knowledge produced also yielded subsidies 
for an assessment of the degree of implementa-
tion of RAPS in the state, a study the authors will 
develop later on.

Collaborations

VAA Coelho participated in the conception, de-
sign, collection, analysis and interpretation of 
data and in the writing of the article. LI Andrade 
participated in the collection, analysis and inter-
pretation of data and in the writing of the article. 
DA Guimarães participated in the conception, 
design, analysis and interpretation of the data 
and in the writing of the article. CM Modena 
participated in the conception, design and inter-
pretation of data and critical review of the text. 
EAA Guimarães participated in the conception, 
design, interpretation of data and writing of the 
article. CAP Gama participated in the concep-
tion, design, collection, analysis and interpreta-
tion of data and in the writing of the article. LSM 
Pereira participated in the design, collection, 
analysis and interpretation of data and critical 
review of the text.



1908
C

oe
lh

o 
V

A
A

 e
t a

l.

References

1.	 Vigo D, Thornicroft G, Atun R. Estimating the true 
global burden of mental illness. Lancet Psychiatry 
2016; 3(2):171-178.

2.	 Lake J. A Mental Health Pandemic: The Second Wave of 
COVID-19 [Internet]. Psychiatric Times; 2020 [cited 
2021 fev 8]. Available from: https://www.psychiatric-
times.com/view/a-mental-health-pandemic-the-se-
cond-wave-of-covid-19. 

3.	 Jacob KS, Sharan P, Mirza I, Garrido-Cumbrera M, 
Seedat S, Mari JJ, Sreenivas V, Saxena S. Mental health 
systems in countries: where are we now? Lancet 2007; 
370:1061-1077.

4.	 Moreira LMC, Ferré F, Andrade EIG. Financiamento, 
descentralização e regionalização: transferências fe-
derais e as redes de atenção em Minas Gerais, Brasil. 
Cien Saude Colet 2017; 22(4):1245-1256.

5.	 Brasil. Portaria no 4.279, de 30 de dezembro de 2010. 
Estabelece diretrizes para a organização da Rede de 
Atenção à Saúde no âmbito do Sistema Único de Saú-
de (SUS). Diário Oficial da União 2010; 31 dez.

6.	 Viana ALD, Bousquat A, Melo GA, Negri Filho A, 
Medina MG. Regionalização e Redes de Saúde. Cien 
Saude Colet 2018; 23(6):1791-1798.

7.	 Brasil. Portaria no 3.088, de 23 de dezembro de 2011. 
Institui a Rede de Atenção Psicossocial para pessoas 
com sofrimento ou transtorno mental e com neces-
sidades decorrentes do uso de crack, álcool e outras 
drogas, no âmbito do Sistema Único de Saúde (SUS). 
Diário Oficial da União 2011; 26 dez.

8.	 Brasil. Ministério da Saúde (MS). Coordenação Geral 
de Saúde Mental Álcool e Outras Drogas. Saúde Men-
tal em Dados - 12, ano 10, no 12. Informativo Eletrôni-
co. Brasília: MS; 2015.

9.	 Brasil. Portaria no 3.588, de 21 de dezembro de 2017. 
Altera as Portarias de Consolidação nº 3 e no 6, de 
28 de setembro de 2017, para dispor sobre a Rede de 
Atenção Psicossocial e dá outras providências. Diário 
Oficial da União 2018; 22 dez. 

10.	 Almeida JMC. Política de saúde mental no Brasil: o 
que está em jogo nas mudanças em curso. Cad Saude 
Publica 2019; 35(11):e00129519.

11.	 Bastos FI. Políticas de drogas no Brasil contemporâ-
neo: aportes da ciência, da clínica e do liberalismo 
moderno. Cad Saude Publica 2019; 35(11):e00125519.

12.	 Onocko-Campos RT. Saúde mental no Brasil: avan-
ços, retrocessos e desafios. Cad Saude Publica 2019; 
35(11):e00156119.

13.	 Castro MC, Massuda A, Almeida G, Menezes-Filho 
NA, Andrade MV, Noronha KVMS, Rocha R, Macinko 
J, Hone T, Tasca R, Giovanella L, Malik AM, Werneck 
H, Fachini LA, Atun R. Brazil’s unified health system: 
the first 30 years and prospects for the future. Lancet 
2019; 394(10195):345-356.

14.	 Emerich BF, Arbex D, Yasui S. A quem interessa o 
desmonte da política de saúde mental? [Internet]. 
Folha de S. Paulo; 2020 [acessado 2021 fev 8]. Dis-
ponível em: https://www1.folha.uol.com.br/opi-
niao/2020/12/a-quem-interessa-o-desmonte-da-poli-
tica-de-saude-mental.shtml.

15.	 Cavalcanti MT. Perspectivas para a política de 
saúde mental no Brasil. Cad Saude Publica 2019; 
35(11):00184619.

16.	 Macedo JP, Abreu MM, Fontenele MG, Dimenstein 
M. A regionalização da saúde mental e os novos de-
safios da Reforma Psiquiátrica brasileira. Saude Soc 
2017; 26(1):155-170.

17.	 Fernandes CJ, Lima AF, Oliveira PRS, Santos WS. 
Healthcare Coverage Index in the Psychosocial Care 
Network (iRAPS) as a tool for critical analysis of the 
Brazilian psychiatric reform. Cad Saude Publica 2020; 
36(4):e00049519.

18.	 Onocko-Campos RT, Amaral CEM, Saraceno B, Oli-
veira BDC, Treichel CAS, Delgado, PGG. Atuação dos 
Centros de Atenção Psicossocial em quatro centros 
urbanos no Brasil. Rev Panam Salud Publica 2018; 
42:e113.

19.	 Costa PHA, Colugnati FAB, Ronzani TM. Avalia-
ção de serviços em saúde mental no Brasil: revisão 
sistemática da literatura. Cien Saude Colet 2015; 
20(10):3243-3253.

20.	 Mello GA, Pereira APCM, Uchimura LYT, Iozzi FL, 
Demarzo MMP, Viana ALD. O processo de regiona-
lização do SUS: revisão sistemática. Cien Saude Colet 
2017; 22(4):1291-1310.

21.	 Região e Redes. Região e Redes: banco de indicadores 
regionais e tipologias [Internet]. 2020 [acessado 2020 
jul 15]. Disponível em: http://indicadores.resbr.net.
br/view/. 

22.	 Minas Gerais. Secretaria de Estado de Saúde de Mi-
nas Gerais. Plano Diretor de Regionalização [Internet]. 
2011 [acessado 2021 fev 8]. Disponível em: http://
www.saude.mg.gov.br/parceiro/regionalizacao-pdr2. 

23.	 Viana ALD, Bousquat A, Pereira APCM, Uchimura 
LYT, Albuquerque MV, Mota PHS, Demarzo MMP, 
Ferreira MP. Tipologia das regiões de saúde: condi-
cionantes estruturais para a regionalização no Brasil. 
Saude Soc 2015; 24(2):413-422.

24.	 Instituto Brasileiro de Geografia e Estatística (IBGE). 
Cidades e Estados [Internet]. 2019 [acessado 2020 set 
2]. Disponível em: https://www.ibge.gov.br/cidades-e
-estados. 

25.	 Brasil. Ministério da Saúde (MS). Secretaria de Aten-
ção Primária à Saúde. e-Gestor Atenção Básica: Infor-
mação e Gestão na Atenção Básica. e-Gestor AB [Inter-
net]. [acessado 2021 jan 20]. Disponível em: https://
egestorab.saude.gov.br/paginas/acessoPublico/relato-
rios/relHistoricoCoberturaAB.xhtml. 

26.	 Brasil. Ministério da Saúde (MS). Portaria de Conso-
lidação no 3, de 28 de setembro de 2017. Consolidação 
das normas sobre as redes do Sistema Único de Saúde. 
Diário Oficial da União 2017; 28 set.

27.	 Brasil. Ministério da Saúde (MS). Saúde da familia no 
Brasil: uma análise de indicadores selecionados: 1998-
2004. Brasília: MS; 2006.

28.	 Brasil. Ministério da saúde (MS). Núcleo Ampliado de 
Saúde da Família: Modalidades NASF [Internet]. 2020 
[acessado 2021 fev 8]. Disponível em: https://aps.sau-
de.gov.br/ape/nasf/modalidades/. 

29.	 Brasil. Ministério da Saúde (MS). Nota Metodológica. 
Novo método de cálculo do indicador Cobertura popu-
lacional estimada na Atenção Básica, 2017 [Internet]. 
[acessado 2021 fev 8] Disponível em: https://egesto-
rab.saude.gov.br/paginas/acessoPublico/relatorios/
nota_tecnica/nota_metodologica_SB.pdf. 



1909
C

iên
cia &

 Saú
de C

oletiva, 27(5):1895-1909, 2022

30.	 Ribeiro PT, Tanaka OY, Denis J-L. Governança regio-
nal no Sistema Único de Saúde: um ensaio conceitual. 
Cien Saude Colet 2017; 22(4):1075-1084.

31.	 Vázquez M-L, Vargas I, Unger J-P, Paepe P, Mogol-
lón-Pérez AS, Samico I, Albuquerque P, Eguiguren P, 
Cisneros AI, Rovere M, Bertolotto F. Evaluating the 
effectiveness of care integration strategies in different 
healthcare systems in Latin America: the EQUITY
-LA II quasi-experimental study protocol. BMJ Open 
2015; 5(7):e007037.

32.	 Lima LD, Viana ALD, Machado CV, Albuquerque 
MV, Oliveira RG, Iozzi FL, Scatena JHG, Mello GA, 
Pereira AMM, Coelho APS. Regionalização e acesso à 
saúde nos estados brasileiros: condicionantes históri-
cos e político-institucionais. Cien Saude Colet 2012; 
17(11):2881-2892.

33.	 Amaral CEM, Bosi MLM. O desafio da análise de re-
des de saúde no campo da saúde coletiva. Saude Soc 
2017; 26(2):424-434.

34.	 Thornicroft G, Deb T, Henderson C. Community 
mental health care worldwide: current status and fur-
ther developments. World Psychiatry 2016; 15(3):276-
286.

35.	 Rotoli A, Silva MRS, Santos AM, Oliveira AMN, Go-
mes GC. Mental health in Primary Care: challenges 
for the resoluteness of actions. Esc Anna Nery 2019; 
23(2):1-8.

36.	 Treichel CAS, Onocko-Campos RT, Campos GWS. 
Impasses e desafios para consolidação e efetividade do 
apoio matricial em saúde mental no Brasil. Interface 
(Botucatu) 2019; 23:e180617. 

37.	 Alvarez APE, Vieira ACD, Almeida FA. Núcleo de 
Apoio à Saúde da Família e os desafios para a saúde 
mental na atenção básica. Physis Rev Saude Colet 2019; 
29(4):1-17.

38.	 Brasil. Ministério da Saúde (MS). Portaria no 198/GM, 
de 13 de fevereiro de 2004. Institui a Política Nacional 
de Educação Permanente em Saúde como estratégia 
do Sistema Único de Saúde para a formação e o desen-
volvimento de trabalhadores para o setor e dá outras 
providências. Diário Oficial da União 2004; 13 fev.

39.	 Correia PCI, Goulart PM, Furtado JP. A avaliabilidade 
dos Núcleos de Apoio à Saúde da Família (Nasf). Sau-
de Debate 2017; 41:345-359.

40.	 Gama CAP, Lourenço RF, Coelho VAA, Campos CG, 
Guimarães DA. Os profissionais da Atenção Primá-
ria à Saúde diante das demandas de Saúde Mental: 
perspectivas e desafios. Interface (Botucatu) 2021; 
25:e200438

41.	 Brasil. Ministério da Saúde (MS). Nota técnica no 

3/2020, de 27 de janeiro de 2020. Tem como assunto o 
Núcleo Ampliado de Saúde da Família e Atenção Básica 
(NASF-AB) e Programa Previne Brasil. Brasília: MS; 
2020.

42.	 Coelho VAA, Costa-Val A, Silva RA, Cunha CF. Na-
vegar é preciso, viver é (im) preciso. Estud Contemp 
Subjet 2016; 6(1):99-112.

43.	 Machado MPM, Rabello E. Competências para o tra-
balho nos Consultórios na Rua. Physis Rev Saude Colet 
2018; 28(4):e280413. 

44.	 Natalino MAC. Estimativa da população em situação de 
rua no Brasil [Internet]. Brasília: IPEA; 2016 [acessado 
2021 fev 8]. Disponível em: https://www.ipea.gov.br/
portal/images/stories/PDFs/TDs/26102016td_2246.
pdf. 

45.	 Minas Gerais. Resolução SES/MG no 5.461, de 19 de 
outubro de 2016. Institui a Política Estadual de Saúde 
Mental, Álcool e Outras Drogas, estabelecendo a regu-
lamentação da sua implantação e operacionalização e 
as diretrizes e normas para a organização da Rede de 
Atenção Psicossocial (RAPS), no estado de Minas Ge-
rais. Belo Horizonte; 2016.

46.	 Calvo MCM, Lacerda JT, Colussi CF, Schneider IJC, 
Rocha TAH. Estratificação de municípios brasileiros 
para avaliação de desempenho em saúde. Epidemiol 
Serv Saude 2016; 25(4):767-776.

47.	 Pitta AMF. Um balanço da reforma psiquiátrica brasi-
leira: instituições, atores e políticas. Cien Saude Colet 
2011; 16(12):4579-4589.

48.	 Brasil. Ministério da Saúde (MS). Portaria no 664, de 
23 de abril de 2013. Aprova o Plano de Ação da Rede 
de Atenção Psicossocial (RAPS) do Estado de Minas 
Gerais e Municípios. Diário Oficial da União 2013; 23 
abr.

49.	 Macedo JP, Abreu MM, Dimenstein M. A regionaliza-
ção da atenção psicossocial em álcool e outras drogas 
no Brasil. Tempus Actas Saude Colet 2018; 11(3):144-
162.

50.	 Conselho Federal de Psicologia (CFP). Ministério Pú-
blico Federal. Relatório da Inspeção Nacional em Co-
munidades Terapêuticas. Brasília: CFP; 2018.

51.	 Macedo JP, Fontenele MG, Dimenstein M. Saúde 
Mental Infantojuvenil: Desafios da Regionalização da 
Assistência no Brasil. Rev Polis Psique 2018; 8(11):112-
131.

52.	 Brasil. Ministério da Saúde (MS). Nota Técnica No 
38/2019, de 18 de dezembro de 2019. Trata-se da Revo-
gação de Notas Técnicas. Departamento de Ações Estra-
tégicas (DAPES/SAPS/MS). Brasília: MS; 2019.

53.	 Amarante P, Torre EHG. Loucura e diversidade cul-
tural: inovação e ruptura nas experiências de arte 
e cultura da Reforma Psiquiátrica e do campo da 
Saúde Mental no Brasil. Interface (Botucatu) 2017; 
21(63):763-774.

54.	 Gonçalves VM, Candiago RH, Saraiva SS, Lobato 
MIR, Belmonte-de-Abreu OS. A falácia da adequação 
da cobertura dos Centros de Atenção Psicossocial no 
estado do Rio Grande do Sul. Rev Psiquiatr RS 2010; 
32(1):16-18.

Article submitted 10/02/2021
Approved 29/06/2021
Final version submitted 01/07/2021

Chief editors: Romeu Gomes, Antônio Augusto Moura da 
Silva

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




