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ABSTRACT

The user in psychological distress needs a service that provides a targeted assistance, that
welcomes when required, acting as originator care device to the user on the network of
health care. This study aimed to describe how people in psychological distress are percei-
ved by the community in the voice of the community health worker. It is a qualitative re-
search conducted with eighteen Community Health Agents, a Primary Care Unit Health
(UAP) located in BE 1V, in Fortaleza, Ceard. We used a semi-structured and individual
interview. Data processing was due to the content analysis. Ethical and legal aspects on
the advice No. 957,595. Through the speeches of ACS, it describes how the community
perceives the person in psychic suffering and how it positions itself in the face of your
everyday problems, as regards the rejection, prejudice, discrimination ne loss of identity.
However it is emphasized that, because of being inserted in the community, the com-
munity health worker realizes more accurate way in which this social group is the person
in mental distress. The rejection of the person who became ill is seen as a fairly common
reaction, accompanied by prejudice and discrimination, marginalizing her from society.
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INTRODUCTION
Aiming to design a proposal for Mental Health in Pri-

mary Care, a diagnosis in this context has revealed limita-
tions regarding programmatic initiatives, and the offer of
actions directed to mental health. Although the National
Policy on Mental Health advocates practices focused on
the territorial dimension, they are either incipient or occur
with discontinuity of initiatives/actions in this sphere(.

'Thus, there is a gap between what is recommended by
public policies and what is done in practice. According to
our interpretation, the concrete principles of the psychia-
tric reform that guide the matricial cell actions of the
network (Centers for Psychosocial Care - CAPS) are in
conflict with the primary care principles when the teams
need to work on integrated assistance plans. This fact is at-
tributed to the difficulties faced by the teams of both sides
when dealing with more operational aspects of the matri-
cial strategy in mental health, namely: lack of material and
human resources, excessive demands, work overload, diffi-
culty with adherence to a matricial calendar, withdrawal of
expert advice, great rotation or incompleteness of health
teams, among others®.

The operationalization of a mental health care network
in the wider social space is still in the phase of implemen-
tation. On the one hand, the whole process is susceptible to
the clinical domain among psychiatrists (and in the social
imaginary); and on the other hand, the Family Health Stra-
tegy (FHS) is ‘unfamiliar’ with the universe of mental heal-
th, the required operational logic and its specific language.

The mental health support network in Brazil is not
implemented homogeneously in all states/municipalities;
while some locations have the resources and are advanced
in procedures, others have not achieved the same success
nor excellence®. Thus, individuals and communities can
end up as ‘victims’ of the weaknesses and inconsistencies
of the processes throughout the psychiatric reform course.

Note that scholars® advocate the need to relativize the
idea of community victimization, because on one hand, the
state must offer what is knowingly needed, but on the other
hand, there is prejudice and unwillingness to act in mental
health. Truth is that ‘different people’ are not accepted, nor
easily incorporated into the social and health care broader
context. Even for families, it is not easy to live with the
reality of a ‘crazy’ family member. It demands adaptation.

'The criticism is that the state has proposed the institu-
tionalization of people with mental disorders even before
preparing professional groups and much less, before em-
powering the families and communities to cope with the
new reality®®.

Faced with this reality excerpt, we set out to write this
essay. To this end, we got involved in a project among those
existing in the city of Salvador (state of Bahia). It aims to
provide a better articulation of the CAPS segment with the
Family Health Strategy (FHS), i.e., the consolidation of the
matricial support. The Community Health Agents (CHA)
were considered as ‘spokespeople of local realities’, since they
reside in the community where they act.

For this peculiarity, the CHA are considered those who
should deal with families continuously and with greater
identification/sensitivity. In cases of family members assis-
ted in mental health, the CHA should have more chances
to recognize and act in partnership with the teams, in an-
ticipation of the most negative impacts brought by morbi-
dity in a community context. However, in this professional
segment there is the thought of ‘not considering themsel-
ves able’ to recognize the severity of cases and offer any
adequate solution more proactively™®.

Thus, our novelty lies in the fact of making CHASs ‘talk
about the suffering’ experienced daily by the community,
families and people with a mental disorder. The aim is to
uncover the ways these segments perceive and cope with
the disease in specific contexts.

'The important consideration is to keep alive the debates
on the need for a better articulation between the mental heal-
th and the FHS, enabling the consolidation of Primary Care
as the gateway to the Mental Health Care Network (RASM).

METHOD

'This is an empirical based study committed to the rea-
lity dimensions that cannot be estimated in numbers. It is
the art of approaching the universe of reasons, aspirations,
beliefs, values, attitudes and meanings that become evident
in the reference frame in which data were collected®.

It was conducted with eighteen community health
agents acting in seven units of the FHS within the matri-
cial structure under the district of the Regional Secretariat
IV. The semi-structured interview helped with obtaining
data. After permission of the people involved, interviews
were audio recorded. Notes were also taken in a field diary
after observation of the CHA’s routine in the community.

'The data processing and analysis were conducted ac-
cording to the operative proposal of Content Analysis®:
1) Data organization (phase involving the classification
of reports and observations from the contact with the
interviews and documents selected for analysis); 2) Data
classification (stage of detailed reading of each interview,
recording of the first impressions and from that, building
the categories of analysis); 3) Final analysis — considered
important for the understanding and interpretation of spe-
eches, it allows the classification of elements according to
their similarities and differences, and subsequent grouping
according to the common characteristics.

When listening to the CHAs about how the family
and community perceive the person in mental suffering
and how they position themselves in face of everyday pro-
blems, emerged the following categories of analysis: Aban-
donment and exclusion of the sick person?; Overcoming
the barrier of prejudice; Losing identity.

The study respected the ethical and legal standards for
research involving human beings, according to Resolution
number 466/2012 of the National Health Council. Thus,
the consent and option to participate or not in the study,
and the possibility to withdraw at any time, were issued by
signing the Informed Consent (IC) form®.
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RESULTS AND DISCUSSION

'The subjects react in several ways when it comes to si-
tuations related to people in psychological distress, and as
the CHAs are in the community, they experience and wit-
ness how people deal with it. Some reports imply attitudes
of abandonment or neglect of sick people’s well-being, and
others show the rejection by family members and people of
the community.

When relating family members and the care of sick pe-
ople, there are many feelings involved: uncertainties, affec-
tion, anger, sadness, fear, rejection, denial, and escape. Next,
we address these discourses.

ABANDONMENT AND EXCLUSION OF THE SICK PERSON?

In the identified culture, a person with mental disorder
within the family is a ‘veiled subject’, i.e., the issue is not
spoken of and the most common practice is denial. Reac-
ting to the resistance of a family to take a family member
to start treatment, a CHA states: “Does not accept the drug
treatment and the monitoring. Says the son is normal and there
is no problem”.

The revelation that there is no problem can minimi-
ze the emotional impact caused in the community. In the
family’s side, denial is a legitimate mechanism of coping
or adaptation to the new situation presented. These chan-
ges occur without linearity with the normal course of life,
causing disruption, frustrated expectations, and resulting in
additional functions for each member.

'The adaptation process of the family can pass by the
need to not think about the problem, and that this mecha-
nism helps to maintain the family homeostasis®. However,
it may occur that a ‘look from the outside’ extracts only
what the superficiality of the mechanism shows, i.e., the
impression of a situation of indifference or abandonment.
The CHA expressed his perception with the following: “I
saw it like family abandonment, you know? Ihat, in fact, they
wanted to get rid of... Didn’t care, didn’t help!”

The ‘not caring’, ‘not helping’, is much more a familiar
resistance mechanism to the real problem and results in the
need for the CHA’s intervention with the patient. Hence their
persistent statement that the family denies the problem.

Regarding this issue, researchers” affirm that despite
the reform movements, health teams are still very much
influenced by the hospital-centered model. In this model,
the family becomes replaceable given the system ‘capacity’
of electing measures and ensuring proper patient care.

It is even possible that with this bias the health team
have prevented the emancipation of users suffering from
mental disorders. Unconsciously, this behavior might as
well reinforce the collective imaginary, leading the com-
munity to exclude these people by not accepting this spa-
ce as a place where individuals at risk of mental outbreaks
should be. As another CHA verbalizes:

The neighbors have even called the police because of the
noise. ‘They thought the mother was being assaulted.
[...] There was a day when she escaped, left the room,
beat her mother and a child passing on the street.

Despite the real risk of the person in a disease episode,
the accreditation of scholars is important® about the fact
that the family and community must get used to or pass for
well defined stages. Throughout this process, the health te-
am can help by recognizing that each individual has difte-
rent reactions for understanding and accepting this transi-
tion moment. In the proposed psychiatric reform, we find
ourselves in a slow passing phase in a context of which the
own professionals are afraid, but also required to assimilate.
However, it is important to note that the speech against
adaptation should not lead the community to become me-
rely the spokesperson for the weaknesses and insecurities
of professionals.

It is neither desirable that families care alone for these
patients without any kind of support, considering the who-
le responsibility demanded by psychiatric patients. This
condition would generate overload®, reflecting negatively
on daily activities and concerns with social network losses.

According to researchers®, the families of psychiatric pa-
tients will have at least two major questions for which pro-
fessionals need to be prepared: If they will take care of the
person indefinitely; and how will the future of their loved
one be. In the end, these family members, in most cases, are
the most concerned about sick people’s well-being. Respect
for the family means recognizing and accepting both their
skills and limitations, providing information within this field
and autonomy to take well-founded attitudes®?.

OVERCOMING THE BARRIER OF PREJUDICE

'The history and future of psychiatric patients are usu-
ally marked by prejudice. Community reactions are the
most diverse. Often perceived by CHAs, the stigma ma-
nifestations or discrimination are shared through reports,
among which an example is: “Pegple discriminate those with
mental problems a lot. They become a nuisance within homes
and many of them live cornered’.

Thus, it is clear that discrimination begins within the
own home, in family ties, where detention or reclusion are
the most common forms of expression of this practice. In
the family center, these people often have no voice, no fre-
edom, nor are allowed to relate with the external environ-
ment. Another community health agent brings a different
perception of the phenomenon:

We note some prejudice, you know? It’s very relative.
A few report: ‘Oh, John Doe is not right in the head!
No longer give the person all that credit. Others are a
bit afraid and do not give much confidence when the
person has a problem. They say: ‘Ob, that Jane Doe’s

crazy, loony, no one gives credit’.

People in mental suffering carry with themselves the
weight of disability as a reality. Firstly created by the fami-
ly, then by people of the external environment, the whole
way of thinking about the sick person was built in the his-
torical and cultural context. If not addressed properly, this
thought results in rejection™®.

'The increased perception of CHAs about the difficul-

ties in the relationship of the community with people in
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psychological distress, as well as their concerns with the
fact seem to originate from a sense of responsibility with
the demystification of madness, in order to give these pe-
ople a chance to fulfill their citizenship. We highlight the
following statement from a CHA:

There is still a great prejudice against people with
mental disorder. Sometimes from their own family,
other times from the community.

1 try to demystify the issue of mental disorder within
my area. We try fo treat these people as naturally as
possible, so they can live and work.

The CHA's statements suggest a division between these
professionals; while some view mentally disabled people as
incapable of performing their daily activities independen-
tly others nurture and help, even though they are aware
of the existing limitations. The new care model for men-
tal health care proposes the social inclusion of people with
mental suffering, abolishing the stigmatizing model. For
matters of clarification, there is the Law number 5.692/71;
in article 206, paragraph I, it establishes the ‘equality of
conditions’ as one of the principles for teaching and gua-
rantees as a duty of the State the offering of specialized
educational services, preferably in the regular school sys-
tem — article 20802,

Since the relationship with individuals with some kind
of disorder is not common in daily life, this leads to the
discrimination by ‘normal’ individuals when they know of
the reality. In relation to the suggested, if there was a natu-
ral inclusion of people in psychological distress in the com-
munity, they could be already more adapted to the commu-
nity life, minimizing the strangeness by the patient. On the
other hand, both in the past and in the new organization
of care to people in mental suffering, family support is ne-
cessary to bring the citizen to psychosocial care services for
routine monitoring, and especially in crisis episodes?.

Since the relationship with individuals with some kind
of disorder is not common in daily life, this leads to the
discrimination by ‘normal’ individuals when they know of
the reality. In relation to the suggested, if there was a natu-
ral inclusion of people in psychological distress in the com-
munity, they could be already more adapted to the commu-
nity life, minimizing the strangeness by the patient. On the
other hand, both in the past and in the new organization of
care to people in mental suffering, family support is neces-
sary to bring the citizen to psychosocial care services for
routine monitoring, and especially in crisis episodes™?.

LOSING IDENTITY

When discovering the illness, the individual, the fami-
ly and the community involved notice the occurrence of
major changes. In face of the changes in people’s routines,
there are different reactions and perceptions of the indivi-
dual in psychological distress. In this context, there is an
identity crisis of the one suffering from the disease and of
the people around who experience the disease context. The
speech of Gavido is noteworthy: “it’s humiliating, they al-
ready lose their name, you know? From the moment they

have any mental disorder, they start to be called crazy and
some nicknames’.

In face of social attacks, the subjects take on a ‘new at-
titude’ that is not theirs. The preconceived ideas label these
individuals and take away their right to spontaneity, resul-
ting in the suspension of their personal identity due to li-
mits imposed by the disease™.

Culturally, a person’s name becomes essential to diffe-
rentiate individuals. The proper name is used before even
being born, since in society it has become a symbol of the
identity of every human being. In face of a mental illness,
many individuals lose their names and start to be called
by stigmatizing adjectives in a social context that discrimi-
nates and segregates under the conception of its prejudg-
ments.

On this track, reintegration and rehabilitation policies
should be further elaborated to be applied in the daily li-
ves of people in psychological distress. The Law 10.216
addresses the protection and rights of individuals with a
mental disorder, and redirects the care model in mental he-
alth. This law is clear in determining a treatment aimed
at the permanent social rehabilitation of the sick person,
postulating that this should be accomplished preferably
through community mental health services. The hospitali-
zation, whether voluntary, involuntary or compulsory, will
only be recommended when the extra-hospital resources
prove insufficient®.

The approximation between the family and people with
mental disorders is one of their main needs, since throu-
ghout their treatment process the family remain present
and are responsible for their integration into society, despi-
te the major difficulties. Although there have been changes
in service, to contribute with patients’ social inclusion, a
referral service is necessary to provide greater support, not
leaving patients without assistance nor abandoned®.

Patients with mental disorders must be included in so-
ciety to feel truly valued, with their emotional and affecti-
ve sides fulfilled, in addition to participating in work and
leisure. According to the author, these actions should be
implemented as a whole, by maintaining a relationship
among family, patients and professionals with the vision of
developing a humanized health practice™®.

Another perspective is the community’s torment with
the reality of neglect of people in psychological distress.
There is a perception that these individuals become for-
gotten and marginalized by society. According to Albatroz:
“There is a lot of prejudice in society, but at the same time,
they want a real solution and wish that someone would
care for those people”. The community is not well aware
of their rights, but they experience in practice the main
problems, limitations and despairs, since patients become a
limiting factor in the daily lives of people involved. If the-
re were tools serving as a support to minimize the disease
impacts, this would be a chance to resignify mental health
in the social context, and it would facilitate the strategies to
cope with the disease.
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CONCLUSIONS

As community health workers are inserted in the com-
munity, they can notice how this social group treats people
in mental suffering with more accuracy.

'The rejection of people who became ill was observed
as a fairly common reaction together with prejudice, dis-
crimination, and marginalization of these people from
society. Individuals are no longer recognized by name and

to contribute, become meaningless to society. Their desires
are no longer considered, and they even lose the right to
exercise their citizenship. In some cases, there is family em-
bracement and they take good care, but this is usually as-
sociated with a higher socioeconomic status of the family.
'Thus, there must be organizational arrangements in the
health system to reduce the work process fragmentation,
emphasizing interdisciplinary care and considering users

in some circumstances, lose their identity because they do ~ within their contexts, families and communities, so an ad-

not develop their normal activities anymore, and by failing  equate and continuous therapeutic project can be elaborated.

RESUMO

O usudrio em sofrimento psiquico necessita de um servi¢o que proporcione uma assisténcia direcionada, que acolha no momento neces-
srio, atuando como dispositivo ordenador do cuidado ao usuirio na rede de atengio a satde. Objetivou-se descrever como as pessoas
em sofrimento psiquico sdo percebidas pela comunidade na voz do agente comunitirio de satde. Trata-se de uma pesquisa qualitativa,
realizada junto a dezoito Agentes Comunitdrios de Satde, de uma Unidade de Atencdo Primaria a Sadde (UAPS) situada na SER
IV, em Fortaleza-Ceara. Utilizou-se uma entrevista semiestruturada e individual. O processamento dos dados deu-se pela andlise de
conteddo. Aspectos éticos e legais sob parecer N© 957.595. Através dos discursos dos ACS, descrevemos como a comunidade percebe a
pessoa em sofrimento psiquico e como estd se posiciona frente as problemiticas do seu cotidiano, no que se refere a rejeigéo, preconceito,
discriminagio e perda de identidade. Contudo destaca-se que, pelo fato de estar inserido na comunidade, o agente comunitério de satude
percebe de forma mais apurada como tal grupo social trata a pessoa em sofrimento mental. A rejei¢io da pessoa que adoeceu é obser-
vada como uma rea¢io bastante comum, acompanhada do preconceito e discriminagio, marginalizando-a da sociedade.

DESCRITORES
Saide Mental; Sdude Publica; Agentes Comunitdrios de Saude.

RESUMEN

El usuario de la angustia psicolégica necesita un servicio que proporciona una asistencia especifica, que da la bienvenida cuando sea ne-
cesario, que actia como dispositivo de cuidado de autor para el usuario en la red de atencién de la salud. Este estudio tuvo como objetivo
describir cémo la gente en los trastornos psicolégicos son percibidos por la comunidad en la voz del trabajador de salud comunitario.
Se trata de una investigacion cualitativa realizada con dieciocho Agentes Comunitarios de Salud, una Atencién Primaria de la Unidad
de Salud (UAP), ubicado en BE IV, en Fortaleza, Ceard. Se utiliz6 una entrevista semiestructurada e individual. El procesamiento de
datos se debi6 al anilisis de contenido. Aspectos éticos y legales en el asesoramiento N° 957.595. A través de los discursos de ACS,
que describe cé6mo la comunidad percibe la persona en sufrimiento psiquico y cémo se posiciona frente a sus problemas cotidianos, en
cuanto al rechazo, perjuicio, pérdida ne la discriminacién de la identidad. Sin embargo, se hizo hincapié en que, debido a su insercién
en la comunidad, el personal de salud de la comunidad se da cuenta de manera mds precisa en la que este grupo social es la persona a la
angustia mental. El rechazo de la persona que se enfermaron es visto como una reaccién bastante comun, acompafiado por el prejuicio
y la discriminacién, la marginacién de su parte de la sociedad.

DESCRIPTORES
Salud Mental; Salud publica; Agentes Comunitarios de Salud.
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