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Abstract Invisibility is an issue that requires
more attention among healthcare professionals,
as some activities in Primary Care go unnoticed.
One example is the offer of complementary ther-
apies, whose implementation has been frail and,
consequently, can be overlooked in the Unified
Health System. This study aims to understand
the factors contributing to the public invisibility
of Integrative and Complementary Practices in
Primary Care. It is a descriptive, exploratory, and
qualitative research involving semi-structured
interviews with 20 professionals in the Metro-
politan Region of Goidnia. Thematic content
analysis was applied to the interviews, revealing
elements indicating the public invisibility of these
practices, such as insufficient discussion in team
meetings, inconsistency in the recording in user
files, and low prioritization in implementation.
In the interviews, social humiliation, a product
of public invisibility, can also be perceived due to
overload, embarrassments, and lack of physical
space for the provision of practices to the users. It
is concluded that Integrative and Complementary
Practices are often overlooked in Primary Care.
Key words Complementary Therapies, Primary
Health Care, Health Personnel
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Introduction

The institutionalization of Integrative and Com-
plementary Practices in Health (PICS, Prdticas
Integrativas e Complementares em Saiide), in
2006, through the approval of the National Pol-
icy on Integrative and Complementary Practices
(PNPIC, Politica Nacional das Prdticas Integrati-
vas e Complementares), was a major milestone for
public health in Brazil'. This document includ-
ed five medical specialties to the list of services
offered by the Brazilian Unified Health System
(SUS): Homeopathy, Traditional Chinese Medi-
cine; Phytotherapy; Anthroposophical Medicine
and Thermalism/Crenotherapy. In 2017* and
2018, other PICS were added to the PNPIC, to-
taling 29 therapeutic practices included and of-
fered, preferably, in Primary Health Care (PHC).

In fact, there is an interface between PHC and
PICS* and health information systems confirm
this statement. In 2018, according to the Health
Information System for Primary Care (SISAB,
Sistema de Informagdo de Satide para a Atengdo
Bdsica), they were present in 4,159 Brazilian
municipalities, 90% of which were implemented
in PHC®. According to the National Registry of
Health Establishments (CNES, Cadastro Nacion-
al de Estabelecimentos de Saiide), in 2020, 78% of
the offer was found in PHC?®. This affinity can be
explained by the plurality of guiding principles
and care tools shared by PHC and PICS, such as
comprehensive care, person-centered embrace-
ment, encouragement to the individual’s auton-
omy in self-care, strengthening the bond, the
welcoming listening, the horizontality of com-
munication, the recovery of touch and affection
and the appreciation of community orientation’.

However, health professionals offering PICS
often face political problems in Basic Health
Units (BHUs) when offering care that is “differ-
ent” from conventional care in their workplace®'°.
The management of the service offering has been
led by professionals; however, it faces challenges
due to the lack of support from BHU managers
and the need for their own funding sources to
acquire essential materials for implementing the
service. Nevertheless, those who are dedicated to
providing more welcoming and humanized care,
as opposed to the cold technical procedures of
contemporary Western medicine, do not see the
precariousness of work as a significant obstacle.
These professionals’ primary objective is to offer
comprehensive care, aimed at meeting the needs
and mitigating the suffering of those who seek
the health services they offer. In this context, fac-

ing the challenges associated with the precarious-
ness of work is seen as an inherent part of these
professionals’ commitment to promoting patient
well-being and quality of life.

That said, based on the study carried out with
street cleaners at the University of Sdo Paulo, the
concept of public invisibility" was developed,
which is defined as a psychosocial blindness, in
which people have devalued jobs and, conse-
quently, are spurned'>". A product of invisibili-
ty, social humiliation, is developed with the de-
valuation and decrease in the importance of the
produced actions. They are expressed words and
subliminal messages that may not even be con-
sciously perceived but are felt. With it, opportu-
nities for growth, development, knowledge pro-
duction and citizenship are taken away, as well as
the elimination of the feeling of having rights' .

Public invisibility and social humiliation
occur in minority groups and those with fewer
social rights'>'®. Therefore, such phenomena oc-
cur with sweeping workers', cleaning workers®,
homemakers', collectors of recyclable materi-
als?*® and endemic disease control agents*'. More-
over, Oliveira® identified the occurrence of these
social phenomena endured by community health
agents performing Lian Gong, a body gymnastics
originating from Traditional Chinese Medicine,
in the Metropolitan region of Campinas.

In this context, it seems quite bold to provide
“other” care in health institutions in the face of
this scenario that is not conducive to the “differ-
ent”. At the same time, this commendable bold-
ness in offering PICS to users can reveal oddities,
tensions, conflicts, separations and constraints
to the health professionals who offer them in
the services. Thus, the PICS take on a “precari-
ous integration”, as they can highlight a separa-
tion between “inside” professionals, linked to
biomedicine, and those “outside”, who develop
non-protocol practices.

Additionally, the precariousness of work-
ing with PICS in PHC is evidenced by the con-
flict between carrying out these practices and
other activities considered priorities in health
services. The accumulation of functions by pro-
fessionals who offer these practices, combined
with the high number of users treated in groups
by a single professional, represents a significant
challenge, potentially compromising the quality
of the provided care. The overload of responsi-
bilities and the shortage of human resources can
have adverse impacts on the effectiveness of PICS
in PHC. The need to balance different demands
and the high demand from users can result in



a less efficient and individualized service provi-
sion, negatively affecting the patient experience
and the effectiveness of the adopted practices®>?.

Thus, these findings can further corroborate
our assumption that invisibility may also be hap-
pening to professionals offering PICS, as their
implementation in PHC can signal the growth of
the counter-hegemonic order of health care and
the experience of constraint practiced by oth-
er workers who constitute the multidisciplinary
team?*®. It is in this sense that this study pres-
ents itself, culminating in the following question:
what factors produce social humiliation and
public invisibility of PICS in PHC? In view of
this, the aim of the article is to understand the
existence of factors that indicate the production
of public invisibility of Integrative and Comple-
mentary Practices in Primary Health Care in the
metropolitan region of Goiania (MRG), state of
Goias, Brazil.

Methods

This is a descriptive, exploratory analysis with a
qualitative approach, developed with the results
of a Master’s Degree dissertation entitled Inte-
grative and Complementary Practices in Pri-
mary Health Care: Perceptions of professionals
on the provision of services in the Metropolitan
Region of Goiania, arising from the Program of
Postgraduate Studies in Public Health at Univer-
sidade Federal de Goids on the meanings that
health professionals attribute to the provision
of PICS in PHC. The research is also part of the
macroproject whose title is Integrative and Com-
plementary Practices in Primary Health Care
services — Metropolitan Region of Goiania. This
study also represents the extended version of the
text published in the Minutes of the Ibero-Amer-
ican Congress of Qualitative Research (CIAIQ
2022)%.

Three municipalities were excluded from this
project: two municipal health secretariats did
not authorize the study to be carried out and one
did not respond whether they consented to the
development of the research or not. According
to CNES?, there are 234 PHC services in the 17
municipalities participating in the research. Of
these, 54 did not participate in the study, as they
were not in operation (building renovation and/
or were not contacted via telephone). A census
was carried out with the managers of 180 services
in MRG municipalities to identify which profes-
sionals implemented PICS in PHC. In the second

half of 2017, there were 23 services, in which 29
professionals offered some type of PICS, in five
municipalities of the MRG.

Of the 29 identified professionals, 22 met
our inclusion criteria: health professionals who
offered some type of PICS in PHC in the MRG.
Seven professionals did not participate in the
study: one refused to participate; three were not
contacted and three had discontinued the avail-
ability of PICS at their respective BHU. Our ex-
clusion criteria included those health profession-
als who, due to absence from work, vacation or
leave of absence of any nature, were not in the
PHC services in the MRG during the data col-
lection period, which comprised the months of
January to August 2018. Therefore, two profes-
sionals were excluded, as both were on paid leave.
Finally, the present study involved the participa-
tion of 20 professionals from 14 PHC services, in
three municipalities in the MRG.

We decided to collect data from all profes-
sionals who qualified and agreed to participate
in the study, as we considered that we could not
ignore unique information, which would stand
out and unique experiences, of which explanato-
ry potential could be important for discovering
the logics internal to this group. We also consid-
ered favoring PHC health workers in the MRG
who had the attributes, characteristics, experi-
ences and expressions capable of satisfying our
research question®.

Data collection was carried out through
semi-structured interviews, that is, guided by a
previously prepared script addressing basic ques-
tions relevant to the investigation. We chose this
methodological strategy because it is the most
commonly used in research involving the mean-
ings and perceptions of PHC professionals about
PICS®*. Moreover, the interview allows ac-
quiring deeper knowledge about the researched
object, as it provides continuous adjustment of
the process based on questions and answers, di-
alogues and reflections, which emerge from the
interaction®. The instrument used for data col-
lection consisted of four modules, namely: socio-
demographic profile; training process; work with
PICS; and valorization of PICS at the BHUs.

The interviews were conducted by a single
male researcher, student of a Master’s Degree
program in collective health and physical ther-
apist at a family health center belonging to a
municipality that is part of the MRG. However,
this municipality did not offer PICS in its BHUs.
As a result, the researcher did not know or have
previous contact with those being researched. It
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is worth noting that the interviewer had previ-
ous experience with conducting structured in-
terviews in other research projects. Therefore,
we decided there was no need for preparation or
training for the researcher, as he is familiarized
with this type of data collection from participants
in other studies.

The individuals were invited to participate
in the study by the researcher via telephone con-
tact. At this point, the researcher’s credentials as
a Master’s Degree student and member of the
macro research project team were presented.
During this first contact, the interviewee was also
informed that it was a study to complete the re-
searcher’s Master’s Degree, as well as the purpose,
risks and benefits of the research. Upon accep-
tance, days and times were scheduled for the in-
terviews, at the professionals’ workplaces.

Subsequently, we carried out the visit reinforc-
ing the objectives of the study, guaranteeing the
anonymity and confidentiality of the information.
Upon agreement, the Free and Informed Con-
sent Form (TCLE) was presented to be read and
signed. The participants’ rights were protected by
providing information on all relevant aspects of
the research, including its risks and benefits. As
provided for by Resolutions No. 466/2012 and
No. 510/2016 of the National Health Council and
Ministry of Health, the project was approved by
the Research Ethics Committee of Universidade
Federal de Goias, under Opinion No. 2,057,783.
During the interview, carried out in the BHU
medical offices, there was no one else present
besides the researcher and the participant. The
interviews lasted, on average, 45 minutes, were
audio recorded and transcribed in full.

We also used the first two interviews with
the aim of checking possible inconsistencies,
question complexities, ambiguities or inaccessi-
ble language, existence of questions that caused
some constraint to the interviewee, inconsistency
in the order of the questions, whether the ques-
tions were too numerous and to observe whether
the expected interview duration would be ade-
quate or not. There was no need to adapt the in-
strument, as we observed that the interviews had
a satisfactory duration and were capable of cap-
turing the information necessary to answer the
research questions.

The obtained data were analyzed using The-
matic Content Analysis*>. We used a program
to support the qualitative analysis, the software
NVivo®© Plus, version 12, which helped organize
the data, allowing a more standardized analysis
and permitting the analysis by more than one re-

searcher. We assigned each interview transcript
the letter “P”, plus the number assigned to each
research participant corresponding to the order
in which the invitation was made.

We started with the pre-analysis to organize
the material to be assessed, providing the first
contact and the moment in which we started to
learn about the contents of the documents tran-
scribed from data collection, through skimming
reading. Subsequently, we examined the materi-
al, in which, at this stage, one must resort to the
interpretative process to create the categories. At
this stage, codes with similarities in terms of se-
mantic criteria were identified and text fragments
that, in fact, represented the most significant ar-
guments were selected. Subsequently, we carried
out the coding using the deductive method, that
is, beforehand, in which the categorization was
carried out in advance. Figure 1 illustrates the the-
matic categories resulting from the codes. The last
stage of data analysis consisted of processing the
obtained results and interpreting them according
to the proposed objectives in light of the concepts
of social humiliation and public invisibility based
on studies by Costa'' and Gongalves Filho'>%.

Results and discussion

Twenty health professionals were interviewed.
The sociodemographic characteristics of the
study participants are shown in Table 1.

The social humiliation of professionals
offering Integrative and Complementary
Practices in Primary Health Care

Social humiliation is a constitutive phenom-
enon of public invisibility, in which individuals
are affected by anguish, as they are affected by the
actions of others in relation to their work. People
feel belittled by those who make them feel infe-
rior'>'. In our analysis, these words mean that
there is a relationship of imbalance and inequali-
ty, of the supposed superior being - the biomed-
icine professionals — compared to the “inferior”
being - the PICS operators.

This becomes very evident when profession-
als have the right to perform PICS on the day
established for this purpose; however, this is not
always respected, as they cannot be absent from
services due to tasks considered as priority by
BHU management and Municipal Health Secre-
tariat managers. Therefore, there is a hierarchical
and controversial subordination in the work pro-



Overload
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Lack of physical space

Deauthorization in team meetings
Non-uniformity in the registration of practices

Deprioritization

The social humiliation
of professionals
offering Integrative and
Complementary Practices
in Primary Health Care

The production of
Invisibility of Integrative
and Complementary
Practices in Primary
Health Care

Figure 1. Synthesis of codes and thematic categories based on the content of interviews with Primary Health
Care professionals in the Metropolitan Region of Goiania offering Integrative and Complementary Practices

between the months of January and August 2018.

Source: Authors.

cesses of these professionals. They have a certain
autonomy to offer the services; however, they do
not have the independence to choose which ac-
tivities they should prioritize at the BHU.

Likewise, nurses performing Auriculothera-
py at the BHU feel overwhelmed, as they cannot
abandon their other activities, considered to be
basic in the work process at PHC. One of them
stated that:

It was getting a little difficult, because even the
manager came to tell me: “look, there are other
groups”. Then, as they wanted me to increase the
number of points [at auriculotherapy], I said: “no,
it’s not possible” (P14).

These professionals experience a process of
overload that adds to the different formats of
devaluation of their work. Although they real-
ize the consequences of task accumulation and
social demotion, they do not emphasize their
right to “complain’, to demand better working
conditions, possibly due to the unconscious sub-
mission and the feeling of not having (or having
fewer) rights'>*. The reports of a psychologist
who offers Community Therapy add more details
about the obstacles experienced in developing
PICS in PHC. The narratives show that the diffi-
culty in obtaining permission to deal with PICS
is also related to a disbelief about the practice. As
she stated,

I don'’t feel an appreciation for the work. When
I told them [team] that I wanted to train and sen-

sitize people to occupy this leadership position that
I occupy today [in Community Therapy] [...] I was
“attacked” until I said enough was enough. When
I went to talk about this possibility, the two col-
leagues who have training, postgraduate degrees in
Community Therapy, [said:] “no, youre throwing
my diploma in the trash”. So, if I want to do Com-
munity Therapy, it’s because I want to. Because my
work had to be done here within four walls (P5).

Of course, this “barrier”, over time, takes on
the dimension of a subtle blow, a message that
undermines your strength, your wishes, your
will. A feeling of anguish, of devaluation, of dis-
investment, of loneliness. In their words:

I'm not a specialist in Community Therapy, but
I do it with great care, with great pleasure and I
like what I do and I see that it has a result, no one
wants to touch it, no one wants to change it. Are
you enjoying doing it? So, keep doing it (P5).

One can observe in their reports a mix of
satisfaction and recognition of their impor-
tance at work, but also a feeling of anguish due
to the disrespect and disregard when offering
these practices to users. Furthermore, the lack
of knowledge and lack of support when working
with PICS leads to the professional’s humiliation,
as their work is considered a pastime: “If gives the
impression that it’s just a waste of time, it doesn’t
work. The professionals have difficulty seeing us
leaving, not treating patients here and treating
them outside” (P5).
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Table 1. Profile of professionals offering Integrative
and Complementary Practices in Primary Health
Care in the Metropolitan Region of Goiania between
the months of January and August 2018.

Characteristics Frequency
(Percentage)
Sex
Female 18 (90)
Male 02 (10)
Age range
21 to 30 years 02 (10)
31 to 40 years 08 (40)
41 to 50 years 03 (15)
51 to 60 years 07 (35)
Ethnicity/Skin color
Yellow 01 (05)
White 09 (45)
Brown 08 (40)
Black 02 (10)
Religion
Catholic 08 (40)
Spiritist 05 (25)
Protestant 04 (20)
Not declared 03 (15)
Level of schooling
Higher Education 18 (90)
High School 02 (10)
Integrative Practice offered
Acupuncture 02 (4.65)
Art therapy 02 (4.65)
Auriculotherapy 09 (20.9)
Reiki 03 (6.97)
Shantala 01 (2.32)
Community Therapy 03 (6.97)
Profession
Health agent 01 (05)
Social worker 02 (10)
Dental surgeon 01 (05)
Nurse 06 (30)
Pharmacist 02 (10)
Physical therapist 02 (10)
Nutritionist 02 (10)
Psychologist 02 (10)
Nursing technician 01 (05)
Occupational Therapist 01 (05)
Total 20 (100)

Source: Authors.

There is a “misunderstanding”, with contra-
dictory and inconsistent messages transmitted by
the team and service coordination. On the one
hand, they are considered important and even

fundamental, but, on the other, they are not part
of the priority framework. Gongalves Filho'>"
helps us understand the issue by stating that so-
cial humiliation is a historical, political, external
phenomenon, socially constructed over time and
also internal to the individual and psychological
aspect. In other words, it refers to an effect of po-
litical inequality, removing an entire class of sub-
jects from the intersubjective context of initiative
and speech.

Many interviewees reported a feeling of be-
ing separated, unable to express themselves, of
showing the value and effectiveness of the prac-
tice. Through all these perceptions, they identify
anon-validation of PICS as part of the PHC ther-
apeutic arsenals and their undervaluation as pro-
viders of these practices. Such facts are evident in
the excerpts that follow, in which the interview-
ees state that: “One thing that is quite alienating
is thinking that what happens in the service has
nothing to do with [community] therapy. Its as if it
doesn’t belong in the service” (P5).

This impossibility of enjoying the offer of
PICS with their peers culminates in a feeling of
sadness and social humiliation, as some feelings
mark those who are humiliated'®. This feeling of
non-belonging and the creation of an environ-
ment of inequality between biomedical profes-
sionals and hybrid ones - offering biomedical
and complementary care - reverberates the situa-
tion in which interviewees are ignored and disap-
pear in the eyes of others. The humiliated person,
in turn, has the feeling of not being like all people
who have rights and are always on alert, that is,
ready to receive a reprimand. The treatment giv-
en to these people denies their social participa-
tion through words and images associated with
disbelief'>".

The interviewed professionals declare dif-
ficulties in the technical and political space,
but the physical space itself is a concrete prob-
lem. There are no appropriate spaces within the
units to carry out the PICS. It is often held in
squares, church halls, auditoriums, BHU recep-
tion, neighborhood associations, meeting rooms,
service rooms, benches in external areas, the en-
trance to the unit or at the back of it. The narra-
tive below exposes this lack when the interviewee
states that: “We have a place here that belongs to
the Catholic church and they lend the community
hall for us to work, for us to meet” (P6).

The lack of adequate space to carry out a
non-biomedical practice within the health ser-
vice, as reported by several professionals, is a
phenomenon also observed in Israel and called



“spatial marginalization™*. It was observed in
that country that PICS are developed in environ-
ments located far from health services or even
outside their coverage territory. Thus, the profes-
sionals are admitted to the services, but on the
periphery of their social and geographic space,
taking on the imaginary role of a being from an-
other world.

This tension, sharing the same work environ-
ment, can be explained by the concept of bound-
ary at work. In it, the exclusion and marginal-
ization of some professionals occur, with them
being identified as outsiders, through the multi-
dimensional processes of defining the symbolic
borders in the field*.

There are many consequences of continued
social humiliation and, from a collective point
of view, it can lead to the loss of the will to cre-
ate and carry out humanized forms of care. The
individual and collective losses that are being
produced by teams of professionals and health
service managers who do not support the pro-
fessionals who offer PICS are significant. The un-
dervalued work with undervalued care practices
reduces the will of many health professionals to
be “actors” and agents of change. As a result, they
care less about the community’s quality of life
and replace the life-producing practices of their
care by sterile practices.

The production of public invisibility
of Integrative and Complementary
Practices in Primary Health Care

Although the professionals work with bio-
medicine, the dominant rationality, when they
are exercising their role with complementary
and alternative rationalities and practices, they
are made unfeasible. This situation is similar to
that of Costa'!, since in his experience working
as a street sweeper at Universidade de Sdo Paulo,
even though he was a student at the university
itself, having a certain social “status’, he was not
seen. His uniform made him invisible to others.
Similarly, when the interviewed professionals
position themselves as performing care that is
“dissimilar” to conventional and hegemonic care,
they are not noticed even if they have a higher
education degree.

This finding contrasts with the results of oth-
er studies, in which invisibility is predominantly
observed among workers with a lower level of
schooling'”®. In Primary Health Care (PHC),
the situation presents itself differently, affecting
workers with a higher level of schooling. Ac-

cording to Costa, the invisibility permeates var-
ious social groups in a subtle way, by exposing
themselves to subjugation by those considered
“superior”. In the context of the interviewees, it
becomes clear that having a university degree is
not enough for them to automatically submit to
the prevailing logic.

The professionals are also included in this
process of exclusion of their rights, as, during
the provision of PICS, they are not recognized
as biomedical professionals. They are submitted
to subjugation, as they are involved in providing
care that, mistakenly, is considered ineffective by
some professional categories. The effectiveness
of Yoga in treating low back pain, for instance, is
clearly evident®. However, we find professionals
who are vehemently against the inclusion of PICS
in the Brazilian Public Health System (SUS, Siste-
ma Unico de Saiide).

Consequently, it was expected that profes-
sionals who have the knowledge and incorporate
these complementary therapies into their work
environments would face the phenomenon of so-
cial humiliation. Those who consider themselves
“superior” for adhering exclusively to biomedi-
cine as the only holder of true scientific knowl-
edge use invisibility as a strategy to undermine
actions related to PICS. From the point of view
of those who dominate this situation involving
PICS, the idea of being trained in contemporary
Western rationality and also recognize rational-
ities considered “non-scientific” is seen as un-
acceptable. Thus, public invisibility, through its
subtle actions, aims to suppress care that diverges
from the biomedical approach.

Hence, a means of canceling PICS is evi-
denced by the non-uniformity of records in the
users’ medical files and deauthorization during
team meetings. According to Costa'’, public in-
visibility produces the intersubjective disappear-
ance of a man among other men. Subordination
as a means of oppression is evident in the reports
of professionals who are not authorized to talk
about their work during team meetings:

It’s very difficult to bring up the subject, be-
cause people don’t believe in it. There is no inter-
est on the part of the team... Maybe I don’t know
how to adequately inform the characteristics of the
work, what is to be done, what can be done and
what the advantages of this work are (P16).

These workers emphasize the feeling of not
being allowed to report their work with PICS
and even question themselves whether they are
wrong for not discussing the subject. Thus, a vi-
cious circle ensues: professionals do not feel safe
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to share their experience with the team, the team,
in turn, ends up not being interested in the prac-
tice, not encouraging its explanation, and, as a re-
sult, the cases are not discussed. and the patients
are not monitored.

The team meeting is an opportunity for people
to show themselves, in which their personalities
and individualities emerge more clearly and are
important for the organization and structuring of
work, for the establishment of guidelines, being
a crucial moment for decision-making. During
meetings, patient cases can be discussed from an
interdisciplinary perspective, with the construc-
tion of collective projects and care plans”.

However, the participants describe the feel-
ing of not being on “equal footing” with biomed-
ical professionals, therefore occupying a place of
inferiority. The occupation of this subordinate
position demonstrates the existence of a game
of power and domination between the different
“included” health professionals, restricted to al-
lopathic practices, and the “excluded” ones, who
provide other care practices in PHC?.

This result is in line with the study by Ol-
iveira?? and the presence of PICS creates tension
with the dominant paradigm, with the viewpoint
centered on the disease, on the hospital, on bio-
medicine. This entire context generates conflicts,
power struggles, not only for those who are “in
charge”, for those who have the knowledge, but
also for those who are authorized to “care”, to “be
recognized” as a health professional'.

The lack of discussion on PICS in team meet-
ings extends to the lack of information in the
practitioners’ records, which is an important
means of communication between professionals,
working as an instrument of integration of the
health team to develop PHC care coordination.
The medical record is essential for the longitudi-
nal monitoring of patients and for information to
be transferred to different specialists, thus ensur-
ing the continuity of care®.

The information about PICS practitioners is
recorded in different ways: sometimes in physical
or electronic records, sometimes in notebooks
and minute books. However, some interviewees
reported that they do not record PICS use in the
participants’ medical records. Therefore, profes-
sionals do not take ownership of what they do,
they are unable to evaluate their patients’ prog-
ress in the presence of the team, perhaps losing
the identity of true caregivers.

Furthermore, reification is evidenced in the
content of the interviews as another factor to

reinforce the occurrence of the invisibility of
PICS'2%. Reification is characterized as a process
by which the value (of people, objects, institu-
tions, relationships) is presented to human con-
sciousness as a value, above all, economic, as an
exchange value, a commodity. Therefore, reified
work does not appear for its qualities, as a con-
crete work, but as an abstract work, to be sold.
Relationships are thus created between things.
With this, man disappears, and remains in the
shadow. Everything starts to count, primarily,
as a commodity, that is, man is transformed into
a thing'>". The reification is evident in the fol-
lowing reports: “We take records in this notebook.
Because productivity is required, to launch on the
computer” (P7); “We need to launch these users in
the city hall system” (P9).

In short, social humiliation and public in-
visibility are broader issues than it seems. It is
not just a simple lack of space in the agenda of
team meetings for discussions, or a lack of re-
quest from the coordination for professionals
to keep the medical records updated regarding
the patient’s life. Therefore, it is a regular fact,
as observed in the professionals’ narratives, and,
without a doubt, this raises the suggestion for
new research based on the question: what losses
and impacts, not only to the PICS, but also to the
entire team, to the health system and, mainly, to
users, are caused by public invisibility and social
humiliation?

The PNPIC underwent two updates in the
last four years and the scope of PICS offered by
the SUS was expanded to 29 different practices>’.
Therefore, the scope of PICS offered by the SUS
was expanded during the research period, con-
sidered a temporal limitation of the study. The
spatial scope can also be considered a method-
ological limitation, and it is important to carry
out more studies to reinforce the presence of
these phenomena among professionals offering
PICS for the external validation of the findings
evidenced herein.

Immersed in this “precarious integration™,
of reproduction of knowledge and constraints
by pre-existing hierarchical relationships, pro-
fessionals seem to be unable to establish a legiti-
mate communication of the place that belongs to
them among PICS care practices in PHC. They
are authorized to exercise their knowledge, by
right gained through the PNPIC; however, their
ability to speak and act in an authorized manner
and with authority does not seem to occur in the
health services'.



Final considerations

Our study analyzed PICS in PHC services of the
MRG from the perspective of health profession-
als and led us to conclude that their work faces
symbolic difficulties that circumscribe multiple
modes of public invisibility and social humilia-
tion. The evidence from this study suggests that
alternative professionals suffer from epistemo-
logical apartheid, as PICS also do not exist in
discussions between PHC service teams. They
face cultural erasure, that is, the biomedical pow-
er unconsciously defines them as inferior. The
establishment, that is, the norms and control of
the ruling class (biomedicine), expels the perfor-
mance of PICS from within health services, plac-
ing them in improvised, inadequate spaces and/
or in the “back or outside” of the units. Moreover,
they suffer from the omission of management
and other professionals who constitute the health
teams to support their implementation.

Another important piece of information found
that reinforces the presence of invisibility was the
lack of records of PICS in the users’ medical files.
The PNPIC could represent a social and historical
achievement. Taken together, the results of this
study indicate that PICS are included but are still
left “outside” the Health System. Even though they
are part of the service, they are seen as something
extra, an additional thing, which are not linked to
the other activities, care and care practices.

This study has gone forward towards ex-
panding the understanding of public invisibility
among health workers. Therefore, the offer of
PICS can be considered as yet another invisible
job in society. These conclusions can guide how
PICS can be implemented, considering how this
process should be carried out, and the problems
faced and highlighted by professionals in our
study. This would be extremely important so that
the offer can be expanded and its potential bene-
fits can reach a significant number of SUS users.
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