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Medicalization and Indigenous Health: An analysis of the 
consumption of psychotropics by the Xukuru de Cimbres 
indigenous people

Abstract  Objective: To investigate the process of 
medicalization among the Xukuru indigenous pe-
ople of Pesqueira (PE), Brazil following the 2003 
conflict. Method: This is a descriptive, cross-sec-
tional, quantitative study developed with the in-
digenous attended at the Xukuru de Cimbres basic 
center. The final sample consisted of 75 individuals 
who used psychotropic drugs. Data were analyzed 
by SPSS version 18.0, using the chi-square test. Re-
sults and Discussion: We observed that 8% of the 
studied population use psychotropic drugs, and the 
most used is BZD (78.67%). Regarding age, 68% 
are young adults and 26.67% are elderly. The in-
come of 81.33% of households is more than one 
minimum wage. As for marital status, 50.85% 
and 66.67%, respectively of the indigenous group 
using BZD and other psychotropic drugs are mar-
ried. Conclusion: The study outlined the profile 
of the Xukuru de Cimbres indigenous people who 
used psychotropics and showed a fragmented men-
tal health care focused on the disease and the use 
of medication. Results reveal a socioeconomically 
vulnerable adult population, a pattern of chronic 
use of psychotropic drugs and distancing from tra-
ditional indigenous healing, typical of the health 
medicalization process. 
Key words  Mental health, Indigenous health, 
Traditional medicine, Medicalization
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Introduction

Medicalization is the process by which non-med-
ical problems are defined and addressed as med-
ical problems and translate into diseases. Thus, 
the paradigm used is biomedical, predominant 
in Western societies, according to which health is 
understood as lack of disease. Consequently, this 
model is centered on reductionism, individualism 
and technologization1.

The process of medicalization of individual 
and global health issues builds on the ability to 
define and frame everyday issues in relation to the 
disease. It involves health care models and care 
and treatment strategies that focus on individu-
al behaviors. This process finds strong support in 
the pharmaceutical sector and at the same time 
disregards the contexts of subjects and communi-
ty, reducing explanations of problems and ignor-
ing the social, cultural, psychological or environ-
mental factors that influence the phenomenon1.

In addition to being expensive for both indi-
viduals and society, because it depends on nor-
mative ways of thinking, medicalization favors 
subjects’ loss of autonomy, devaluation of their 
context and depoliticization of social issues. It 
disregards the complexity, relativity and multi-
plicity of health experiences2.

Thus, this process must be investigated and 
it is necessary to think about its non-medical ef-
fects, a reflection of the process, such as difficul-
ties of incorporating mental health problems into 
a global health agenda2.

From this perspective, it is important to an-
alyze how medicalization of suffering can influ-
ence indigenous people. The concept of health 
for these people is related to land and harmony 
with nature, understood as a collective construc-
tion, inserted in a proper organization system 
that considers body balance. Thus, some ele-
ments, such as autonomy, full citizenship, land 
ownership, exclusive use of natural resources and 
integrity of specific ecosystems3 are fundamental 
to health.

If professionals who work in health basic 
centers (equivalents of primary care facilities) do 
not hold this understanding, they may have the 
misconception to consider the process of mental 
suffering of the indigenous people as a mental 
disorder without distinction.

In 2001, the Xukuru de Ororubá people lived 
an internal battle, motivated by land and power, 
which resulted in the separation of two groups, 
namely, the Xukuru de Cimbres and the Xukuru 
de Ororubá. In 2003, with the death of an indige-

nous Atikum and one of the Xukuru de Ororubá, 
both allies, the Xukuru de Ororubá violently ex-
pelled the Xukuru de Cimbres from the village, 
which divided the community and fragmented 
kinship relationships4. The Xukuru de Cimbres 
migrated to the outskirts of the city of Pesqueira 
(PE), where many families still live and are ex-
posed to poor life and work conditions4.

Since this village separation was a profound 
rupture for the Xukuru de Cimbres, we are inter-
ested in understanding the implications of their 
psychic suffering for the medicalization of their 
health. In view of the above, this study aimed to 
investigate the medicalization process involving 
the indigenous people of the Xukuru of Pesquei-
ra after the 2003 conflict.

We understand, therefore, that research like 
this one contribute to question and stimulate re-
flection on the singularities and pluralities of the 
indigenous people. The novelty of this research 
lies in the fact that, in the literature, there are no 
studies concerning the medicalization of indig-
enous populations in Brazil, as this is the first 
study that focuses on the indigenous community 
of Xukuru de Cimbres, Pesqueira (PE).

Methods

This is a descriptive study, with a quantitative ap-
proach, developed with the Xukuru de Cimbres 
indigenous community located in the municipal-
ity of Pesqueira (PE) from February to June 2016.

In indigenous health care, the Special Sec-
retariat for Indigenous Health (SESAI) is part 
of the Ministry of Health and is responsible for 
coordinating the National Indigenous Health 
Care Policy, as well as managing the Indigenous 
Health Care Subsystem (SasiSUS). The Special 
Indigenous Health District (DSEI) provides pri-
mary and referral care services in a decentralized 
way and is part of SasiSUS. This organization is 
guided by a dynamic ethnic, cultural, geographic, 
population-based and administrative demarcat-
ed space. Each DSEI organizes services in artic-
ulation with the Unified Health System (SUS). 
Brazil has 34 DSEIs, and one of them is in the 
State of Pernambuco3.

The indigenous community is served by mul-
tidisciplinary teams at the basic centers, which 
provide coverage to villages and receive strate-
gic support from health posts. In Pesqueira, the 
management of the basic centers is the respon-
sibility of the Maternal and Child Institute of 
Pernambuco, intermediated by the DSEI-PE. If 
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indigenous people have to perform treatment 
outside their residence, they can use the Indige-
nous Health Support House (CASAI)3.

Indigenous Health Workers (AIS) are critical 
in delivering primary care services in the villag-
es. They provide a differentiated treatment that 
is sensitive to pluralism and cultural diversity, 
ensuring the right of community participation, 
individually or collectively in the planning and 
evaluation of services5.

The AIS is the foundation of this new par-
adigm of indigenous health, since it plays a 
strategic role in the articulation of traditional 
knowledge and the official health system to this 
intercultural communication5. AIS coverage of 
indigenous people registered at the basic center 
of Xukuru de Cimbres is 100%, equivalent to 949 
indigenous people followed-up. In the study area, 
indigenous people are distributed by five AIS, ac-
cording to their subgroups, in order to ensure 
their right to health.

Of the total number of indigenous peo-
ple that make up the Xukuru de Cimbres tribe 
served at the basic center, indigenous people that 
met the following criteria were included in the 
sample of this study: using psychotropics during 
data collection, being registered by the AIS and 
followed-up by multiprofessional indigenous 
health teams. Subjects who abandoned treatment 
with psychotropics without medical advice and 
those who were not found in the area during data 
collection were excluded. The final sample con-
sisted of 75 users.

Data was collected using a tool applied to 
AIS, with objective variables related to the con-
sumption of psychotropics by the indigenous 
people served at the Xukuru de Cimbres basic 
center and under their responsibility. Collection 
was performed with a date pre-established by the 
AIS, in a suitable place for the application of the 
questionnaire, by means of signing the Informed 
Consent Form. The questionnaire was submitted 
to a pre-test in order to evaluate its clarity and 
replicability through its application to SUS net-
work health professionals who were not part of 
the study sample. Following data categorization, 
users were divided into three groups: patients 
using Benzodiazepines (BZD), those using anti-
depressants and those using other psychotropics.

Data were stored in the data editor of the 
Statistical Package for the Social Sciences (SPSS), 
version 18.0, a free access program, which was 
also used as an analysis tool. The chi-square test 
was used to compare qualitative variables, with 
95% confidence interval.

Because it is a study with a special popula-
tion, the project was initially submitted to the 
local health council of the Xukuru de Cimbres 
community for approval. Subsequently, it was 
submitted to the appreciation of the Indigenous 
Health District Council, by which it was unani-
mously approved. Finally, it was forwarded to the 
Human Research Ethics Committee of the Uni-
versity Center ASCES-UNITA and the National 
Commission of Ethics in Research that issued its 
approval pursuant to Resolution CNS 466/2012.

Results

This study analyzes the consumption of psy-
chotropics by indigenous people enrolled in the 
Xukuru de Cimbres basic center. Of the total an-
alyzed sample, we observed that 8% (75) of the 
indigenous population studied uses psychotropic 
drugs. Among psychotropics consumed, 78.67% 
(59) use BZD; 17.33% (13) antidepressants and 
4% (3) consume other psychotropics such as bar-
biturates, antipsychotics and lithium compound.

Table 1 shows the sociodemographic charac-
teristics of the indigenous people of the sample. 
Regarding age, we note that adults in the 30-59 
years age group account for the highest percent-
age of BZD users (72.88%), 46.15% among those 
using antidepressants and 66.67% among those 
who use other psychotropics. The income of the 
group that uses BZD and antidepressants, 84.75% 
and 76.92%, respectively is more than one min-
imum wage. Regarding marital status, the group 
of indigenous people who use BZD (50.85%) and 
other psychotropics (66.67%) are married, while 
most of those using antidepressants (61.24%) 
have other types of relationships. We observed 
that female indigenous people are predominant in 
the use of the three groups of psychotropics, more 
representative for those who use BZD (72.88%).

Table 2 shows the association of social vari-
ables and the use of psychotropics. We observed 
in this research that the number of inhabitants 
per household is around 3 to 5 indigenous people 
in the three groups of psychotropics’ users, repre-
senting 49.5% (29) of those who use BZD; 76.92% 
(10) of those using antidepressants and 66.67% 
(2) of those using other psychotropics. Regarding 
the number of children, in the BZD user group, 
more than 2 children (38.98%) prevail. Most psy-
chotropic drugs user groups are homeowners.

Table 3 shows the trend towards chronifi-
cation of the use of psychotropics and the rela-
tionship with traditional healing. Regarding as-
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Table 1. Sociodemographic analysis according to the consumption of psychotropics in the indigenous 
population registered at the Xukuru de Cimbres Basis Center, 2016, Pesqueira (PE), Brazil.

Variables
Benzodiazepines

nº (%)
Antidepressants

nº (%)
Other Psychotropic 

nº (%)
P

Age

Less than 18 years 0 (0) 1 (7,69) 1 (33,33)

0,007
Between 19 and 29 years 1 (1,70) 1 (7,69) 0 (0)

Between 30 and 59 years 43 (72, 88) 6 (46,15) 2 (66,67)

60 years or more 15 (25,42) 5 (38,47) 0 (0)

Income

< 1 minimum wage 9 (15,25) 3 (23,08) 2 (66, 67)
0,075> 1 minimum wage 50 (84,75) 10 (76,92) 1 (33,33)

Marital Status

Single 15 (25,42) 2 (15,38) 0 (0)

0,085
Married 30 (50,85) 3 (23,08) 2 (66, 67)

Other 14 (23,72) 8 (61,54) 1 (33,33)

Sex

Male 16 (27,12) 1 (7,69) 0 (0)
0, 201Female 43 (72,88) 12 (92,31) 3 (100)

Total 59 (100) 13 (100) 3 (100)

Table 2. Social analysis according to the consumption of psychotropics in the indigenous population registered 
at the Xukuru de Cimbres Basic Center, 2016, Pesqueira (PE), Brazil.

Variables
Benzodiazepines

nº (%)
Antidepressants

nº (%)
Other  
nº (%)

P

Inhabitants per Household

Between 1 and 2 21 (35,59) 2 (15,38) 1 (33,33)

0,431
Between 3 and 5 29 (49,15) 10 (76,92) 2 (66,67)

More than 5 9 (15,25) 1 (7,69) 0 (0)

Total 59 (100) 13 (100) 3 (100)

Number of Children

None 14 (23,72) 1 (7,69) 1 (33,33)

Between 1 and 2 22 (37,28) 6 (46,15) 2 (66,67)
0,461More than 2 23 (38,98) 6 (46,15) 0 (0)

Total 59 (100) 13 (100) 3 (100)

Home Ownership

Home owners 52 (88,13) 12 (92,30) 2 (66,67)
0,467Rented house 7 (11,86) 1 (7,69) 1 (33,33)

Total 59 (100) 13 (100) 3 (100)

Profession

Family farming 16 (27,11) 2 (15,38) 1 (33,33)

0,949
Retired 18 (30,50) 4 (30,67) 1 (33,33)

None 11 (18,64) 3 (23,07) 0 (0)

Other 14 (23,72) 4 (30,67) 1 (33,33)

Total 59 (100) 13 (100) 3 (100)
 Source: authors’ elaboration, 2018.

sociation between different therapeutic methods, 
52.54% (31) of users who use BZD and 66.67% 

(2) of those who use other psychotropic drugs 
only use prescribed medication, while 53.84% 
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Table 3. Analysis of variables according to the time of use and type of therapy used in the indigenous population 
registered at the Xukuru de Cimbres Basic Center, 2016, Pesqueira (PE), Brazil.

Variable
Medicamentous Therapy

Benzodiazepines 
nº (%)

Antidepressants 
nº (%)

Other
nº (%)

P

Other therapy

Only the prescribed medication 31 (52,54) 4 (30,76) 2 (66,67)

Indigenous traditional healing 
practices

10 (16,94) 2 (15,38) 0 (0)

0,492
Psychological accompanimenton 
DSEI

18 (30,50) 7 (53,84) 1 (33,33)

Search for thes haman

0, 564Yes 4 (6,77) 0 (0) 0

No 55 (93,22) 13 (100) 3 (100)

Time of use

Less than 1 year 2 (33,89) 0 (0) 0 (0)

0,761
Between 1 and 2 years 8 (13,55) 3 (23,07) 1 (33,33)

More than 2 years 49 (83,05) 10 (76,92) 2 (66,67)

Total 59 (100) 13 (100) 3 (100)

(7) of those who use antidepressants take the 
prescribed medication and seek follow-up of 
DSEI-PE mental health team.

Most of the psychotropic users of the three 
groups do not seek the shaman, corresponding 
to 93.22% (55) of those who use BZD and 100% 
of antidepressants’ users (13) and users of other 
psychotropics (3). In terms of time of use, most 
of the groups studied had been using psychotro-
pic drugs for more than 2 years, a result consist-
ing of 83.05% (49) of those using BZD; 76.92% 
(10) of those using antidepressants; and 66.67% 
(2) of those who consume other psychotropics.

Discussion

BZDs are the most commonly used drugs world-
wide, mainly to combat insomnia and anxi-
ety. Of note in this group are Alprazolam® and 
Diazepam®. The effects of BZDs are sedation, 
hypnosis, decreased anxiety, muscle relaxation, 
retrograde amnesia and anticonvulsant activity. 
Despite their low cost, it is important to note that 
prolonged use of BZDs produces tolerance and, 
consequently, dependence. Treatment abandon-
ment, in turn, results in withdrawal symptoms, 
such as anxiety, agitation, hypersensitivity to 
light and sounds, paresthesia, muscular cramps, 
myoclonic concussions, sleep disorders and diz-
ziness6.

Depression and anxiety disorders are the 
mental diseases that widely affect the world 
population, about 10-15% during lifetime. Re-
garding treatment of depression, antidepressant 
users can respond in a few days or up to four 
weeks. Among the main adverse effects of anti-
depressants, taking as an example tricyclics, are 
increased blood pressure, tachycardias, arrhyth-
mias and, in extreme cases, heart attack, cardiac 
arrest and strokes. It is also worth noting the loss 
of libido, impotence and testicular edema7.

In view of the various side effects and ad-
verse effects secondary to the use of these drugs, 
good practices in prescription and therapeutic 
follow-up are required, especially in the elder-
ly, since body drug absorption changes over the 
years, leading to an increased half-life. Thus, the 
multiprofessional team must be attentive to the 
specificities of each individual, especially in the 
onset of use8.

This study points out complex issues that are 
cross-sectional to the suffering medicalization 
process, such as those that contribute to abuse, 
self-medication and indiscriminate prescription 
of psychotropics. Thus, conscious user-oriented 
prescription and guidance regarding self-admin-
istration of these drugs will prevent use chronifi-
cation, enhancing therapeutic effects9.

However, national and international studies 
indicate that we are moving against what is pro-
posed earlier on. In a study conducted in the U.S., 



2998
B

ar
bo

sa
 V

FB
 e

t a
l.

10% of respondents reported having used BZD 
annually, with around 20 million prescriptions10.

In 2011, the National Health Surveillance 
Agency observed that 44% of the drugs sold in 
Brazilian pharmacies and drugstores were indi-
cated for the treatment of mental or behavioral 
disorders. Again, in this research, it was verified 
that about 10 million boxes of psychotropic 
Clonazepam®, of the BZD pharmacological class 
were sold, which resulted in a cost of R$ 92.4 mil-
lion to the Brazilian population with this drug 
alone11. The irrational use of psychotropic drugs 
in Brazil has been described as a relevant public 
health problem12.

This picture points to the importance of 
studies related to the profile of Brazilian psycho-
tropic consumers, which are still scarce, mainly 
in recent years, including indigenous people, 
since this study shows that consumption of psy-
chotropics is also a reality in this ethnic context.

As to the income of indigenous people par-
ticipating in the study, it is important to highlight 
that, their main economic activity was family 
farming when they lived at the village. However, 
living in an urban area entails greater financial 
resources. In addition, it is necessary to consid-
er sharing, characteristic peculiar to community 
life, typical of villages and rural communities, 
which is hardly noticeable in the hostile urban 
ambience.

Low family income influences the health-dis-
ease process and generally favors suffering’s med-
icalization, since several non-psychic problems 
related to socioeconomic factors are addressed 
through prescribed medication as an immediate 
solution to suffering. Thus, factors conducive to 
illness, such as unemployment or underemploy-
ment, leading to the consumption of psychotro-
pics13 are invisible.

Different evidence on the relationship be-
tween marital status and consumption of psycho-
active drugs can be found in literature, ranging 
from a positive association between being mar-
ried, having a family history of mental disorders 
and using BZD12, to that found in another study, 
which is a positive association between being sin-
gle and consuming BZD and antidepressants14.

A study carried out in the municipality of 
Coronel Feliciano (MG) indicates that most us-
ers of psychotropics are women15. In Sorocaba 
(SP), 75% of psychotropics’ users were wom-
en12. In Recife (PE), in the Chico Mendes Family 
Health Unit and in the Ximboré Health District, 
women using psychotropics accounted for 71% 
of the study sample13.

Among the determinants and conditionants 
of this process among women described in the 
literature are attendance in health services, in-
equality in gender issues that is so strong in the 
Brazilian context, stressful lifestyle and burden in 
several aspects of being a woman in a sexist and 
non-egalitarian society. These are some elements 
that are closely related to use and, consequently, 
increased demand of these women, mainly for 
BZDs13-15.

As discussed by Rose16, the medicalization 
process focuses more on women than on men 
and works differently in different social classes 
in many countries and regions around the world.

In the context of the Xukuru de Cimbres, one 
perceives a departure from the values and prac-
tices originating from their cosmology. In the vil-
lage, indigenous people was close to nature and 
could resort to herbs, roots, flowers and ancestral 
knowledge: a complex, collective and intergen-
erational transmission process. The shaman was 
a spiritual leader who heals body and soul dis-
eases3. However, the results of this study point to 
the loss of the reference to the shaman and other 
subjects that dominate the practices of tradition-
al healing among the Xukuru de Cimbres indig-
enous people.

Although there is no statistically significant 
association between the use of drugs and the use 
of traditional methods of indigenous healing in 
this present study, the effect of removal from the 
village, deterritorialization and acculturation on 
the predominant allopathic therapeutic practices 
typical of the biomedical model, to the detriment 
of indigenous traditional healing practices, with 
rituals, prayers, baths, teas and beverages3 is per-
ceptible.

When administered properly, psychotropic 
drugs facilitate care, but they should be used for 
a short or medium period, taking into account 
the damages that their use can cause in the long 
term. On the other hand, they are not always the 
best choice and should not be considered as the 
only treatment6-7.

This reality is also found in the context of pri-
mary health care. In the Family Health Facilities, 
mental health care is often conditioned to med-
ical consultation and prescription of medicines, 
sustaining and strengthening the biomedical 
therapeutic behavior for the mental disorder di-
agnosed. This kind of experience favors the medi-
calization process and does not meet the desires of 
individuals in their singularity and complexity17,18.

When Peter Conrad, among other social 
scientists, analyzes the medicalization process 
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according to which non-medical problems are 
understood and addressed as medical prob-
lems19, they do not do so in order to assign them 
social value, so that underpinning changes and 
phenomena should not be considered a priori as 
good or bad20. On the contrary, Conrad establish-
es a clear differentiation between “over-medical-
ization” which could be translated as over, super 
or excessive medicalization, which carries nega-
tive effects and “medicalization” which should 
not be initially considered bad20.

To this end, it is necessary to analyze in each 
specific context the influence of the medicaliza-
tion process on individuals and communities.

The limiting aspects of this research were the 
fact that it was not possible to access indigenous 
people’s medical records in order to compare the 
medical diagnosis with prescribed treatments 
and with the main complaint of users, relating 
them to the indication of psychotropics. Anoth-
er limiting factor was the non-distinction be-
tween children and grandchildren of the people 
who suffered directly from the conflict, data that 
could have enriched the research with the study 
about the consequences of traumas suffered for 
younger generations.

Conclusion

This study revealed the profile of indigenous 
psychotropic users served at the Xukuru de Cim-
bres basic center. Results evidence high rates of 
psychotropics’ consumption by the Xukuru de 
Cimbres indigenous people and, in contrast, a 
distancing from traditional healing practices. 
Findings also showed a socioeconomically vul-
nerable adult population and a trend towards 
chronic use of psychotropics and pointed to a 
life medicalization process in a unique ethnic 
context linked to a fragmented, biologicist health 
care model focused on prescription drugs. Si-
lencing and invisibility of psychic suffering of the 
Xukuru de Cimbres indigenous people before 
the sociocultural, political and economic rupture 
process experienced are among the consequences 
of this medicalizing model that distances itself 
from the advances of the Brazilian psychosocial 
care model.

Investments in new studies on medicalization 
that take into account the diversity and specific-
ity of ethnic-racial issues found in the Brazilian 
population are required. Such studies will in-
crease understanding on areas such as mental 
health, where the global health agenda and its 
formulation of problems shift to medical and 
technical solutions, neglecting the necessary so-
cial, community-based or political action2.
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