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ABSTRACT

Within the challenge of implementing a form of waite in which the team of healthcare workers
would be made comprehensive, and would be thuslation to users, a team of professionals from
the family health program has proposed collectivdcaming. This is a meeting space between
workers and users that is focused on their heatds. Within this creative space, active work
becomes stronger in relation to normative acts timdugh communicative acts, transforms tension
into understandings. There is a search for a natksbalance in which work is reconstituted in the
light of each new challenge, thereby building lielaghips of greater solidity and providing learning
for new ways of producing care.

Keywords: User embracement. Interdisciplinary healthcarentddrazilian national health system.
Primary healthcare.

RESUMO

No desafio de implementar uma forma de acolhimgo®integralizasse a equipe de trabalhadores
de saude e estes com 0s usuarios, uma equipe filssiprais do programa de saude da familia

propde o acolhimento coletivo, um espaco de encanttre os trabalhadores e usuarios, tendo por
objeto as necessidades de saude destes. Neste esjpdpr o trabalho vivo ganha for¢ca na sua

relacdo com os atos normativos, e por meio decatoginicacionais transforma tensionamentos em
entendimentos. Ha a busca de um equilibrio metagdstédde o trabalho se reconfigura diante de

cada novo desafio, construindo relagbes mais s@&l@ proporcionando aprendizado de novas
formas de producéo de cuidado.



Palavras-chave:Acolhimento. Equipe interdisciplinar de satdetesisa Unico de Salde. Atencéo
primaria a saude

RESUMEN

Ante el desafio de implementar una forma de acoguasintegre el equipo de trabajadores de salud
y estos con los usuarios, un equipo de profesisrddeprograma de salud de la familia propone la
acogida colectiva; un espacio de encuentro erggjdores y usuarios, teniendo por objeto las
necesidades de los usuarios. En este espaciovorehtrabajo vivo gana fuerza en su relacion con
los actos normativos. Por medio de actos comurgsamtinsforma tensiones en entendimientos.
Hay la busca de un equilibrio meta-estable dondeabhjo se re-configura delante de cada nuevo
desafio, construyendo relaciones mas solidariaepgopcionando aprendizaje de nuevas formas de
produccion de cuidado.

Palabras clave: Acogida. Equipo interdisciplinario de Salud. SiséeUnico de Salud. Atencion
primaria a la salud

INTRODUCTION

The Sistema Unico de Saud8US — National Health System) was instituted iaz by the 1988
Federal Constitution after a historical processogjanized struggles around the movement of
sanitary reform, synthesized by the argument thigalth is a right of all and a duty of the State”.
Since then, the SUS has been constructed in amgttéo implement principles such as:
universality of access, healthcare equity and naléy, decentralization of sectoral management,
regionalization and hierarchization of the servinesvork, and popular participation with the role
of social control.

The proposition oPrograma de Saude da Familf@SF — Family Health Program) as a strategy to
consolidate the SUS has happened from 1993 onwamdshas been elected as a priority to
reorganize the healthcare model, in the sense \@rsieg assistance models centered on the
production of procedures destined to the cure séaies, which have the hospital as their privileged
place, towards models centered on care providethtbviduals, considering their socioeconomic
and cultural context and having, as their privikkgdace of action, the territory in which they are.
The management strategy of the health sector ghaeing implemented in the municipality of
Aracaju (Northeastern Brazil) was call8aude Todo DigHealth Everyday) and has been under
construction since 2001. In its theoretical guidingdel,Saiude Todo Didas, as the object of its
policies, the health needs of individuals and cbiNéies, and it considers health work as an
encounter between users and workers in which thkeroecognizes the users’ needs, such as the
right to health. The nature of the encounter betwesers who have health needs and workers who
recognize these needs is the production of a psacewhich there is the welcoming of the other,
the understanding and signification of his singtiks and offer of health knowledge, enabling the
professional to promote continuing interventionsngh) and to be accountable for the result of these
interventions. The technical-assistance desigbanide Todo Diaan be represented by the diagram
of Figure 1.



Figure 1. Diagram -Saude Todo Dia
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In the projectSaude Todo Diawe find that the implementation of welcoming wia® first
intervention on the working process. This interi@mtwas fundamentally directed at the primary
care network. The proposal of welcoming documentedhe project was of amplifying the
population’s access by means of the substitutionhef criterion “line” for that of “need duly
gualified by health professionals”. According te throject, based on welcoming, users should have
access to a set of actions that are more adequtteit health needs.

Since its implementation, many formats of welcomingve been experienced by the health
professionals of the municipality of Aracaju. A libeare team faced the challenge of
implementing a form of welcoming in which all iteembers contributed with their views, aiming to
welcome the health needs of the enrolled populatind making therapeutic projects emerge
without disciplinary or meritocratic frontiers, wang in a between-disciplinary perspective
(Ceccim, 2006).

This essay configures a case study with a quaigatnalysis of the practice of the healthcare team
facing this challenge in the midst of PSF, choodhg collective welcoming as the format of this
working process. We — the doctor and nurse of teésn — used participant observation and
conducted focal groups with the team, users andamedstudents linked with the team in their
education process.

We believe that the focal group is the means toemadints of view and emotional processes
emerge, allowing the apprehension of meaningsateatifficult to be captured by other means. In
the interaction, perceptions and meanings are karet within the group, which would not
happen in individual interviews (Gatti, 2005).

The participants, informed about the research nustlamd objectives and about the guarantee of the
voluntary nature of their participation, signed angent document, allowing the utilization of the
information provided that anonymity was ensured. ths study, we conducted three focal groups:
one with users (G1), another one with students ,(@Ry the third with professionals of the



healthcare team (G3). Approximately three hours tavehty minutes of dialog were transcribed.
The names, when cited, were purposefully replageficbtious names. To G1, we randomly chose
two users present in the collective welcoming amdteéd on each day of the week, totaling ten
invited users, of whom six attended the group ses¥2 was composed of the four Medicine
students who participated in the collective welamgnin their education process, as part of the
Public Health internship dfiniversidade Federal de Sergip G3, the following team members
participated: doctor, nurse, nursing assistantfandcommunity health agents.

In the groups that were conducted, we assumedolkeof group mediators and participants. Far
from being impartial, we believe that, being pdfrttltat group of healthcare workers, we should
participate in their reflection and constructiorsghtheses.

By means of the bibliographic review, we attemptediscuss the concepts of welcoming and the
tools to evaluate its caregiving nature, with the af amplifying/qualifying the capacity of
reflection on our reality and of structuring thepexence as a militant action, so as to contriboite
the defense of life and the real implementatiothefSUS.

What is welcoming?

To analyze collective welcoming, it is necessaryinwestigate what has already been produced
intellectually about welcoming. With a large andatart theoretical contribution and due to the
varied activities performed at healthcare unitg, word welcoming ends up carrying a polysemy,
acquiring countless meanings, “souls”, senses. @eodl aim to find a definition for welcoming, as
the reflections on the theme, when compatible, imecoomplementary and, viewed together, are
essential for structuring our praxis.

In a class given in the specialization course ibliewHealth of theCentro de Educagéo Permanente
em Saude de AracamndUniversidade Federal de Sergipe 2005, Emerson Merhy approached
welcoming as a “non-place”, the encounter betwessithcare worker and user, in which the latter
tensions the entrance into the healthcare netwiorikng to show that he deserves to receive care.
There is an appeal by meanscoimnmunicative actsso that a certain need is considered (Merhy,
2005).

A health professional suffers the influence of manymative acts but the co-existence between
these normative acts and the communicative oneetisesolved in the level of assistance rules or
protocols. It requires analyzing certain territsridike that of power and that of communicative
relations. One of the solutions would be bureaimirgs this relationshib consecrating the rules,
which can open or close the public spaces to usetee same way that it can allow or hinder the
performance of communicative acts and, thus, demjfer a form of care.

Teixeira (2005), in a discussion about the questioimtegrality, views welcoming as a network of
conversations. The author states that the diffecenteptions of integrality depend on what the
different technical-political projects intend tdegrate, in the sense of combine into a whole. This
guestion would focus on the “worker-user relatiopghat takes place in the services, to which the
strongest desires of integration are directe(leixeira, 2005, p.91). It would be necessary to
integrate the voice of the other in this processrcome the monopoly of the diagnosis of the needs
of the other by professionals or certain healttiggsions.

In addition, Teixeira states that the substandeeaith work is conversation, in which people work
with an object that is necessarily relational, sdaby all the present players. Thus, the author
understands the care network as a network of ceatiens that permeates all the moments of the
workers-users encounter and the flows of care.éi@xargues that welcoming-dialog or dialoged
welcoming should be understood as a central atimdhe living work, in act, and that it should be

! Merhy (2005), accessing Habermas'’ theory of comioaive action, states that this would be the capti a space
that should defend life by the instrumental logibe communicative act that operates in the relatigmin a dialogic
posture would be the opportunity of tensioningrinstental reason, in which the rules that are eatexnthe subject
dominate, the normative acts.

2 All the quotations were translated into Englishtfee purposes of this paper.



guided by moral and cognitive positions that coasalterity, the real insufficiency of the diffeten
players, and the need of integration of the prekeotledge.

To Merhy et al. (2004), the encounter between woakel user starts a relational process in which
the living work, in act, operates. The encounteggirs a process of technological intervention
involved in the maintenance/recovery/alterationaotertain way of conducting life. Welcoming
also allows arguing about the process of produatfdhe user-service relation in the perspective of
accessibility. It would have the power of: buildibgnds and accountability, provoking noise in the
moments in which the service welcomes its user ewidencing the dynamics and criteria of
accessibility to which users are submitted; it pamduce new dynamics, which institute new lines
of possibilities to produce care. It is a chancé&rafisforming the service into a user-centered form
reducing the centrality of medical consultationsd abetter using the potentials of other
professionals.

Silva Janior and Mascarenhas (2006) argue thatometoy has three dimensions: of posture, of
technique and of the principles of services reamgdion. In welcoming, the issues of subjectivity
and individuality, the search for meanings andwbat has not been said have weight. Welcoming
requires the mobilization of knowledge to providewaers, leading to a posture of enrichment of
the therapeutic arsenal, aiming to enhance thevenéons. Teamwork is included in this arsenal,
but it searches for its articulation, not its afigan. Welcoming opens a dialogic space to extarpat
alienation, respects the subject, negotiates rexadisearticulates the services.

Based on our reading and experience, we highlightaming as a device to amplify accessibility
to the health services; a device that structuresabrking process centered on health needs; with
potential to institute new forms of producing caae;a space of integration of the user’s voicéén t
construction of therapeutic projects; and as irdegn of professionals and their knowledge with
the aim of providing care for the population thesgiat, in a between-disciplinary perspective, like
the one proposed by Ceccim (2006).

Care production and teamwork

Far from trying to exhaust the discussion on healbrk, we depart from an analysis that
extrapolates the operative dimension, as an agtibitit, above all, “a praxis that exposes the
man/world relation in a process of mutual produttiMerhy, 1997, p.81).

When we problematize health work as health prodaogctwe might ask what the health worker
produces. Generically, we could answer that he ywesl health acts, but the question to be
answered iswhat is his object of action?The way in which the health worker constructsdiigect

of action becomes central to his production of theatts. We argue, following Merhy (2005), that
one of the health professionals’ necessary compietris being attentive to the “negotiation” of
needs. Negotiation is understood as a dialog dafia” of the network of conversations between
the technical references and lived experiencesdifate or distinguish the health needs.
Welcoming a need as a health need will depend erathors on stage, on the construction of the
object of action, on the form in which this procas&es place and on the possibilities of
negotiation. There is no simple answer to this dempgituation. This process cannot be managed
simply by appealing to the professionals’ good cese, because we would have to tackle the
setback of establishing what this good conscienmaldvbe and, also, we would have to find a form
of selecting the good professionals. What shouldattempted and can be guaranteed is the
construction of public spaces for the negotiatibmeeds, ensuring the dispute of the meanings of
the professionals’ object of action.

Every encounter brings tension to the public spEceegotiation; there is an appeal by means of
communicative acts so that a certain need is takenaccount. If the health professional is tied to
the bureaucratized action, is tied to the normadiog he will not consider as his competence the
recognition of this space for public dialog, whighens new meanings to his relation with the user.
If the worker does not signify this competenceadfagnizing the movement of social construction
of the health needs, he will not be able to welcdhem, independently of normative acts and
models.



If the health worker produces health acts and bjgab of action is care, then, care production
assumes the character of affirmation of life dedent® the detriment of the production of
procedures, which is so necessary to the cappabdeiction that is present in the medical-indubtria
complex, but which is different from accepting l§eomplexity and frailty.

Many studies (Pinheiro, 2006; Merhy, 1997) pointtihe crisis of the model that supports the
medical-industrial complex, the biomedical modedets’ submission to the professional’s will, the
medicalizing character, the valuation of biologi@dpects, impersonal care and the abuse of
complementary tests are some of the factors thaildvooint to the foundation of this crisis. “It
seems that the explanatory model to the healthlgmdbpresented by the population does not have
similarities to the models used to elucidate diseasat the same time in which this constitutes the
central element of the rationality of medical praet which is hegemonically exercised in the
health services” (Pinheiro, 2006, p.78).

The medical-hegemonic work, as it also determirnes groduction of procedures, assumes the
center of capital reproduction to the detrimenthaf defense of life. Ideologically, the consumption
of procedures starts to be faced, even by the popalitself, as capable of producing care, a power
that exists only in the field of ideation. TheraiSreductionism of clinical practice, simplifyirtge
idea of healthcare production” (Franco, Merhy, 2003.85). The working processes focus on the
instrumental logic, to the detriment of more relatl approaches.

The complex reality ends up tensioning throughdiné flight of the instrumental logic. Merhy
(2002) says that if the working process is alwgysmoto the presence of the living work in actsit i
because it can always be crossed by the distigatddhat the living work can contain. From the
moment in which a public space is opened to thetmegn of health needs, one of the logics that
may try to tension what is instituted is the uséstsc. The communicative acts can fill the spate o
the encounter between workers and users, and theyntake a dialogued therapeutic project
emerge from this encounter, a project that usesktiosviedge of both players and the multiple
technologies that are available in the space, eyngjccreativity and, only thus, producing care.
Franco and Merhy (2005) argue that the challeng¢htse who work with health is that of
constructing health production processes that ble @ be consolidated with new references to
users, assuring them that a model centered ontesdfhologies, which are more relational, can
provide care in the way they imagine or desire it.

Another relevant datum is that no professional hBHsthe necessary tools to provide care.
Teamwork is necessary. To Ceccim (2006, p. 262)yerie health professional, due to their
condition of therapists, should have, with appraj@mess and accuracy, clinical intervention
resources and instruments”, but this can only lEased in the perspective of sharing and matrix-
based strategies. Merhy (2002) believes thatvité to understand that the health workers present
intervention potentials in the care production psses. These potentials are marked by the specific
nuclei of competence of each profession or prad@sdioccupation, “associated with the caregiver
dimension that any health professional holds, ntiend he is a doctor, a nurse or a (watchman) of
the door of a health establishment” (p. 123). Tdss lof this caregiving dimension can be pointed as
another cause of the current serious crisis ofrtadical-hegemonic model.

We believe that a movement of change is under waly that we are participating in it. This
movement is a response to the crisis of the biocaédnodel. The following are new factors of the
clinic in current times: the need to integrate titker in his individual therapeutic project, of
knowing the meaning of his sickening process, ¢égrating his actions and his references of
explanation about what he feels and the processesdergoes, of acting with him in his search for
autonomy and happiness.

The integration of the other also crosses integmatvithin the healthcare teams. Professionals
alienated from the care production process, inc@alaentered and procedure-centered model, will
hardly recognize themselves as performers of healtsy, and will hardly recognize their caregiver
potential. Instead of visualizing their role, th@grform an act that is simply reproductive,
disconnected from the production of the use valud® health product (in this case, health acts),



with damage to their transformation through worktheir satisfaction as authors of the working
process, as fulfillers of a work (Campos, 2000).

Ceccim (2006) defends between-disciplinarity sd tham relations are permanently reconfigured
in order to cope with the complex real world of lkeameeds, which struggle to be recognized and
cared for. The author proposes between-disciptinas a way of understanding multiprofessional
and interdisciplinary work, “a place of sensibilignd metastable balaricén which therapeutic
practice would emerge as a mestizo clinic or nowglauic; in which all potentials would continue
being updated and balance would be related onflgeg@ermanent transformation of oneself, of the
surroundings, of work” (Ceccim, 2006, p.265).

This permanent transformation breaks the logicdaged and programmatic agendas. It challenges
what is instituted, the resistances. Communica#iets creatively complexify the focus on the
reported needs, which sometimes contain much miareces and requests of care (Cecilio, 2006).
It is not enough to form teams with professionaltsmf several areas. It is necessary that the
knowledge and technologies circulate in the bemdftare.

Placing the caregiver potential, the knowledge aciibns of each professional that composes the
healthcare team in a space that welcomes healttsne&h the objective of integrating this work,
is one of the challenges of collective welcomingsdlenating the role of each one in care
production, making between-disciplinary therapeptigjects emerge, circulating looks and desires,
is a way of making our work become a daily creatiggk. In this integration movement, which
also integrates users, we are getting close tepghee where collective welcoming takes place.

Collective welcoming

The drawing of Figure 2 is a graphical represeotathat displays the paths to the production of
caregiving therapeutic projects using collectivelomming. This would be the moment of the
encounter, a creative space.

® We understand metastable balance as ongoing lealandnstituted that calmly opens its door toitistituting that
emanates from the relations with the other, antl thie complex reality that insists in escaping fioemg captured.
And, for this reason, it moves, modifies, embrag#sgrates, welcomes, cares for. The commitmetat ike defense of
life, man’s happiness and emancipation.



Figure 2. Diagram of Collective Welcoming.
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Users arrive at the Healthcare Unit. Even thoughtéam explains everyday that it is not necessary
to arrive right after the opening of the Unit, at/en o’clock in the morning, some of them find it
difficult to disregard the history of access to s@evices in order of arrival. We sit in a cirakethe
unit's meeting room, all the team workers (doctarrse, nursing assistant and community health
agents) and users. Eyes and expectations intersect.

We explain the functioning of thgnidade Basica de SaudeBS — Primary Care Unit) and talk a
little about some problem considered a health grobby the team or brought by the users at that
moment. There is no agenda. We discuss a rangebgdcss, from the increase in violence in the
neighborhood to hypertension control, from diabé&bethe problem of open pits that cause so much
trouble to some inhabitants. The word is givenrtgbeady who wants to use it.

A public space is opened to negotiation/convereagioout health needs. We try, in every possible
way, to transform tensions into understanding.hiis intercessional space, there is the need to
integrate the other, the team and the professiolmatkis communication web, the communicative
acts take place, moving needs that had not beenbsfere to the category of health needs, which
allow seeing beyond the demand that is brought.

After a debate that lasts between thirty and féixtg- minutes, depending on the number and
participation of users, the approach becomes iddali right there at that room. Each professional



welcomes one person at a time. The entire teamldmtitese cases and learn with them everyday,
because with the open conversations, one profedsgoives doubts and proposes answers to
another person (professional or user). Differeobfams are discussed, different interventions and
articulations of the work of each professional prgposed. Many times, the answer or the proposed
path for the user to conduct his life in not com¢al in protocols. We find there an instituting
challenge, seeing and acting beyond the normstutisg new ways of providing care.

Serious cases receive immediate attention in théswbservation room (sometimes, even before
the dialogue starts), where there are resourcemnfiergency assistance.

Acute cases are those that will be analyzed in d@icakor nursing consultation in that same shift,
because without receiving assistance in 24 howg thay become more serious. Instructions are
given to varied doubts and can represent a caltroféke day or an immediate intervention. Space
is guaranteed for those who want to talk outsigentieeting room, in one of the unit's rooms.

The team’s agendas, with their structured offeas, lze freely accessed by any of its professionals.
Each user has the beginning of his singular thestaperoject in the welcoming, and he can be
included in any of the offers: consultations witlghter education professionals, home visits,
programmatic actions. During approximately one howith all the professionals involved in
welcoming, the users’ projects have already beguar@under way. Then, the doctor and the nurse
start to assist acute cases and, after them, hieglsled cases.

According to Tesser, Poli Neto and Campos (2007),

[...] the more flexible and versatile the professisnahe more diversified and less

ritualized their actions, the more mixed people amking together, the more open and
accessible the service is to all types of dematits,more likely the team is to be

immersed in the socio-cultural world of its catcminarea, to exchange personal and
professional knowledge, to perform welcoming in ettér way and guarantee the
access.

Doctor, nurse and assistant, together with andtbalthcare team that shares the same unit, ensure
the provision of individual welcoming during the @t day. However, it is known that, culturally,
the majority of the population of the catchmentaaseeks for assistangethe early hours of the
morning. There is an articulation of the professionals’ ratgewith the aim of guaranteeing, after
the end of collective welcoming: the programmedstitations, actions relating to each nucleus,
team meetings, home visits, and health educatistrjlmited throughout the teams’ working week.
There is also some flexibility in this configuratido ensure joint actions among the professional
nuclei.

“I'm here referring to the first qualification caae& we took about welcoming. At that
moment, in the Center for Permanent Health Educati@lcoming was a disruption, a
disruption of that healthcare user’s arrival theg¢dito be that line, arriving at dawn...
this new system allows that people go out of thedtheare unit after having been heard
[...]. | participated in the individual and in thellsztive welcoming [...]. In one level
of welcoming the patient’s demand, today the pitegls have already mastered what
welcoming means. But another level would be emhmdhis family to do this
welcoming. | consider individual welcoming moreient in the sense of welcoming
the patient's demand. And | consider collective amating, this one in which I'm
participating for the first time, more efficient welcoming as a whole [...]. | see this in
a good way, it's efficient, because collective voehing eliminates what is unnecessary
in welcoming, it is more efficient in providing sions.” (Nursing assistant)

Welcoming aims to ensure universality with quatifibearing of everyone that arrives at the
healthcare unit. Let necessity define the configona of offers, and not the contrary. Let
responsibility towards the user guide the workingcpss, and not other interests, like the



corporative ones. Guaranteeing individual welcondaogng and after the performance of collective
welcoming complies with this precept, as not ablpems should be shared, independently of the
reasons. Besides this role, individual welcominghwi the team’s working process has the
perspective of creating a bond with the users dhate at the unit at other times, even though the
unit is open only during business hours, even thdhg hinders the access of the working class.
With the difficulty in access caused by the limatof file cards, the users, attempting to guaant
assistance, had to arrive at the line very earlyhen morning, running the risk of not receiving
assistance. Being able to be heard more quicklg,tduhe fact that the entire team welcomes, and
not needing to arrive at the unit at dawn, areegmély valued:

“We used to go there, filled in the card and stagfezte many hours. Sometimes, we
had to arrive there at 5 in the morning. About ¢hreonths ago, this stuff of being

welcomed at the room [collective welcoming] startédhave nothing against it, we

arrive there, you ask what the matter is, due ® phoblem the person receives
assistance right away, doesn’t wait until 12 o’&lfrwoon]”. (User)

“I think that it increases the [user’s] self-esteérhere is that image that, because I'm
poor | have to arrive at 5 in the morning and reeeissistance at 8... Now | arrive at 8,
receive assistance and, depending on my caselratd@ready at home. This increases
the self-esteem, gives more quality of life andrete still time to cook lunch!”
(Medicine student)

The welcoming is fast because the whole team paddhe qualified hearing. As everybody will be
heard according to their needs, the flow of usewzroves. The overload of the entrance door early
in the morning, which used to be the responsibdityhe nurse alone, now is shared with the other
team members:

“Another factor in this kind of welcoming is thateiwe also sharing some of this load.
It's not just the nurse who'’s assisting alone @ lof forty people. When welcoming is
performed individually, when the twentieth persoomes, of course the nurse is
saturated and does not assist th& idlthe way she assisted the first one. When we see
many people in the welcoming room, we [healthcageer] look at each other and we
know we’re going to share that”. (Nurse)

“You arrive at the welcoming line and there’s ageuwho’s going to assist you. That
nurse is the one who will decide if you'll go to athyou want to consume. What does
this population want to consume? Culturally, thedio& consultation, because our
model has always been centered on the doctoralrsfface we have the opportunity to
say: now the welcoming is of the team. This takesnvay from the doctor. | [the user]
seek for welcoming. This healthcare team, togetigr me, is the one that is going to
decide what will solve the problem [...]. | see teaonky it gets away from that stuff of
being assisted only by the nurse. Because whaalsanhappen is the nurse being seen
as the wicked one in the story, | didn’'t go to theetor because the nurse didn't refer
me to the doctor”. (Doctor)

The collective welcoming’s attempt to transform thmedel, remove the centrality from medical

consultations and amplify the potentialities of grefessionals who form the team is well explored
by Merhy et al. (2004), who emphasize the raditange that welcoming causes in the working
process of a Healthcare Unit. The Welcoming Teacoiles the center of the activities in user
assistance and “the professionals who are not dostart to use their entire technological arsenal,
the knowledge for assistance, in hearing and spltve health problems that are brought by the
population that uses the Unit's health servicese(W et al., 2004, p.45).



The doctor’'s social construction as the holderhaf knowledge that will be transmitted for the
user's cure is one of the barriers to be overcomeorder to replace the consumption of
consultations by between-disciplinary caregivingréipeutic projects. The social and economic
status and the biologicism of health education nibkedialog become unequal and do not favor it.
The view of health as a commodity, and not as ht rigleologically strengthens the valuation of
specialization in health (more expensive product) af the performance of tests which, many
times, are unnecessary (more expensive procedum@s)p mention medicalization. The dialog is
not considered therapeutic and is viewed as naigbefficient in problem-solving. This permeates
the entire health education, and is very strongdpictor’s education:

“If consultations could be scheduled to everybambllective welcoming would not be
necessary”. (Medicine student)

“I think that in some moments it [collective welcog] is therapeutic, sometimes it's
only a palliative. If all patients are referred ¢onsultations, there will be no time”.
(Medicine student)

“I don’t like Dr. Silvia because | asked for sonests and she asked me if | thought they
were really necessary. Well, my son only likes btegmaternal milk]. He doesn’t even
like danong[yogurt]. The child doesn't eat anything. She esfad the tests reluctantly.
What if he had some serious disease?”(User)

Bringing to light this and other conceptions fdaties dialog. Listening to a patient, informing him
about self-limited diseases, and scheduling higrmetib see their resolution may have a therapeutic
and bonding character that is greater than ourentimeans of investigation are able to capture.
The inclusion of the other, his voice, the sensatimf involvement in the process, the
deterritorialization of the health professionalstite circle, circulates, besides knowledge, power,
with reflexes on autonomy construction. Collectiwelcoming becomes an escape from the
ideologically constructed image of the health pssfenal, mainly those with a university degree, as
the holder of the knowledge to be transmitted exbtef shared:

“Before, the doctors were seen only at the moménh® consultation. He was a pop
star [laughs]. He entered through the unit's backrdhe went out through the back
door, he was seen only in the moment of the coaisoitt. Just this [being present in the
welcoming circle] already is a great differencetfog population”. (Nursing assistant)

“[The healthcare workers] treat us well, ask whatres feeling, talk to us politely, if we
are in pain we are assisted before long, it's mhgtter. Before it used to be so bad, we
waited outside, and waited...”. (User)

The space of the dialog, its comprehension as@ m&exchanges and understandings, sometimes
is not perceived as such. The scarcity of publacep of negotiation, the distance between technical
knowledge and popular knowledge, the class diffiegen the valuation of one culture to the
detriment of others, social exclusion, are aspinats sometimes, are not overcome and jeopardize
dialog.

The answer given by the team is to guarantee theespf reterritorialization — the professional, the
user, the room — verbally, in the collective weltogn Besides the fact that the team maintains
collective welcoming open during the unit's workingurs.

“I worry about people’s cultural level. Sometimésgy want this differential assistance
[individual assistance, in the room] and don't eg¥ it in the circle”. (Medicine
student)



“Many people feel at ease, but many people feeharad, scared of making mistakes
while talking. You know, people from a lower cldss] but in my point of view we
have to speak. So many people have degrees andmistakes [...] Some don'’t like
talking because they feel shy, scared. But we hagay how we feel”. (User)

“If it's necessary, he [the user] shouts, he spe@kdy a minority keeps silent. If he’s
not enjoying it, he opens his mouth and says soe,H®ople have freedom to say what
they think, many times, even if it hurts someorseel(Community Health Agent)

“But when we say that anyone who wants to spegkriivate just has to say so, this is
also intimidating. People may think | have someoser stuff [serious disease]. He
prefers to schedule a consultation and wait”. (Mgyassistant)

The population gathered can express needs of flecibaty, and new voices are integrated into
care production. The new therapeutic projects makdearn with the new practices of facing
challenges. In addition to more needs, views, piiegs and conceptions come to light.

“Sometimes the person comes here only to schedglensultation and we ourselves
can take the nurse’s appointment book and do sthelfperson wants to talk to the
doctor, we say: wait just a little. And as everypasltogether [...] formerly, the doctor
and the nurse didn’t stay together with the useerydody talking [...]. Even he has
something that involves more secrecy, he doesth’'atel he tells it individually and
he’ll be assisted according to his needs. As seopoasible. My area [catchment area]
has approved it and | hope it doesn’t change inngmr future”. (Community Health
Agent)

“And we learn with each other. Sometimes, a patiasta problem that he doesn’t want
to tell us and we say: say more or less how itvait a minute that I'll talk to the
doctor”. (Community Health Agent)

“He’s already acting like a doctor [laughs]” (Comnily Health Agent, after the speech
above)

We already know more or less which case the doassists, which case the nurse
assists. When they come to me | already pass tbdnmt We develop ourselves a lot”.
(Community Health Agent)

“They [the users] give their opinion about whah&ppening, if it's good or bad to them
in relation to the unit and the community. Thereytihave a greater opportunity, even
those who are ashamed of talking”. (Medicine sttiden

“In collective welcoming, a problem of the poputatibecomes more visible. If you see
many pregnant adolescents in the collective welogmyou are going to approach
sexual education. So, this welcoming is not theaasibility only of the health agent, it
goes to the whole team.” (Medicine student)

Health needs determining the team’s action. Moveraad life to be defended in the construction
of caregiving, integrative therapeutic projectsjldng autonomy. The search for an inclusive
Health System and for a working process that brialg® the professional fulfillment of the

members of the healthcare team.



Provisional synthesis

Collective welcoming as a proposal for the orgatmzeof the healthcare team’s working process is
innovative because it is a space for the integnatibthe other, users and workers, and also of
knowledge. The horizontal dialog with users andréflevance given to their opinions and desires
provide the unit with a profile of therapeutic spaand integral healthcare, enabling, also, that the
professional gets in close contact with the walmirig and feeling the needs that are brought & th
space by the population.

The greatest challenge of placing oneself in aipudpace of negotiation is the sensation of lost
security that occurs in the search for metastaalance. The search for this balance, this instiguti
challenge, brings with it new forms of producingldeing happy at work.

Even considering the bias of gratitude in the fagalup of users, where there is almost unanimity
concerning the conduction of collective welcomiigs possible to feel that the tensions have been
reduced in the unit’s daily routine, tensions whied to be so frequent before, certainly due to
lack of conversations.

The collective hearing conducted in the studieantr of welcoming brings one more place of
identification of health needs. We argue that ithe health need that should define/institute the
offers of a service. Instituting not always meanissituting. There are needs and negotiations that
only emerge in the individual and more private apph that the collective welcoming can give.
Collective and individual welcoming become, theomplementary in the qualified hearing of
health needs.

Collective welcoming requires units with good plegsispace, which is not always a reality of our
health system. It also requires professionals whplidy the caregiving dimension of their actions
and flexibilize these actions according to the theaéeds.

The hospital-centered and biologicist educatiohealth has not been preparing professionals with
the competence of creating public spaces for nagot, of working in teams or recognizing,
respecting and integrating the other. The defehe@and of the National Health System is one of
the changes that these professionals’ educatioh undergo.

Collective welcoming is not a screening. It goegdmel the classification of risks that determines
the sequence of actions in favor of the recoveraalth. It is not a waiting room. It is a space of
encounters where knowledge circulates and it isonbt transmitted from the wise to the ignorant.
It is not a pre-consultation. It is the integratioh workers and users for the construction of
individual and collective therapeutic projects ddesng expectations, theoretical frameworks,
desires, feelings and experiences.

Spaces like this are not so common in our heakhcanits. There still is much to
deconstruct/construct in our ideas so that we koeved to break the obstacles to dialog and so that
this search for balance produces more solidarityranre humane relationships. Sharing this with
users and workers has an immeasurable value. Refjean our practice brings more clarity and
satisfaction with the path we take. Systematizing sharing this experience by means of this work
brings with it the hope of promoting understandamgl more reflections on the daily actions of the
militant workers, our companions spread acrossiBraz
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