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ABSTRACT

Objective: To analyze how the matrix support in mental health contributes to the production of comprehensive care with an emphasis on the inter-
relationships between wotker / user / family. Methods: Research with a qualitative approach that used the techniques of interview, focus group and
systematic observation. Data analysis was based on critical hermeneutics. Results: Matrix support in mental health assumes pedagogical and technical
assistance dimensions, which favor the interaction between primary care teams and specialist teams of the Center for Psychosocial Care (CAPS), ensuring
territorially-based care, with interaction of different knowledge and practices. It further contributes to the redirection of the flow of users in seeking care
for their health needs, articulating the levels of health care. The worker / user / family interrelationships are closer and allow better accommodation to
the demands and bond of the team with the user and his family. However, difficulties such as consolidation of the matrix support, and the predomi-
nance of biomedical practice are noted. Conclusion: The matrix support contributes an expansion of the spaces of mental health care in the territory,
opening living spaces, creation in the reaction of the worker / user / family, and thus configuring itself as a device for the production of integrated care.
Keywords: Mental health; Comprehensive health care; User embracement

RESUMO

Objetivo: Analisar como o apoio matricial em satide mental contribui com a produgio do cuidado integral com énfase nas inter-relagoes entre trabalhador/
usuirio/familia. Métodos: Pesquisa com abordagem qualitativa que utilizou as técnicas de entrevista, grupo focal e observagio sistematica. A andlise dos
dados fundamentou-se na hermenéutica critica. Resultados: O apoio matticial em saide mental assume dimensoes pedagdgicas e técnico-assistenciais,
que favorecem a interacio entre equipes da atencio basica e equipes especializadas do Centro de Atencao Psicossocial (CAPS), assegurando um cuidado
de base territorial, com interacao de diferentes saberes e praticas. Contribui ainda, no redirecionamento do fluxo de usuarios ao buscar atendimento para
suas necessidades de saude, articulando os niveis de aten¢io em satde. As inter-relagoes trabalhador/usudrio/familia sio mais proximas e permitem melhor
acolhimento das demandas e vinculo da equipe com o usudrio e sua familia. No entanto, aponta-se como dificuldades para consolidagao do apoio matricial
o predominio da pratica biomédica. Conclusdo: O apoio matricial contribui ampliando os espagos de cuidado em saidde mental no territério, abrindo
espagos de convivéncia, ctiagio na reagio trabalhador/usuatio/familia e por isso configura-se como um dispositivo para produgio do cuidado integral.
Descritores: Saide mental; Cuidados integrais a sadde; Acolhimento

RESUMEN

Objetivo: Analizar cémo el apoyo matricial en salud mental contribuye con la produccion del cuidado integral con énfasis en las interrelaciones entre
trabajador/usuario/ familia. Métodos: Investigacion con abordaje cualitativo en el que se utilizo las técnicas de entrevista, grupo focal y observacion
sistematica. El andlisis de los datos se fundamenté en la hermenéutica critica. Resultados: El apoyo matricial en salud mental asume dimensiones
pedagdgicas y técnico-asistenciales, que favorecen la interaccion entre equipos de la atencién basica y equipos especializados del Centro de Atencion
Psicosocial (CAPS), asegurando un cuidado de base territorial, con interaccion de diferentes saberes y practicas. Contribuye aun, en el redireccionamiento
del flujo de usuarios al buscar atencién para sus necesidades de salud, articulando los niveles de atencién en salud. Las interrelaciones trabajador/usuatio/
familia son mas proximas y permiten una mejor acogida de las demandas y vinculo del equipo con el usuario y su familia. Entre tanto, se sefiala como
dificultades para la consolidacion del apoyo matricial el predominio de la practica biomédica. Conclusion: El apoyo matricial contribuye ampliando los
espacios de cuidado en salud mental en el tertitotio, abriendo espacios de convivencia, educacion en la reaccién trabajador/usuario/familia y por eso
se configura como un dispositivo para la produccion del cuidado integral.

Descriptores: Salud mental; Atencion integral de salud; Acogimiento
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INTRODUCTION

Interconnection between primary health care (PHC)
and the substitute network for mental health care was
established as one of the historical guidelines for con-
solidation and development of the psychiatric reform
in Brazil. It repeats centralization of community- and
territory-based devices as major equipment to overcome
the existing iatrogeny in the hospital-centered mental
health care .

Thus, a search occurred to strengthen this interface
by using the matrix support (MS), i.c., an action was
observed either for a specialist in a particular producing
unit to support the reference team in another one in
more complex cases or to develop clinical guidelines,
protocols, and projects ®. Such practice can be used
in the clinic for several possibilities, but in this study
we will focus on the articulation between the mental
health team (MS team) and those for family health
(reference team).

In recent years, the interface between mental health
and primary care, with focus on MS, has been the sub-
ject of a growing number of essays and considerations
in Brazil. Several studies ¢ described MS (matrixing)
as an innovative and very important arrangement for
the formulation and development of proposals linking
mental health to primary health care. It is primarily
designed to contribute to the implementation of an
expanded although singular clinic, promoting health
and various therapeutic possibilities, favoring both
co-responsibility among teams and horizontal commu-
nication, increasing the solving capacity of the teams
regarding user health needs .

Thus, MS in mental health directs basic care pro-
duction because it reotients practices and operates in
the space where events, manifestations, details and
particulars, which are part of daily services, occur .
Furthermore, it proposes articulation between knowl-
edge and practice (horizontally organizing the process),
combining specialization and interdisciplinarity, and
overcoming alienation, fragmentation, and biological
technicism. Thus, it allows co-responsibility and recon-
stitution of ties involving reference team, matrix team,
and users and their family members 7'V,

In this context, the relational field placed in the
therapeutic services is one of the dimensions of com-
prehensive care. In practice, the therapeutic services
consist of revisiting and using care devices. In turn,
these include user embracement, connectivity, co-re-
sponsibility, and accessibility, which are produced in the
link between teams and users (provided by MS). This
is possible since it facilitates a new way of practicing
medicine, in which individuals and the socioeconomic
and cultural context are included besides the disease.
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Such dimension of care brings reflection on its com-
prehensiveness, which is present at the meeting, con-
versation, and attitude of professionals, who cautiously
seek to know the needs of individuals regarding health,
in addition to their explicit demands. Comprehensive
action is also seen as a “relationship” between people,
ie, it causes effects of positive interactions between
users, workers, and institutions, which are translated
into attitudes such as dignified and respectful treatment,
with quality, embracement, and connectivity 2.

Therefore, our goal is to discuss how MS produces
health care, with axis on comprehensive mental health
and emphasis on relationships involving worker/
user/family.

METHODOLOGY

This is a qualitative study because we intended to
investigate the social phenomenon and its interface with
the field of mental health @9.

Two cities in the State of Ceara, Northeast region
of Brazil, were the scene of the study. Particularly, the
PSCC (General, Alcohol and other Drugs — AD and
Children — 1), FHS, and SCFH teams, which integrate
the of mental health network in the cities.

Ninety-one individuals were the subjects in the study,
and data collection was done in two periods (Oct 2009
— Mar 2010 and Jun 2010 — Oct 2010). As mentioned
before, the participants were divided into six groups:
Group I (24 individuals who work in PSCC and SCFH);
Group 11 (19 individuals who work in FHS); Group 111
(17 users served by matrixing); Group IV (11 family
members of these users); Group V (focus group with
12 individuals who wotk in the health area: PSCC, FHS,
and SCFH), and Group VI (focus group with 08 users).

The high number of subjects in the study is due
to the complexity of the subject under analysis,
which comprises health workers, users, and their
family members. The number of representatives in
each group was determined by theoretical saturation,
which determined interruption in the search for new
participants when the final sample size was established,
on the basis of redundancy and convergence of both
meaning and significance obtained during collection
and analysis of data .

Semi-structured interview, observation of practices,
and focus groups were the techniques utilized to obtain
the discourses after participants signed the Term of
Free and Informed Consent (TFIC). They were guided
by ability to solve mental health problems within the
primary care; communication relationship between
worker, user and family; perception of matrixing; and
flow of users on the health network; which served as
script and theme.
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Analysis of empirical data was based on critical
hermeneutics, and social praxis was the basis within the
critical-analytical perspective. Assortment, classification,
and final analysis of data were the operational steps 7.

The results were consistent with the analytic con-
figuration expected to understand the object of study,
and were classified as discourses and comments, show-
ing the thematic understanding by the study subjects
of the category “Matrixing as a comprehensive care
device for mental health in primary care: potential
and weak points”.

This article is a part of the project entitled “Net-
work for Primary Care as a Link for Comprehensive
Mental Health, with emphasis on Matrixing”, which was
supported by the Health Ministry/FUNCAP/CNPgq.
As required by the Ethics and Research Committee,
UECE, the project protocol was submitted and received
approval (N° 08622882-0).

RESULTS

Matrixing as a comprehensive care device
for mental health in primary care: potential and
weak points

In the reports, matrixing was evidenced as a device
that links the PSCC team to that of FHS, ensures a
specialized rearward favoring both co-responsibility of
health teams and a territory-based care:

[-..] in matrixing, people really can see a bit what multidisci-
plinary work is, where each of them bas different knowledge, their
points of view, and an action core in their professional context;
they are there to share knowledge (Group 11).

In my matrixing, 1 give my opinion; they listen to me and
pay attention to what I say (Group I11).\

Matrixing is perceived in the technical assistance
and pedagogical dimensions of the discourses, through
which it promotes interaction between different knowl-
edge and reorients the network for health care:

Matrixing is a strategy for integration between primary and
secondary care in mental health, which are the PSCC. It has
several functions in the same activity, as screening (by which cases
that should go to secondary or tertiary care in mental health are
identified) teaching, training (so that primary care professionals
can conduct milder cases), training for education of students, and
also a link in the communication between services (Group 11).

This articulation [mental bealth and primary care] reduced the
referrals to other places, reduced the flow to PSCC, and reduced the
number of admissions to psychiatric hospitals (Group I).

Thus, this device was characterized as both facil-
itating tool (directing the flow in the network) and
coordination provider between levels of health care:

Matrixing showed to be an effective device for articulation
in network and bealth, allowing a co-responsible partnership
between workers in different health services. Furthermore, an
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increase was observed in the diversity of therapentic proposals
Jor users, especially the territory-based ones, including walking,
and collective and working activities (Observation of practice).

Use of relational techniques in the care process, such
as user embracement, connectivity, co-responsibility and
accessibility, was another important point observed in
matrixing, which resulted in an increased solving of
cases in mental health.

I feel happier, because 1 am here at the post, close to honse,
and I don’t need to go to PSCC, and all the doctors said was
successful in my life (Group V1)

When I come needing a post service, 1 never come back
home disappointed. They always take care of me. It has already
happened that my danghter was in crisis, and when I came here,
they attended me soon. They already know what it is and they
drop that person who is looking better and attend me soon with
her (Group IV).

Embracement and connectivity were perceived as a
horizontal relationship among all participants involved
in matrixing, including that one between professionals
and users/families:

I mark a few consultations, just for me to have a greater tinze,
and I realiged that the connectivity formed was so intense that,
when we intended to transfer the patient to the PSCC, the patient
did not want to go, and we observed a result: the patient believed
in the treatment offered not only by me but by other professionals
who were involved in the case (Group 7).

The way my doctor treats me makes me come here, and 1 like
1o participate in all activities bere, becanse 1 already came to this
post, in the old one where 1 made the treatment, I abandoned
everything I made there (Group 111).

However, matrixing displays some weak points that
hamper the provision of a comprehensive care, such
as continuity of a positivist attention (predominant-
ly pharmacological, physician-centered, including a
drug-dependent vision of the society).

Matrixcing only occurs if the physician is present, which high-
lights the fragility of matrixing in onr city; we need to overcome
this physician-centered view (Group 1).

I think that medication is the only means for my brother to
remain controlled; some physicians intend to withdraw or reduce
his medication, and I and the rest of mzy family do not accept
this (Group I1).

I think that the comprebensive care could be better in matrix-
ing because it is a very good and intelligent strategy to matke it
happen; unfortunately, we still have no appropriate professionals
Jfor all areas participating in this moment |...] we need to aban-
don the traditional pharmacotherapy, including becanse we can’t
stand, and we have to see the issue of groups, community and
massage therapy, and invest in collective activities; this is very
important (Group 17).

In addition, weak points were mentioned, which are
related to implementation and strengthening of matrix-
ing (as a device in comprehensive care in mental health),
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due to non-participation and refusal of physicians to
make a combined attendance and lack of management
support to this practice.

Sustainable feeding is necessary, that which already exists
becanse some things are somewhat asleep |[...] we spent some time
working matrixing a lot in the units, we had courses and now
it is much asleep; those who managed fo keep it, it was kept,
[-.] we must sensitize other professionals; very often the local
physician does not participate; in fact, be does not participate;
sensitization of other teams |...| and so that matrixing may
happen more systematically |...] commanding is the only thing
lacking, determining, indicating which team goes to what post,
and not having faults by car for this or that, as we see (Group 11).

DISCUSSION

As reported in some studies, social exclusion, stigma,
and confinement of subjects with mental disorder and/
or psychic suffering were widely disseminated by insane
asyli who adopted the traditional view of mental illness
(and their practice was based on a physician-centered
health-care model, where the individual was fragmented
into biological systems and its pathologies) contributed
to aloss in the patient social value, influencing until now
the way society still deals with issues related to mental
health of people ®'>19.

However, mental health in Brazil is shifting to-
wards new model of health care. It is a psychosocial
model, that evolved since the reality influenced by
the Sanitary Reform (in the two last decades of the
twentieth century), it passed through a process of
implementation and consolidation of the Unified
Health System (UHS; Sistema Unico de Saude, SUS)
and then, particularly by the Psychiatric Reform
(which has been causing a continuous and consistent
rupture in that psychiatric paradigm).

In this sense, Psychiatric Reform is understood as a
process (transformation of practices, knowledge, and
cultural and social values) that shows progress, but is
still marked by impasses, tension, conflicts (personal
relationships), and challenges in the everyday life of
institutions and services offered by the network for
mental health care 7.

Facing the new imposed paradigms requires creating
new strategies in the health care act, which may reflect
a comprehensive understanding of health, taking into
account the way of life of individuals. Thus, a new
way to treat and embrace the subject in psychological
distress in his/her daily life (and in his/her community
space) is developed .

Among these strategies, we have identified the need
to strengthen health care (especially mental health with-
in primary care) and its articulation with other substitute
services in the net. Hence, this will be a way to transpose
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the logic of a referral (reference and counter-reference)
that was not made by MS @19,

As it can be observed in the empirical data, MS has
two dimensions; one of them is characterized by the
pedagogical support to the reference teams and the
other by the technical assistance rearguard. This special-
ized technical support is available to a multidisciplinary
health team to both expand its field of operation and
qualify its actions in comprehensive care production ©.

Regarding educational support, it occurs in mental
health through a shared construction of knowledge
and practice between a reference team (comprised of
health care professionals, who are responsible for con-
ducting an individual/family/community case) and a
MS one (comprised of mental health experts, who add
knowledge to the reference team and contribute with
their interventions to increase the capacity of BHU to
solve problems) ©.

Thus, matrixing corresponds to knowledge and
practice shared by these health workers. However, we
emphasize participation of popular knowledge (pro-
vided by the user and family members) in building new
health care devices (in response to the user needs) and
articulation among these professionals (in producing
therapeutic projects according to the uniqueness of
each subject).

In the technical assistance dimension, MS can be
understood as a device that favors comprehensive care
because it is constructed on the relationships among
employee, user, and family members and, in turn, be-
tween community and health services, rebuilding the
health care network.

As can be seen, construction of a health care net-
work covers more easily health needs of the population
attended by UHS, in which MS is both a facilitator
device (of flow direction in the network) and an artic-
ulation provider (between different levels of the health
care system).

Thus, besides being the basis of different knowledge
and practices, this device uses relational techniques (em-
bracing, connectivity, and co-responsibility) to ensure
access of users to health services and ability of these
services to solve problems. Therefore, such reflection
unfolds in the relational field. Furthermore, it can be
seen that territorial insertion of FHS is broader than
that of PSCC and, therefore, its work is much close to
the community.

For this reason, the family health team must be able
to deal with cases of suffering among their users, using
the embracing device in their work processes to ensure
services of higher quality. According to one study @”;
accessibility and embracing are essential elements of
care, so that professionals can effectively act on the state
of health of both individual and community.
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Therefore, embracing is a device that can enable a
new health practice, being understood by communica-
tion actions (acts of receiving and listening to people
who seek health services, giving them appropriate
answers to each demand at any path of the process),
from reception and individual or collective attendance
to external referral, return, remarking, and discharge V.

In this sense, MS implies the use of relational tech-
niques to achieve a comprehensive care. Relational
techniques are used during health care when subjective
interactions are established, and they occur in the space
of the therapeutic relationship where health profession-
als stay one in front of the other. From this perspective,
dialogue is a field where techniques are molded. As
reported earlier, dialogues (which mediate the health
care work) shape not only the subject (through which
the techniques operate) but also the very conversation
(and how it is performed) @2.

As it was shown, ease of communication among
teams and between team and users/family permeates
construction of connection and formation of affective
ties, reflecting service quality (welcoming the user and
establishing confidence during the meeting). In addition,
the later search by users for solution of their problems
with the reference worker is a mode of perception of
the ties established between them.

Thus, construction of bond allows expanding clinic
services, using other therapeutic resources (not only
drugs). Health education, healthy lifestyle practices, and
formation of caregivers (who can help the team in the
care of complex cases in the community) are among
these resources. This is done by moving negotiation
from the care act to a consensus is reached between
needs and responsibilities @32,

In spite of the advances, a number of difficulties
remain. They affect comprehensive care in the primary
care level such as: a large unsatisfied demand, poor
material conditions, insufficient qualification of health
workers (which culminates with a poor service at the
time of consultation when cold, unhuman, and indif-
ferent relations are established), and persistence of the
emergency care model, which still prevails in Brazilian
primary health care (based on complaint-conduct, not
on comprehensive care to the user nor on actions to
protect collective life) .

Despite these problems, connectivity is identified
in FHS, especially by the team or by a reference pro-
fessional (those who are responsible for conducting an
individual, family, or community case), to increase the
possibilities of constructing a link between profession-
als and users. Therefore, construction of connections
depends on the particular mode of care, whereby health
workers show their responsibility for the health of users
and their family members .

Thus, MS favors ability of health workers to solve
problems in mental health care while their knowledge
and practices are reconstructed. This is done by knowl-
edge exchange (between the reference and matrix teams)
and also restructuring an interconnected health care
network. With emphasis on this reconstruction, the
look of primary care to patients with mental disorders
is expanded, favoring a comprehensive care to the user
who seeks health services. In short, MS forms support
and integration networks 9.

Hence, matrixing allows producing health through
deep structural reforms to both achieving a greater
ability to solve problems and reducing alienation of
health workers regarding the ultimate goal of their
work. In this perspective, specialized departments
begin to act horizontally, offering specialized support
to reference interdisciplinary teams. In other words,
specialty meets the reference team to discuss cases. In
this line, these teams are responsible for expanding the
clinic and conducting medium and long term thera-
peutic projects; in addition, they promote connection
and responsibility, avoiding the “logic” of unnecessary
referrals @7,

Despite the advances identified in the area of mental
health in Brazil, the positivist paradigm of health care
(in which predominance of biologic and pharmaco-
logic aspects of the human being overlaps the social,
psychological, and cultural ones) has not yet been fully
overcome. Persistence of health biomedical aspects in
the mind of some health workers weakens the health
relational techniques thus disfavoring comprehensive
care. As can be perceived in the discourses, professionals
and users/family members keep a biomedical model of
care production in their imagination.

Such valuation of biomedical knowledge conceives
the process of social medicalization as a progressive
expansion in the field of biomedical intervention re-
defining human experiences and behaviors as if they
were medical problems ©°.

Our results also indicate some difficulty to achieve
team work at FHS, mainly non-interaction of physicians
in combined care (which causes fragmentation and dis-
articulation in work processes) and lack of management
support to the new practice.

In order that a concerted work occur in a balanced
manner, this new form of attendance must urgently
become a natural and solidary way of working, which
exceed personal arrogance, need of some professionals
to exercise power over others, and tradition of care
centralization by some of them. Health actions with
relationships centralized in either worker or team shift
the ill subject to the periphery of the process, thus de-
nying the principles of comprehensive care, in which
users and their health needs ate in the focus ©V.
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Therefore, this context reflects the understanding
that health services must be interconnected, forming a
care network with institutions integrated into UHS. In
this network, matrixing will act as an articulator between
care levels, strengthening primary care (especially in
mental health), beyond encouraging prioritization of
soft technologies in health (as facilitator devices of
comprehensive care).

CONCLUSION

The present study provided an approximation to
the reality in the fields of study. Thus, we perceived
that practices of workers who participate in mental
health matrixing have contributed to health care pro-
duction. These practices are revealing, especially in
terms of (re)construction of the health care network,
strengthening and effectiveness in the use of relation-
ship techniques in health care (embracement, connec-
tivity, co-responsibility, accessibility, and resolvability)
as well as in redefining the therapeutic project for each
user and its collective elaboration (workers/users/
families and greater interaction between community
and health services).
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