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ABSTRACT
Objective: Identify the knowledge of mental health service managers about the national 
mental health policy. Method: This is a qualitative study conducted with 20 coordinators, who 
were submitted to a structured interview. Data were categorized in a thematic analysis using 
ALCESTE software. Results: The results produced the following categories: Back to society: 
protagonism and autonomy of patients; Interprofessional team: assignments and activities; 
Structuring of a psychosocial care network; Challenges affecting the service; Distance between 
policy and practice. Final Considerations: Public managers demonstrated they are aware of 
the key concepts for effective structuring of a psychosocial care network based on patient 
protagonism and autonomy, the assignments and activities performed by interprofessional 
teams, and the challenges found while structuring a psychosocial care network.
Descriptors: Mental Health; Mental Health Services; Health Workforce; Health Managers; 
Nursing Research.

RESUMO
Objetivo: Identificar o conhecimento dos gestores de serviços de saúde mental sobre a política 
nacional de saúde mental. Método: Trata-se de uma pesquisa qualitativa realizada com 20 
coordenadores, submetidos à entrevista estruturada. Os dados foram categorizados sob a 
análise temática, auxiliada pelo software ALCESTE. Resultados: Os resultados apontaram as 
seguintes categorias: De volta à sociedade: protagonismo e autonomia dos usuários; Equipe 
multiprofissional: atribuições e atividades; Estruturação da Rede de Atenção Psicossocial; 
Entraves que afetam o serviço; Distanciamento entre a política e a prática. Considerações 
Finais: Os gestores demonstraram conhecimento sobre os conceitos-chave para a efetiva 
construção da rede de atenção psicossocial a partir do protagonismo e autonomia dos usuários, 
das atribuições e atividades desempenhadas pela equipe multiprofissional, e das dificuldades 
em estruturar a rede de atenção psicossocial.
Descritores: Saúde Mental; Serviços de Saúde Mental; Recursos Humanos em Saúde; 
Gestores de Saúde; Pesquisa em Enfermagem.

RESUMEN
Objetivo: Verificar el conocimiento de los gestores de servicios de salud mental acerca 
de la política nacional de salud mental. Método: Investigación cualitativa, realizada con 
20 coordinadores, sometidos a entrevista estructurada. Datos categorizados de acuerdo a 
análisis temático, con ayuda del software ALCESTE. Resultados: Los resultados determinaron 
las siguientes categorías: De vuelta a la sociedad: protagonismo y autonomía de los 
pacientes; Equipo multiprofesional: atribuciones y actividades; Estructuración de la Red de 
Atención Psicosocial: Trabas que afectan el servicio; Distancia entre la política y la práctica. 
Consideraciones Finales: Los gestores demostraron conocimientos sobre los conceptos 
clave para la efectiva construcción de la red de atención psicosocial a partir del protagonismo 
y la autonomía de los pacientes, de las atribuciones y actividades desempeñadas por el 
equipo multiprofesional, y de las dificultades para estructurar la red de atención psicosocial. 
Descriptores: Salud Mental; Servicios de Salud Mental; Fuerza Laboral en Salud; Gestores 
de Salud; Investigación en Enfermería.
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INTRODUCTION

More than ten years after the approval of Law 10.216/2001(1) 
that regulates mental health services in Brazil, the National Mental 
Health Policy (PNSM – Política Nacional de Saúde Mental) in force 
in the country should be understood considering the contexts of 
care services and the system that manages these policies, with 
a focus on psychosocial care and structuring of a care network.

The PNSM is a result of the deinstitutionalization process 
of psychiatric care for the implementation and expansion of a 
network of substitute care services, with an increasing number 
of Psychosocial Care Centers (CAPS – Centros de Atenção Psicos-
social) and a considerable reduction in the number of beds in 
psychiatric hospitals across the country(2).

In 2011, the Psychosocial Care Network (RAPS – Rede de Atenção 
Psicossocial) was created in Brazil through legal and normative 
instruments to increase population access to psychosocial care 
and ensure a coordination among mental health care sites, which 
include CAPS, clinics, therapy homes, beds in general hospitals, 
among other sites that support resocialization and reintegration 
of individuals into the community(3-4).

Regardless of the quantitative effect of services, there is a 
fragile articulation with community services and lack of equip-
ment in the mental health care network(5). Besides these factors, 
the services and care provided to users are unsatisfactory, dem-
onstrating network weakening; despite a recognition of process 
implementation, the current needs of mental health care should 
be urgently fulfilled due to crisis situations of patients and the 
increasing number of users of crack cocaine and other drugs, 
both requiring effective and efficient actions(4).

The moment of transition is complex due to its singular process 
as it ensures extramural therapy actions, leading to reorganiza-
tion of work processes, roles and responsibilities through an 
articulation of multiple actors and services involved in RAPS, and 
demanding from professionals a comprehensive view of political 
and social aspects combined with a theoretical foundation to 
guide their practice(5-8).

Considering the above, the following study question was for-
mulated: What is the knowledge on the National Mental Health 
Policy of mental health service coordinators from municipalities 
in the state Rio Grande do Norte?

OBJECTIVE

Identify the knowledge of mental health service managers 
about the National Mental Health Policy.

METHOD

Ethical aspects

This study is part of the project “Roles and responsibilities of 
mental health professionals and policies in the state of Rio Grande 
do Norte,” submitted to and approved by the Research Ethics Com-
mittee of the Federal University of Rio Grande do Norte (CEP/UFRN).

This study also had the approval of the Mental Health Co-
ordination of the state of Rio Grande do Norte and the Health 

Departments from all 27 municipalities in the state with a psy-
chosocial care center.

Study type

This is a qualitative descriptive study based on a doctoral 
thesis produced for a graduate program in nursing at the Federal 
University of Rio Grande do Norte (UFRN).

Study setting

This study was conducted in the CAPS in the interior of the 
state of Rio Grande do Norte (RN). The RAPS of Rio Grande do 
Norte has 29 CAPS, distributed into eight health regions.

Source of data

This study included 19 municipalities which are related to 
problems addressed by the RAPS. Data were collected from the 
state coordinator of the Psychosocial Care Network and all 19 
municipal mental health coordinators of the municipalities of 
the state of Rio Grande do Norte that comprise the RAPS, total-
ing 20 participants.

After the participants signed an informed consent form, they 
were individually submitted to structured interviews with 10 
open-ended questions about their knowledge about mental 
health priorities of current policies politics, structure of mental 
health services in the current care system, the responsibilities 
of professionals in mental health services, and challenges that 
affect these services, among other topics.

This study included all professionals who fulfilled the criteria 
of being health care technicians. Professionals on vacation or 
medical leave were excluded.

Data collection and organization

Data were collected from August to October 2014.

Data analysis

The information obtained in these interviews was recorded 
using an electronic recorder, and then transcribed and converted 
into a corpus format for processing in the ALCESTE software 
(Analyse Lexicale par Contexte d’un Ensemble de Segment de 
Texte, in French) and submitted to thematic analysis(9).

The analysis procedure for the creation of meaningful categories 
had three stages: 1- pre-analysis, with the organization and reading 
of all transcriptions, and corpus organization; 2- exploration of the 
material after processing in ALCESTE, with coding and grouping 
of statements according to similarities of meaning; 3- analysis and 
interpretation of results, generating categories of discussion(9).

RESULTS

ALCESTE generated seven classes, after an initial reading pro-
cess and successive re-readings for the identification of meanings 
to produce categories of analysis related to the knowledge of 
managers about the PNSM/RAPS. As a result, five categories were 
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defined: Back to society: Protagonism and autonomy of patients; 
Interprofessional team: assignments and activities; Structure of 
a psychosocial care network; Challenges affecting the service; 
Distance between policy and practice.

For a better visualization of the articulation between the classes 
of ALCESTE and the thematic categories, all data will be discussed 
in the results based on the literature on the subject, where the 
speeches of participants were identified according to the format 
and identification of the variables and subjects used in ALCESTE, 
for instance: (*subject_01), and so on, for all study interviewees.

Back to society: Protagonism and autonomy of patients

Mental health coordinators from the municipalities analyzed 
in this study showed actions and measures to encourage the 
autonomy of patients that received care, placing them as pro-
tagonists of their treatment, fulfilling the requirements of the 
psychosocial care model.

The examples mentioned by the interviewees are related 
to the process of reintegration into society, the importance of 
receiving patients, the openness and freedom offered by the ser-
vices, methods of income generation, and promotion of patient 
resocialization process and autonomy.

[...] we have many good examples, [...] we have a family under 
treatment here, a couple who was living on the street and who lost 
custody of their six children for using crack cocaine and, in less than 
eight months attending the CAPS, we’ve already managed with 
the Guardianship Council to have three children back with them, 
they already regained the custody of three children and are living 
in a small house they got through social actions, both of them are 
in controlled abstinence, one is already back to work and [...] they 
are returning to society. This reinsertion is a motivation for us and 
for those who are here, to show that it is possible. (*subject_11)

[...] our goal here, first, would be receiving the patient and then 
offering a decent treatment, make patients understand their 
rights, understand they can be in the community without going 
to a psychiatric hospital, and the second point would be patient 
resocialization, empowering them to return to their life considering 
their limitations [...]. (*subject_15)

[...]  so we can offer them extra skills so, when they leave here, for 
reinsertion in society, they will have something to offer to support 
them, their life, their families; then we develop therapies here, crafts 
with recycled products to generate income for them. (*subject_19)

This door is symbolically closed, [...] it is open to anyone who 
wants to enter at any time they think they need to get support. 
(*subject_11)

Interprofessional team: Assignments and activities

Managers must know the assignments of each member of the 
mental health team, and based on this understanding, the number 
and the individual and collective assignments of the teams were 
described according to the reality of the municipalities.

We have in our center one psychiatrist, one nurse, two psychologists, 
two social workers, one pharmacist, two nursing technicians, one 

pharmacy technician, one music technician, two administrative/ 
SAME professionals and one cook. (*subject_03)

The speeches of the managers and the state coordinator show 
some knowledge about the development of activities shared or 
jointly performed by some professionals, and common individual 
activities to everyone or specific activities of each professional 
category, such as a physician, as indicated below:

[...] there’s another activity in which the team works together: the 
workshop [...]. (*subject_07)

[...] all professionals who perform group activities [...] also perform 
individual listening [...]. (*subject_15)

[...] the psychiatrist provides individual care in consultations, 
and provides prescriptions, statements, changes medication. 
(*subject_17)

Lack of knowledge of managers, as indicated in the following 
speech, shows positioning based on “guessing” and individual 
interpretations of every professional, generating noncompliance 
with ministerial regulations of the Health Promotion Network 
(RPS – Rede de Promoção à Saúde):

I wouldn’t say the diagnosis is provided by the physician, I guess 
it’s provided by the team. I think the diagnosis should be provided 
by the team after a collective discussion. (*subject_01)

So we had this gap, we didn’t know how to define assignments 
for that, we were all doing it together, so it was analyzed, and 
assignments were defined for everyone and discussed with each 
professional matching one’s area because we had to adapt it to 
our reality. (*subject_14)

Structure of a psychosocial care network

In response to the structure of the psychosocial care network, 
most managers highlighted the flow of the services available in 
the state and their work objective.

Today the policy is RAPS, which is a group of sectors comprising 
this network [...] trying to structure [...] to provide outpatient, 
emergency and urgent care, [...] home care, [...]. (*subject_06)

[...] articulating basic, emergency and urgent care, beds in a gen-
eral hospital, psychosocial care services [CAPS], then the idea, in 
this network structure, is to articulate these services so they work 
better to minimize these gaps in care. (*subject_01)

The current care model adopted by the Ministry of Health prioritizes 
de-hospitalization and psychosocial rehabilitation in psychosocial 
care centers [...]. (*subject_05)

Challenges affecting the service

The managers reported the following main obstacles: structural 
problems of the services, in many cases with insufficient physical 
space to perform the activities; lack of mental health training 
of professionals working in the services and lack of permanent 
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education; poor articulation of the psychosocial care network; 
and stigma as an obstacle to resocialization of CAPS patients.

[...] we can’t work well in this place. It doesn’t offer a good structure 
for the service. It’s a small place, the number of professionals is 
also small, so because of these factors, the service is not doing 
very well. (*subject_10)

[...] professionals who arrived here, they had no training, we have 
very few resources, we don’t have another solution, we don’t have 
proposals at the state level that can ensure training. (*subject_14)

[...] then our biggest obstacle is financial, another very important 
obstacle is our networks that don’t work, our center is a support-
ing hospital, [...] they are not responsible for the patients who go 
there, so they call the CAPS and we can’t find a way to handle it. 
(*subject_15)

Well, I think, I think prejudice, stigma, at least I see it a lot. We can 
go up to a certain level, I realize that when you address the prob-
lem of a drug user, you even see a good progress of that patient, 
but then, when you start the process of reintegration, [...] society 
is not ready, you can’t find a job for a person in treatment, who is 
in a CAPS. The fact that this person attends a CAPS, many people 
say “oh, he or she is mad”. (*subject_18)

Distance between policy and practice

The participants showed a general opinion of a distance 
between the mental health policy and legislation in force in the 
country and the daily experience of professionals, a process of 
transition between what was in force before and what came into 
effect with the mental health policies.

Sometimes what’s written in the paper, in the legislation, in the 
policy, is not what happens in practice. Practice is often very 
different from the policy that was proposed, so I still see a very 
big gap. (*subject_06)

I see distance and no interaction between legislation and policies 
and the practice at the moment of transition, because reality, the 
experience of mental health, needs more support, hospital-centric 
deinstitutionalization was a big progress, but we need service 
and support units to patients in crisis, families need this support, 
professionals need support, supervision, training. (*subject_03)

So, the State, the Municipal Department and the State Department 
of Mental Health, they work on that, trying to adjust it to help 
reduce the number of beds, crowds, but I don’t think they’ll be able 
to do it. They won’t do it until the CAPS is physically structured and 
with human resources, as it should be. (*subject_10)

DISCUSSION

Measures to encourage protagonism of patients treated in the 
services were described by the interviewees as included in the 
psychosocial care model. The support offered by social groups 
and different instruments such as the Guardianship Council and 
social workers is critical for social inclusion of people with men-
tal disorders or problems related to alcohol and other drugs(10). 
Reintegration of these people into society is very important for 

their process of reinclusion and resocialization, placing them in 
a context lost in the past or never experienced by them in the 
community.

Successful stories can increase the self-esteem of professionals 
working in mental health services and can act as guidance and 
motivation for other patients.

Patient reception by the service team goes beyond a screening 
process; it is a listening process that allows more humanized and 
clarifying relationships with the patients(11). Bonds strengthen the 
credibility of professionals, influencing the therapeutic response 
of mental health patients.

The process of income generation can be considered from 
different positive aspects in the life of mental health patients. 
In a study conducted with patients from mental health services 
inserted in income generation projects in the municipalities of 
the state of São Paulo, the patients reported work as a means of 
personal satisfaction and enabler of possibilities, a tool in the 
recovery process, a method to occupy the time, an enhancer 
of purchasing power and independence, and a driver of social 
relations(12).

Although the managers indicated patient protagonism and 
autonomy as critical in the psychosocial care model, the results 
obtained from the services analyzed showed an absence of 
specific projects of income generation, linked or not with a soli-
darity economy movement or individual initiative of the services 
analyzed. In this sense, only specific actions and workshops are 
offered by some CAPS professionals, in activities that are not at-
tractive to patients, and those who participated in these actions 
had a prior link with the proposed activity. This finding indicates 
more programs should be inserted or agreements should be made 
with services of the network, given the importance of work in the 
life of human beings for the development of territorial networks.

The participants of this study, encouraged during the struc-
tured interview, answered the questions about what technical 
professionals at the intermediate and higher levels comprised the 
teams that worked under their responsibility and the activities 
developed in the services. The work performed in a CAPS requires 
professional horizontality, including relations with patients, and 
the knowledge resulting from interdisciplinarity should expand 
the work developed by the multiprofessional team seeking to 
reach the goals of this service(13).

CAPS, based on the PNSM/RAPS, should develop a multipro-
fessional and interdisciplinary network(14). In this sense, health 
professionals (psychiatrists or mental health specialists, nurses, 
psychologists and technicians) have professional practice and the 
code of ethics that are specific to each category, which from an 
interdisciplinary perspective, refers to a therapeutic agenda for 
each service, and a singular therapeutic project.

This study showed that most participants reported the presence 
of minimum staff required for the service operation, according 
to Decree 336/2002, which sets the specifications for each type 
of CAPS and the number of minimum professionals to ensure 
the provision of services to patients(15).

The decree does not specify the assignments of each profes-
sional category of the service, but emphasizes that everyone is 
involved from patient reception to discharge, thus favoring a 
successful reintegration of patients into social groups(14). Based 
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on the profile of the work conducted in the CAPS and from a 
multi- and interdisciplinary perspective, it is a facilitator of the 
therapeutic development process, recognizing that every profes-
sional must bring the attributions and specificities of their training 
technique to their practice. Thus, some activities are common 
to all professionals and some are specific activities performed 
according to the ethical and legal competence of each category.

Paradoxically, while there is no technical delimitation of the 
professional practice or performance, which can cause gaps, con-
fusion or doubt among the professionals in specific assignments 
of each category, the isolation of medical knowledge aggravates 
the situation, becoming an obstacle for disciplinary interaction 
and exchange of knowledge and experience(13).

The psychosocial care model that has been adopted sug-
gests mental health should have an interdisciplinary diagnosis, 
considering this professional interaction as an important ele-
ment of the complexity of every patient’s therapeutic project(16). 
However, the interviewees showed some insecurity when giv-
ing their opinion, due to limited ability and competency in the 
operational and doctrinal objectives of RAPS, reporting it only 
as personal positioning without proper conviction based  on a 
general understanding of the health policy.

Complying with specific regulations is essential; and such 
requirement when selecting a manager could reduce or avoid 
actions and practices based on the opinion of each professional 
and would standardize care provided by the CAPS according to 
expected service.

The psychosocial care network aims to increase access of the 
general population to psychosocial care, connecting people 
with care centers and qualifying the service by providing patient 
reception, urgent care and continuous monitoring of patients 
with mental disorder or suffering and needs related to the use 
of crack cocaine, alcohol and other drugs, within the Unified 
Health System(4,14).

In this sense, the interviewees were questioned about the priori-
ties of mental health care in the current policy, that is, the search 
for fulfillment by adopting a single mission based on common 
goals and a cooperative and interdependent action that imply 
continuous care at the primary, secondary and tertiary levels(17).

In this study, some superficiality or tangency is observed, 
which can also be understood as a lack of knowledge about 
mental health care priorities in the current care policy, restricting 
their focus to the existence of the CAPS as something ordinary 
and uncritical. Another study observed the use of disparate 
strategies of decentralization and regionalization, with a focus 
on municipalities (isolated local systems), without a regional and 
systemic approach, and a delayed emphasis on regionalization 
in the national health policy(18).

Important issues that need to be addressed by the interdis-
ciplinary team regarding the psychosocial practice in mental 
health in substitute services and that refer to the perspective of 
the therapeutic work and the relationship of cooperation involv-
ing the patient, family members and the community were not 
addressed by the interviewees(16).

The Brazilian psychiatric reform, its policy and the proposed 
model of psychosocial care are in a process of metamorphosis, 
with ingrained practices and a hegemonic model inherited from 

classical psychiatry that reinforces the biomedical and medical-
izing model, and on the other hand, a new and redesigned field, 
where several actors interact to deconstruct the inherited model 
and build a shared model of mental health care. Because of its 
psychodynamic, polysemous and complex aspect, this proposal 
requires a long time to be implemented, until the conceptual as-
pects involved can be sufficiently clear for professionals, patients, 
family members and managers, in constant (re)construction.

As the professionals working in mental health care face a 
number of challenges, the managers, considered as mental health 
articulators, should act as institutional supporters(14) as well. In this 
sense, naturalization is observed among the practices inherited 
from historical processes of each profession involved in the RPS 
and that are confronted with legal and doctrinal aspects.

Regarding the obstacles affecting mental health services, this 
study observed dissatisfaction with work, in terms of a physical 
structure and human resources not consistent with the practice 
of mental health care and proposed substitute services, where 
subjective and singular aspects of these professionals have not 
been properly clarified and stated. The alienating or deficient 
work conditions hinder the perception of professionals as the 
subjects of their own work, co-responsible for quality care(19).

Ministerial directives reinforce that CAPS can be located in 
the physical area of a general hospital or in a university health 
institution, as long as they have an independent physical struc-
ture, with private access and own staff(14). This condition and its 
types of treatment do not ensure a change of logic. It was not the 
intramural physical structure that did not give answers to classical 
psychiatry, but the performance of the professionals focused on 
an excluding, alienating and hospital-centric model. It is a mistake 
to attribute the deleterious effects of psychiatry to the physical 
space of a hospital, considering the historical, social and political 
proportions of a certain period and the current social context.

Another aspect identified in this study refers to the distance 
between policy and practice. The political movement that origi-
nated the Brazilian Reform started with the problematization 
of the psychiatric hospital model and its articulation with the 
military regime, as this model acted as a practice of exclusion and 
torture of political prisoners(20), not to mention the costs resulting 
from associations with hospitals, clinics, homes that adopted the 
hospitalization model and high investments leading to a crisis 
of the social security system in Brazil.

The RPS includes additional dimensions besides population, 
operational structure and health care model, involving the eco-
nomic and social aspects of the country, facing great challenges 
to ensure a solidary and cooperative network of municipal and 
regional mental health and new ways of addressing health issues, 
respecting the principles of the Psychiatric Reform(16).

Therefore, a gap is observed in the understanding of the 
psychiatric hospital model and its structure and method to treat 
madness, in general, for an open model that uses the concept 
of accountability, deinstitutionalization and psychosocial care 
among the actors involved based on a territorial dimension. In 
other words, when changing the confinement of the mental 
asylum/psychiatric hospital as a private space into an public 
space that is open, participatory, democratic, for citizens, as 
proposed by the CAPS, this movement causes some distance 
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and imprecision in the understanding of policy, practice and 
legislation that regulates the actions of every professional in the 
context of psychosocial care.

In this sense, the RPS was built without hierarchy, using an end-
less wheel method(17), to handle the new approaches of process 
management with technical support, building and strengthening 
dialogue, personal and affective and institutional bonds, appre-
ciation of articulators and workers, among others18, causing this 
distance based on what affected the managers, workers and the 
work process in psychosocial care.

The managers who participated in this study reported an ab-
sence of a support besides CAPS to fulfill the demand of people 
with mental disorders. In many municipalities or regions, CAPS 
is the only mental care facility for these patients, excluding the 
other services that should fulfill the expectations of basic care of 
high complexity from the process or from the Psychosocial Atten-
tion Network. This distance or gap does not seem to recognize 
moments of crisis of mental and behavioral disorders, but the 
(re)structuring effect of RPS in the provision of services its work 
processes involved, in a perspective of collective production(13).

The professionals should be aware of their participation in 
the mental health care process, whether in specialized services 
or broader clinical services, such as general hospitals and basic 
care (work teams and conditions). Some speeches of interviewees 
indicate they do not believe that mental health policies will be 
actually fully implemented, given the challenges found today in 
the support and organizational structure of RAPS.

However, reformulations of the mental health policy include a 
redefinition of the professionals providing care and members of a 
multidisciplinary team, and every actor involved in the process should 
develop a more inclusive service that responds more coherently 
to the current political and ideological principles of the PNSM(21).

Study limitations

This study has the following limitations: the fact that it was 
developed in only one Brazilian state, not allowing generalization 

of the results; the period (year) when this study was conducted; and 
the current mental health policy in contrast with the psychosocial 
model based on the idea of returning to the psychiatric hospital 
model, resulting from a gap between the policies and practices 
of coping with drug abuse and psychosocial care practices. 
However, these aspects do not disqualify the study contribu-
tions, considering the evidence found and the pioneering work 
developed in the state regarding the theme and its challenges.

Contributions to nursing, health care or public policy

The findings provide a general view of the network of mental 
health services in the State of Rio Grande do Norte, with CAPS 
as the door and transformation from an asylum approach to a 
psychosocial, participatory, democratic and autonomous model. 
Then, further and complementary studies will have to be developed, 
considering these findings can be published to ensure, at first, a 
discussion to overcome challenges and, consequently, (re)build 
roles and assignments of the professionals from the multiprofes-
sional team, where a therapeutic agenda is guaranteed, based 
on a singular therapeutic project, respecting the singularities of 
patients, family members and professionals.

FINAL CONSIDERATIONS

The managers interviewed in this study considered the policies 
and structure of the psychosocial care network in a conflictive 
or comparative way, associated with the practice in the context 
of the CAPS, besides some distance between what policy and 
practice mean in solving mental health problems in a territorial 
perspective.

In addition, the managers showed they have knowledge about 
the key concepts for the effective construction of the psychosocial 
care network based on patient protagonism and autonomy, the 
assignments and activities performed by the multiprofessional 
team, and the challenges found while trying to structure the 
psychosocial care network.
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