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Abstract Home visits are a technology used in
mental health services to address individuals with
mental distress and their families. The intent is
to analyze different types of knowledge and professional practices related to home visits, grounded on the analytical framework provided by the
Psychiatric Reform’s dimensions, namely: theoretical-conceptual, technical assistance, legal-political, and sociocultural. This case study with a qualitative approach was conducted in a Psychosocial
Care Center (CAPS) located in Fortaleza, Ceará,
Brazil. Observation and semi-structured interviews were held with workers and later analyzed
from a critical hermeneutic perspective. The results show the territory covered by the service is
acknowledged as a social space in which individuals are allowed to express their experience/suffering and a place where care is produced. Home
visits require the reorganization of work processes
and the development of deinstitutionalization
strategies, which in turn promote the patients’ autonomy and contractual power. There are, however, challenges to be overcome, such as insufficient
human resources and a lack of material resources.
Additionally, workers have to deal with urban
violence and impediments to cultural change in
the way society deals with mental illness. Home
visits are essential within CAPS as a strategy to
dismantle the traditional asylum apparatus.
Key words Mental Health, House Calls, Mental
Health Services
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Introduction
The implementation of the territory-based psychosocial care model that resulted from the
Brazilian Movement of Psychiatric Reform represents an innovation in the care provided to individuals with mental distress because of an ethical-political, aesthetic and technical break from
the traditional type of treatment centered on the
use of asylums as the dominant paradigm1. Such
a rationale reduced individuals to a nosological
category, disregarding the remaining dimensions
of human existence – political, economic, psychosocial, cultural, spiritual, among others.
Therefore, the production of care in the psychosocial care model is based on therapeutic interventions implemented in the territory covered
by the service, considering the application of the
concept of health, the individuals’ history, as well
as integral and humanized care practices. Thus,
the complexity of the health-disease continuum
is recognized, as well as that the territory is an
essential level at which healthcare practices are
implemented2. That is, there is a new commitment to the production of knowledge and political, cultural, and legal interventions directed to
individuals experiencing mental distress and in
relation to insanity3,4.
The production of care in the community
area requires actions able to meet the multidimensional needs of people, taking into account
the complex processes that are involved in care
processes. The development of innovative intervention strategies and technology is necessary to
improve the connection between mental health
services and the various social and health devices
existing in the territory in order to improve the
access and participation of people with mental
distress in social dynamics4,5.
The concretization of this care model is made
possible through the construction of a mental
health care network with intersectoral cooperation. For that, the Ministry of Health has promoted the implementation of a Psychosocial
Care Network (RAPS), in which Psychosocial
Care Centers (CAPS) function as strategic devices intended to reorient practices and promote the
deinstitutionalization of mental health care5.
Indeed, the strategic nature of CAPS confers
on it a key role in connecting care settings within RAPS, especially in relation to primary health
care services through matrix support and sharing actions within the coverage territory with
the Family Health Strategy (ESF), in connecting
other sectors involved in healthcare delivery, by

guiding mental health policies and programs, in
implementing therapeutic interventions, while
taking into account the individuals’ social-contractual aspects, and in reflecting upon models of
health care and mental health practice2,4.
CAPS is supposed to transcend its institutional boundaries5 when implementing territorialized care, as well as the idea that the territory
in question is geographically bounded. That is,
CAPS is supposed to incorporate the notion of a
live territory, which is both a process and product of social relations, considering it is a social
instance6, a place of experiences and subjectivations. In this context, home visits emerge as a
technology able to promote the establishment of
bonds between the staff and their patients, families and territory. It is, therefore, an intervention
that promotes greater interaction among the
subjects, favoring workers coming to acknowledge the context in which this population lives,
promoting the establishment of bonds and a better understanding of the families’ structures and
dynamics7.
It is, therefore, important to problematize
the role and scope of home visits in the reorientation of the care model, especially in taking
deinstitutionalizing actions to materialize the
obstacles hindering the proper delivery of psychosocial care. Such obstacles, widely addressed
in the literature2,4,8, include: the risk of reproducing asylum practices; the precarious nature of labor; poor infrastructure and insufficient material
resources; and a lack of continuing education,
among others.
Given the preceding discussion, this study’s
objective was to analyze the different types of
knowledge and practices implemented by the
CAPS team within the scope of home visits,
based on the dimensions of Psychiatric Reform.
Theoretical-methodological framework
This study is based on the qualitative tradition of social research in the health field, the
general design of which is a single case study9,
theoretically grounded on the dimensions of
the Psychiatric Reform delimited by Amarante10, namely the theoretical-conceptual, technical-assistance, legal-political, and sociocultural.
These dimensions support the development of
new mental healthcare practices, in addition to
promoting critical reflection upon how work is
organized and psychosocial care is produced.
The theoretical-conceptual dimension refers
to the resignification of concepts underlying the
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which is considered the art of understanding
texts, especially human communication, including hidden meanings and contradictions
emerging from individuals and their contexts.
Communication, mediated by language, as a way
to participate in the world, enables the composition of different and original meanings. Thus,
the meaning of a text does not end with what
was said, considering that understanding is always incomplete and an infinite process in which
new sources of understanding emerge11. Hence,
the organization of the corpus of information,
coming from the transcription of the interviews,
together with observations, enabled devising thematic categories that supported the development
of the interpretative network (Figure 1).
In compliance with the ethical guidelines
concerning research involving human subjects,
this study was submitted to and approved by the
Institutional Review Board at the State University
of Ceará.

Results and discussion
The territory as a space to produce
psychosocial care
An understanding that the territory is a space
to implement psychosocial interventions permeates the discourse of the CAPS workers who
make home visits, from multiple perspectives,
which are analyzed here in light the Psychological
Reform’s dimensions.
The epistemological dimension, the essence
of which is the reconstruction of knowledge
underlying mental health practices, holds that
the privileged space in which psychosocial care
is delivered is transferred from the psychiatric
hospital setting to the coverage territory, territory which, in addition to the physical dimension,
encompasses a political and social dynamics:
The territory refers to the coverage area [...] the
area in which we live (E1).
[...] not only is the geographical area delimited,
but patients also have the right to be cared for. [...]
Precisely, we have to work the issue of strengths existing in the territory (E4).
The territory, delimited in geographical
terms, is under the health team’s responsibility,
whose duty is to connect policies and services, as
well as connecting them to the care delivered to
the population under the CAPS coverage2,4. Thus,
the staff is supposed to encourage the participation of patients in the various spaces, facilitating
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know-how of Psychiatrics. It requires an epistemic attitude implicated with other forms in which
knowledge is produced, based on the possibility
of new empirical contact with the phenomenon
– the experience of individuals. The technical-assistance dimension refers to the care model, the
organization of the healthcare network, and interventions intended to meet the population’s
mental health needs. The legal-political dimension highlights a debate concerning citizenship
and civil, social and human rights. Thus, it proposes that the legal framework be revised, as well
as that specific legal standards be established to
ensure patients exercise their citizenship. Finally,
the sociocultural is a strategic dimension to reconfigure the relationship established between
society and mental illness, mediated by new
forms of sociability, which requires listening,
respect, dialogue and an ethical-political commitment to provide opportunities for the coexistence of differences, at the same time in which
the autonomy of individuals is acknowledged.
In accordance with the qualitative approach,
we adopted a critical-reflective posture to observe the phenomenon in its uniqueness, interact with it and analyze how these individuals interpret their contexts within the scope of home
visits. For that, an interpretative effort was made
to connect the inter-subjective dimension to the
material dimension within the scope of mental
health practices.
The study setting was a CAPS located in Fortaleza-CE, Brazil, selected according to the following criteria: being among the three first CAPS
implemented in the city; having permanent public employees composing the home-visits staff;
and receiving students from the Mental Health
Nursing Boarding School at the university with
which the authors are affiliated.
The study’s qualitative sample was composed
of key informants, represented by four workers
from CAPS: two nurses and two social workers.
The participants’ accumulated subjective experience with home visits was taken into account.
Data were collected during previously scheduled semi-structured interviews held in a private
area. Interviews were audio-recorded and transcribed verbatim. Observation was also used and
authorized by the staff and institution. In addition to nine home visits (three visits a week, on
average), we also observed the service internally,
totaling 40 hours of observation on different days
and times.
The empirical material was analyzed based
on the assumptions of critical hermeneutics11,12,
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Home visits in psychosocial care
Empirical material: Interviews
and observation

The territory as a space to produce
care

Theoreticalconceptual

Technical
assistance

Legal-political

Sociocultural

1.Area of coverage under the
team’s responsibility
2. Space to socialize and interact
with CAPS

Home visits as an intervention
technology

território como espaço de
produção
do cuidado
1.To promote the reorganization of

the work process and psychosocial
care strategies
2. Families are addressed

1.Access to the care network
2. Organization of the care network
3. Planning of actions

1. Criteria for receiving a home
visit: clinical criteria and criteria
that concerns the organization of
the service
2. Obstacles

1. Space of actions intended to
promote rehabilitation and
citizenship

1. To promote citizenship and
provide information regarding the
territory and its institutions

1. Territory as a social space for
individuals facing mental distress

1. Social reintegration is restricted:
stigma and perception of danger
2. Reintegration strategies

Psychiatric reform dimensions

Figure 1. Interpretive network flowchart of home visits in psychosocial care according to the dimensions of
Psychiatric Reform. Fortaleza (2019).
Source: Developed by the authors.

social reintegration and new ways to exercise
their rights. Understanding the territory as a
space where care is produced is relevant because
it implies reconsidering the theoretical and practical grounds upon which therapeutic projects
are developed, reorienting the mental healthcare
model1,13. When workers recognize the resources
existing in the territory, they are more likely to
incorporate these resources in their care practices, subverting the logic of exclusion and furthering deinstitutionalizing practices.
The fact the work of CAPS is geographically
delimited shows the political-administrative and

legal division incorporated in the health system,
in which the concept of territory is restricted to
a geographical unit, which implies the need to
expand such a notion and consider it from the
perspective of Collective Health14, particularly
Mental Health; that is, the territory needs to be
acknowledged as a space for the circulation of
people, of socialization.
Even though the political-administrative and
operational dimension seems to be centered on
the territory’s geographical extension, the workers report an understanding that this is a space
where CAPS’ patients can interact:
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health policies17, including the implementation
of RAPS.
The organization of RAPS connects and integrates the services within the territory. CAPS is
supposed to develop therapeutic projects based
on integral care that is provided together with the
ESF and the remaining social devices, according
to the needs of each patient. One study, however,
reports that access is hindered because of structural and organizational aspects of CAPS, in addition to poor intersectoral cooperation18. Managers and workers, in turn, indicate difficulties in
the organization of RAPS, which are translated
as disconnection among different services and an
incapacity to assist all patients, which generates
waiting lines and suppressed demand4,8.
Nevertheless, Psychiatric Reform led to the
reorientation of mental health services, requiring
added care strategies and resources, in addition
to the assumption that services are supposed to
meet the territory’s demand19, aspects that are
apparent in the reports of workers from CAPS:
[...] we must be familiar with the territory, its
strengths and institutions, to use them as an ally in
the therapeutic practices (E-4).
An appropriation of the territory with its
various institutions, on the part of the CAPS
staff, enables it to be used as an ally when implementing therapeutic projects. In this sense,
the staff seems to ground the delivery of care
on ethical-political guidelines that focus on the
permanent reinvention of ways to organize and
circulate in the city4. Thus, care shifts from the
biological to the social body, from the institutional to the community space. As a consequence,
new forms of receiving patients and intervening
in their suffering-existence are needed, to incorporate the dimension of social relationships established in the time and urban space, through
the development of therapeutic proposals within
the network, which together compose territorial
care19.
Therefore, the planning of actions requires
the use of tools to identify resources and strengths
within the territory to incorporate them into the
care processes. In fact, it is through “territorialization that we’ll know the network as a whole. It
is through knowing this network that we plan all
our activities” (E-4).
The implementation of the CAPS role requires interventions that will advance its management and care delivery processes. Thus, it is
necessary to identify both material and subjective
resources that are available in the territory to include them in the development of the patients’
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I think it is easier for patients when they are
familiar with this territory. Like, here at CAPS, I
think it is important to receive the care they (patients) need, within the territory (E1).
The singularities of the population’s social
dynamics, translated into problems, conflicts,
and needs that may become demands within
the health services or require social protection
should be accounted for when patients’ access
to goods and services within the territory itself
is to be expanded. Additionally, each territory
presents a demographic, epidemiological, administrative, technological, political, social and
cultural profile, which characterizes it as a territory, a live space that is constantly changing6. As
a consequence, the conception of territory shifts
from an emphasis on the political-administrative to the sociocultural dimension, that is, from
establishing boundaries between people, to the
limits imposed by the body and affection among
people15.
In fact, the clinical practice within the CAPS
is a way to provide care that results in a relationship among the service, the city and the patient’s
experience, in a complex cooperation that incorporates the notions of healthcare network and
territory in its political, sociocultural and affective dimensions.
In regard to the technical-assistance dimension, the territory emerges in the workers’ reports as being linked to access, organization of
the healthcare network and the planning of care
practices:
I believe access is facilitated. Everything patients need is available within the territory (E-2).
He can access all the institutions in the network, [...] from primary health care to specialized
care (E-4).
Thus, there is recognition that the territory is
a space in which to promote new interactions and
care practices within the network, ensuring that
patients have access to health services. The practice of territory confirms that law is complied
with, that is, people experiencing psychological
distress are supposed to have access to treatment
that is appropriate to their needs, preferably in
mental health community services16.
Access is related to the availability of services,
accessibility, organization of services, the warm
reception of patients, meeting needs, and welcoming the population that seeks problem-solving capacity at all levels of complexity within the
health service. All these aspects express the political-social dimension of access that should permeate the development and implementation of
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therapeutic projects3. In this context, territorialization is essential to characterizing the population under the staff ’s sanitary responsibility,
considering the population’s care problems and
networks to support an analysis of the health situation, planning at a local level and implementing strategic actions that ensure the development
and maintenance of problem-solving capacity.
Hence, the territory should not be restricted to
the construction of maps to identify risks, health
problems and/or existing resources, much less as
a mere organizational and managerial strategy of
CAPS. Rather, it should be a tool to mobilize the
population and promote social participation15, a
way to exercise citizenship and establish the individuals’ contractual power, promoting co-responsibility and intersectoriality.
From the perspective of the legal-political dimension, the interviewees defined the territory
as a space to implement rehabilitation actions,
which have a social, political and legal nature3,
forged in the establishment of new ways to exercise citizenship and fight for rights, guiding care
practices:
Often, he (patient) seeks an educational qualification so we put him in connection with CRAS
(Social Assistance Referral Center) because they offer vocational courses there. If the individual needs
social assistance, we refer him to Social Security.
If they need documents, we put them into contact
with the casa do cidadão [governmental agency].
When they have a legal issue, we refer them to the
attorney general (E-4).
We also observed that the workers from
CAPS, especially those from social assistance,
create conditions under which patients and their
families can circulate within the territory and
seek their rights, providing them instructions,
scheduling appointments with the agencies and
designating one worker from the team to accompany them and ensure they have their needs
met. In this way, the patients’ desires and ways of
life20 are respected and taken into account, which
shows that the asylum model is actually been replaced by the psychosocial model, respecting the
individual and his/her subjectivations2,4, mediating the patients’ projects of life/happiness20, and
enabling them to resignify difficult experiences.
In fact, the proposal of territorial care, guided by integrality and intersectoriality3 promotes
and enhances psychosocial rehabilitation, taking
responsibility, and establishing new social and
institutional relationships. In this context, the
territory is configured as a place of life, in which
exchanges are established, where care delivery

takes place in a process in which the individuals’
contractual power is recovered in order to expand their autonomy1,13 and to construct meaningful life projects13.
According to the sociocultural dimension,
the interviewees defined territory as a social place
for those in mental distress, who are acknowledged as social subjects and integrate into the
different spaces as a strategy to overcome stigma
and traditional practices of institutionalization
experienced during mental illness. In this sense,
the territory can become a device to concretize
social inclusion:
[...] a possibility to concretize social inclusion, a
possibility to realize social being (E-3).
It’s where he lives, attends leisure activities, goes
to school and health units. All this is part of this
territory where he interacts (E-2).
Note that the creation of possibilities for
individuals with their experience-suffering to
remain within the territory is determinant to
dismantling the asylum apparatus10 and a still
persisting desire, on the part of society, to maintain asylums21. For that, it is necessary to advance
with the discourse pro the development of policies and strategies of intersectoral action focused
on overcoming stigma and concretizing social
inclusion as a condition to develop new ways for
society to deal with insanity, so that it does not
focus on the illness, but on the social subject in
his/her multiple dimensions and possibilities of
social relationships.
Home visits as intervention technology
in psychosocial care
As a care strategy used in psychosocial care,
home visits have the potential to promote interactions among CAPS, territory and the homes of
individuals facing mental distress.
From the perspective of the epistemological
dimension of Psychiatric Reform, in the context
in which knowledge and practices are reconstructed, home visits are considered a technology that promotes the reorganization of the work
process and psychosocial care strategies, favoring
interventions within the territory, and chiefly
mediating social reintegration:
Home visits are an intervention strategy that
expands the possibilities of CAPS working within
the territory (E-3).
The team makes a visit, the interdisciplinary
teams make visits (E-4).
These reports show the conception of home
visits as being a strategy that connects the no-
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by CAPS, the performance of which is determined by dimensions related to clinical practice
and the organization of the service, based on
criteria in which patients are selected to receive
health workers at their homes:
Due to risk priorities, the need for a more urgent intervention, [...] when required by the professional who referred the patient, or asked by the
patient or family (E-3).
[...] in other cases, is based on an active search
of distant patients, who have been absent for a long
time (E-2).
In these terms, home visits are performed
when patients need assistance but are impeded
from visiting CAPS due to behaviors that make
social life difficult, or due to decreased mobility,
clinical morbidity, or a crisis; these are clinical indications considered to be a priority. For this reason, the staff takes into account the health needs
of patients, performing procedures (including
nursing actions) based on clinical, psychosocial
and family assessments:
We accompanied scheduled visits with specific
objectives. One of the days, the approach was focused on a patient’s behavior and family dynamics, in addition to listening to complaints. On other
days, visits were exclusively meant to administer
intramuscular medication because patients were
not able to come to the service (Field diary).
In this context, home visits are characterized
as a modality of care delivery that ensures access
to health care from the perspective of integrality
and humanization1. To this end, the CAPS staff
establishes a monthly schedule based on local
planning and considering the patients’ demands:
[...] we work in a multidisciplinary team, so we
have to plan the days these visits will happen (E-4).
We have a book where all patients’ requests are
recorded, or when the staff perceives the patient is
in need (E-1).
Therefore, there is an effort on the part of the
staff to organize the service and perform home
visits based on the demands arising from therapeutic projects, according to availability within
the service. Patients’ crises, however, are not under control nor are they subject to CAPS planning, so it is not possible to adopt a model based
on stages or structured instruments to address
patients at home:
[...] there is no standardized script for home
visits. There are situations in which we make the
visit and later discuss the situation with the team
(E-4).
In fact, the mental health clinical practice
contributes to home visits to escape from previ-
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tion of territorial care, teamwork and interdisciplinary work, as guidelines for the organization
of work, which requires that actions be shared
within the multiprofessional team. Hence,
home visits increase the possibilities of working
with patients, considering the complexity of the
mental health-disease continuum, as well as the
complexity of the object of the intervention – an
individual who is in distress and has been expropriated from his/her political-social relationships.
Home visits make it possible to address the
family structure and dynamics – the team’s object of intervention, and provides greater understanding of how these interfere in the lives of
patients:
The patient’s home is a territory, a space where
many relations originate, where many limitations
are imposed and many relationships need to be
addressed. Sometimes the family is the first space
where exclusion takes place. It is essential to address family dynamics, otherwise we provide psychosocial care, we’ll go to CAPS work with an asylum type of care (E-3).
When you address the nuclear family, you make
the family become co-responsible for follow-up (E4).
The consolidation of the psychosocial care
model stems not only from the implementation
of new services, but mainly from the incorporation of care technologies that enable CAPS to
interact with the patients’ different living spaces,
especially the family.
The inclusion of the family in care projects is
a guideline that concerns the deinstitutionalization proposed by Psychiatric Reform. Hence, returning a patient to his/her family environment
is essential to reintegrating him/her into society22.
In this sense, there is consensus regarding the relevance of the family in the therapeutic process,
both as a caregiver, as that role shares responsibilities with the staff, and also as a recipient of care.
Therefore, CAPS can develop actions directed
to the families23 according to the following objectives: promote patients’ healthy coexistence with
their families and social contexts; support and
orient individuals experiencing mental distress
and their families when facing difficulties in order to understand the health-disease continuum
and ways in which care is provided, considering
their needs and the supply of health care within
the network; and strengthen family and community bonds, promoting acceptance of individuals’
suffering-experience and their ways of living21,22.
In the scope of the technical-assistance dimension, home visits are an activity performed
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ously established models. Thus, the staff always
deals with the unpredictability that is inherent to
processes of the subjective production of individuals experiencing mental distress. Therefore,
the staff faces two possibilities: the first may be
a situation in which there are disagreements or a
situation that is difficult to manage and requires
professional ability to handle them; the second
may be a situation that requires an intervention,
but an intervention is not possible at the time and
a given action will take place later, after the visit.
Hence, there is no manual for home visits, interventions or mental health care24, which requires
workers to exercise their creativity and welcome
individuals in their uniqueness, respecting their
differences.
From an operational point of view, the CAPS
staff lists obstacles to home visits that are related
to the service and dynamics of life within the territory, among which are the lack of availability of
material or human resources, violence and a lack
of acceptance on the part of the community:
[...] not being safe. Sometimes there is no car.
And, even if there is a car, we go by ourselves and
we are afraid. It’s dangerous! Sometimes we are
supposed to take a psychiatrist with us, but then
there is not one available at the time (E-2).
The community has to accept the patient, for a
visit to happen. Often, the community has a difficult time accepting the patient (E-4).
The organization of teamwork is affected by
internal and external aspects, such as not having
a vehicle available at all, or not having it at the
right time, because the car is also used by other
services. This is a situation similar to that reported by a study conducted in a city in Rio Grande
do Sul, Brazil where there is also a lack of material resources, including not having a vehicle to
drive workers to the patients’ homes25.
The work performed by the CAPS in the territory, especially in large urban centers, exposes
workers to the risks of urban violence. Additionally, how patients and their families will receive
the team is unpredictable, especially when the
patient is in crisis, exposing workers to the risk
of aggression. In this study, the staff indicates
a need to have the company of a security professional, because workers acknowledge that it
is dangerous to circulate in the territory. These
results are consistent with studies conducted in
Fortaleza and in other Brazilian states, reporting
that CAPS workers are continually exposed to the
risk of violence, which triggers feelings of fear,
hopelessness, and that one’s physical integrity is
constantly under threat4,25,26.

During home visits, workers may face situations in which their presence is not wanted, either
at the patient’s home or in the community. This
may result from the patient having a crisis; the
family considers visiting hours to be inappropriate; or a failure to acknowledge the intervention
is necessary, among others. In these cases, home
visits are seen as the health sector meddling in the
lives of people and interfering in their freedom27.
In terms of the legal-political dimension, the
workers use home visits to encourage citizenship
awareness, and attempt to explain the meaning of
the territory and of the institutions it contains.
In these terms, they contribute to sensitizing patients and families in regard to their rights:
Even with the visits we make, there are still
patients who are not aware that CREAS or CRAS
exist, and they are not aware there are other healthcare units available in the territory [...]. So, we work
with these people and provide clarification regarding their rights and the services they can use (E-4).
The workers, therefore, promote political
actions intended to empower patients and their
families and allow them to appropriate of the
social territory as a dimension of care. Thus, the
actions performed during home visits are committed to overcoming a historical denial of the
rights of people with mental distress, seeking to
reconstruct their relationships with society and
institutions. Workers seek to concretize one of
the objectives of the psychosocial care model,
which is the delivery of integral care, emphasizing political and biopsychosociocultural aspects
as determinants of the mental health-disease
continuum. They, therefore, emphasize a conception of territorialized care, by including families
and the community and valuing the legal-political dimension28.
Considering the sociocultural dimension,
these workers face situations during home visits
that restrict the possibility of social reintegration
as consequence of stigma and a notion still persistent that an individual with mental illness is
dangerous:
Patients, sometimes their families, do not want
to go out with him, which makes it difficult [...] because of the harm he can cause to a worker, another
patient, or society (E-3).
Therefore, we see the reproduction of a behavior that has historically hindered the circulation of individuals with mental distress in the
territory due to difficulties dealing with differences. Note that the circulation of these people remains a concern in the social agenda and
health services, seeking ways to ensure safety and
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Final considerations
When analyzing home visits by the CAPS workers from the perspective of the Psychiatric Reform dimensions, we realized that there is a
process in play to recompose the know-how in
mental health. In this sense, the participants of
this study express an ethical-political and technical commitment to the development of care
practices intended to socially transform the place

of madness within society. These practices promote social reintegration, autonomy and greater contractual power among those experiencing
mental distress.
In the context of psychosocial care, territory
means more than a geographical area, it constitutes a space where care is produced, where greater circulation and participation of people with
their experience-suffering is promoted, considering their unique ways of living. Thus, the practice of home visits works as a mediator between
CAPS, territory and individuals regarding the
construction of a practice oriented by integrality and intersectorality, intending to produce new
ways to exercise citizenship through strategies
that promote emancipation and empowerment
of people to conduct their projects of life.
Hence, home visits contribute to the implementation of strategies for deinstitutionalization
when planned to meet the needs of patients and
the community and employ clinical and service
management tools to reorganize the teamwork
processes. In these terms, home visits are appropriate to address patients and families and enable
them to interact with the life within the territory. Home visits, however, present limitations and
face challenges imposed by the CAPS structure
and functioning, given an insufficient availability of material and human resources, in addition
to those challenges inherent to the psychosocial
practice, translated into difficulties faced by the
staff in expanding intersectoral cooperation and
promoting greater circulation of people in the
city.
In fact, it is essential that home visits become
a permanent practice in the routine of CAPS as
a technology to address patients and their experience of life, including the family context, and
definitely to dismantle the asylum apparatus and
all forms of exclusion and stigma that surround
mental illness. Hence, it is an opportunity to reinvent professional knowledge and advance changes
in the local culture to encourage society to establish a new relationship with madness, one that is
grounded in tolerance and respect of differences.

Collaborations
All authors participated in the design and revisions that resulted in the publication of this article, and to make public its content.
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prevent harm and disorder in society. Such safety is ensured through the role played by families
and by using psychotropic drugs to control undesirable behaviors19.
In order to meet an ethical imperative to establish a new social place for individuals with
mental distress and new ways to deal with insanity, the workers seek social devices within the
territory “when he needs to be inserted in leisure
activities, we work together with SESC” (E-4).
Actions with this purpose were observed on the
part of the staff during one of the home visits:
On that day, we entered a house, after we got
the resident’s consent, who lived by herself. We were
invited to take a seat. At the time, that lady was
encouraged to take part in leisure activities that
took place in a plaza near her home, in addition to
interacting more with her neighbors (Field Diary).
In this context, the team implements guidelines from Mental Health Policies establishing
that procedural and relational dimensions should
be recovered to create new routes for people with
mental distress to circulate in the territory, respecting political and sociocultural uniqueness19.
Finally, despite challenges, CAPS workers actually promote actions intended to involve families and society in the development of inclusive
actions that effectively increase the participation
of these individuals in the city and in the construction of a new culture based on civilizatory
values to enable respectful, welcoming and solidary coexistence with individuals experiencing
mental distress.

Morais APP et al.

1172

References
1.

2.

3.

4.

5.

6.

7.

8.

9.
10.
11.
12.
13.

14.

15.

16.

17.

CC

Bosi MLM, Carvalho LB, Ximenes VM, Melo AKS,
Godoy MGC. Inovação em saúde mental sob a ótica
de usuários de um movimento comunitário no nordeste do Brasil. Cien Saude Colet 2012; 17(3):643-651.
Nunes JMS, Guimarães JMX, Sampaio JJC. A produção do cuidado em saúde mental: avanços e desafios à
implantação do modelo de atenção psicossocial territorial. Physis 2016; 26(4):1213-1232.
Oliveira EC, Medeiros AT, Trajano FMP, Chaves Neto
G, Almeida SA, Almeida LR. O cuidado em saúde
mental no território: concepções de profissionais da
atenção básica. Esc Anna Nery 2017; 21(3):e20160040.
Guimarães JMX, Sampaio JJC. Inovação na gestão
em saúde mental: incorporação de tecnologias e (re)
invenção nos centros de atenção psicossocial. Fortaleza:
EdUECE; 2016.
Ferreira TPS, Sampaio J, Souza ACN, Oliveira DL,
Gomes LB. Produção do cuidado em Saúde Mental:
desafios para além dos muros institucionais. Interface
(Botucatu) 2017; 21(61):373-384.
Santos M. O retorno do Território. In: Santos M, Souza MAA, Silveira ML, organizadores. Território: Globalização e Fragmentação. 4ª ed. São Paulo: Hucitec,
Anpur; 1998b. p. 15-20.
Albuquerque ABB, Bosi MLM. Visita domiciliar no
âmbito da Estratégia Saúde da Família: percepções
de usuários no Município de Fortaleza, Ceará, Brasil.
Cad Saude Publica 2009; 25(5):1103-1112.
Paes LG, Schimith MD, Barbosa TM, Righi LB. Rede
de atenção em saúde mental na perspectiva dos coordenadores de serviços de saúde. Trabalho Educ Saúde
2013; 11(2):395-409.
Yin RK. Estudo de caso: planejamento e métodos. 5ª ed.
Porto Alegre: Bookman; 2015.
Amarante P. Saúde mental e atenção Psicossocial. 4ª ed.
Rio de Janeiro: Fiocruz; 2015.
Minayo MCS. O desafio do conhecimento: pesquisa
qualitativa em saúde. 14ª ed. São Paulo: Hucitec; 2014.
Gadamer H-G. Verdade e Método. Petrópolis: Vozes;
1997.
Barros S, Oliveira MAF, Silva ALA. Práticas inovadoras para o cuidado em saúde. Rev Esc Enferm USP
2007; 41(esp.):815-819.
Santos MRP, Nunes MO. Território e saúde mental:
um estudo sobre a experiência de usuários de um
Centro de Atenção Psicossocial, Salvador, Bahia, Brasil. Interface (Botucatu) 2011; 15(38):715-726.
Pessoa VM, Rigotto RM, Carneiro FF, Teixeira ACA.
Sentidos e métodos de territorialização na atenção
primária à saúde. Cien Saude Colet 2013; 18(8):22532262.
Brasil. Lei 10.216, de 6 de abril de 2001. Dispõe sobre a
proteção e os direitos das pessoas portadoras de transtornos mentais e redireciona o modelo assistencial em
saúde mental. Diário Oficial da União 2001; 9 de abril.
Assis MMA, Jesus WLA. Acesso aos serviços de saúde:
abordagens, conceitos, políticas e modelo de análise.
Cien Saude Colet 2012; 17(11):2865-2875.

BY

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

Oliveira RF, Andrade LOM, Goya N. Acesso e integralidade: a compreensão dos usuários de uma rede de
saúde mental. Cien Saude Colet 2012; 17(11):30693078.
Barbosa VFB, Caponi SNC, Verdi, MIM. Cuidado em
saúde mental, risco e território: transversalidades no
contexto da sociedade de segurança. Interface (Botucatu) 2016; 20(59):917-928.
Ayres JRCM. Cuidado: trabalho e interação nas práticas de saúde. Rio de Janeiro: CEPESC, UERJ/IMS,
Abrasco; 2009.
Alverga AR, Dimenstein M. A reforma psiquiátrica e
os desafios na desinstitucionalização da loucura. Interface (Botucatu) 2006; 10(20):299-316.
Vicente JB, Mariano PP, Buriola AA, Paiano M, Waidman MAP, Marcon SS. Aceitação da pessoa com
transtorno mental na perspectiva dos familiares. Rev
Gaucha Enferm 2013; 34(2):54-61.
Bielemann VLM, Kantorski LP, Borges LR, Chiavagatti FG, Willrich JQ, Souza AS, Heck RM. A inserção da
família nos centros de atenção psicossocial sob a ótica
de seus atores sociais. Texto Contexto Enferm 2009;
18(1):131-139.
Oliveira RMP, Loyola CMD. Pintando novos caminhos: a visita domiciliar em saúde mental como dispositivo de cuidado de enfermagem. Esc Anna Nery
2006; 10(4):645-651.
Fernandes M, Duarte MLC, Schmalfuss JM. Facilidades e dificuldades na realização de visitas domiciliares
em um centro de atenção psicossocial. Cogitare Enferm 2014; 19(3):451-458.
Souza FM, Valencia E, Dahl C, Cavalcanti MT. A violência urbana e suas consequências em um Centro de
Atenção Psicossocial na zona norte do município do
Rio de Janeiro. Saude Soc 2011; 20(2):121-130.
Mandú ENT, Gaíva MAM, Silva MA, Silva AMN.
Visita domiciliária sob o olhar de usuários do programa saúde da família. Texto Contexto Enferm 2008;
17(1):131-140.
Nunes M, Torrenté M, Ottoni V, Moraes Neto V, Santana M. A dinâmica do cuidado em saúde mental:
signos, significados e práticas de profissionais em um
Centro de Assistência Psicossocial em Salvador, Bahia,
Brasil. Cad Saude Publica 2008; 24(1):188-196.

Article submitted 29/10/2018
Approved 04/06/2019
Final version submitted 06/06/2019

Chief editors: Romeu Gomes, Antônio Augusto Moura da
Silva

This is an Open Access article distributed under the terms of the Creative Commons Attribution License

