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The impact of territorial care in the treatment
of people diagnosed with schizophrenia

and delusional disorders in a Rio de Janeiro
community

El impacto del cuidado territorial en el tratamiento de
personas diagnosticadas con esquizofrenia y trastornos
delirantes en una comunidad en Rio de Janeiro

Joana Thiesen', Sandra Fortes?, Maria Tavares Cavalcanti’
/’ /’

ABSTRACT Care for people diagnosed with schizophrenia and delusional disorders in-
volves many challenges, especially in territorial contexts of pronounced social vulnerabil-
ity. In Rio de Janeiro, the two decades after the passing of Federal Law 10,216 on Psychiatric
Reform in 2001 have been characterized by the transition from a hospital-centered model
to one based on community services. Taking the case of a community in Rio de Janeiro,
data was extracted from the medical records of 94 patients diagnosed with schizophrenia,
schizotypal disorders, and delusional disorders (ICD-10 codes F20 to F29) in five public
health services. Covering the period from 2003 to 2016, indicators of the quality of treat-
ment provided were analyzed. As a result of this transition, psychiatric hospitals have all
but emptied and a low number of currently untreated patients can be observed. In addition,
crisis care and long-term hospitalizations have been replaced by territorial care, and clini-
cal comorbidities are monitored and treated at Family Health Units.

KEY WORDS Mental Health; Family Health Strategy; Schizophrenia; Mental Health Ser-
vices; Brazil.

RESUMEN El cuidado de personas diagnosticadas con trastornos esquizofrénicos y deli-
rantes representa un desafio, especialmente, en territorios de gran vulnerabilidad social.
En Rio de Janeiro, con la promulgacién de la Ley Federal 10216 de 2001 sobre la Reforma
Psiquiatrica, las ultimas dos décadas se han caracterizado por la transicion del modelo
centrado en el hospital al modelo basado en los servicios comunitarios. Utilizando el caso
de una comunidad de Rio de Janeiro, se seleccionaron cinco servicios de salud publica
y se extrajeron datos de los registros médicos de 94 pacientes con diagnésticos de esqui-
zofrenia, trastornos esquizotipicos y trastornos delirantes (codificados en la Clasificacion
Internacional de Enfermedades 10 edicién entre los codigos F20 a F29) y se analizaron
indicadores de calidad del tratamiento ofrecido en el periodo 2003-2016. Como resultado
de la transicion se observa que los hospitales psiquiatricos quedaron casi vacios con un
bajo ntiimero de pacientes actualmente desatendidos. Ademas, la atencion a la crisis y las
hospitalizaciones a largo plazo se reemplazaron por la atencién territorial y las comorbili-
dades clinicas se monitorean y se tratan en unidades de salud familiar.

PALABRAS CLAVES Salud Mental; Estrategia de Salud Familiar; Esquizofrenia; Centros
de Atencion Psicosocial; Brasil.

Salud Colectiva | Universidad Nacional de Lanus | ISSN 1669-2381 | EISSN 1851-8265 | doi: 10.18294/sc.2021.3020

020€"LT0T25/76¢81°01 “10p "0Z0€3:£111Z0T "YAILDITOD ANTVS



mailto:thiesenjoana@gmail.com
mailto:sandrafortes@gmail.com
mailto:mtavares@ipub.ufrj.br
https://orcid.org/0000-0002-7283-7972
https://orcid.org/0000-0003-1872-4210
https://orcid.org/0000-0002-9918-1555

2 THIESEN J, FORTES S, CAVALCANTI MT.

SALUD COLECTIVA. 2021;17:€3020. doi: 10.18294/sc.2021.3020

INTRODUCTION

We are living through difficult times, in which
the achievements of generations of Brazilians
are being questioned, put at risk and even
threatened to be undone. The so-called Brazil-
ian Psychiatric Reform is one of these achieve-
ments, which has been widely acclaimed as a
successful experience and set as an example
for countries of continental dimensions such
as Brazil."? The great challenge of the Re-
form, which was inspired by the transforma-
tions in the care of mental health patients in
the Western world in the decades following
World War Il, was that territorial and commu-
nity care are much better options than the care
provided at a psychiatric hospital, even in the
case of patients suffering from severe mental
disorders, that is, those individuals who had
undergone disruptive conditions in their lives
and who were diagnosed with schizophrenia
or delusional disorders, according to the Inter-
national Classification of Diseases 10" Revi-
sion (ICD-10). In this sense, the construction
of a community care network to replace the
psychiatric hospital is fundamental.® This
was the path followed by Brazil to implement
the Community Mental Health Centers [CAPS
for its acronym in Portuguese], which were
articulated with primary health care, through
its Family Health Strategy teams and the fam-
ily health support nuclei — NASF. However,
it is necessary to determine whether this strat-
egy actually works.

For this purpose, this research aims to
demonstrate that the implementation of the
Family Health Strategy teams, which include
a female psychiatrist that provides matrix
support in mental health from the family
health support nuclei — NASF and a CAPS Il
(with overnight admission beds) in the same
territory, is sufficient to care for the patients
suffering from severe mental disorders and
that, in turn, these patients and their families
avoid resorting to the psychiatric emergency
department and psychiatric hospital admis-
sions. Moreover, this articulation improves
these patients’ physical health care as well as
treatment adherence.

In Brazil, the psychosocial care network
consists of various services, and the access
to these services is concentrated on primary
care services, which are structured through
the Family Health Strategy, composed of
teams that include a family doctor, a nurse,
a nursing technician, and community health
agents, who are responsible for the families
residing in a specific territory (between 3,000
and 4,000 individuals). Every nine Fam-
ily Health Strategy teams, there is a family
health support nucleus - NASF, responsible
for the matrix support of these teams. This
nucleus includes a number of specialists,
among them, a psychiatrist or a mental health
professional, who is in charge of the consul-
tations jointly with the Family Health Strat-
egy teams, in those situations that the team
deems necessary. Moreover, the community
mental health centers are part of the network
of services that care for people that suffer
from severe mental disorders (and diagnosed
with schizophrenia, delusional or affective
disorders, and who have a certain inability to
cope with daily relationships of work, study
and recreational activities). These CAPS of-
fer daily activities (workshops, groups, con-
sultations, among others) and some of them
have beds to care for people who need com-
prehensive care during specific periods. It
should be highlighted that the CAPS are also
territorialized, i.e., they are in charge of the
mental health care of the population assigned
to their territory (around 200,000 residents)
and must work in close connection with the
Family Health Strategy teams in their terri-
tory. In addition to the CAPS for severe men-
tal disorders, there are also other CAPS for
alcohol and other drugs, as well as for chil-
dren and adolescents.*® It is important to
mention that before the implementation of
the Family Health Strategy, there used to be
municipal health centers that were outpatient
services that lacked the logic of responsibil-
ity for the health of a territory and attended
specific medical specialties, such as general
practice, pediatrics, gynecology and obstet-
rics, among others. Many of these centers
became family health units in which Family
Health Strategy teams were implemented.



This was the case of the center that is the sub-
ject matter of our research study: the CMS R
(the real name of the health center has been
omitted to preserve the participants’ identity
and was replaced by a letter).

The studied territory

The community where we developed our
study is considered the largest favela [a slum
or shantytown located within or on the out-
skirts of Brazil’s large cities] in the city of
Rio de Janeiro. It has a population of 98,319
residents, distributed in 34,576 households,
according to the data provided by the House-
hold Census, conducted by the social work
of the Growth Acceleration Program [Pro-
grama de Aceleracio do Crescimento].®
Despite being located in a well-off urban
area, it has one of the worst rates of social
development in the city: it ranks 151 out of
a total of 158 neighborhoods, according to
a research study carried out in 2008 by the
Pereira Passos Municipal Urban Planning In-
stitute, which extracted data from the 2000
Population Census of the Brazilian Institute
of Geography and Statistics (IBGE, for its ini-
tials in Portuguese),” thus revealing the de-
gree of social vulnerability of its population
as well as the extreme social inequality.

Women account for 51.5% of the pop-
ulation, of which 37.5% are heads of house-
holds. Children and adolescents up to 18
years of age represent 32% of the population.
Individuals aged 65 years or more account for
only 3.5% of the population. The simple il-
literacy rate is 4.4%. Unemployment impacts
on 10.7% of the population and 57.1% of the
people have no income at all.® Many of them
work in the rich area of the region, in stores,
bars and restaurants, in family homes and as
janitors in buildings. Others work in the com-
munity, in shops and transportation such as
vans and motorcycle taxis.” There are no spe-
cific epidemiological studies in the commu-
nity about mental disorders.

The opportunity to undertake this study
arose from the fact that, in 2010, a CAPS
IIl with nine beds was implemented in this

community; in 2011, six Family Health
Strategy teams in an already existing munic-
ipal health center (17,130 inhabitants for six
teams) and, in 2012, a psychiatrist joined the
support nuclei for the Family Health Strategy
of the CMS R. Its objective was to map the
trajectories of the patients with severe mental
disorders through the mental health services
before and after the implementation of the
community service network, with the aim of
testing our hypothesis that community ser-
vices can effectively replace emergency de-
partment visits and the psychiatric hospital.

Context

Mental, neurological disorders and those
caused by the use of alcohol and drugs ac-
count for 14% of the global burden of dis-
ease, and nearly three-quarters of them occur
in low- and middle-income countries. In
these countries there is a treatment gap that
accounts for over 75%.®

In 2008, the WHO launched the Mental
Health Global Action Programme, a global
action program to improve access to mental
health treatment. The aim of this program was
to strengthen primary health care, increasing
its resolution capacity in the care of patients
suffering from mental disorders. Among the
essential attributes of primary care, it should
be highlighted that it is the patient’s first con-
tact with the health care system and the con-
tinuity, comprehensiveness and coordination
of care in the system. The Family Health Strat-
egy has been the primary care model that has
expanded the most in Brazil and, in the mu-
nicipality of Rio de Janeiro, health coverage
which in 2008 accounted for 3.5% increased
to 60% in 2015.° This increase was of great
significance to restructure mental health care
without restricting it to specialized services.
To achieve this goal, the Ministry of Health
created the family health support nuclei,
through GM Ordinance No. 154,"9 of Janu-
ary 24, 2008, to support the work performed
by the Family Health Strategy, expanding its
scope, resolution capacity, territorialization
and regionalization.™
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The family health support nuclei and
the CAPS Il have promoted matrix support
in mental health together with the Family
Health Strategy teams. Matrix support is the
collaborative care model in Brazil, which
was developed in accordance with the model
proposed by Campos in Campinas?'. Col-
laborative care is an effective model to ar-
ticulate mental health with primary health
care, with the aim of improving the quality of
physical and mental health of the individuals
suffering from psychiatric disorders, through
the establishment of a closer working rela-
tionship between the professionals in the first
level of care and mental health specialists.

Matrix support aims to reduce the short-
comings reported by Family Health Strategy
professionals in the accompaniment of men-
tal health patients, which occur for various
reasons,>19 especially in those patients suf-
fering from severe mental disorders."” Even
so, the high prevalence of mental disorders
in the population and the complexity of the
cases continue to affect the access to and the
continuity of mental health care. With regard
to common mental disorders, their preva-
lence in the community populations of Brazil
accounts for 25%, and 50% of the patients
with these disorders that are treated in pri-
mary care units.'®

The integration of mental health into
primary health care plays an important role
in changing the care model, which had pre-
viously been centered on the psychiatric
hospital. The hospital-centered model was
questioned in various countries during the
second half of the 20th century, giving rise in
Brazil to a movement known as Psychiatric
Reform, which started in the 1970s, simulta-
neously with the Health Reform. Itis a political
and social movement that proposes transfor-
mations in the field of practices, knowledge,
social and cultural values, with the aim of
promoting the citizenship of psychiatric pa-
tients. This reform accomplished a 20,000
psychiatric bed reduction between 2001 and
2010.99 With the commitment assumed by
Brazil with the signing of the Declaration of
Caracas and by holding the Il National Con-
ference on Mental Health, the first federal

regulations governing the implementation
of care services based on the experiences
of the first CAPS and day hospitals and the
first rules to supervise and classify psychiatric
hospitals came into force. In 2001, Federal
Law 10,216 was passed, which provides for
the protection and the rights of individuals
suffering from mental disorders.?%

Currently, the Brazilian Psychiatric Re-
form is characterized by two simultaneous
movements: the creation of a mental care
network that replaces the model centered on
hospitalization and the monitoring and pro-
gressive and planned reduction of existing
psychiatric beds.?" However, authors such as
Thornicroft and Tansella®?*?* have analyzed
the evidence generated by hospital-based and
community-based mental health services for
adults, pointing out that a mental care system
should be based on the balance of both ser-
vices. These two authors developed the bal-
anced care model [Modelo balanceado de
cuidado], in which community and hospital
services are present in quantities and functions
based on local resources. There is no global
consensus as to which type of mental health
service is most appropriate in resource-rich or
resource-poor areas.?® Therefore, the aim of
this study is to analyze the effects of the im-
plementations of the Family Health Strategy,
the family health support nuclei — NASF, and
the CAPS lll on the treatment trajectories of
patients diagnosed with schizophrenic and
delusional disorders, in a municipal health
center of a community in Rio de Janeiro.

METHODOLOGY
Study design

A quantitative descriptive case study, which
analyzed the treatment trajectories of pa-
tients aged 18 years or older suffering from
schizophrenic and delusional disorders,
was conducted. The list of patients was ex-
tracted from the diagnoses of schizophrenia,
schizotypal and delusional disorders classi-
fied between the ICD-10 F20 and F29 codes,
registered as active patients in the VitaCare



electronic medical records of the CMS R
between 2011 and 2016. A data collection
instrument was developed to obtain relevant
information related to the clinical and psychi-
atric follow-up in the municipal health center
R and the following mental health services:
CAPS lll, Municipal Psychiatric Institute, Uni-
versity Psychiatric Institute and the Municipal
Health Center CMS G. The electronic medi-
cal record was implemented in the CMS R in
May 2011; in CAPS Il and CMS G, in 2015,
whereas the Municipal Psychiatric Institute
and the University Psychiatric Institute do
not have electronic medical records, but only
physical ones. The physical medical records
of the CAPS Il were also reviewed, with reg-
istrations prior to 2015, although it was not
possible to analyze those of the CMS G. In
all the services reviewed, data collection in-
cluded the year 2016. A database was created
from the list that included those individuals
diagnosed with schizophrenia and delusional
disorders who were attended by the CMS R
Family Health Strategy teams between 2011
and 2016, and the registration of these same
patients was searched since 2003, in the psy-
chiatric institutions existing before the imple-
mentation of the Family Health Strategy and
the CAPS Il in the studied territory (Munici-
pal Psychiatric Institute, University Psychiat-
ric Institute and the CMS G).

Based on the prevalence of schizo-
phrenic and delusional disorders in the gen-
eral population, the number of individuals
with schizophrenia and delusional disorders
among the population attended by the CMS
R family health strategy teams were esti-
mated, to verify whether those individuals
cared for at the CMR in fact corresponded
to the expected number of people suffering
from those disorders.

In order to analyze the follow-up of pa-
tients in the health care services, we started
with the 94 clinical records of patients with
mental disorders at the CMS R and searched
in the remaining mental health services stud-
ied whether these 94 patients already had
clinical records and when they had made
their consultations, with the aim of verifying
if by attending the CMS R, they had stopped

searching for hospitals and specialized ser-
vices. As a result of tracking the 94 patients
attending the CMS R, 219 clinical records
were retrieved. We also verified in which
specific services those 94 CMS R patients had
received their follow-up and their respective
distribution. Furthermore, data related to the
diagnosis and treatment of the clinical comor-
bidities of the patients were collected with
the aim of assessing the clinical care received
at the CMS R by the analyzed patients. The
periods of treatment abandonment in each
service were also recorded and the abandon-
ment rates were compared. To analyze the
data related to hospitalizations, the dates on
which the patients attended the Municipal
Psychiatric Institute and the hospitalization
periods in that institution and in the Univer-
sity Psychiatric Hospital were recorded, as
well as the night visits to the CAPS 1ll, and
their evolution over time and the demand for
emergency service were also analyzed.

Presentation of the CMS R

This municipal center is located on the hill-
sides of a large community in the southern
area of Rio de Janeiro and is in charge of
assisting a population of 17,130 individu-
als. The center was inaugurated in 1982 and
the six Family Health Strategy teams were
implemented in January 2011. These teams
and the family health support nuclei provide
individual and joint consultations, conduct
home visits, workshops and group consulta-
tions, health promotion actions, weekly team
meetings and general meetings with the en-
tire unit. The family health support nuclei in-
clude specialization areas such as psychiatry,
psychology, neurodevelopmental pediatrics,
nutrition, physical education, social assis-
tance and physiotherapy. The onsite female
psychiatrist has worked in the unit since Jan-
uary 2012, while the other professionals in
the support nuclei started working in 2015.
The female psychiatrist in the support nu-
cleus works jointly with the team doctor, once
a month per team, and that day up to eight
patients can be scheduled for consultation.
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Once a week, she conducts home visits to-
gether with the community health agent, or,
eventually with the team doctor or nurse. The
psychiatrist sometimes deals with the most
urgent cases by herself, or, eventually refers
them to other professionals (interconsulta-
tions). However, individual psychiatric medi-
cal care is not always possible in this unit on a
regular basis as there are not enough doctor’s
offices. The Family Health Strategy with the
help of the family health support nuclei is in
charge of the follow-up of mild to moderate
cases. Moderate to severe patients who need
outpatient psychiatric follow-up are referred
to the CMS G outpatient psychiatric service,
and those who need intensive follow-up are
referred to the CAPS IIl. Nevertheless, when
the patients, for different reasons, do not at-
tend these services, the psychiatric follow-up
is often conducted in the family health unit.
It is important to highlight that even when
patients are referred, the Family Health Strat-
egy is responsible for the coordination of care
and attention of clinical comorbidities.

The identification of mental health cases
is carried out by one of the team profession-
als, either the community health agent or the
doctor, and the Family Health Strategy pro-
fessionals are the ones who decide which pa-
tients need matrix support.

Presentation of the other services
analyzed and the local health network

The community population has 100% health
coverage through the Family Health Strategy,
with 25 teams distributed in three different
units, one of which is the CMS R under study.

The mental health reference services of
the Unified Health System (SUS, for its initials
in Portuguese) for the community population
are the following: the CAPS Il (providing
overnight admission beds), the outpatient
psychiatry and psychology service of the
CMS G, the Municipal Psychiatric Institute,
and the CAPS for alcohol and other drugs
and the CAPS for children and adolescents.
The University Psychiatric Institute provides
hospitalization and outpatient follow-up to

this population. Of all these services, only
the CAPS lll is located within the community.

The CAPS Ill was inaugurated in March
2010 and has received many patients since its
inception, especially those coming from the
Municipal Psychiatric Institute. It operates 24
hours a day and currently has nine overnight
admission beds and offers individual and
group care, a family approach, workshops,
actions in the territory, home visits, participa-
tion in cultural and political events. The team
of professionals is divided into sub-teams in
accordance with the territories of reference
in which the patients reside, thus facilitating
communication with their families. Based on
data from the Municipal Health Secretariat
of Rio de Janeiro, up to December 31 2016,
there were 852 registered patients and 483
followed-up patients in the CAPS lII.

The CMS G is the psychiatry and psy-
chology outpatient reference service of the
studied community. However, the presence
of psychiatry in outpatient care is quite re-
cent, as there were periods when the unit did
not include this specialty. The origins of the
Municipal Psychiatric Institute are rooted in
the creation in 1852 of the Pedro Il Hospice,
the first asylum in Latin America for mental
health patients. In 2000, it ceased to be a
federal unit and became a unit of the Mu-
nicipal Health Secretariat.?® In recent years,
several changes have been made in order to
materialize the Brazilian Psychiatric Reform.
The psychiatry outpatient service started to
refer its patients to the substitutive service
network in 2011 and was officially closed
in November 2014. The children and youth
nucleus of the Institute was transformed into
a CAPS for children and adolescents and, in
2016, a part of the hospital structure was as-
signed to become a CAPS lll. At the begin-
ning of 2018, the outpatient service and the
inpatient wards of the alcoholism treatment
unit were also closed. The number of beds
in the inpatient wards has been reduced over
the last few years. To date, urgent psychiatric
care is still provided by the Municipal Psy-
chiatric Institute, although for several years
there have been plans to transfer it to a gen-
eral hospital.



The University Psychiatric Institute was
created in1938 with the purpose of develop-
ing teaching, research, extension and assis-
tance activities in the field of psychiatry and
mental health. Its facilities currently include
two inpatient wards, outpatient services for
children, adolescents, adults and the elderly,
a day hospital for adults with severe mental
disorders and for patients with dementia,
and a CAPS for children and adolescents. In
2006, the care unit for alcohol and other drug
users was inaugurated. Several outpatient ser-
vices are devoted to research, in addition to
care provision.?

Ethical aspects

This project was approved by the Ethics Com-
mittee of the Institute of Psychiatry of the
Universidade Federal do Rio de Janeiro and
by the Research Ethics Committee of the Mu-
nicipal Health Secretariat of Rio de Janeiro
(CAAE 59773416.3.3001.5279).

RESULTS AND DISCUSSION

In addition to including data related to ad-
herence and treatment of comorbidities, we
here present the results and the discussion
based on the two main questions of the re-
search that we sought to answer in relation
to access and changes in the care model: 1)
Is the CMS R delivering care to patients di-
agnosed with schizophrenia and delusional
disorders in its territory? and 2) Was there a
transition from the hospital-centered model
to a model based on community services as a
result of the implementation in the territory of
the Family Health Strategy, the family health
support nuclei and the CAPS IlI2

General characteristics of the patients
The 94 patients studied from the CMS R show

an equal distribution between sexes, which
agrees with the epidemiological surveys

analyzed by Mari and Leitao?® that did not
show any consistent differences in the preva-
lence of schizophrenia between sexes. In rela-
tion to age, most of the men were between 20
and 69 years old (99%) and among women,
the concentration was higher in the age range
between 20 and 69 years old, considering
that 5% of the women were older than 69.
With the aim of verifying whether the number
of patients over 60 years of age with severe
mental disorders was lower than expected,
and, taking into account the number of gen-
eral patients over 60 years old treated at the
CMS R, the percentage of patients over 60
years old with severe mental disorders was
compared with the percentage of patients
over 60 in the entire municipal health center,
finding 19% of the patients over 60 years of
age with severe mental disorders compared
to 43.4% of patients older than 60 years of
age in general. Therefore, it was verified that
there are fewer patients over 60 years of age
with severe mental disorders than expected,
demonstrating once again the early mortality
of patients with severe mental disorders.?72

Access

Patients with schizophrenic and delusional
disorders were selected from the registrations
in the CMS R electronic medical record, find-
ing 94 individuals aged 18 years or older,
diagnosed with schizophrenia or delusional
disorders classified in accordance with the
ICD-10 under codes F20 to F29, which ac-
counts for 0.82% of the adult population as-
signed to the CMS R, a percentage that is very
close to the 1% described as the expected
population prevalence in the literature on
schizophrenia.®® This value was higher than
that found by Hetlevik et al.?” in a study con-
ducted in Norway, in which 0.4% of the pa-
tients in a group of individuals aged 25 to 60
years was diagnosed with schizophrenia by
general practitioners.

With respect to the elapsed time between
the onset of symptoms and the beginning of
treatment of the 52 patients from whom it
was possible to retrieve these data from the
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with a minimum of 0, that is, the treatment Health care service l\:jumlberofd Proportiono}f
medical records atients wit
began the same year when the symptoms ") edical records
started, and a maximum of 18 years. The me- (%)
dian was 0 years, with 57.7% of the patients Municipal Psychiatric Institute 66 702
treated in the same year when the symptoms ARSIl 5 478
occurred. These results are similar to those University Pechitrc sttt 5 0
. . . niversity Psychiatric Institute .

found by Naqvi et al.?” in Pakistan: a dura- ke

MS 6 2 21

tion of 14.8 months for untreated psychoses.
When analyzing the year of admission
to the CMS R and the registration of the psy-
chiatric diagnosis of the 94 individuals under
study, it was observed that the average time
between these two events was 1.12 years,
with a minimum of 0 years and a maximum
of 5 years, with a median of 1 year. Of the
total, in 45.7% of the patients, the psychiatric
diagnosis was registered in the same year.

Patient follow-up in the health services

Of the 94 patients with schizophrenic or delu-
sional disorders studied, all of them had their
medical records in the municipal health cen-
ter R, as the initial selection was conducted in
this service. When tracking in the remaining
services studied if these 94 patients already
had medical records, and when they had
consulted, a total of 219 medical records of
these 94 patients distributed in the different
studied services were collected; 66 of those
94 had already been treated at the Municipal
Psychiatric Institute, 45 at the CAPS IlI, 12 at
the University Psychiatric Institute and 2 at
the CMS G. The distribution of the clinical re-
cords of the 94 patients of the CMS R in the
remaining centers are shown in Table 1.

The data reveal the historical importance
of the Municipal Psychiatric Institute in the
care of people diagnosed with schizophrenia
or delusional disorders: 70.2% of the 94 pa-
tients studied have a clinical history in that
institution. It should be noted that, up to the
time of this study, the Municipal Psychiatric
Institute has continued to be the greatest psy-
chiatric emergency facility in the program
area, while 12.7% of the patients analyzed

Source: Own elaboration.
(MS= Municipal Health Center; CAPS= Community Mental Health Centers
Note: Several patients have clinical records in more than one health care service.

have received some type of treatment at the
University Psychiatric Institute, either hospi-
talization or outpatient follow-up, which re-
inforces the health care role provided by the
psychiatric hospitals in the studied territory.

However, for better understanding the
mental health care provided to the patients
in this study, it is necessary to verify in which
services the outpatient follow-up was per-
formed (Table 2).

The community services already appear
to be significantly relevant in psychiatric care,
led by the Family Health Strategy in the CMS
R, with a follow-up of 61.7% of the patients.
The CAPS lll follows up 47.8% of the patients,
anumber that is very close to the 49.0% of the
Municipal Psychiatric Institute. The outpatient
psychiatric service of the CMS G appears as
the least used service, with only 2.1% of the
cases, which suggests that this type of service
does not play a relevant role in the care of pa-
tients suffering from severe mental disorders.
However, it is only possible to verify if the
hospital services are in fact being replaced by
community services by changing the pattern
of use of these services, if the evolution of this
follow-up is analyzed over time, which will
be addressed later in this study. However, it
can be confirmed that the CMS R was the ser-
vice that conducted the psychiatric follow-up
of most of the patients in this study, account-
ing for 61.7% of the cases.
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Table 2. Number and proportion of patients with outpatient
follow-up in the studied services. Rio de Janeiro, Brazil, 2003-2016.

(n=94).
Health Care Service Number of patients Proportion of patients
with outpatient with outpatient
follow-up follow-up
(n) (%)
CMSR 58 61.7
Municipal Psychiatric Institute 46 49.0
CAPSIII 45 47.8
University Psychiatric Institute 8 85
MS G 2 2.1

Source: Own elaboration.
(MS= Municipal Health Center; CAPS= Community Mental Health Centers.
Note: Several patients have clinical records in more than one health care service.

Clinical comorbidities

Despite knowing the fact that the life expec-
tancy of individuals suffering from severe
mental disease is more than 20 years lower
than that of the general population, to date
there is no clear information confirming that
there is a better physical health prognosis for
these patients in the community-centered
services or that this disparity in mortality has
decreased.?® With the aim of analyzing the
clinical care that has been provided in the
municipal health care center R in relation to
the patients of this research, specific clinical
morbidities were chosen to verify whether
they were treated in 2016. Table 3 shows that

most of the 72 patients of the CMS R with
diagnosed clinical morbidities received treat-
ment throughout 2016.

According to Schmidt et al.,®? in the Bra-
zilian general population the hypertension
prevalence was 21.6% and 5.3 % that of di-
abetes, while, in Rio de Janeiro, these preva-
lence rates accounted for 24.8% and 5.9%,
respectively. The proportion of hypertensive
patients in the study was 28.9%, i.e., slightly
higher than the prevalence of the general pop-
ulation. The proportion of patients diagnosed
with diabetes was 11.1%, slightly higher than
that in the general population. The propor-
tion of patients diagnosed with diabetes was
11.1% —amounting to almost twice the prev-
alence in the general population- of which,
100% were receiving treatment in 2016, and
almost all the individuals diagnosed with
hypertension were in treatment. Pelletier
et al.,®" report that the patients diagnosed
with schizophrenia have a higher risk of de-
veloping several clinical comorbidities, and
relate it to lifestyle (lack of physical activity,
alcoholism or tobacco use), delay in seeking
medical care, limited access to primary care
(partly due to lack of a comprehensive search
and limited communication skills). Some au-
thors highlight that the use of second-gener-
ation antipsychotics can cause or exacerbate
various metabolic disorders.?7323334 |n the
study conducted by Hetlevik et al.,*” 2.0%
of the patients diagnosed with schizophrenia
had been diagnosed with hypertension and,
8.5% with diabetes, which at that time was

Table 3. Percentage of patients diagnosed and cared for at the CMS R (n=94) according to
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clinical comorbidity. Rio de Janeiro, Brazil, 2016.

CMS R Patients Hypertension Diabetes Dyslipidemia Obesity Other
(%) (%) (%) (%) comorbidities
(%)
Undiagnosed 70.9 88.8 91.7 94.4 444
Diagnosed and untreated 2.7 - 1.4 1.4 -
Diagnosed and treated 26.4 1.2 6.9 42 55.6

Source: Own elaboration.
(MS= Municipal Health Care Center.
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3.5 times more than the general population of
Norway. Mai et al.®” reported a prevalence
of 9.3% for diabetes and Folsom et al.,®®:
31% for hypertension and 14% for diabetes,
percentages that were closer to those in this
research study. In the study conducted by
Hetlevik et al.,?” the prevalence of both dis-
eases in the general population were much
lower than those found in Brazil. In a revision
of the literature conducted by Mogadouro et
al.®” of articles on mortality and schizophre-
nia from 1997 to 2007, no data were found
on arterial hypertension in people diagnosed
with schizophrenia in Brazil.

The results for obesity and dyslipidemias
were different: in 27 Brazilian cities inves-
tigated, the frequency of obese adults was
17.5%,%® while the prevalence of any type of
dyslipidemia in the study by Garcez et al.®?
in the total Sao Paulo population was 59.74%.
These numbers are much higher than the rates
of 5.4% and 8.2% found in this research study
for obesity and dyslipidemias, respectively.
This is probably due to having recorded these
diagnoses not carefully enough, which does
not necessarily mean that comorbidities were
not being monitored or treated. Therefore,
an investigation was conducted to find out
whether the patients had been evaluated or
not through physical and laboratory examina-
tions depending on their comorbidities, if the
patients with or without a diagnosis of hyper-
tension had had their blood pressure checked
in 2016, if those diagnosed with diabetes had
been tested for requested blood glucose lev-
els, if a lipid panel had been ordered to those
patients with dyslipidemia and if the weight
of those receiving a diagnosis of obesity or not
had been recorded.

We found that, of the patients diag-
nosed with some clinical morbidity, 90.4%
had blood pressure measurements, 87.5%
had a blood glucose test, 83.3% had a lipid
panel performed and 100% had their weights
recorded. Among the patients without a di-
agnosed clinical morbidity, 31.3% had a
blood pressure measurement, 34.3% had
their blood sugar level measured, 33,3% had
a lipid profile test performed, and 50% had
been weighed.

Therefore, it was verified that most of the
patients were evaluated and treated for these
clinical comorbidities.

The Psychiatric Reform in action in the
studied community

We have already analyzed several charac-
teristics of patient follow-up in each mental
health service in the studied territory, and, we
will now assess the transition from the hos-
pital-centered model to the model based on
community services proposed by the Psychi-
atric Reform. When analyzing the evolution
of mental health follow-up, from the number
of followed-up patients according to service
through the period 2003-2016, an increasing
number of patients with psychiatric follow-up
has been observed since 2003, both in the
Municipal Psychiatric Institute and in the
University Psychiatric Institute. This number
starts to decrease from mid-2008 to 2016,
when the number of followed-up patients
in psychiatric hospitals is close to zero. The
implementation of the CAPS Ill in 2010 and
the Family Health Strategy teams in the CMS
R in 2011, is reflected in a growing number
of follow-up cases by these services that, al-
ready in mid-2012, exceeded the number of
patients of the Municipal Psychiatric Institute
with outpatient monitoring. These results
confirm the change in mental health public
policy in Brazil, which starts to invest more
in community services, exceeding hospital
expenses from 2005 onwards.“? It should be
noted that the CMS G had scant participation
in the care of the patients studied.

Another relevant piece of data in this
analysis is the fact that, since 2013 onwards,
the number of patients whose follow-up was
conducted by the CMS R exceeded the num-
ber of patients of the CAPS Ill. Both services
maintain a very close relationship, cases are
shared in monthly face-to-face meetings, or
are discussed over the cell phone and in
WhatsApp groups, joint home visits and joint
care. The numbers reflect this collaboration
in health care: of the 49,145 follow-up days
of the patients at the municipal health center




R, only 7,176 days, or 14.6% of the time, was
conducted exclusively in the service.

Evaluation of the model shift based
on three indicators: treatment
abandonment, hospitalization and
emergency

Treatment abandonment

Treatment abandonment is an important in-
dicator for evaluating the quality of services.
Understanding the reasons that hinder or facili-
tate adherence to treatment enables to develop
strategies to address the problem of treatment
abandonment more effectively; treatment
abandonment is defined here as a period of
more than six months, in which the patients
discontinued all contact with the service, ei-
ther because they did not attend the consulta-
tions or because there were no home visits.

The abandonment rates per service (the
average of the analysis period) with a 99%
confidence interval were the following:
CMS R 10.8%, CAPS lll 14.1% and Munic-
ipal Psychiatric Institute 14.0%. Therefore,
the abandonment rate for the CAPS Il and the
Municipal Psychiatric Institute is 1.4 higher
than that of the municipal health center R.

If the observation period is taken as
a whole (CMS R 46 months, CAPS Il 69
months, Municipal Psychiatric Institute 110
months), the abandonment rate at the CMS R
is significantly lower than those at the CAPS
Il (p<0.000) and the Municipal Psychiatric
Institute (p <0.000). Moreover, the difference
between the abandonment rates at the CAPS
Il and the Municipal Psychiatric Institute are
not statistically significant (p=0.4974).

Thus, the characteristics that seem to be
differential of the CMS R in the follow-up of
individuals diagnosed with schizophrenia
and delusional disorders, which make their
abandonment rates to be lower than those of
the other services, is the active search through
home visits conducted by the Family Health
Strategy, a closer relationship with the com-
munity and the role played by community
health agents in providing care.™® The CAPS
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11l must conduct the visits; however, its role
in relation to the intervention at the time of a
crisis, among others, frequently prevent them
from doing so when necessary. It is important
to highlight, as stated by Patel et al.,“", that
the rates of treatment abandonment of pa-
tients with schizophrenic disorders are high
and adherence to follow-up in the health ser-
vices is inadequate worldwide, regardless of
their level of growth. Reneses et al.“? report
in their study that the abandonment rates
of psychiatric services by outpatients range
from 20% to 60%. This wide variation can
be attributed to disagreements over the defi-
nitions of abandonment, to differences in
sample composition, the places where the
subject matter is analyzed and the study de-
signs. In their work, the definition of aban-
donment was based on the patient’s failure
to contact the mental health service for more
than six months. The rates found ranged from
28.9% to 51.4% in the four services stud-
ied.“? Other studies reported abandonment
rates within the range reported by Reneses
et al.*?: 39.2%“; 25.6%“Y, 37.6%“. The
exception was Villeneuve et al.,“® who in
their meta-analysis that included 74 studies,
obtained an abandonment rate of 13%. They
also affirm that the rate observed is much
lower than that of pharmacological treatment
abandonment among these patients, which
in several studies accounted for an average
of 42%. Despite the disagreements to define
treatment abandonment in the studies, it has
been observed that the rates found in this re-
search study are lower than those shown in
the literature.

Hospitalizations

Data on hospitalizations were collected from
the Municipal Psychiatric Institute and the
University Psychiatric Institute, as well as the
dates when the overnight admission service
was used in the CAPS Ill, between 2003 and
2016, obtaining the results shown in the Ta-
ble 4 below.

The CAPS Il data show shorter periods
in the overnight admission service, while the
University Psychiatric Institute has longer

11
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Table 4. Total number of hospitalizations, average and
maximum length of stay according to service. Rio de Janeiro,
Brazil, 2003-2016.

Health care services Hospitalizations
Total number Average length of
stay (days)
CAPSIII 95 58
Municipal Psychiatric Institute 15 27.1
University Psychiatric Institute 28 36.7

Source: Own elaboration.
CAPS= Community Mental Health Centers.

hospitalizations. With respect to the number
of hospitalizations, although the CAPS Il has
a lower number of followed-up patients with
regard to the Municipal Psychiatric Institute
and higher than the University Psychiatric
Institute, it is the most recently implemented
service, with lower participation in the period
analyzed; therefore, it is necessary to verify
the number of hospitalizations over time.
Figure 1 shows the existence of three
different patterns in the number of occupied

Occupied beds

2004 2006 2008 2010

beds over time: from 2003 to 2006; from
2007 to 2012 and from 2013 to 2016. The
first and third periods do not show statistically
significant differences, that is, hospitalizations
were not reduced after the implementation of
community services, if the overnight admis-
sion service of the CAPS Ill is included among
these hospitalizations. However, the differ-
ences between hospitalizations and the over-
night admission service should be highlighted.

Already consolidated experiences in-
dicate that the CAPS lll, which operates 24
hours a day and has overnight admission
beds, can provide care that helps avoid hos-
pitalizations in most cases, *” which was also
demonstrated in this research study. The ad-
vantages of overnight admissions are many,
namely: the continuity of care by the team un-
der study; interventions that are more focused
on the subject’s integrality; shorter periods of
separation from community life, stimulating
the strengthening of community and interper-
sonal ties, with an emphasis on personal re-
sources; and greater proximity to the territory,
which facilitates visits by family members and
other care-related professionals. The study by
Ruud et al.“® also reports that patients were

w [MPP

s IPUB

m— (APS

—— Sum of services
—— May 182010

2012 2014 2016

Figure 1. Number of occupied beds per day (monthly average) according to service (stacked areas). Rio

de Janeiro, Brazil, 2003-2016.

Source: Own elaboration.

IMPP= Municipal Psychiatric Institute; IPUB= University Psychiatric Institute; CAPS= Community Mental Health Centers.

Note: The black outline represents the sum of occupied beds in the three services. The grey vertical line shows the date May 18, 2010, when the
CAPS was inaugurated, which coincides with the day commemorating the anti-insane asylum fight (o movimiento antimanicomial) in Brazil. The
figure shows how after the inauguration of the CAPS there is a progressive reduction in admissions to the municipal psychiatric hospital.




THE IMPACT OF TERRITORIAL CARE ON THE TREATMENT OF INDIVIDUALS DIAGNOSED WITH SCHIZOPHRENIA AND DELUSIONAL DISORDERS

50

40 -

0- /

20 H

Emergency department visit per year

N =\

T T T
2004 2006 2008

T T T T
2010 2012 2014 2016

Figure 2. Number of emergency visits to the Municipal Psychiatric Institute per year. Rio de Janeiro,

Brazil, 2003-2016.

Source: Own elaboration.

Note: Dotted lines represent the years. The dashed line marks the date May 18, 2010. Emergency department visit per year.

more satisfied with outpatient and local inpa-
tient services than with hospitalization. Local
hospitalizations in community services are
likely to be similar to the overnight admission
services in the CAPS lII.

Emergencies

The demand for the emergency service of
psychiatric hospitals is an important indicator
to assess whether the community services are
managing to support their patients, prevent-
ing crises or helping to overcome them in the
territory. Patient care in the psychiatric emer-
gency department at the Municipal Psychi-
atric Institute was analyzed throughout the
period 2003-2016, being observed that, be-
tween 2003 and 2009, the average demand
of emergency care at the Municipal Psychiat-
ric Institute was 47.0 and 27.8 between 2010
and 2016; therefore, there was a significant
drop in the number of emergencies attended
at the Municipal Psychiatric Institute from
2010 onwards. Figure 2 shows this reduction
over the studied years.

It is important to note that, as already
mentioned, it is difficult to think that commu-
nity patients no longer visit the emergency
department at the Municipal Psychiatric

Institute, given the fact that when an ambu-
lance of the Mobile Emergency Care Service
(Portuguese acronym, SAMU) is requested,
the patient must be taken to that Institute. For
a long time, patient follow-up was conducted
“on an outpatient basis” in the emergency
department at the Municipal Psychiatric In-
stitute, until the service to which the patient
would be finally referred was decided, as
could be noted from the study of the medical
records. Even so, based on the data available,
it could be observed that there was a drastic
reduction in attended emergencies, particu-
larly in 2016 (Figure 2).

Therefore, it was found that the shift
towards the community- centered service
model consistently reduced the frequency of
emergencies visits to the Municipal Psychiat-
ric Institute, which may indicate that the ter-
ritorial health network has managed to deal
with the crises in its territory.

CONCLUSION

From the analysis of the treatment trajectories
of 94 patients suffering from schizophrenic
and delusional disorders over a period of 14

13
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years, through the data extracted from their
clinical records in five different services, it
was possible to demonstrate that there was
indeed a shift from a psychiatric hospital-cen-
tered model to a model based on commu-
nity services. The transition of models could
have generated a period of relative instabil-
ity in patient follow-up, causing an increase
in hospitalizations, which should serve as a
warning for the development of specific strat-
egies for the implementation of this process.
Despite this situation, it was evidenced that
the local health network that was created in
the community has promoted the clinical and
psychiatric care of these patients. In 2016,
only a very small number of patients was
not followed up in any of the study services
while, in recent years, most of them were fol-
lowed-up at the CMS R and the CAPS 1ll. The
relevance of the care provided by the mu-
nicipal health center R was especially high-
lighted, either in collaboration with the CAPS
Il or in its exclusive patient follow-up, which
was superior to the exclusive follow-up of
primary care services in the literature. Ma-
trix support in mental health has qualified
the teams of the Family Health Strategy for
the detection and treatment of patients with
schizophrenia. The lowest rates of treatment
abandonment were found in the CMS R,
which has important characteristics for en-
hancing treatment adherence, such as closer
proximity to the people and resources of the
community, greater frequency of active mon-
itoring through home visits and the relation-
ship existing between the community health
agents and the patients. It was also found that
long hospitalizations in psychiatric hospitals
were effectively substituted by the overnight
admission service of the CAPS Il and that pa-
tients and their families no longer resort to
the psychiatric emergency department at the
Municipal Psychiatric Institute.

This research study is an investigation
conducted in a very particular territory, char-
acterized by great social vulnerability and in-
tense urban violence. At the same time, it has
arobust health network, with 100% coverage
by the Family Health Strategy and the CAPS
I located in the community, which facilitates

access. Therefore, further studies need to be
conducted in different contexts.

The results obtained in this study reaffirm
the importance of conducting quantitative
analyses in mental health, which are usually
scarce in the national literature. The Psychi-
atric Reform has advanced in recent years
both in Rio de Janeiro as well as throughout
Brazil, and, we still have insufficient evidence
of its impact on the care of patients suffering
from severe mental disorders. Therefore, fur-
ther research is needed and the quality of the
service records should be improved, so that
the relevant information can be more easily
obtained and more systematically evaluated,
thus improving the quality of the follow-up
conducted by the professionals and provid-
ing more elements for more effective public
policy making adapted to the different Bra-
zilian realities. A more active participation
of the universities in quantitative research on
the evaluation of services and public policies
could contribute to this field of study.

The development of the psychosocial
care network in the studied community made
it possible to replace psychiatric hospitals
and to deal with mental health crises in the
territory. The closing of the Municipal Psychi-
atric Institute and the University Psychiatric
Institute did not imply lack of medical atten-
tion, as more important than closing psychi-
atric hospitals is to offer a network of services
in the territory that promotes mental health
and care. This study also highlights the funda-
mental role of the Family Health Strategy in
the follow-up of patients with schizophrenic
disorders. In order to expand the Psychiatric
reform, one of the central points should be to
invest in Family Health units.

Study limitations

The main limitation of this study is the fact that
it was conducted in a very particular and spe-
cific territory, at a very favorable time for the
implementation of the Family Health Strategy,
of a type lll community mental health center
(with overnight admission beds) and a family
health support nucleus that included a female
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psychiatrist that was very committed with the
matrix support process (joint consultations of
the specialist female psychiatrist with the Fam-
ily Health Strategy team). Therefore, taking the
above into account, these results cannot be
replicated or extrapolated to other territories.

ACKNOWLEDGMENT

We would like to thank Eduardo Marinho Filho (in me-
moriam) for his great collaboration in data organization
and analysis, as well as the preparation of tables and
graphs. We are also grateful to the entire faculty of the
Professional Master’s Program in Psychosocial Care at
IPUB, whose feedback was indeed invaluable to com-
plete this research study.

REFERENCES

1. Delgado PG. Reforma psiquidtrica: estratégias pa-
ra resistir ao desmonte. Trabalho, Educacdo e Satde.
2019;17(2):e0021241. doi: 10.1590/1981-7746-s0l00212.

2. Cavalcanti MT. Perspectivas para a politica de sau-
de mental no Brasil. Cadernos de Saude Publica.
2019;35(11):e00184619. doi: 10.1590/0102-311x0018
4619.

3. Caldas Alemida JM, Horvitz-Lennon M. Mental health
care reforms in Latin America: an overview of mental
health care reforms in Latin America and the Caribbean.
Psychiatric Services. 2010;61(3):218-221. doi: 10.1176/
ps.2010.61.3.218.

4. Mateus MD, Mari JJ, Delgado PG, Almeida Filho NA,
Barret T, Gerolin J, et al. The mental health system in
Brazil: Policies and future challenges. International
Journal of Mental Health Systems. 2008;2:12. doi:
10.1186/1752-4458-2-12.

5. Trapé TL, Campos RO. Modelo de atencdo a saude
mental do Brasil: andlise do financiamento, governanca
e mecanismos de avaliacdo. Revista de Satde Publica.
2017;51:19.doi: 10.1590/s1518-8787.2017051006059.

6. Centro Internacional de Estudos e Pesquisas sobre a
Infancia. Censo domicilar, Complexo da Rocinha, Rio
de Janeiro, Relatorio Final [Internet]. 2010 [cited 10 Mar
2020]. Available from: https://tinyurl.com/3yknpzry

7. Streit MB. Atencao primaria em satde e mobilidade
populacional na favela da Rocinha, Rio de Janeiro. [Dis-
sertacao de Mestrado]. Rio de Janeiro: Fiocruz; 2014.

8. Organizagao Mundial de Satde. MI-GAP Manual de
intervencoes para transtornos mentais, neurolégicos e
por uso de alcool e outras drogas na rede de atengao
basica. Genebra: OMS; 2010.

9. Giovanella L, Pinto LF. Do Programa a Estratégia
Saude da Familia: expansao do acesso e reducdo das
internagoes por condi¢des sensiveis a atengao bdsica
(ICSAB). Ciéncia & Satde Coletiva. 2018;23(6):1903-
1914. doi: 10.1590/1413-81232018236.05592018.

10. Brasil, Ministério da Satde. Portaria GM N° 154
[Internet]. 24 jan 2008 [cited 10 May 2020]. Available
from: https://tinyurl.com/yxr3nyey.

11. Brasil, Ministério da Saude, Secretaria de Atencao a
Satde, Departamento de Atengao Basica. Caderno da
Atengao Basica 27, Diretrizes do NASF: Nucleo de Apoio
a Saude da Familia. Brasilia: Ministério da Satde; 2009.

12. Campos GWS. Equipes de referéncia e apoio especia-
lizado matricial: um ensaio sobreareorganizacaodotrabalho
em satde. Ciéncia & Satde Coletiva. 1999;4(2):393-403.
doi: 10.1590/51413-81231999000200013.

13. Campos GWS, Domitti AC. Apoio matricial e equipe
de referéncia: uma metodologia para gestdo do trabalho
interdisciplinar em saide. Cadernos de Satde Publica.
2007;23(2):399-407.

14. Ivbijaro GO, Enum Y, Khan AA, Lam SSK, Gabzdyl
A. Collaborative care: models for treatment of patients
with complex medical-psychiatric conditions. Current
Psychiatry Reports. 2014;16(11):506. doi: 10.1007/
s11920-014-0506-4.

15. Onocko Campos R, Gama CA, Ferrer AL, Santos DVD,
Stefanello S, Trapé TL, Porto K. Satide mental na atencdo
primaria a satide: estudo avaliativo em uma grande cidade
brasileira. Ciéncia & Satde Coletiva. 2011;16(12):4643-
4652. doi: 10.1590/51413-81232011001300013.

16. Bonfim IG, Bastos ENE, Gois CWL, Tofoli LF. Apoio
matricial em satde mental na atencao primaria a satde:
uma analise da producao cientifica e documental. Interface
- Comunicacdo, Saude, Educacdo. 2013;17(45):287-300.
doi: 10.1590/S1414-32832013005000012.

15

020€"LT0T25/76¢81°01 “10p "0Z0€3:£111Z0T "YAILDITOD ANTVS




16

SALUD COLECTIVA. 2021;17:€3020. doi: 10.18294/sc.2021.3020

THIESEN J, FORTES S, CAVALCANTI MT.

17. Almeida GH. Acolhimento e tratamento de porta-
dores de esquizofrenia na Atencdo Basica: a visao dos
gestores, terapeutas, familiares e pacientes. 2010. [Tese
de Doutorado]. Sado Paulo: Faculdade de Saude Publica,
Universidade de Sao Paulo; 2010.

18. Fortes S, Menezes A, Athié K, Chazan LF, Rocha H,
Thiesen J, Ragoni C, Pithon T, Machado A. Psiquiatria no
século XXI: transformagoes a partir da integracdo com a
Atencado Primaria pelo matriciamento. Physis, Revista de
Sautde Coletiva. 2014;24(4):1079-1102.

19. Santos EG, Siqueira MM. Prevaléncia dos trans-
tornos mentais na populacido adulta brasileira: uma re-
visdo sistematica de 1997 a 2009. Jornal Brasileiro de
Psiquiatria. 2010;59(3):238-246. doi: 10.1590/S0047-
20852010000300011.

20. Assis JT, Barreiros CA, Jacinto ABM, Kinoshita RT, Mac-
dowell PL, Mota TD, et al. Politica de Satide Mental no
novo contexto do Sistema Unico de Satide: regies e redes.
Divulgagdo em Saude para Debate. 2014;52:88-113.

21. Brasil, Ministério da Saude, Secretaria de Atengao a
Saude, DAPE, Coordenacao Geral de Satide Mental. Re-
forma psiquidtrica e politica de satide mental no Brasil:
Documento apresentado a Conferéncia Regional de Re-
forma dos Servicos de Satide Mental: 15 anos depois de
Caracas. Brasilia: OPAS; 2005.

22. Thornicroft G, Tansella M. Components of a modern
mental health service: A pragmatic balance of com-
munity and hospital care: Overview of systematic evi-
dence. British Journal of Psychiatry. 2004;185:283-290.
doi: 10.1192/bjp.185.4.283.

23. Thornicroft G, Tansella M. The balanced care model
for global mental health. Psychological Medicine.
2013;43:849-863. doi: 10.1017/50033291712001420.

24. Ramos FAC, Geremias L. Instituto Philippe Pinel:
origens historicas [Internet]. 2018 [cited 10 Mar 2020].
Available from: https://tinyurl.com/y3oevuff.

25. Instituto de Psiquiatria, Universidade Federal do Rio
de Janeiro. Histéria [Internet]. 2018 [cited 10 Mar 2020].
Available from: https://tinyurl.com/yyebhyuq.

26. Mari JJ, Leitao RJ). A epidemiologia da esquizofrenia.
Brazilian Journal of Psychiatry. 2000;22(Supl. 1):55-S17.
doi: 10.1590/51516-44462000000500006.

27. Hetlevik &, Solheim M, Gjesdal S. Use of GP services
by patients with schizophrenia: A national cross-sectional
register-based study. BMC Health Services Research.
2015;15:66. doi: 10.1186/s12913-015-0719-1.

28. Trachtenberg FL, Pober DM, Welch LC, Mckinlay JB.
Physician styles of decision-making for a complex con-
dition: Type 2 diabetes with co-morbid mental illness.
European Journal for Person Centered Healthcare.
2014;2(4):465-476.

29. Naqvi HA, Hussain S, Zaman M, Islam M. Pathways
to care: duration of untreated psychosis from Karachi,
Pakistan. PLoS One. 2009;4(10):e7409. doi: 10.1371/
journal.pone.0007409.

30. Schmidt MI, Duncan BB, Hoffmann JF, Moura L,
Malta DC, Carvalho RMSV, et al. Prevaléncia de dia-
betes e hipertensdo no Brasil baseada em inquérito de
morbidade auto-referida, Brasil, 2006. Revista de Saude
Publica. 2009;43(Supl 2):574-S82.

31. Pelletier JF, Lesage A, Boisvert C, Denis F, Bonin
JP, Kiseley S. Feasibility and acceptability of patient
partnership to improve access to primary care for the
physical health of patients with severe mental illnesses:
an interactive guide. International Journal for Equity in
Health. 2015;14:78. doi: 10.1186/s12939-015-0200-0.

32. Sernyak MJ. Implementation of monitoring and mana-
gement guidelines for second-generation antipsychotics.
Journal of Clinical Psychiatry. 2007;68(Suppl 4):514-518.

33. Goff DC. Integrating general health care in private
community psychiatry practice. Journal of Clinical
Psychiatry. 2007;68(Suppl 4):549-S54.

34. Meyer M. Strategies for the long-term treatment of
schizophrenia: real-world lessons from the CATIE trial.
Journal of Clinical Psychiatry. 2007;68(Suppl 1):528-533.

35. Mai Q, Holman CDAJ, Sanfilippo FM, Emery JD,
Preen DB. Mental illness related disparities in diabetes
prevalence, quality of care and outcomes: A population-
based longitudinal study. BMC Medicine. 2011;9:118.
doi: 10.1186/1741-7015-9-118.

36. Folsom DP, Mckibbin C, Jeste DV, Patterson T. Use of
primary care and by middle aged and older persons with
schizophrenia. Primary Care & Community Psychiatry.
2006;11:101-106. doi: 10.1185/135525706X121174.

37. Mogadouro MA, Cordeiro Q, Zung S, Vallada
H. Mortalidade e esquizofrenia. Arquivos Médicos.
2009;54(3):119-126.

38. Ministério da Sadde. VIGITEL Brasil 2013: Vigilancia
de Fatores de Risco e Protecao para Doencgas Cronicas
por Inquérito Telefonico [Internet]. 2014 [cited 10 May
2020]. Available from: https:/tinyurl.com/4wurx9yp.

39. Garcez MR, Pereira JL, Fontanelli MM, Marchioni
DML, Fisberg RM. Prevalence of dyslipidemia according
to the nutritional status in a representative sample
of Sao Paulo. Arquivos Brasileiros de Cardiologia.
2014;103(6):476-484. doi: 10.5935/abc.20140156.

40. Brasil, Ministério da Satde. Saide Mental em Dados
12 [Internet]. 2015;10(12) [cited 10 Mar 2020]. Avai-
lable from: https://tinyurl.com/y5zapog2.

41. Patel V, Araya R, Chatterjee S, Chisholm D, Cohen
A, De Silva M, et al. Treatment and prevention of mental
disorders in low-income and middle-income countries.
The Lancet. 2007;370(9591):991-1005. doi: 10.1016/
S0140-6736(07)61240-9.

42. Reneses B, Munoz E, Lopez-lbor J). Factors pre-
dicting drop-out in community mental health centres.
World Psychiatry. 2009;8:173-177.

43. Melo APS, Guimaraes MDC. Fatores associados ao
abandono do tratamento psiquiatrico em um centro de




referéncia em satde mental em Belo Horizonte. Bra-
zilian Journal of Psychiatry. 2005;27(2):113-118.

44, Ribeiro MS, Xavier Janior JCC, Mascarenhas TR,
Silva PM, Vieira EMM, Ribeiro LC. Abandono de trata-
mento em servico secundéario de saiide mental. Trends in
Psychiatry and Psychotherapy. 2012;34(4):207-214. doi:
10.1590/52237-60892012000400006.

45. Sagayadevan V, Subramaniam M, Abdin E, Vain-
gankar JA, Chong SA. Patterns and predictors of dropout
from mental health treatment in an Asian population.
Annals of the Academy of Medicine, Singapore.
2015;44(7):257-265.

46. Villeneuve K, Potvin S, Lesage A, Nicole L. Meta-
analysis of rates of drop-out from psychosocial treatment

CITATION

THE IMPACT OF TERRITORIAL CARE ON THE TREATMENT OF INDIVIDUALS DIAGNOSED WITH SCHIZOPHRENIA AND DELUSIONAL DISORDERS

among persons with schizophrenia spectrum disorder.
Schizophrenia Research. 2010;121(1-3):266-270. doi:
10.1016/j.schres.2010.04.003.

47. Vainer AA. Demanda e utilizacao do acolhimento
noturno em Centro de Atengao Psicossocial Il na Cidade
do Rio de Janeiro. [Dissertagao de Mestrado]. Rio de Ja-
neiro: Fundacao Oswaldo Cruz; 2016.

48. Ruud T, Aarre TF, Boeskov B, Husevag PS, Klepp R,
Alet Kristiansen S, Sandvik J. Satisfaction with primary care
and mental health care among individuals with severe
mental illness in a Rural Area: A seven-year follow-up
study of a clinical cohort. International Journal of Mental
Health Systems. 2016;10:33. doi: 10.1186/s13033-016-
0064-8.

Thiesen J, Fortes S, Cavalcanti MT. The impact of territorial care on the treatment of individuals diagnosed with schizo-

phrenia and delusional disorders in a community in Rio de Janeiro. Salud Colectiva. 2021;17:€3020. doi: 10.18294/
5c.2021.3020.

Received: 23 Jul 2020 | Modified: 1 Dec 2020 | Accepted: 26 Jan 2021 | Published online: 17 Mar 2021

Q
SEDI=

Content is licensed under a Creative

Commons.Attribution — you must attribute the work in the manner specified by the author
or licensor (but not in any way that suggests that they endorse you or your use of the work).
Noncommercial — You may not use this work for commercial purposes.

https://doi.org/10.18294/s¢.2021.3020
This article was translated by Victoria Illas.

17

070€°1LZ0T25/t6281°01 “10p "0Z0EA: /1 1Z0T "VAILDITOD ANTVS




	_Hlk74641963

