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Introduction
In the Middle Ages, patients with mental illness were impris-

oned in nursing homes and hospitals, where they were among pa-
tients with vulnerable diseases, invalids, criminals, beggars among 
others. Many of them were chained and others were only allowed 
to go out to beg [1].

In the eighteenth century the physician and Frenchman 
Phellippe Pinel, was considered the pioneer in the treatment of 
patients with mental illness, banned several treatments that were 
used at the time and instituted others considered more dignified 
and respectful, including occupational therapy, besides separating 
mental patients from criminals and put them under medical care 
[2].

From the nineteenth century, the treatment instituted by Pinel 
was modified and distanced from the original idea, returning the 
treatment to physical measures such as lashes, cold baths, spinning 
machines and sangrias. The Italian psychiatrist Franco Basaglia 
was the forerunner of the Italian Psychiatric Reform in the middle 
of the XX century, where repercussions were obtained all over the 
world [1].

In 1970 Basaglia was appointed director of the Provincial Hos-
pital of the city of Trieste in Italy, thus initiating the process of clos 

 
ing the psychiatric hospital, promoting the replacement of hospital 
and manicomial treatments by a territorial network of care, result-
ing in the movement of the Antimanicomial Struggle.

The World Health Organization (WHO) accredited the refor-
mulation of psychiatric treatment in 1973, which was instituted by 
Basaglia [3].

Associated with Antimanicomial Struggle, the Psychiatric Re-
form movement was born, in which it came with a proposal to 
build a network of territorial and community services, strategies, 
inclusive and libertarian, deeply in solidarity. In Brazil, due to the 
mobilization of family members of patients with mental illnesses 
and health professionals, the Psychiatric Reform movement began 
in the late 1970 [1].

The Psychiatric Reform with the purpose of implementing 
changes in the hospitalization of patients with mental disorders 
had a great repercussion, to the point of appearing in favor of the 
movement called Mental Health Workers’ Movement (MHWM), 
which were against hospitalization and poor conditions in which 
the patients were submitted [4,5].

The main purpose of the reform is to integrate the subject into 
society, thus creating the Psychosocial Care Center (PCC), which is 
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characterized as a reference in the treatment of people with men-
tal disorders, in order to follow up and reinsert that individual in 
society [4,6].

The first PCC was created in São Paulo in the year 1986, called 
the Psychosocial Attention Center Professor Luiz da Rocha Cerque-
ira. The ordinance GM 336/02 regulates the creation of the PCC, 
where it is divided into five categories:

a.	 PCC I: A daily service, with a Monday to Friday operation 
in municipalities with a population of 20,000 to 70,000 inhabitants;

b.	 PCC II: Aims at a daily service, running from Monday to 
Friday in municipalities with a population of 70,000 to 200,000 in-
habitants;

c.	 PCC III: Aims at a 24-hour service in municipalities with a 
population of more than 200,000 inhabitants;

d.	 PCC of childcare: Aims at a daily care of children and ado-
lescents, and may also have a third shift (open until 9pm), running 
from Monday to Friday in municipalities with a population above 
200,000 inhabitants;

e.	 PCCad: Aims to provide a service for alcohol and drug us-
ers, daily, and can also have a third shift (open until 9pm), running 
from Monday to Friday in municipalities with a population above 
100,000 inhabitants.

To be attended to in PCC, the person must have some severe or 
persistent mental disorder. When the individual is referred to the 
PCC or seeks the unit for their own account, they will first be sub-
mitted to a reception, where the professional will understand his 
case, thus initiating the therapeutic link, which aims to become a 
reference professional and accompany this patient any period that 
the same goes through the PCC [7].

The PCC is a system that will address both the individual and 
his / her family, with the purpose of inserting the family in the prac-
tices that will be worked in the institution, thus increasing the af-
fective bond [8].

Methods
The study followed a qualitative exploratory approach. The 

sample consisted of 20 family members of patients who were treat-
ed at PCC II in the city of Campo Limpo Paulista in the interior of 
São Paulo, were randomly chosen, through the acceptance of the 
research participation.

The research was authorized by the PCC and followed all the 
recommendations of Resolution MS/CNS 466/12. The data collec-
tion occurred after approval in the Ethics Committee of the Univer-
sity Center of Campo Limpo Paulista Unifaccamp, registered under 
the opinion of No. 2,731,349.

The interviews were previously scheduled and performed at 
the PCC, the treatment site of the patients in July and August of 
2018. The answers were transcribed in full.

The family members answered two semi structured question-
naires prepared by the researchers, one, referring to the age, gen-
der, degree of relationship, treatment time, disease time, type of 

illness and hospitalization in a psychiatric hospital, composed of 
eight questions; two guiding questions: “For you, how is the treat-
ment offered in PCC II?” And “Are you in favour of the hospitaliza-
tion of your relative in a psychiatric hospital? Because?”.

The option for Collective Subject Discourse (CSD) was the cho-
sen method for the construction of meanings, allowing the approx-
imation with the phenomenon under study. 

The CSD consists of the meeting, in a single synthesis speech, 
of several individual discourses issued as a response to the same 
research question, by an institutionally equivalent social subject 
or part of the same organizational culture. According to the guide-
lines of the CSD, three methodological figures were adopted in this 
study: Key Words (KW), Central Ideas (CI) and Collective Subject 
Discourse (CSD). 

For the treatment and analysis of the data, the following order 
was strictly followed [9]. 1st stage: before the beginning of the copy 
of the data, the answers were read several times to obtain a pan-
oramic idea and a better understanding of the texts. Subsequently, 
they were copied verbatim, that is, the participants’ responses to 
the Discourse Analysis Tool 1 (DAT1) were copied. In the second 
stage, all the transcribed material was thoroughly read. In the 3rd 
step all the answers were analyzed to identify the KWs that were 
passed to italics. Once the KWs were in possession and after read-
ing each one, the CI was identified for each subject of the study, tak-
ing care that it represented the description of KWs and not their 
interpretation. This same procedure was performed with the other 
responses until the last one. In the 4th stage, the Discourse Analysis 
Tool 2 (DAT2) was elaborated, containing, separately, each central 
idea with its respective similar or complementary KWs.

In Step 5 the theme of each of the interview questions was 
grouped together with their respective CIs, as well as the partici-
pants, establishing the absolute and relative frequencies of ideas, 
organizing them into a table. At this point, the CSDs were construct-
ed separately from each CI with their respective KW [10].

Results and Discussion
The present research was carried out with 20 (100%) relatives, 

among them 7 (35%) are mothers of the patients, 4 (20%) wives, 3 
(15%) siblings, 2 (10%) parents, 2 (10%) children, 1 (5%) spouse 
and 1 (5%) girlfriend. Regarding the age of the interviewees, 9 
(45%) are 18 to 50 years old and 11 (55%) are 51 to 61 years old or 
older. The patients, 10 (50%) are 20 to 40 years old and 10 (50%) 
are 41 to 60 years old.

Regarding the gender of the patients, 14 (70%) are male and 6 
(30%) are female. As to hospitalization in psychiatric hospitals, 11 
(55%) patients were never hospitalized and 9 (45%) were hospi-
talized, 16 (80%) of whom were diagnosed with schizophrenia, 2 
(10%) alcohol and drug 1 (5%) depression, 1 (5%) panic syndrome.

In relation to the time of diagnosis of the disease in 2 (10%) 
patients was less than 1 year, 9 (45%) between 1 year to 10 years, 
5 (25%) between 11 years to 20 years and 4 (20% than 20 years. 
Most patients, 12 (60%) of whom are in PCC within 1 to 3 years, and 
8 (40%) of patients are less than 1 year old (Table 1).
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Table 1: It aims to identify the central idea of the relatives as to how the 
treatment is offered by PCC II. n=20. Jundiaí. Brazil.

Central Idea Participants Frequency

Distraction 3,6,10,11,12,16,19,20 8

Assistance provided 1,2,4,7 4

Freedom 14,15,16 3

Adherence to treatment 5,8 2

Insecurity 9,17 2

Ineffective treatment 13,16 2

Distraction
“Yeah, very good, caring and supportive, distracting the patient 

and the family. He holds his head and distracts himself, forgets the 
problems he has with drinking and drugs.”

The PCC offers varieties in therapeutic support such as individ-
ual and group visits, parties, therapeutic workshops, physical activ-
ities and leisure. These therapeutic varieties provide spaces for the 
production of subjectivities, where the construction of links, dia-
logues, interactions and encompasses beyond care with the disease 
as the interpersonal community in the community, aiming at social 
inclusion and redeeming citizenship [11].

Assistance provided
“It’s very good, I like the treatment, it has a pleasant environ-

ment. The employees give more attention, words of comfort, they pro-
vide more assistance and he feels free”

The bonding and acceptance with the user by the mental health 
worker is fundamental and facilitates the construction of autono-
my, through shared and stipulated accountability among individu-
als, favoring integrity in health care. The development of autonomy 
in users reduces suffering and improves quality of life [12].

Freedom
“Great, here he gets free, he does not get stuck, he can have a nor-

mal life, freedom in the days to come. It is excellent the interaction 
with other patients is well treated and taken care of. I think it’s best 
for him because he’s going home later”

The autonomy that PCC offers allows us to understand the vi-
sion compatible with the psychosocial model of treating mental 
health. The therapeutic activities offered consist of links, interac-
tions, conversations, reciprocity and the acceptance of their choic-
es, besides aggregating in the autonomy of the user, one obtains 
freedom to come and go [13].

Adherence to Treatment
“Great, getting the treatment is good, he can continue the treat-

ment”

The PCC provides individual and group visits, free medications 
and therapeutic workshops. Adherence to treatment is indispens-
able since non-acceptance is related to relapses and persistence of 
psychotic symptoms [14].

Insecurity
“It helps a lot, but I do not like it coming, sometimes it’s not 

enough for his and the others’ safety, because I think I should share 
alcoholic with drugged with the other patients”

The PCC is the gateway to treatments for patients suffering 
from psychic disorders and also people who have psychoactive sub-
stance disorders [7]. According to Alves, Kessler and Ratto (2004) 
[15] about 50% of patients with psychiatric disorders are suscepti-
ble to develop problems related to alcohol / drug use. After the Psy-
chiatric Reform, the PCC became the main treatment reference, so 
there is an interaction between patients with different diagnoses.

Ineffective treatment
“Treatment for him is slow, he is not in the middle of a lot of peo-

ple, likes sports and not stay in the rooms, when he gets shaken”

Since the beginning of the Brazilian psychiatric reform, prog-
ress has been clear in the way of caring for and assisting patients 
with mental disorders, but there are still factors to be remedied.

The PCC is the only social reference and treatment for patients 
with mental disorders. There are still limitations in establishing the 
contractuality of patients with the community, making affectivity 
and social inclusion impossible [16].

Many patients do not adapt to the treatment offered by PCC, so 
they do not adhere to the treatment favoring psychiatric rehospi-
talization.

Patients who have experienced long-term hospitalizations are 
faced with difficulties in adapting and linking to PCC, causing the 
entire health team to negotiate with their families about therapeu-
tic management [17].

PCC does not always offer activities in the therapeutic work-
shops in which it is in the patient’s interest, which implies the par-
ticipation of the therapeutic treatment and this shows the need for 
a review of the activities so that it can meet the patients’ demands 
[13] (Table 2).

Table 2: It aims to identify the central idea of relatives regarding hospi-
talization in psychiatric hospitals. n=20. Jundiaí. Brazil.

Central Idea Participants Frequency

Aggression 3,4,7,8,11,15,16,17 8

Ineffective method of hospitaliza-
tion 2,5,712,15,16,18 7

Benefít of hospitalization 1,6,10,13,19,20 6

Family link 2, 14, 9 3

Aggression
“Yes, if he is very aggressive and agitated, I think he has to be 

hospitalized because of the aggression, when he is in an outbreak, he 
breaks the whole house, he risks for him and for other people, no one 
can take it, , I have to call the police cause trouble because he gets 
dangerous, can kill himself and we are even afraid to die. As long as I 
can control it at home, I prefer it because there are more aggressive 
patients who should be separated from what they are not”
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In times of crisis, family members have difficulties in how to 
act correctly when episodes of agitation and verbal and physical 
aggression occur, causing physical and psychological exhaustion 
[18,19].

The overload of family members of patients with mental disor-
ders is related to the consequences that interfere with the family 
routine, such as financial, social and professional disorder, treat-
ment assistance and suicide attempts.

Often the family member seeks a health service for not achiev-
ing a desired effect in the attempts to help the patient and with 
this can develop feelings such as guilt, exhaustion, fear and even 
despair1.

Ineffective method of hospitalization 
“If I’m not aggressive and adhere well to the treatment I’m not in 

favour, because it does not solve. Internment leaves sicker, the person 
feels incapable, move, very strong treatment, without the will of the 
person, is not human. Better to take care of with respect, and treat 
him so that he has an interest in treating himself, I have to take ad-
vantage that it is the first time he wanted help, he said that alone he 
will not get, no more outbreaks, because I prefer him to stay in PCC, 
does not solve him getting hospitalized with drug addicts and drunk, 
so I prefer that he take medicine at home, if he interned it gets worse, 
better deal with support, talk and medication”

Through the Psychiatric Reform that revised the new treatment 
method, one of the major changes in care was to induce the family’s 
participation in care along with the health service, making it easier 
for the user to stay in the care health unit for longer.

In the manicomial model the relatives were unable to obtain 
participation in the treatment, already today the relatives are con-
sidered as great allies in the treatment by the unit of care, since they 
are also responsible for the social reinsertion and in the care of the 
user [20].

Benefit of hospitalization 
“Yes, for the sake of treatment, I am in favor if the condition wors-

ens, if you have problems like outbreaks and develop another disease, 
provided it is temporary, that it has a humanized treatment to be able 
to treat until stabilizing and doing the correct treatment, as well I 
was less worried and I suffered less”

After the psychiatric reform, the relatives suffered from the 
therapeutic method offered by the support network, with which 
many relatives show favoritism for the institutionalization16. The 
preference for family members in treatments in hospital institu-
tions is contrary to what the deinstitutionalized care model sug-
gests, since the correct one would be the short stay in the hospital 
bed. 

The family members often realize the indispensability of pro-
longed hospitalization, due to the difficulty they face in care and 
lack of preparation at times when the patient presents with sei-
zures. Although they claim a preference for hospitalization, the 
family member himself can identify that there are no results in the 
treatment [21].

In addition to the difficulties encountered by relatives in caring 
for the patient, there is a stress related to the overload of functions, 
resulting in suffering, with the hospital being seen as a necessity for 
providing temporary relief [22]. 

Family Link 
“No, because there they get stuck, away from me in conflicts, I 

prefer to take care of at home and I do not know how he would be 
treated, here I have no security I cannot stay together and he needs 
me, here I can follow and he goes to House”

The change in psychiatric care stimulates the family member 
in the participation of the care with the health services, in which it 
allows the stay for a longer period in his unit of care [18]. 

The approximation of the relatives in the therapeutic treatment 
is efficient and essential for the response of the users, being the fa-
miliar one becomes integral of the treatment [23].

It is important that family members receive instructions and 
support from the health services, since the home is an environment 
in which the patient can sustain the stability of the disease, main-
taining a better quality of life [24].

Conclusion
Even with so many changes in the treatment of people with 

mental disorders after the Psychiatric Reform, most of the relatives 
are still in favor of the hospitalization of their relatives, thus claim-
ing central ideas such as: aggression, benefit of hospitalization, in-
effective treatment and insecurity. that hospitalization is an effec-
tive method for treatment.

The family members who are against hospitalization are rep-
resented by the following central ideas: distraction, care provided, 
freedom, adherence to treatment, ineffective method of hospitaliza-
tion and family bonding, thus having the perception that PCC is the 
best treatment method.
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