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ABSTRACT

The shift from the hospital-based model of care to community-based mental health services began
three decades ago and is still an ongoing process in Brazil.

To update data on the development of the community mental health services network in Brazil in relation
to service availability and structure, manpower, pattern of service use, financing, epidemiological studies and the
burden of mental disorders, research and national mental health policy.

Searches were constructed to collect data on indexed databases (Medline, Scielo), as well as governmental,
NGOs and medical council sources, reports and the grey literature up until 30th March, 2019.

Community mental health services are unevenly distributed in the country. Brazil leads the world in terms
of the prevalence of anxiety disorders, ranking fifth for depression prevalence. Violence and suicide rates are two
growing factors which exacerbate the prevalence of mental disorders prevalence. An increased reduction of the
number of psychiatric beds in the country, in addition to the unbalanced growth of services in the community, has
resulted in treatment gaps and the underutilization of services and barriers to treating people with the most severe
psychosis. Investment in mental healthcare is still scarce. However, mental health funding is not addressed according
to the population”s needs and scientific evidence, resulting in a waste of resources and inefficiency. Programmes
and service interruptions are common according to each government mandate.

Successive changes in ideological perspectives have led to the introduction of policies which have caused
fragmentation in the mental health system and services. A lack of evaluation and transparency of services and costs
are the main barriers to integrating multiple services and planning long-term developmental phases.

AHHOTALMA
Mpouecc nepexoda OT CTaLNOHAPHON MOAENN MCUXMATPUYECKON MOMOLLM K aMbynaTOPHOM Havancs
B bpasunnuu TpuaLaTe NeT Hasag 1 NpoAo/KaeTCsa B HACTOsILLee BPeMS.

MpefoCcTaBUTE HOBbIE JaHHbIE O PAa3BUTUM CeTU ambynaTOPHON MCUXMATPUYECKON Cnyx6bbl B bpasnauny,
1N OCBETUTb BOMPOChI KacatoLmecst JOCTYNMHOCTU U CTPYKTYPbI C1y>K6bl, MepcoHana, 0Co6eHHOCTeN 1CNonb30BaHUS
CNyx6bl, PUHAHCMPOBAHNS, PE3YNLTATOB MUAEMUONOTUYECKNX NCCNeA0BAHWI N OLeHKN BpeMeHn MCnuxmyeckmnx
PacCcTPONCTB, UCCef0BaTeNbCKOM PaboThl U HALMOHANBHOW MOANTUKN B chepe NCUXNYECKOro 340P0BbS.
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MpoBegeH MOWCK B MHAEKCMPOBAaHHbIX 6a3zax faHHbiX (Medline, Scielo), cBeaeHnuin
N3 MpaBUTENbCTBEHHLIX U HEMNPaBUTENbCTBEHHbBIX UCTOYHUKOB, MaTepuanoB MeAMLMHCKOro COBeTa, OTYeTOB
N «cepoli» nnTepaTypbl 3a nepuog go 30 mapta 2019 T.

AMBYNaTOpHble MNCUXMATPUYECKMe YUYpPeXAeHUs pacrnpejeneHbl Mo CTpaHe HepaBHOMEpPHO.
Bpa3unua 3aHMmaeT 1-e MecTo B MUpe MO PacrnpoCTPaHEHHOCTU TPEBOXHbIX PacCTPONCTB U 5-e mecTo
No pacnpocTpaHeHHOCTN Jenpeccun. YBe/nYeHne 4ucna ciydaeB HacuamMs 1 CaMoybuIACTB CMocobCTByeT
JanbHenweMy pacrnpoCTpPaHeHU0 MCUXMYECKUX paccTporicTB. COKpalleHne uyucia MNCUXMaTpu4veckmx Koek
B CTpaHe B CcoYeTaHUW C HecbaNaHCMPOBaAHHbLIM pacLUMpeHneM ambynaTtopHOM Cnyxbbl NPUBOAUT K Npobenam
B JIeYEeHNN HaceNeHs, Hef0CTaTOYHOMY UCMOb30BaHMWIO YCAIYT 1 NPEnsaTCTBYET IeYEHNI0 NaLMEeHTOB C Hanbonee
TXKenbiM1 dopMamMm ncrxosa. PHaHCMPOBaHME NCUXMATPUYECKON CNyX6bl Mo-NpexHemy cnaboe, Kpome Toro,
OHO ocylLecTBAAeTCA 6e3 yyeTa NoTpebHOCTel HaceNeHNsa N Hay4YHbIX AaHHbIX, YTO MPUBOANT K HEPALIMOHaNbHOWA
TpaTe pecypcoB 1 HeadPeKTUBHOCTN cucTeMbl. CyLLecTBYOLLE NPOrpaMMbl U paboTa CyXObl 3aBUCAT OT MpaBALLmMX
CTPYKTYP W 4acTo NMpUOCTaHaBANBAKOTCA NPY CMeHe BNacTu.

MocnepoBatesbHble NAEONOTMYECKME NepeMeHbl NPUBEIN K MONUTUKE, Bbi3BaBLUEN parMeHTaLumto
CUCTEMbI MCUXMATPUYECKO MOMOLLM N MCUXMATPUYECKORN CTYXObI. [NaBHBIMW NPENATCTBUAMU Ha NYTV BHEAPEHVA
Pa3HO06pPa3HbIX TUMOB YCAYT 1 NAaHNPOBAHWSA X MO3TanHOM pa3paboTKn B AOFOCPOYHON NepcrnekTBe ABASeTCs
HeJoCTaToO4YHas oueHKa paboTbl CyXbbl 1 ee CTOMMOCTH.

INTRODUCTION

Brazil is an upper-middle-income country according
to the World Bank classification, located in South
America, with a population of nearly 215 million
inhabitants and a life expectancy of 76 years. Income
per capita is $8,600 with a GINI coefficient of 0.51.
The Federal Brazilian Constitution of 1988 adopted the
Social Welfare State, allowing for social rights including
free access to education and health.

The Brazilian Universal Health Coverage (UHC)
was created in 1988, targeting three key Unified
(SUS)
access to health services, equity and comprehensive
healthcare. The Federal Brazilian Constitution pledges
health as a universal right that should be guaranteed
by the state. Before the UHC s implementation, only
employed people received healthcare, that is, 21%

Health System’s principles: universal free

of the population. In 1990, the law 8080 was enacted,
assuming a broader concept of health rather than the
absence of disease, but also aiming to promote well-
being, quality of life and inequity reduction.

Multiple reports on the abuse and mistreatment
of patients in psychiatric hospitals during the '70s and
'80s have encouraged the closure of such institutions.
Although mental in the
SUS in 1988, treatment was mainly delivered under
a contract between the government and private

healthcare was included

psychiatric hospitals, to which 93% of the mental
health budget was directed [1].

The Brazilian Mental Health Policy was established
primarily after the Declaration of Caracas in 1990[2],
based on patients’ human rights and delivering
mental healthcare in the community [1]. However,
the effective reduction in the availability of psychiatric
beds occurred after Mental Health Law Number 10.216
was enacted in 2001 to replace hospital-centred care
with community mental healthcare [3].

The objective of this manuscript is to update data
on the progress of developing community mental
health services in Brazil and to discuss the advances,
challenges and limitations related to the implementation
of national mental health policies.



MATERIAL AND METHODS

We constructed the searches to find information
on the following topics: a) brief historic aspects
of the establishment of community mental healthcare
in the country, b) description of the main characteristics
of community mental
characteristics of the mental health system in terms
of manpower, costs, financing, beds, treatment and

health services, c) general

service availability, d) status of mental disorders in the
country in terms of prevalence, burden and accessibility
to services, e) strengths and weaknesses of the mental
health system and policies. Searches were developed
to retrieve relevant studies, documents, reports and
government databases on national and international
databases such as Medline, Scielo, Google Scholar, the
Ministry of Health of Brazil website and World Health
Organization website up until 30th March, 2019. Articles
were selected and included in this overview, according
to the relevance and completeness of the information
regarding the descriptions and data related to the
aforementioned topics. It was not an exhaustive search
and it may be missing some related publications.

RESULTS

The shifting from the hospital model to a community
mental health model has been developing over the past
few decades, characterized by a dramatic reduction
in the number of psychiatric hospitals from 87,134 beds
in 1994 to 25,097 in 2016 [3]. The “Programa Nacional
Hospitalares-PNASH"-
a programme to evaluate psychiatric hospitals - was
created to assess all psychiatric beds available in the
public health system and to cancel any public-private

de Avaliacdo dos Servicos

partnership should psychiatric hospitals not meet certain
requirements, such as hospital size and number of beds,
inappropriate structure and conditions, reports of abuse
or human rights infringements and electroconvulsive
therapy use, even for eligible patients. This programme
was addressed to assess the user s satisfaction with the
services, to establish indicators for the health service's
performance, to implement quality standards of care and
to support health managers.

Although Law Number 1631/2015 established the ideal
rate of 0.45 psychiatric beds per 1,000 inhabitants [4], the
coverage for psychiatric hospitalization dropped by 40%

- from 0.22 to 0.12 per 1,000 inhabitants - between 2005
and 2016, leading to a shortage of psychiatric beds in the
country. During this period, there was a tiny increase
in the number of psychiatric beds in general hospitals,
from 570 in 2013 to 1,117 beds in 2017 [5]. Moreover,
there was an uneven distribution of psychiatric beds
across the country: 0.012 per 1,000 inhabitants in the
northern region and 0.18 per 1,000 inhabitants in the
southern region [6].

The Brazilian community mental health system
comprises a complex psychosocial network of mental
health services (“Rede de atencdo psychosocial -RAPS"),
created in 2011, with the aim of preventing, treating
and promoting the social inclusion of people suffering
from mental illness and drug misuse. Recently, a new
ministerial ordinance included other services in the RAPS,
such as mental health outpatient services (ambulatory),
drug rehabilitation centres (“Comunidades terapéuticas”)
and psychiatric and day hospitals [7]. In Table 1, all
available mental health services are described [8].
People with mild to moderate mental health problems
are treated in primary care by the general practitioners
under the supervision of mental health specialists. People
with moderate to severe mental disorders are treated
by mental health specialists in outpatient services -
specialized polyclinics with other medical specialities.
People with psychosis, alcohol and drug disorders,
autism and other severe mental disorders are treated
in different types of Centres of Psychosocial Care - CAPS
described in Table 1[6]. Therefore, mental health services
are integrated into the entire health system. Referrals
to mental health services come from the primary care
units, first-aid care, emergency care, hospitals, as well
as self-referrals.

The growing number of community mental health
services increased from 424 Centres of Psychosocial Care
(CAPS) in 2004 to 3,013 in 2018. The number of CAPS
per 100,000 inhabitants increased from 0.21 in 2004
to 0.86in 2014 [6]. According to the Ministry of Health”s
indicators, a rate of between 0.5 and 0.69 CAPS per
100,000 inhabitants is considered good coverage and
rates in excess of this are regarded as excellent coverage.
According to the last report in 2015, CAPS are unequally
distributed across the country, ranging from 0.38 to 1.57
CAPS per 100,000 inhabitants [6].

There is an unequal distribution of community mental
health services across the country as shown in Graphs



Table 1. Description of services provided by the Brazilian Mental Health Network

Characteristics

Description

Number of services

Centre of Psychosocial Care for moderate and severe mental disorders and

Outpatient care

treating moderate and severe mental disorders and other comorbidities.

CAPS-1 drugs misuse in a city with over 15,000 inhabitants. 1069
Centre of Psychosocial Care for moderate and severe mental disorders and 476
CAPSI drugs misuse in a city with over 70,000 inhabitants.
Centre of Psychosocial Care for moderate and severe mental disorders and
CAPS IlI drugs misuse in a city with over 150,000 inhabitants. Includes five psychiatric 85
beds.
Centre of Psychosocial Care for moderate and severe drugs misuse in a city with 69
CAPS ADII over 150,000 inhabitants.
Centre of Psychosocial Care specifically focused on alcohol and drug misuse, with
CAPS AD Il eight to 12 night beds. 309
Centre of Psychosocial Care for severe alcohol and drug misuse, providing
CAPS AD IV 24-hour mental healthcare in a city with a population greater than 500,000 -
inhabitants. The number of psychiatric beds ranges from eight to 30.
Specifically for children and adolescents with severe mental iliness (such as
CAPS child e, ( 201
Host health units Accommodation in houses, with support from professionals for extremely
for adults suffering | vulnerable crack and other drug users with limited family and social support. 34
from drug misuse Short stays up to six months. (known as “Unidades de Acolhimento”)
Accommodation in houses with support from professionals for extremely
Host health units vulnerable children and adolescents between the ages of 12 and 18 years, 22
for children suffering from alcohol or drug misuse and with limited social support. (known as
“Unidades de Acolhimento”)
) Specific mental health treatment for certain patients recently discharged from 649
Day hospital care hospital and with intensive care needs (up to 12 hours per day).

L o Brief hospitalization for people with acute symptomes, risk of suicide, severe self-
Psychiatricunitin | 5re impairment, aggressive behaviours. There are 233 general hospitals with 233
general hospital 1,167 psychiatric beds in the country.

o (“Comunidadesterapéuticas”) Mid-term stay in houses under the supervision of
Drug rehabilitation | 1 ofessionals focused on helping patients with alcohol and drug dependence to | 412
CentiEs recover and support them with rehabilitation.
Housing for patients discharged from long-stays in psychiatric hospitals with
Residential service minimal or no family support. Two mental health carers provide supervision for 3470
up to eight residents.

L ) Psychiatric, specialized hospitals delivering care outside general hospitals

Psychiatric hospital (approximately 25,000 beds) 1y
Specialized outpatient care including psychiatry and other medical specialities for 1991
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Figure 1. Distribution of Centres of Psychosocial Care in Brazil

1 and 2. The majority of CAPS services are concentrated
in the South and in the southern half of the country,
where 56% of the population lives. The majority of mental
health services are located in the state of Sao Paulo, in the
southeast of Brazil. This area accounts for 21% of the
Brazilian population and 34% of Brazil “s GDP. Psychiatric
beds in general hospitals are still scarce in the country
and they are mostly concentrated in the South and
southern regions (Figure 2). Residential facilities have also
been created to accommodate patients discharged from
psychiatric hospitals. Each residential service is located
close to one CAPS, where mental health treatment
is provided. In 2005, 9,000 people were living in Brazilian
psychiatric hospitals and in 2014, 4,439 people were still
living in 53 psychiatric hospitals in the state of Sao Paulo,
in which long-term hospitalization was concentrated [19].

2. Service use, mental health needs and population
characteristics

2.1. Prevalence and burden of mental disorders
in Brazil

Mental disorders account for 13% of DALYs in Brazil,
and depression is the fourth leading cause of this

burden. In the Americas, Brazil leads the years lived with
disability (YLD), with mental disorders accounting for
36% [9]. Brazil has the most cases of anxiety disorders
globally and ranks fifth in terms of the number of cases
of depression [10]. Anxiety and depression were the
fifth and sixth leading causes of YLD in Brazil’s GBD
2016 study [10], accounting for 7.5% and 9.3% of YLD
[9]. Schizophrenia and bipolar disorders accounted for
1.6% and 1.4% of YLD in Brazil [9].

On the other hand, alcohol and interpersonal violence
was the second leading cause of YLD in Brazil in 2016
[11]. Moreover, the behavioural risk factor for alcohol
and drug use has almost doubled between 1900 and
2016, accounting for 12.2% of DALYs, and is the leading
risk factor among males [11]. In relation to violence and
traumatic events, one study [12] in Rio de Janeiro and
Sao Paulo has shown a prevalence of traumatic events
of 35% and 21%, respectively, and these events were
associated with psychiatric disorders, indicating the
relevance of social, environmental and cultural factors
affecting mental health.

Moreover, suicide is the fourth leading cause
of mortality among people between the ages of 15 and

64
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29 [13, 14]. The Brazilian suicide rate was 5.8 deaths per
100,000 inhabitants in 2014 [13]. Women account for
69% of suicide attempts, 58% of them by poisoning. More
than 60% of suicide occurred in the South and southern
regions of the country, which are the wealthiest regions.
The suicide rate is much greater among men than women,
especially among older men but also among adolescents:
9.0 per 100,000 males and 2.4 per 100,000 females.
The suicide rate among adolescents has increased
by 24% within a decade and has been associated with
social inequality and unemployment [15, 16]. It is also
the leading cause of mortality among the indigenous
population between the ages of 10 and 19.

Despite the high prevalence of mental disorders in Brazil,
mental health services are underused. Some obstacles
hinder the effective implementation of community
mental health services. For instance, there is an important
communication gap between mental health policies and
the population, in relation to the awareness of mental
health symptoms and the availability of treatment. One
study [17] has shown that these services were used by 10%
of people suffering from anxiety disorders, 22% of people
with depression and 34% with both disorders. Service use
was associated with white people older than 30, with low
resilience and living in low homicide rate regions. Another
study [18, 19] has shown that only 15% of people with
psychotic disorders, discharged from psychiatric hospitals
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and living in residential services, received psychosocial
interventions from community mental health services,
regardless of their need for psychosocial rehabilitation.

The reduction of psychiatric beds and the acceleration
of the deinstitutionalization process has resulted
in a shortage of psychiatric beds, as well as a reduction
in the length of time spent in psychiatric hospitals.
The annual admissions per 100,000 inhabitants for
a psychiatric hospital and general psychiatric bed unit
were on average 216 and 60.8, respectively [20]. The
length of time of hospitalizations was less than one year
in 63% of admissions, and financial incentives were offered
to shorten the length of time of hospitalizations [6].

Mental health policies tend to focus on reducing the
length of hospitalization and monitoring the coverage
and access to services, as well as the number of patients
seen by doctors, rather than evaluating treatment goals
and the effectiveness of treatments. There are some
isolated initiatives to improve the technical efficiency
of services, however, mental health indicators are not
used in the country. Health cost management is still
challenging and an evaluation of wasted resources is not
routinely taken into account.



There is a shortage of mental health professionals in
Brazil, especially in the poorest regions of the country.
In 2014, the ratios of mental health professionals
per 100,000 inhabitants were 3.40 psychiatrists, 3.22
psychologists, 13.99 social workers, 3.05 nurses, 1.16
occupational therapists and 4.15 were made up of other
doctors [20]. According to the last Brazilian Medical
Council survey [21], there were 10,396 psychiatrists
in the country, corresponding to 5.01 per 100,000
inhabitants, a 30% increase over the last five year period,
although the need for psychiatric staff is estimated to
be double this number. However, psychiatrists account
for 2.7% of all medical specialities in the country but
the distribution of professionals is still unequal across
different regions: 2.1% in the North, 7.8% in the Midwest,
12.6% in the Northeast, 23.1% in the South and 53.4% in
southern regions. Therefore, the variation of the number
of psychiatrists in the country ranges from 0.69 to 12.84
per 100,000 inhabitants.

Psychotropics are subsidized primarily by the federal
government, especially those drugs with a high cost.
In this regard, atypical antipsychotics correspond to
93% of public expenses in terms of high-cost drugs.
There are 14 antipsychotics available in the SUS,
five of which are atypical antipsychotics. There is a
shortage of studies assessing the cost-effectiveness
and value of these drugs in the country and a
huge variation in prices, even from the perspective
of the government [22]. On the other hand, fewer
antidepressants are available in the health system,
despite their lower price and a high prevalence of
depression and anxiety in the country [23]. Lithium
carbonate, anticonvulsants and anticholinesterases
and benzodiazepines are also available in the
public health system. Only one guideline has been
implemented to regulate the use of antipsychotics in
treating schizophrenia and bipolar disorders.

One study [24] has found a 6.5%
of psychotropic use among Brazil “s general population,
with a female/male ratio of 3:1: antidepressants (2.7%),
anorectics (1.65%), tranquillizers (1.61%) and mood

incidence

stabilizers (1.23%). General practitioners issued 46%
of such prescriptions and 86% of these drugs were paid
for by the patient and family.

Non-medical mental health interventions vary in terms
of type, quantity and quality and they are delivered at all
levels of care. One study [25] evaluated 10 CAPS in the city
of Sao Paulo and identified 457 different mental health
activities, highlighting a wide range of heterogeneity
among these services. Educational programmes, such
as ‘Unplugged’ or the Brazilian version ‘Tamojunto’ were
implemented to prevent the use of alcohol and drugs
among adolescents, although, the outcome was the
converse of expectations, resulting in an increase of 30%
in terms of the risk of consumption of such drugs in this
population [26]. Recently, the programme was cancelled
and, for the first time, the current Ministry of Health
is financing an effectiveness study using scientific
evidence to further analyse the appropriateness of this
programme in the country.

Some programmes aim to promote the social
inclusion of people with mental health disorders
in the community. In this regard, the “Return Home
Programme” (“De voltapara casa”), created in 2003
by the Ministry of Health, consists of a monthly
financial benefit (BRL 412.00), offered to 4,349 people
discharged from long-term hospitalization in psychiatric
institutions and returning to live with their families
[6]. The annual costs of this programme are, on
average, BRL 20 million.

In 1991, a law advocating inclusion in the workplace
of people with any type of disability was enacted,
although it was not specified which type of intellectual
deficiency was included. In this regard, an enterprise
with 100 employees or more should employ between
2 and 5% of people with a physical or intellectual
deficiency. The term mental deficiency was included
in Law 8213/91, in 1999, however, the majority
of people with mental disorders remained unemployed.
In 2012, the complementary Law 12.764, extended this
right to people on the autism spectrum, however those
with schizophrenia were not covered by these laws.

Health expenditure corresponded to almost 9%
of Brazilian GDP in 2015, of this 5.2% was spent by
families and private institutions [27]. One-third of the
population has private health insurance and spends
on average BRL 440.00 per month.



Public health expenditure in Brazil corresponded
to 3.8% of GDP in 2018, and the federal government
invested 1.8% of GDP in health in 2017. The federal
government spent BRL 117 billion on health, of which two-
thirds were intended for medium and high complexity
level care (secondary and tertiary) and the remaining
third for primary care and medication [28]. On average,
annual public health expenditure per capita is estimated
at around BRL 1,200.00. Health expenditure is also
funded by the states and municipalities, respectively,
corresponding to 12% and 15% of their revenues.

There are no official data available concerning the
mental health budget in Brazil, although previous studies
have estimated the percentage of the health budget
allocated to mental health, to be around 2 to 2.5%;
the Atlas survey of 2014 reported a federal investment
of $ 43.16 per capita in mental health [20]. In 2017,
the Brazilian Ministry of Health assigned daily tariffs
to psychiatric hospitals (up to 90 days) according to the
number of psychiatric beds: BRL 82.40 per bed per day
(up to 160 beds), BRL 70.00 (between 160 and 240 beds),
BRL 63.11 (between 241 and 400 beds) and BRL 59.00
(more than 400 beds) [29]. It also created a new service,
CAPS AD IV; the monthly investments for implementing
these services varied from BRL 33,000.00 to BRL 99,000.00
according to the number of psychiatric beds.

Few studies are aimed at estimating the direct costs
of mental health services and treatments. One study
estimated the costs of 20 residential services in Sao
Paulo and found the mean annual costs per resident
to be $19,621.44 in 2017 [19, 30], corresponding
to double the Brazilian per capita income. The federal
government financed 73.4% of these costs and the
remainder was funded by local government. Residential
services corresponded to 90% of the total package of care
for patients with mental disorders, discharged from
long stays in psychiatric hospitals. Residential services
costs were related to geographical regions and to the
length of time residents lived in psychiatric hospitals and
used residential services [19]. The mean and standard
deviation of psychotropic costs per month and per
resident in this sample was BRL 216.07+380.40 for the
year 2011. Psychotropic costs were mainly influenced by
atypical antipsychotics polytherapy use, and the latter
was the main cost driver of direct health costs [18].

Another study relating to the estimation of CAPS-AD
costs in a city located in the state of Sao Paulo, found

that of the monthly cost of BRL 64,017.54, 62.1 % was
funded by the federal government [31, 32]. On average,
direct health costs per capita of patients with alcohol and
drug dependence in this service were $149.00 per month.

On the other hand, the federal government funded 20%
of direct health costs (medication and clinical treatment)
of daily psychiatric hospitalization, excluding hotel costs
[33]. On average, the daily psychiatric hospitalization
costs were BRL 371.00 per capita for the year 2015, with
hotel costs accounting for half of these costs.

DISCUSSION

Few studies have evaluated mental health services
in Brazil; one systematic review identified 35 studies, all
focused on the South and southern regions [34]. The main
findings of this review showed some advances in relation
to patients’ participation in CAPS” activities, good crisis
management and a high level of family satisfaction
with services. In contrast, mental health professionals
exhibited dissatisfaction with regard to intense workload
and high demand, a lack of professional skills and training,
and unsatisfactory work conditions.

Moreover, the lack of integration of mental health
services and primary care was raised in this review
and other publications [34, 35], emphasizing the need
to overcome barriers, such as a lack of professional
training, a lack of professionals within primary care,
among
services and no clear policies directed towards the

obstacles to referral and counter-referral
health and related sectors.

Psychiatric reform in Brazil was mainly influenced by
Basaglia“s ideological views, allowing some policymakers
to establish mental health policies, refusing the need for
hospitalizations in cases of acute episodes with moderate
to severe risks. Therefore, policies were not based on
scientific evidence and population needs. In this regard,
the accelerated reduction of psychiatric beds without
appropriate community support caused harm to those
who remained without access to treatment. The number
of psychiatric hospitals and psychiatric beds in general
hospitals is still insufficient to cover demand [36]. Instead,
the number of psychiatric beds available in the country
accounts for half of those in high-income countries. The
Ministry of Health has been alerted to the fact that 50,000
people with severe mental disorders are in prison as
a consequence of this rapid psychiatric reduction and
inefficient strategies for treating people discharged from



hospitals [7, 37]. There is also an important treatment
gap in cases of anxiety and depression disorders in the
country, although these are highly prevalent in primary
care. Estimates of 12-month anxiety prevalence have
shown that 23% of people with anxiety in the city of Sao
Paulo received treatment, and 10% of them received
adequate treatment [38]. Despite the high prevalence
of symptoms of these disorders in primary care ranging
between 51% and 64% [39], no specific programme
or policy is targeting them. The main obstacles in many
regions of the country are lack of service access and
trained professionals to provide appropriate treatment
[40]. Treatment for these disorders is efficacious, cost-
effective [41] and financially feasible [23], although
mental disorders have not been a priority, despite the
high numbers of people suffering from such disorders.

Mental healthcare research is still scarce in terms
of the lack of information relating to services evaluation,
treatment effectiveness and health costs [34]. There
is no tradition in the country for decision making to be
based on national scientific evidence when drawing
up health policies. CONITEC (Comissao Nacional de
Incorporacdo de Tecnologias), a committee for health
technologies’ assessment, has established that cost-
effectiveness studies are one of the requirements
when considering the inclusion of new treatment in the
public system. However, these studies are modelling
studies, based on international data and conducted
by pharmaceutical companies with clear conflicts
of interest. There are few empirical data on the costs
and effectiveness of treatments and services, and the
majority of policymakers and decision makers are not
trained in health economics. A study among stakeholders
identified 10 priorities in mental health research, such
as studies on the cost-effectiveness of antipsychotics,
evaluation of specific interventions for alcohol and
drug use and qualitative studies exploring the barriers
to mental health treatment and services [42].

FUTURE DEVELOPMENTS AND CONCLUSION

The implementation of community mental healthcare
is still an ongoing process, with adjustments being
made according to a heterogeneous perspective, with
every new government mandate. The lack of a long-term
plan of action for mental healthcare leads to service and
programme interruptions and consequently, results
in a waste of resources each time a new mandate starts.

A lack of transparency on services information and
costs is the main barrier to further developments. There
is a need for integrating multiple services and for planning
long-term developmental phases [14]. Moreover,
combining the evidence resulting from national research
and mental health policies should be aligned to address
the needs of vulnerable groups.
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