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Abstract

Rural populations have historically suffered the effects of a socio-economic model based on country
estates and exploitation of workers. Such model is associated with the appearance of psychosocial
and environmental vulnerabilities that have a negative impact on mental health. Therefore, in rural
environments there are certain conditions that play a major role in the health-disease process and
must be considered in health care planning. This theoretical study discusses the case of mental health
care from the perspective of social determinants of health considering the concrete territories of rural
populations. We conducted a literature review using relevant databases, which demonstrated a lack of
studies about the chosen topic. The territorial and community logic supporting psychosocial care must
be introduced in daily care services. Such process will provide more effective solutions to the mental
health needs of rural populations, which are directly related to the iniquities that have shaped life in
the countryside.

Keywords: Comprehensive health care, mental health, mental health services, rural health, rural health
services.

Cuidado Psicossocial em Saude Mental em Contextos Rurais

Resumo

As populagdes rurais sofrem historicamente efeitos do modelo socioeconémico pautado no latifindio
e explorac¢do do trabalhador. Esse modelo esta associado a producdo de situacdes de vulnerabilidade
psicossocial e ambiental que impactam negativamente na saude mental. No meio rural hé, portanto,
certos condicionantes que sdao decisivos no processo saude-doenga e que devem ser considerados na
producao da atencdo. Este estudo tedrico problematiza o cuidado em satde mental em contextos rurais
considerando o processo de determinagdo social da saude e da vida, bem como os territorios concretos
de existéncia das populacdes rurais. Realizou-se uma revisdo da literatura nos principais bancos de
dados, o que evidenciou a caréncia de estudos sobre a tematica. Considera-se que a logica territorial
e comunitaria que sustenta a Atencdo Psicossocial precisa ser construida no cotidiano das equipes,
visando respostas mais efetivas as necessidades de satide mental das populagdes rurais, relacionadas
diretamente as iniquidades que marcam a vida no campo.

Palavras-chave: Assisténcia integral a saude, saide da populacdo rural, saude mental, servigos de
saude mental, servigos de saude rural.
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Cuidado Psicosocial en la Salud Mental en Entornos Rurales

Resumen

Las poblaciones rurales historicamente sufren efectos del modelo socio-econémico basado en el latifun-
dio y la explotacion de los trabajadores. Este modelo se asocia con la produccion de vulnerabilidades
psicosociales y ambientales que impactan negativamente en la salud mental. En las zonas rurales, por
lo tanto, existen ciertas condiciones que son decisivas en el proceso salud-enfermedad y deben ser con-
sideradas en la produccion de la atencion. Este estudio tedrico se ocupa de la atencion en salud mental,
teniendo en cuenta los determinantes sociales de la salud y la vida, asi como las condiciones concretas
de existencia de las poblaciones rurales. Se realiz6 una revision bibliografica en las bases de datos, lo
que demuestra la falta de estudios sobre el tema. Se considera que la logica territorial y comunitaria que
orienta la atencion psicosocial debe hacer parte de la vida diaria de los equipos, buscando respuestas mas
eficaces a las necesidades de salud mental de las poblaciones rurales, directamente relacionadas con las
desigualdades sociales que marcan la vida en el campo.

Palabras clave: Atencion integral de salud, salud mental, salud rural, servicios de salud mental,

servicios de salud rural.

Mental health care is a complex and multi-
determined field that involves a variety of theo-
retical and methodological frameworks, ethical
stances and political positions. Reflecting on
mental health — with special attention to health
and living conditions of rural populations, to
the modes of sociability shaping their everyday
community lives, and to the knowledge, tradi-
tional practices and informal resources forming
their therapeutic arsenal — raises a series of theo-
retical and methodological challenges in mental
health care and management to the Brazilian
Unified Health System (SUS).

Such challenges refer to the fact that rural
populations are not homogeneous — there are
differences in terms of social dynamics and
subjects, population mobility, social relations,
modes of production and cultural and environ-
mental aspects. In these communities, social life
and reproduction is related to the countryside,
the forests and the aquatic environments. In other
words, they are peasants; family farmers; settled
or encamped rural workers; employees or tem-
porary workers; traditional communities such as
quilombolas, riverside dwellers, artisanal fisher-
ies and shellfish gatherers; people who live in
and use extractive reserves in forest and aquatic
areas; people who are affected by dam construc-
tion; among others (Silva et al., 2015).

The dominant socio-economic model pro-
duces social costs that have an impact on the
life, work and health of such populations. Work-
ing conditions in rural areas have generated an
alarming epidemiological situation character-
ized by a high prevalence of musculoskeletal
morbidities and mental disorders, as well as by
an increasing use of chemical inputs and inad-
equate protection tools that cause accidents and
severe intoxication. The poor living conditions
of rural and forest populations are related to
health problems such as intestinal parasitosis
and diarrhea resulting from a lack of basic sani-
tation and access to water supply; high rates of
infant mortality; and infectious diseases such as
Chagas disease and leishmaniasis (Ministério da
Saude, 2011).

The debate over health care is still based on
urban and ethnocentric premises; i.e., it is not
sensitive to the socio-cultural characteristics of
other environments. This is a result of the colo-
nialist knowledge and practices adopted in the
health care field, which contributes to the main-
tenance of iniquities that have shaped the his-
tory of rural populations. The current study' dis-

' The present study is part of a Master’s research
project whose general aim was to characterize and
analyze mental health care services provided to
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cusses mental health care from the perspective
of social determinants of health considering the
concrete territories inhabited by rural popula-
tions. The territorial and community logic guid-
ing psychosocial care must be introduced in the
daily routine of health care teams. Such process
will provide more effective solutions to the men-
tal health needs of rural populations, which are
directly related to the social iniquities that have
shaped life in the countryside.

Method

We conducted a systematic review on
mental health care in rural environments in the
following databases: SciELO Brazil, Virtual
Health Library (VHL Brazil) and Brazilian Digi-
tal Library of Theses and Dissertations (Biblio-
teca Digital Brasileira de Teses e Dissertagoes,
BDTD). Such selection was based on the im-
portance of these virtual databases for Brazil-
ian publications. SciELO Brazil is an electronic
library covering a selected collection of Brazil-
ian scientific journals. VHL Brazil is part of the
Virtual Health Library system, developed by the
Latin American and Caribbean Center on Health
Sciences Information (BIREME). BDTD is a
web portal that gathers information systems of
published theses and dissertations from Brazil-
ian education and research institutions. The three
databases were searched separately, with no ex-
clusion criterion, since there is little research
about the chosen topic. Articles, books and book
chapters were found in the database search. It
is important to note that in the following theo-
retical articulation we highlight some issues that
confirm research information mentioned in the
literature.

Psychosocial and Environmental
Vulnerabilities and Rural Mental
Health

The reproduction of rural poverty is directly
related to a socio-economic model that guaran-

rural settlers in the state of Rio Grande do Norte,
Brazil.

tees the privileges of large agricultural compa-
nies. The space is organized according to their
productive activity, and country estates and
exploitation of rural workers are reproduced as
fundamental pillars of the economic and social
life in the countryside. Therefore, poverty has a
great impact on rural populations - about 50% of
them are facing poor living situations according
to studies that have shown the predominance of
poverty in rural areas (Kageyama & Hoffmann,
2006; Rocha, 2006).

Despite the persistence of poverty, in the last
two decades there has been a relatively strong in-
come growth and a sharp decline in inequality in
rural environments (Helfand, Rocha, & Vinhais,
2009). The incipient improvement in the living
conditions of rural populations as a result of land
policies has alleviated social conflicts, but has
not changed the situation of poverty and social
inequality. The life journey of rural settlers is
shaped by poor conditions of social reproduction
and great difficulty in accessing health policies
and programs, education, security, transporta-
tion, housing and organization of production
(Dimenstein et al., 2014). We can infer, there-
fore, that the way rural settlements? are arranged
today is producing psychosocial and environ-
mental vulnerabilities®.

The term in Portuguese, assentamento, first ap-
peared in legal and sociological vocabulary in the
context of the Venezuelan land reform in 1960,
spreading to other countries later. Using the con-
cept of Bergamasco and Norder (1996, p. 07),
we understand rural settlements as “agricultural
production units created by government policies
aimed at reorganizing land use for the benefit of
landless or almost landless rural workers” and the
result of federal, state and municipal land policies.
To help us interpret situations of social vulnera-
bility as various forms of exclusion of population
groups from those experiences or benefits that
are part of the global development process, we
can expand the notion of vulnerability in order
to understand it as social and environmental
vulnerability. This concept deals with the spatial
coexistence or overlap of groups in situation of
poverty and high deprivation living in areas of
environmental degradation or at risk (Cartier,
Barcellos, Hiibner, & Porto, 2009). Therefore,
vulnerable social groups who are subjected to risk
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The social, political and territorial char-
acteristics of rural Brazil are associated with a
number of phenomena such as forest devastation,
loss of biodiversity, soil erosion, precariousness
of labor relations, rural-urban migration, etc. All
of them contribute to a situation of psychosocial
and environmental vulnerability that has a direct
impact on the life and health of rural populations
with shortage of goods and social and material
resources to face such risk factors (Pinheiro, Sil-
va, Carneiro, Faria, & Silva, 2009).

From this perspective, poverty, unequal
land access and environmental factors have dis-
seminated psychosocial effects on populations in
the countryside. Hunger, violence, trauma, pain,
humiliation and lack of recognition experienced
by subordinate social groups can be considered
mediators of various types of suffering. Thus,
deprivation of multiple goods and services has
a negative impact on the mental health of these
groups (Silva & Santana, 2012).

There are few studies on rural mental health
at the international level (Ministerio de Sanidad
y Politica Social, 2011). In Brazil, one of the few
studies about it, the National Confederation of
Agricultural Workers report (CONTAG, 2013),
identified as major health problems the fol-
lowing: back problems, hypertension, constant
headaches, gastrointestinal disorders, allergy/
skin problems and insomnia. Such complaints
indicate the presence of psychosocial suffering
associated with rural living and working condi-
tions.

According to the World Health Organiza-
tion (WHO, 2010), situations of vulnerability
produce a psychosocial impact on people. Stig-
matization and marginalization can affect self-
esteem and self-confidence, reduce motivation
and interfere in life projects. Isolation and ev-
eryday exposure to violence and abuse can cause
psychosomatic symptoms, use of psychoactive
substances and serious mental health problems.
Similarly, mental health is negatively affected
when civil, cultural, political and social rights
are violated, or when social groups are denied

factors related to their territory produce social and
environmental vulnerabilities.

Costa Neto, M. C., Dimenstein, M.

opportunities of income generation and educa-
tion, which leads to particular consequences
for historically poor rural populations. An ag-
gravating factor in situations of vulnerability is
that mental health problems experienced by such
groups usually are not addressed by national
health systems.

Authors such as Costa, Dimenstein and
Milk (2014) in their study with rural settlers say
that a combination of socio-economic and envi-
ronmental risks affects quality of life and health
conditions producing suffering (e.g., common
mental disorders). There is a number of issues,
stressors and specific characteristics in rural
areas associated with mental health problems,
which means that resolution depends on the ar-
ticulation of a variety of factors in the territories
where different types of suffering are produced.
Understanding mental health care based on so-
cio-territorial dynamics and living and working
conditions involves paying attention to the social
determinants of health for rural populations.

Composition of Psychosocial Care:
Social Determinants of Health

Currently in the mental health field, psycho-
social care is considered a guiding strategy in the
organization of care services and practices for a
given community in a given territory (Amarante,
2007). However, we need to discuss to what ex-
tent the advances implemented by this new oper-
ating logic - intended to be paradigmatic - are ac-
tually corresponding to the health needs related
to the singular territories of populations.

A psychosocial perspective of care involves
expanding the concept of health in order to take
into account the variety of determinants that pro-
duce health-disease processes. According to Ba-
saglia (1979), mental suffering is also a matter
of inequality, oppression, intolerance, marginal-
ization and exclusion of individuals and popu-
lations. Therefore, from the viewpoint of social
determinants of health, care practices cannot be
restricted to biomedical and/or psychological
variables.

The theoretical discussion on social de-
terminants of health may provide elements for
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establishing care practices connected with the
daily life of populations. Historically, the debate
over social determinants in the health care field
generated considerable criticism of the techni-
cality, pragmatism and reductionism of the mod-
els that explained the health-disease process, as
well as of knowledge produced in an ahistori-
cal way, decontextualized from everyday life of
populations.(Almeida-Filho, 2010; Bosi, Melo,
Carvalho, Ximenes, & Godoy, 2014; Buss &
Pellegrini, 2007; Fleury-Teixeira & Bronzo,
2010; Garbois, Sodr¢, & Dalbello-Araujo, 2014;
Garrafa & Cordon Portillo, 2009; Souza, Silva,
& Silva, 2013; Tambellini & Schutz, 2009).

The concept of determinants became widely
used by researchers and national and internation-
al organizations to reflect on the health-disease-
care process. In general terms, the idea is that
living and working conditions of individuals and
population groups affect their health. As high-
lighted in a WHO report (2003), determinants
are used to understand the process of generation
of health iniquities and to guide public policies
regarding social inequality, stress, early life, so-
cial exclusion, labor, unemployment, social sup-
port, drug addiction, food and transportation.

Although authors emphasize certain social
conditions that are considered health determi-
nants, studies on social determinants of health
are focused only on establishing causal corre-
lations between social factors and health phe-
nomena. Grounded in traditional epidemiology,
whose aim is to identify connections between
social variables and morbimortality events
among different population groups, this analyti-
cal category strengthens the positivist perspec-
tive that was criticized at first (Almeida-Filho,
2010; Nogueira, 2010).

The category “determinant” — and its causal,
linear and mechanical nature — disregards other
means of producing the health-disease-care pro-
cess, such as dialectical, cyclical, structural and
other processes. Identifying the several factors
that have an impact on the health-disease pro-
cess is insufficient to explain health complexity,
which makes it necessary to think of social de-
terminants of health as a historical and cultural
construction of living conditions and their mul-

tiple determinants (Almeida-Filho, 2010; Breilh,
2010; Fleury-Teixeira & Bronzo, 2010; Garbois
etal., 2014).

The health-disease-care process of popu-
lations and individuals must be understood in
terms of its multidetermined nature, as part of
a socio-cultural context, influenced by a com-
plex interaction of elements ranging from mi-
cro to macro levels. From this perspective, the
category “territory” emerges as a basic notion to
reflect on psychosocial care. Turning the terri-
tory into an ordering principle for care strategies
means establishing a close connection between
care services, social context and concrete living
circumstances. Thus, organizing services and
programs and developing care actions according
to a territorial logic involve “looking at and lis-
tening to the life pulsing in that place” (Lima &
Yasui, 2014, p. 597). We infer then that social
determinants of health are negotiated in the terri-
tories amid materialities that exist in the contexts
of life, of established sociabilites, of a possible
existence (Koga, 2015).

Composition of Psychosocial Care:
Developing a Territorial
Logic of Care

Theories about the notion of territory are
related to geography, with an emphasis on the
work of Milton Santos, for whom such theories
are useful for social analysis when based on the
use of the territory and the actors who use it. For
the author, a living territory is a place of con-
struction of personal, social, political and cultur-
al relations that influence the ways of living of
its inhabitants. As products and producers of so-
cial relations, territories are objects and agents of
social change, i.e., they take on meaning through
the dwelling of their residents (Santos, 2008).

Using the category “territory” to discuss
psychosocial care means that we deal with
modes of care that are connected with the social
context in which life takes place, with the space
where services must be anchored and with the
ground on which such modes will be produced.

Turning the territory into an organizing
principle of care practices requires a close con-
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nection with the social context of users and their
concrete living circumstances, so that providing
health care amid the established social condi-
tions that can cause diseases becomes possible.
Therefore, it is inexcusable to expand the per-
ception and decentralize the attention from
physiological and psychological care systems
toward the moving complexity of the territory,
its unique contexts and interactions. It is essen-
tial, however, to cultivate ways of understand-
ing the health needs of populations and consider
the determinants that each place has developed
through the mediation of technical, popular and
traditional knowledge (Almeida, 2015).

When rural settlers are able to overcome the
difficulty of access to health and social care ser-
vices, they are assisted with care models that are
invariably insensitive to their peculiarities. For
Rigotto et al. (2012), meeting the health needs of
rural populations in terms of reception and care
is a problem for health care services, since pro-
duction processes, ways of life and forms of so-
ciability specific to each territory and necessary
for planning actions are not taken into account.
Care practices are guided by vertical and decon-
textualized programs created by the ministries in
charge.

Territory-based discussions must guide the
implementation of health services in rural envi-
ronments. This organization should be based on
the materialities, flows and uses of each territory
with the aim of providing comprehensive care.
A small town in the northeastern semiarid region
of Brazil differs in terms of network organization
from localities in the Amazon region or the out-
skirts of a metropolis (Guimaraes, Pickenhayn,
& Lima, 2014). The model used for coordinating
the network of services and actions directly af-
fects groups living far from urban areas, such as
rural populations, in terms of access.

Following this line of thought, Spain has
tried to deal with socio-territorial characteristics
and their experience may serve as inspiration
for mental health care planning in rural environ-
ments. There, proposed solutions included the
development of flexible programs with small
teams working close to people and their every-

Costa Neto, M. C., Dimenstein, M.

day lives. Such approach goes beyond the tra-
ditional idea of mental health facilities charac-
terized by inflexibility of the labor process in
terms of staff circulation, service opening hours,
referral protocols and staff allocation. It is worth
noting that in Spain the organization of care net-
works in rural environments is based on meeting
the needs of each territory, which results in spe-
cific care services, programs and strategies.

Some elements are involved in the work-
ing process of those services, such as: (a) proto-
cols for detection of users in rural environments
avoiding care failures; (b) guarantee of at least
20% of staff hours dedicated to actions in the
territories; (c) home care programs aimed at ru-
ral environments; (d) high coordination among
health services for geographically isolated cases
with an emphasis on primary care; (e) enhance-
ment of primary care coordination and use of
social facilities from the territories; (f) attention
to families in remote areas as a way to obtain
cooperation for user care; and (g) staff continu-
ous education to intervene in such environments
contributing to the qualification of psychosocial
programs and interventions (Ministerio de Sani-
dad y Politica Social, 2011).

The category “territory” is useful especially
to reflect on everyday care practices in rural en-
vironments. When we accept that health needs
are produced according to the concrete territo-
ries of populations, we denaturalize a common
understanding of living conditions and health
problems and start considering the social and en-
vironmental factors that affect these conditions.
Other modes of care may be promoted with
no restriction to health problems and range of
symptoms. Moreover, such modes may interfere
in the technical and biomedical care model that
determines the adoption of individualistic and
curative care practices encouraging a rampant
demand for health services and creating a cycle
of supply and demand for this type of isolated
care (Franco & Merhy, 2013).

For Ayres (2014), it is necessary to over-
come reductionist perspectives about the health-
disease process of populations in vulnerable
conditions. The complexity of the processes in-
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volved in their health conditions requires ways
of understanding that do not make sense in light
of the hegemonic paradigm in biomedical health
care. The author believes in the use of technical
care arrangements sensitive to the diversity and
peculiarities of health needs with potential to ad-
equately meet such needs.

Merhy (2013) proposes the collectivization
of health care management drawing on the inter-
est of users and their unique health needs. He
says that soft technologies — referring to rela-
tional technologies in interceding spaces created
between professionals and users — can coordinate
health care practices establishing a routine based
on singularities and emancipatory processes.
Thus, creating dialogical spaces among relevant
actors makes it possible to understand the pecu-
liar characteristics of life in the countryside; the
history of struggle for social reproduction and
constitution of political subjects; the different
ways of working the land; the structured socia-
bilities; the shared social networks; the family
models that escape the traditional idea of a bour-
geois family; the beliefs and religiousness; the
different conceptions of health and popular care
practices. As a result, populations are removed
from a static, invariable and homogenizing ter-
ritory, and placed in a dynamic, procedural and
changeable territory.

Psychosocial and Mental Health Care
in Rural Environments: An Emphasis
on Primary Care

Taking into account the negative health
rates of rural populations and the lack of public
policies targeting them, the XII National Health
Conference in 2004 identified as one of the main
challenges of SUS ensuring access to the health
care system for such populations (Bergamaschi,
Teles, Souza, & Nakatami, 2012). The Brazilian
Ministry of Health created then the Land Work-
ing Group, which elaborated the National Com-
prehensive Health Care Policy for Rural, Forest
and Water Populations (PNSIPCFA), introduced
in 2011. It considers the particular characteris-
tics of different Brazilian rural populations with
the aim of promoting comprehensive and univer-

sal access to health care, as well as incorporat-
ing into current health programs specific health
needs of these populations.

Regarding mental health care, we analyzed
the PNSIPCFA text and found that there are no
proposed changes to the principles of the Psy-
chosocial Care Network (RAPS) in the sense of
taking into account the socio-territorial and psy-
chosocial characteristics of rural populations.
The policy seeks to reinforce the importance of
RAPS and analyzes epidemiological aspects as-
sociated with rural work identified as suffering
triggers. Similarly, in the current mental health
care policy there is no established guideline that
could meet the specific needs of rural popula-
tions. Given the socio-territorial characteristics
of rural populations and their specific health
needs, a paradoxical radicalization of the very
principles that organize psychosocial care in
Brazil is required. If psychosocial care required
a transformation of power relations, new ar-
ticulations among actors and deconstruction of
knowledge, practices and cultures related to the
asylum model, now its own knowledge, prac-
tices and cultures are challenged given the pecu-
liarities associated with rural populations (Assis
etal., 2014).

Despite a lack of direct reference to mental
health care, among PNSIPCFA main guidelines
is the appreciation of “traditional practices and
knowledge promoting the recognition of the sub-
jective, collective and social dimensions of such
practices and the production and reproduction of
knowledge of traditional populations” (Ministé-
rio da Saude, 2011, p. 6). The appreciation of
popular knowledge and traditional health prac-
tices shows a commitment to the production and
reproduction of knowledge of traditional popu-
lations, such as midwives, faith healers, herbal
healers, shamans, etc.

Despite being subjected to processes of so-
cial marginalization, rural populations preserve
their knowledge and practices, which foster a
sense of belonging and organize their ways of
understanding and acting in the world. The cul-
tural aspect, which includes popular beliefs, reli-
giousness, food and sociability, creates ways of
dealing with diseases and relieves pain and suf-
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fering (Budo & Saupe, 2005; Escola de Saude
Publica de Minas Gerais, 2014; Lara, Brito, &
Rezende, 2012). The enhancement of cultural
and informal care practices becomes an impor-
tant focus for professionals who work in these
environments, since they are the first steps taken
by users with diseases (Silva, Dimenstein, &
Leite, 2013).

In addition to the appreciation of tradition-
al knowledge, for psychosocial care the com-
munity is an important locus for investment in
health care actions. Professionals may encour-
age community initiatives that serve as support
for individuals. Juliano and Yunes (2014) define
social support networks as groups of significant
systems and people that constitute the relations
received and perceived by individuals. Affection
is crucial in this context due to its unquestion-
able value to the establishment and maintenance
of support networks. Given the situations of
poverty and vulnerability experienced by part
of rural populations, the effectiveness of support
networks can function as a coping mechanism to
deal with adverse living conditions, as well as
social protection.

According to Vasconcelos (2013), commu-
nity cooperatives, rural workers’ associations,
rural social movements, and even faith-based
groups and neighborhood circles can be con-
sidered mutual support groups, since they pro-
vide opportunities for exchanging experiences,
sharing life stories, giving advice and emotional
support and discussing strategies to face every-
day problems (mutual aid), as well as care ac-
tions and concrete support (mutual support). For
Vasconcelos (2013), such groups and friendship
networks are considered important strategies
of empowerment, i.e., they are responsible for
encouraging power increase and personal and
collective autonomy before situations of oppres-
sion, violence or discrimination. The establish-
ment and maintenance of social ties among peo-
ple who share the same space in a community
indicates greater social cohesion, reciprocal ex-
changes and social support, which are protective
factors against diseases (Almeida, 2015).

From this perspective, for rural populations
primary health care is considered a level of care

Costa Neto, M. C., Dimenstein, M.

that allows an immersion in the territory where
people live and the recognition of health needs
and processes of social determinants of health.
Through the establishment of ties and user ac-
countability, it raises possibilities for estab-
lishing a system of relational and singular care
contributing to more resolutive and consistent
responses to local problems.

Studies on access to primary care and qual-
ity of care of rural populations (Oliveira et al.,
2015; Uchoa et al., 2011) highlight a significant
improvement in living conditions following the
expansion of primary care, particularly with re-
gard to prenatal care, child growth and develop-
ment, control of diabetes and hypertension, and
expansion of dental care. There are few studies
concerning mental health care in rural environ-
ments, but evidence from experiences in Spain
clearly shows the importance of primary care to
communities that live far from urban areas, such
as rural populations (Ministerio de Sanidad y
Politica Social, 2011).

In a study conducted in rural environments,
Oliveira et al. (2015) observed that primary care
teams based their actions on interdisciplinary
and intersectoral perspectives with greater in-
volvement of users in the organization of care
and community action planning. They empha-
sized that, after understanding the direct connec-
tion between health and land as a material and
symbolic living condition of these populations,
care teams have been focused on enhancement
of facilities and collective support services for
families, such as housing, telephone systems
and mobility. Such factors can significantly af-
fect living and health conditions, as well as the
decision of staying or leaving the countryside.

Thus, we highlight that primary care enables
the articulation of a community care network
connecting different social and institutional fa-
cilities. Such network paves the way not only
for the modification of forms of care and user
support, but also allows the establishment of
new relations and sociabilities in the communi-
ties. Based on international experiences, Dimen-
stein (2013) reports the importance of primary
care for the development and expansion of care
strategies including issues such as community
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life and work. In other words, integrating mental
health into primary health care is necessary for
the sustainability of the psychiatric reform (Di-
menstein, Lima, & Macedo, 2013; Figueiredo &
Campos, 2009).

Most Brazilian municipalities do not meet
the population criterion (i.e., they have less than
15,000 inhabitants) required for the implementa-
tion of services such as the Centers for Psycho-
social Care (CAPS), which means that primary
care is the most important reference in terms of
mental health for most rural populations. This
level of care includes several public policies,
such as PNSIPCFA, mental health policies, so-
cial care policies, etc. Primary care actions make
it possible to consider health care in comprehen-
sive terms, to recognize the determinants that
affect health conditions, to identify gaps where
interventions can produce greater impact on the
health of populations, and to tackle the various
factors that make life difficult for families and
communities (Buss & Pellegrini, 2007).

Final Considerations

We found few national and international
studies on mental health care for rural popula-
tions. Health care, and more specifically mental
health care, has been shaped by a model based
on technification, objectification, biologicism,
mechanicism, hospital centrism, curativism and
specialism. The perspective of social determi-
nants of health, as well as territory studies, pro-
vides theoretical and methodological resources
that may contribute to a broader understanding
of the health-disease-care process, especially in
rural environments, strengthening the psychoso-
cial care logic that guides the Brazilian psychiat-
ric reform. Psychosocial and mental health care
has the following characteristics: it is produced
in the territory; it is sustained by singular care
technologies; it is contextualized; and it is cul-
turally sensitive and ethically committed to the
lives of rural populations. Therefore, it has great
potential to address health iniquities and social
and environmental vulnerabilities historically
experienced in the countryside. Finally, we high-
light that the primary care level is where psycho-
social and mental health care has more chances

of being coproduced between health profession-
als and rural residents through the articulation of
knowledge and technologies.
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