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“O homem moderno é um ser solitario, isolado dentro da sua propria sociedade, um homem
gue sabe que tem fragilidades, insegurancas, temores, momentos de hesitacdo e
apreensdo, mas tem medo de reconhecé-los, de assumi-los e de falar sobre eles. Tem
consciéncia da necessidade de falar de si mesmo, contudo opta pelo siléncio e faz dele seu
melhor companheiro (...), porgue nao ter ninguém para conversar abertamente sobre suas
crises existenciais. As dores da existéncia, tanto as fisicas, principalmente, as psicolégicas,
deveriam ser aliviadas (...). O ser humano aprende facilmente a lidar com seus sucessos e
ganhos, mas tem grande dificuldade de aprender a lidar com seus fracassos e perdas.
Vivemos em sociedades que negam as dores da existéncia e superdimensionam a busca
pelo sucesso. Qualquer pessoa aprende a lidar bem com as primaveras da vida, mas s6 0s
sabios aprendem a viver com a dignidade nos invernos existenciais...”.

Augusto Cury

(Analise da Inteligéncia de Cristo)



RESUMO

A busca por um modelo democratico de salde despertou a atencdo do governo
brasileiro para o estabelecimento de prioridades e estratégias, que impulsionaram a
implantacdo do Programa de Saude da Familia (PSF), atualmente denominada
Estratégia Saude da Familia (ESF), a fim de aproximar a equipe de saude da
comunidade e, assim, implementar acées de promoc¢éo da saude e de prevencédo do
adoecimento. Nessa perspectiva a Terapia Comunitaria (TC) emerge como uma
tecnologia de cuidado voltada a saude mental na Atencdo Basica de Saude. Desde
2007, a TC vem sendo desenvolvida no municipio de Jodo Pessoa/PB por
profissionais da ESF: enfermeiras, agentes comunitarios de saude, médicos,
odontdlogos, fisioterapeutas, nutricionistas, psicologos, entre outros. O estudo teve
como objetivos: avaliar a satisfacdo dos usuérios em relacdo a TC na Atencéo
Basica no municipio de Jodo Pessoa/PB; medir o nivel de satisfacdo dos
participantes da TC em relagéo a essa ferramenta do cuidado; identificar elementos
importantes para a satisfacdo em relacdo a TC por parte dos usuarios. Trata-se de
um estudo avaliativo, transversal e observacional, realizado no periodo de maio a
agosto de 2009. Utilizou-se como instrumento de coleta de dados a Escala de
Avaliacdo da Satisfacdo dos Usuéarios com os Servi¢cos de Saude Mental — Satis-BR,
bem como um instrumento de perguntas complementares utilizado pelos terapeutas
comunitarios. Os resultados revelaram que dos 198 (100%) entrevistados, 105
(53%) verbalizaram satisfacdo e 93 (47%) muita satisfacdo nos encontros de TC, o
que evidencia que a totalidade da amostra esta satisfeita com a terapia. Os
elementos importantes que concorreram para a satisfacdo dos usuarios da TC
foram: respeito, dignidade, escuta, compreensdo, acolhimento, apoio nas
necessidades e boas instalacdes dos locais onde ocorre a terapia. A TC vem
fortalecendo o cuidado a saude mental, por se constituir como uma tecnologia de
prevencao e fortalecendo a porta de entrada para a rede de saude mental e de apoio
psicossocial. Conclui-se, portanto, que a TC vem se destacando como instrumento
de inclusdo da saude mental na Atencdo Basica no atendimento aos usuarios do
Sistema Unico de Saude.

Descritores: Saude mental, Atencédo Primaria em Saude, Enfermagem.



LISTA DE ABREVIATURAS E SIMBOLOS

ACS — Agente Comunitaria de Saude

APS — Atencéo Primaria a Saude

AVAI — Anos de Vida Ajustados por Incapacidade
DS — Distrito Sanitério

ESF — Equipe de Saude da Familia
OMS/WHO - Organizacdo Mundial de Saude
OPAS — Organizacdo Panamericana de Saude
SMS — Secretaria Municipal de Saude

SUS — Sistema Unico de Satde

UBS - Unidade Béasica de Saude

USF- Unidade de Saude da Familia
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1 INTRODUCAO

O cuidar em saude vem ganhando cada vez mais destaque em todas as
modalidades de atendimentos aos usuarios da rede publica segundo o nivel de
complexidade, o qual engloba a atencdo primaria, secundéaria e terciaria, que
surgem com o objetivo de garantir a prestacdo de uma assisténcia de qualidade e a
execucdo dos principios doutrinarios do Sistema Unico de Satde (SUS), entendidos
como equidade, universalidade e integralidade. Assim, o cenario do cuidar encontra
na Atencdo Priméria a Saude (APS) um modelo de base comunitéria qualificada,
que respeita a realidade socio-econémico-cultural do usuéario, sendo considerada
menos onerosa e modelo em processo de expansao e fortalecimento no Brasil.

O termo Atencdo Primaria a Saude (APS) parte da discussdo tematica que
envolve distintas interpretacdes, tendo destaque a oferta de cuidados ambulatoriais
como porta de entrada e como politica de reorganizacdo do modelo assistencial de
forma seletiva ou ampliada. Contudo, as concepcdes da APS subentendem
questbes teodricas, ideolégicas e praticas muito distintas com consequéncias
diferenciadas quanto as politicas implementadas e a garantia do direito universal a
saude’.

Essa reorganizagdo traz consigo um conjunto de programas com elencos
restritos para atender determinadas necessidades de grupos populacionais em
extrema pobreza, com recursos de baixa densidade tecnoldgica e sem possibilidade
de acesso aos niveis secundario e terciario, correspondendo a uma traducao restrita
dos objetivos preconizados, em consonancia com Alma Ata, em 1978,

A busca por um modelo democratico de saude chama a atencdo do governo
vigente para o estabelecimento de prioridades e estratégias de longo alcance para a
populacdo até entdo desassistida. Como a oferta de servicos de salde ainda era
pequena para garantir uma ampla cobertura populacional, em 1994 foi criado o
Programa de Saude da Familia-PSF, atualmente denominado Estratégia Saude da
Familia-ESF, para fazer com que a oferta de servi¢cos de saude de atencdo primaria,
pudesse chegar mais perto das familias e comunidades, principalmente daquelas
economicamente menos favorecidas e em situacéo de risco de adoecimento?.

O PSF inicia a expanséo da rede de servi¢os de atencdo béasica, direcionando
as acdes do cuidado para a promocdo da saude e a prevencao do adoecimento, na

tentativa de diminuir os gastos com o modelo hospitalar e, ao mesmo tempo, garantir
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mais recursos para investimento no modelo comunitario. A implantacdo desse
modelo também faz com que o pais atenda as recomendac¢fes da Organizacdo
Mundial de Saude (OMS) e Organizacdo Panamericana de Saude (OPAS) que,
desde a Conferéncia Internacional de Alma Ata realizada em 1978, estimula os
paises a priorizarem maior assisténcia no nivel priméario, ou seja, na promocdo da
saude e na prevencao de agravos.

Nesses ultimos anos do século XX e inicio do século XXI, o Ministério da
Saude tem trabalhado na perspectiva da implantacdo do modelo comunitario de
atencdo a saude. Contudo, algumas areas do cuidado ainda carecem de tecnologias
de base comunitaria para expandir a sua oferta de servicos. A area de saude mental
busca estratégias para enfrentar esse desafio, pois ao longo de sua trajetéria
histérica construiu seu modelo de cuidado focalizado no eixo hospitalar e, somente
com o andamento do projeto de reforma psiquiatrica, ficou mais evidente a reversao
do modelo hospitalocéntrico, e as discussdes sobre esse modelo aparecem mais
fortemente, dando énfase a construcao de um modelo de base comunitaria.

Os relatorios da OMS/OPAS revelaram que, no ano 2000, os transtornos
mentais e neurolégicos foram responsaveis por 12% do total de anos vida ajustados
por incapacitagdo (AVAI), perdidos em virtude das doengas incapacitantes (os
transtornos depressivos, a esquizofrenia, as resultantes do abuso de substéancias, a
epilepsia, o retardo mental, os transtornos da infancia e adolescéncia e a doenca de
Alzheimer), e que no ano 2020 a carga dessas doencas cresceria para 15%, sendo
que apenas uma minoria recebia tratamento adequado®.

Algumas experiéncias inovadoras no campo da salude mental comunitaria,
gue vém sendo realizadas com sucesso em varios municipios brasileiros, a exemplo
da Terapia Comunitaria (TC). Existe no cenario da saude coletiva, o0 interesse em
avaliar praticas de saude que tenham competéncia reconhecida e que sejam
compativeis com os principios norteadores do SUS.

A TC é uma ferramenta que atende a esses principios e, ao longo de sua
trajetoria, tem demonstrado ser uma tecnologia de baixo custo para os servicos de
saude e eficaz para a populacdo em situacdo de risco de adoecimento e com
sofrimento emocional, visto que seus encontros acontecem na comunidade onde
residem os usuarios, que comungam de realidades semelhantes e usam estratégias
de enfrentamento com base na historia de vida de cada individuo em uma sintonia

participativa de pessoas de qualquer idade, sexo nacionalidade ou religido.
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A TC acontece em locais de facil acesso onde as pessoas tém acesso facil e
nao se limita a um nimero absoluto de pessoas. Além disso, qualquer pessoa pode
ser terapeuta comunitario, seja profissional da ESF ou usuario da comunidade.
Assim, para guiar este estudo, foram elaboradas as seguintes indagacoes: Qual é o
nivel de satisfacdo dos participantes da TC em relacdo a essa ferramenta do
cuidado? Em que aspectos os participantes da TC estdo satisfeitos com essa
ferramenta? A TC fortalece o cuidado em relacdo a saude mental dos usuarios, nas

ESF?



13

2 OBJETIVOS

Objetivo Geral

wMensurar 0s atributos que levam a satisfacao dos participantes em relacao
a Terapia Comunitaria (TC) na Atencdo Priméria a Saude.

Objetivos Especificos

= Medir o nivel de satisfacdo dos participantes da TC em relacdo a essa
ferramenta do cuidado;
= |dentificar elementos importantes para a avaliacdo da satisfacdo com a TC

por parte dos participantes.
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3 JUSTIFICATIVA

Os ultimos anos do século XX e inicio do século XXI, o Ministério da Saude
tem trabalhado na perspectiva da implantacdo do modelo comunitario de atencéo a
saude. Contudo, algumas areas do cuidado ainda carecem de tecnologias de base
comunitaria para expandir a sua oferta de servicos. A area de saude mental busca
estratégias para enfrentar esse desafio, pois ao longo de sua trajetoria histérica
construiu seu modelo de cuidado focalizado no eixo hospitalar e, somente com o
andamento do projeto de Reforma Psiquiétrica, ficou mais evidente a reversdo do
modelo hospitalocéntrico, e as discussbes sobre esse modelo aparecem mais
fortemente, dando énfase a construcao de um modelo de base comunitaria.

Com a expansdao da oferta de servicos de saude, através da ESF, houve um
aumento consideravel na demanda de cuidados para a rede béasica de saude. Essa
demanda, no caso da saude mental, foi detectada pelo aumento do consumo de
psicofarmacos, bem como aumento na disponibilidade de leitos psiquiatricos nos
hospitais.

Estudo realizado no ano de 2004 em um servico municipal publico de saude
da cidade de Panambi, Rio Grande do Sul, revelou um quantitativo de 781
consumidores, onde ha uma homogeneidade no percentual de consumidores de
drogas psicoativas nas diferentes faixas etarias, em que a idade superior a 30 anos
mantém-se entre 13,2% a 19,1%, tendo um menor percentual de usuarios com idade
inferior a 20 anos (20,7%)".

Esses dados séo preocupantes, pois pode haver realidades semelhantes em
outros municipios do pais, o0 que deixa em alerta gestores e profissionais da area de
saude mental, por se saber da deficiéncia de habilidades especificas da ESF,
segundo normatiza as diretrizes técnicas e operacionais dos profissionais da ESF
em lidar com pessoas em situacao de sofrimento psiquico.

A OMS e a OPAS, desde a ultima década do século XX até os dias atuais tém
considerado a saude mental como uma prioridade que 0s governos latino-
americanos devem encarar, pois, segundo essas organizacdes, 0s sofrimentos
psiquicos aumentam ostensivamente e a maioria deles é prevenivel. Tais
organizacfes entendem também que a area de salude mental pode contribuir para
controlar e reverter os processos de desumanizacdo nas organizagcdes sociais, em

particular naquelas de atencdo a saude mental e que os profissionais de saude
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mental ndo devem ocupar-se apenas em prevenir o sofrimento psiquico e atender os
que dele padecem, mas também, de atender as multiplas dimensdes psicossociais
da saude em geral. Para tanto, detecta-se a necessidade de investimentos na area
de saude mental para impulsionar planos e projetos direcionados para o modelo
comunitario®.

O inicio do século XXI foi fortemente marcado pela expanséo de servi¢os de
base comunitaria como os Centros de Atencdo Psicossocial — CAPS, cujo objetivo
fundamental € promover a desospitalizacdo, diminuindo as reinternagdes, bem como
a reabilitacdo e inclusdo social dos portadores de transtornos mentais®.

Nesse sentido, pode-se afirmar que tém sido dados passos importantes em
busca de consolidacdo do modelo de saude mental de base comunitaria, pois ja
existem no pais mais de 1.000 CAPS, segundo dados do Ministério da Satde®.
Contudo, esse numero ainda esta aquém do que a comunidade necessita, e
percebe-se a insuficiéncia de investimentos financeiros e de recursos humanos no
sentido de implementar planos e projetos para promover a saude mental, prevenir o
adoecimento e reduzir o consumo de psicofarmacos pela populacgéo.

As universidades, que sempre tiveram um papel de destaque nesse cenario
de mudancgas, comecaram a se preocupar com essa situacédo e, em algumas delas,
foram iniciados estudos, em nivel de graduacédo e pos-graduacdo, para identificar
possiveis obstaculos que dificultam esse processo de transformacéo, evidenciados
pela falta de investimentos para a formacdo de especialistas no campo da saude
mental, pela dificuldade de aceitacéo por parte das ESF em lidar com pessoas em
situacdo de sofrimento emocional e, ainda, pelo empobrecimento de contetdos
politicos dentro dos curriculos de cursos de graduacéo e pos-graduacao na area de
satde mental’.

Assim, este estudo se volta para a realidade da avaliagdo, pois entende que
algumas experiéncias inovadoras no campo da saude mental comunitaria vém
sendo realizadas com sucesso em varios municipios brasileiros, a exemplo da TC na
cidade de Jodo Pessoa-PB, que fora inicialmente implantada em uma Unidade de
Saude da Familia.

A Terapia Comunitaria (TC) originou-se na comunidade Pirambu, bairro pobre
da periferia da cidade de Fortaleza/CE ha aproximadamente 21 anos. Foi criada pelo
Professor Dr. Adalberto de Paula Barreto, médico psiquiatra, docente da

Universidade Federal do Ceara, do Departamento de Saude Comunitaria. Ela se
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realiza por meio de encontros na comunidade em que as pessoas participantes
relatam inquietagbes e problemas advindos do cotidiano que muitas vezes,
transforma-se em sofrimento emocional. Nesses encontros, resgata-se por meio do
didlogo a fortaleza dos moradores, e a cada dia se experimenta o (re) fazer de
elementos imprescindiveis na composicdo de sua identidade comunitaria.

Diante dessa repercussédo, a TC ganhou visibilidade no municipio, e houve
interesse por parte da Secretaria Municipal de Saude (SMS) de Jodo Pessoa em
expandir a TC para outras Unidades de Saude da Familia. Em 2007, foi iniciado o
processo de formacdo de terapeutas comunitarios, e atualmente o municipio conta
com 61 terapeutas formados, 65 em processo de formacao, sendo que todos eles ja
realizam a TC nos territérios onde atuam?.

Ap6s um ano do inicio da formacdo de 61 terapeutas ja4 haviam sido
realizadas 894 rodas de TC, atendendo a mais de 13.845 (treze mil oitocentas e
guarenta e cinco) pessoas nas comunidades. Os terapeutas relatam que a terapia
comunitaria tem ajudado a melhorar o processo de trabalho da equipe, bem como os
vinculos com a comunidade®.

E importante ressaltar que a TC também se expandiu no cenério nacional e
internacional. Neste ultimo, a TC é desenvolvida na Franca e Suica desde 2004 e,
em 2009, a TC chegou ao Uruguai, Argentina e Venezuela, através da formacédo de
terapeutas comunitarios pelo Po6lo de Formacdo Movimento Integrado de Saude
Comunitaria (MISC) da Paraiba, para atuarem em servicos comunitarios. A
expansao no Brasil foi mais evidente no ano de 2006, através de um convénio entre
a Secretaria Nacional Antidrogas e o Movimento Integrado de Saude Mental
Comunitaria (MISMEC) do Ceara para formar 900 terapeutas em todo o pais, para
atuarem como promotores de saude no combate as drogas. No ano de 2008, o
Ministério da Saude firmou um convénio com a Universidade Federal do Ceard —
UFC, para que fossem formados como terapeutas comunitarios mais 1.050
profissionais da ESF, de varios municipios brasileiros, desta vez buscando incluir a
TC na atencgdo basica a saude, através das Equipes de Saude da Familia. No ano
de 2009, o convénio foi renovado com o Ministério da Saude, e mais 950 terapeutas
da ESF estdo sendo formados, espalhados pelo territorio nacional. E importante
mencionar que o Pdélo de Formacdo do MISC/PB é parceiro nesse convénio e
formou, no ano de 2009, 55 terapeutas que atuam em cidades do sertdo paraibano,

e mais 70 estdo em processo de formacao, também no sertdo paraibano, tendo sido
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incluido um municipio do Rio Grande do Norte. Isso confirma a expansdo da TC e
sua aplicabilidade na rede de servicos comunitarios, em diferentes contextos
populacionais de diferentes culturas®.

No momento atual, entende-se que se faz necessaria uma avaliacdo da
satisfacdo dos participantes da TC em relagéo a essa ferramenta do cuidado, para
que se possa continuar conhecendo o0 seu impacto na atencdo basica de saude e,

mais especificamente, no campo da saude mental.
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4 METODO

4.1. Tipo de estudo

Esta pesquisa trata-se de um estudo avaliativo, transversal e observacional,
representativo da populacéo usuaria dos servicos de Terapia Comunitaria da Atencéo
Basica do municipio de Jodo Pessoa, Estado da Paraiba.

A literatura sobre avaliacdo € incipiente, tornando importante o0 processo
avaliativo. O sentido fundamental ao se teorizar no campo da avaliagdo dos servigos
de saude é, sobretudo, o de buscar converter os conceitos em estratégias, critérios e
padrées de medicdo, a fim de contribuir para a producdo de medidas uteis que
auxiliem na tomada de decisédo e subsidiem aperfeicoamentos no ambito dos
servigos. A comunicacao entre os profissionais de salde e os usuarios tem ganhado
relativa autonomia entre as dimensdes da satisfacdo, sendo privilegiada na
mensuracédo da satisfacdo®.

Os estudos sobre satisfacdo vém sendo considerados importantes
instrumentos de avaliacdo da qualidade em salde mental por considerar a percepcéo
dos segmentos envolvidos nos servi¢cos. Os novos modelos de assisténcia em saude
mental envolvem a ampliacdo da oferta de cuidados aos pacientes, exigindo do
profissional um envolvimento muito maior com a clientela, o que, no caso dos
pacientes graves, pode prolongar-se por toda a vida®.

Os contextos nos servigcos de saude envolvem a satisfacdo do usuario que
passa a ser considerada uma meta a ser alcancada pelos servicos, devendo,
portanto, ser pesquisada visando a aperfeicoamentos no sistema de servicos de
saude. Na realidade brasileira, os estudos sobre a satisfacdo desenvolveram-se na
década de 1990, tendo sido impulsionados pelo fortalecimento do controle social no
ambito do SUS, por intermédio da participagdo da comunidade nos processos de
planejamento e avaliagéiog.

Refletir acerca do cuidado, na perspectiva da tecnologia, leva a repensar a
inerente capacidade do ser humano em buscar inovacdes capazes de transformar
seu cotidiano, visando a uma melhor qualidade de vida e satisfacdo pessoal. Para

entender o contexto atual que reflete a arte do cuidado inserida em um mundo



19

tecnologico, é necessario compreender o desenvolvimento histérico e cultural da
sociedade™!.

A satisfacdo dos usuarios pode ser vista pela reacdo que tém diante do
contexto, do processo e do resultado global de sua experiéncia relativa a um servico.
Essa avaliagdo se baseia em padrbes subjetivos, implicando, portanto, atividades
psicoldgicas (no campo perceptual) de ordem cognitiva e afetiva, engajadas em um
processo comparativo entre a experiéncia vivida e critérios subjetivos do usuario®.

A satisfacdo do usuario geralmente é caracterizada como uma avaliacdo de
resultados, que se encontra associada a efetividade do cuidado ou a um ganho
especifico de um determinado tipo de intervencéo, sendo também descrita em
termos de saude psicolégica do individuo. Quando se trata da qualidade do
processo, a satisfacao refere-se, sobretudo, a relacéo interpessoal entre profissional
de saude e usuario. Na avaliagdo da estrutura dos servigos, a satisfacdo serve para
avaliar o contexto e insumos, e, ainda a satisfacdo dos usuéarios constitui um
componente da aceitabilidade social. Essa aceitabilidade representa a aceitacéo e
aprovacdo de um servico de salde por parte de uma populagéo®.

O desenvolvimento histérico desse arcabouco conceitual e metodolégico, na
area da avaliacdo da qualidade e da assisténcia a saude, tem como uma de suas
implicagcbes a ampla utilizacdo de pesquisas de satisfacdo do usuario e, mais
recentemente, de responsividade, ou seja, da visdo ou da experiéncia dos usuarios
dos servicos de saude. Em um sentido mais amplo, essas pesquisas permitem
verificar o modo como direitos — individuais e de cidadania — s&o observados no
acesso e utilizacdo dos servicos e sistemas de satde®?.

Os elementos contemplados pelo sujeito na avaliacdo de niveis de satisfacao
envolvem uma ou mais combinac¢des dos seguintes elementos: um ideal de servico,
uma nocao de servico merecido, uma média da experiéncia passada em situacdes
de servigcos similares, e um nivel subjetivo minimo da qualidade de servicos a
alcancar para ser aceitavel. Abordar a satisfacdo dos usuarios implica trazer um
julgamento sobre caracteristicas dos servi¢os (nesse caso da TC) e, portanto, sobre
sua qualidade. Assim, a perspectiva do usuario fornece informacdo essencial
subsidiar e estimular reflexdes por parte dos profissionais para melhora da qualidade

dos servicos de satde®.
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4.2 Local da pesquisa de campo

A pesquisa de campo foi realizada no municipio de Jodo Pessoa/PB, junto as
Unidades de Saude da Familia onde ocorrem as atividades de Terapia Comunitaria,
conforme Figura 1. A cidade de Jodo Pessoa possui 180 Unidades de Saude da
Familia (USF), distribuidas em cinco distritos sanitarios.

Figura 1: Distribuicdo das Unidades Saude da Familia com Terapia Comunitaria

Implantada por Distrito Sanitario. Jodo Pessoa - PB, 2009.

ESF’s COM TERAPIA COMUNITARIA
EM JOAO PESSOA - PB.

Legenda

= \
# USF'scomTC ¢ e 2/Cabedelo
TC Pesquisadas = )

4.3 Populagéao e amostra

A populacédo foi formada por todos os usuarios participantes da TC das
Unidades de Saude da Familia do municipio de Jodo Pessoa, estimada em 5.000
(cinco) mil participantes e pelos 113 terapeutas comunitarios que fazem parte das
Equipes da Estratégia Saude da Familia — ESF (ver tabela 1) e que realizam a TC

na area onde atuam.
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Tabela 1: Demonstrativo das USF existentes no municipio com Terapeutas
Comunitarios por Distrito Sanitario. Secretaria Municipal de Saude. Jodo Pessoa,
Paraiba, 2009.

Distrito Sanitario Quantidade de Quantidade de N° de Terapeutas
USF USF com TC Comunitarios
DS 44 08 17
DS Il 38 09 12
DS Il 54 17 42
DS IV 26 06 18
DSV 18 03 24
Total 180 43 113

Fonte: SMS/Joao Pessoa (2009)

A amostra do estudo foi composta por participantes da Terapia Comunitaria e
terapeutas comunitarios. Para o célculo da amostra de participantes, utilizou-se
como parametros uma propor¢do esperada de satisfacdo de 80%, com nivel de
confianca de 95% e erro méaximo aceitavel de 7%, considerando ainda o célculo de
amostra com correcdo para populacdes finitas. Estimou-se um nimero minimo de
189 participantes. Para compensar as perdas amostrais esse numero foi aumentado
para 198. Utilizou-se o Programa para Analise Epidemiolégica e Dados Tabulados-
EDIPAT, versdo 3.1, para a realizacdo desse célculo™.

A selecao da amostra de participantes foi feita aleatoriamente, obedecendo a
seguinte ordem: 1) sorteio de 13 USF, dentre as 43 que possuem a TC inserida na
Atencéo Basica (tabela 1) (SMS/JOAO PESSOA, 2009); 2) sorteio dos participantes
das 13 USF, considerando o critério da média de participantes nos encontros de TC
por unidade selecionada (partilha proporcional) . A selecdo das USF respeitou a
representatividade dos cinco distritos sanitarios do municipio de Jodo Pessoa,

conforme mostra Quadro 1.
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Quadro 1: Distribuicdo da média de participantes da TC por USF e por Distrito
Sanitario. Jodo Pessoa, 2009.

Média de participantes da TC
istrito Sanitéario
DS | DS I DS 1l DS IV DSV

USF

Alto do Céu - - - 10 -
Ambulantes - - 14 - -
Cristo Rei - - 20 - -
Eucalipto - - 21 - B
Feirinha - - 10 - -
Funcionarios | 11 - - - -
Jardim Saude 08 - - - -
José Américo | - - 23 - _
José Américo - - 17 - R
Laranjeiras - - 12 - -
Sao José - - - 20 -
Tito Silva - - - - 10
Vila Saude - 22 - - -

O critério de incluséo dos participantes na amostra foi o de ter participado de
pelo menos uma roda de TC, no territério onde mora. Foram excluidas previamente,
criancas, pessoas que apresentassem deficiéncia mental e/ou transtorno mental
severo, devido a prejuizos apresentados na area da linguagem e da cogni¢éo, o que
dificultaria a compreensédo das questdes e a conseguente resposta as mesmas.
Foram sorteados em cada unidade os participantes para compor a amostra.

Em relacdo a amostra dos terapeutas, vale salientar que foram selecionados
os terapeutas das 13 USF sorteadas para a pesquisa com os participantes. Cada
USF possuia 2 terapeutas, contudo para este estudo foi sorteado 1 terapeuta
comunitario de cada USF, o que equivale a um total de 13 terapeutas.

No que diz respeito ao critério de inclusdo dos terapeutas comunitarios, foram
definidos os seguintes: estar realizando a TC com frequéncia semanal ou quinzenal,

ja ter realizado um minimo de 24 rodas de TC, no periodo minimo de seis meses.
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7

Esse é o periodo considerado apropriado para avaliar a acdo do terapeuta e,
também, da TC, tendo sido esse o critério estabelecido pela pesquisadora.

4 .4 Instrumento e técnica de coleta de dados

Os instrumentos utilizados para este estudo foram: 1) a Escala de Avaliagao
da Satisfacdo dos Usuarios com os Servicos de Saude Mental — Satis-BR  (anexo
).

1) A Escala de Avaliacdo da Satisfacdo dos Usuarios com os Servigos de
Saude Mental — Satis-BR foi utilizada para medir a satisfacdo dos participantes e
identificar elementos importantes em relacdo a Terapia Comunitaria.

A Satis-BR constitui um questionario validado no Brasil no ano de 2000 por
Bandeira, Pitta e Mercier. Tal questionario consta de 44 itens, dentre 0s quais se
incluem os itens quantitativos das sub-escalas e escala global, que visam avaliar o
grau de satisfacdo dos usuarios com o0s servicos de saude mental, as questdes
descritivas e qualitativas referentes a percepcao dos usuarios sobre diversos
aspectos dos servicos recebidos e as questbes referentes a dados sécio-
demograficos.

A Satis-BR foi adaptada neste estudo nos seguintes aspectos: a palavra
servico de saude mental foi substituida por Terapia Comunitaria (TC) (anexo Il), por
ser a TC um servigo prestado a comunidade ou, melhor dizendo, uma ferramenta de
cuidado para a saude mental, e os aspectos contidos dentro do instrumento aplicam-
se diretamente a avaliacdo da satisfacdo dos usuarios com a TC na Estratégia
Saude da Familia.

Dessa forma, para fins deste estudo, o instrumento adaptado ficou com 46
itens. Os acréscimos feitos foram os seguintes: no Item 12, foram introduzidas duas
perguntas que dizem respeito a encaminhamentos (12 a e 12 b). Vale lembrar que a
insercdo desses itens nao interferiu na consisténcia das perguntas que medem a
satisfacéo.

Treze itens do questionario compdem as sub-escalas e a escala global para o
calculo do grau de satisfagdo do usuario com os servicos de saude mental (TC), as
guais contém respostas dispostas em uma escala ordinal de tipo Likert com 5

pontos.
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Cinco itens abertos de tipo qualitativo (itens 13.1, 28.1, 30, 31, 32,1), sdo
parte integrante do questionario e visam avaliar: os aspectos da terapia que foram
mais apreciados pelos participantes; os aspectos menos apreciados por eles; 0s
tipos de dificuldades que eles possivelmente encontraram no servico (terapia); as
razdes pelas quais eles recomendariam ou ndo a terapia aos amigos, assim como
suas sugestbes para aperfeicoamento.

O questionario contém ainda 11 itens descritivos (01, 02, 03, 04, 07, 09a, 09b,
12a, 12b, 18, 19, 22, 32) que envolvem 0s seguintes aspectos: as razdes pelas
quais os participantes escolheram o servico em questido (terapia) e o tipo de
encaminhamento ocorrido; o tipo de transporte usado, a facilidade de locomocgéo e o
tempo gasto para chegar até a instituicdo (local onde se realiza a terapia); sua
percepcdo sobre o problema (situacdo de sofrimento) que o levou a procurar o
servigo (a terapia); a duracédo do seu tratamento no servico (terapia); sua percepcao
a respeito de sua participacdo na avaliacdo das atividades da instituicdo (terapia);
sua percepcdo a respeito da participacdo de sua familia no tratamento; e sua
percepcdo sobre a necessidade de melhorias no servico (local onde a TC se
realiza).

Sete itens sécio-demograficos (33, 34, 35, 36, 37, 38, 39) se referem a idade,
sexo, estado civil, grau de escolaridade, ocupacao, tipo de moradia, e condi¢bes
residenciais. A escala Satis - BR possui ainda oito itens do CSQ-8 (Client
Satisfaction Questionnaire) , que constitui uma escala padronizada de avaliacdo da
satisfacdo dos usuéarios com os servi¢cos de saude mental, desenvolvida por Larsen,
Attkisson, Hargreaves e Nguyen. (1979). A inclusdo desses itens permite comparar
as respostas dos usuarios a presente escala com as respostas dadas aos itens do
CSQ-8, o0 que serviria para reavaliar constantemente a sua validade.

A escala de avaliacdo de satisfacdo dos usuarios, composta por 13 itens (5, 6,
8,9, 11, 13, 14, 16, 17, 20, 21, 25, 26), € considerada uma escala global resultante
da juncdo de duas sub-escalas: a primeira sub-escala se refere ao relacionamento
do usuario com a equipe do servi¢co e é dada pelo célculo da média das respostas
obtidas para as questdes 13, 14, 16, 17 e 20. Desse modo, foram calculadas as
frequéncias e a média das respostas obtidas nos 13 itens. Essa média, que varia de
1 a 5, indica um grau maior de satisfagdo do usuario, quanto mais proxima ela

estiver do valor méaximo 5.
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A segunda sub-escala que trabalha com a apreciacéo do servigco, o grau de
satisfacdo dos usuarios, € avaliada, calculando-se a média das respostas obtidas
para os itens 06, 09, 25 e 26. Percebe-se que, uma vez somada as escalas, elas
formam o conjunto dos treze itens mencionados anteriormente (itens 5, 6, 8, 9, 11,
13, 14, 16, 17, 20, 21, 25, 26), que tém relacdo com informagdes sobre acolhimento,
respeito digno, integralidade, acessibilidade, ajuda do grupo, entre outros aspectos,
revelando o grau de satisfacdo dos participantes da TC em relacdo a essa
tecnologia de cuidado.

O CSQ-8, que € a escala de comparacdo da satisfacdo dos usuéarios —
objetiva trabalhar com base em uma andlise correlacional a fim de fornecer ao
construto da satisfacdo a validade concomitante, através da comparacdo dos dados
obtidos através dessa escala com os resultados referentes as questdes do CSQ-8,
uma vez que este ultimo constitui também uma escala validada junto aos servi¢cos de
saude mental. Esse componente € formado pelos itens 10, 12, 15, 23, 24, 27, 28,29.

A escala Satis — BR foi aplicada usando-se a técnica de uma entrevista

dirigida, a qual foi realizada por entrevistadores previamente treinados para esse fim.

4.5 Aspectos Eticos

Antes de ser iniciada a etapa de campo propriamente dita, 0 projeto desta
pesquisa foi submetido ao Comité de Etica em Pesquisa do Centro de Ciéncias da
Saude (CCS), em conformidade com o preconizado na Resolucao 196/96 do
Conselho Nacional de Saude, tendo sido aprovado na 54° reunido ordinaria
realizada em 04.05.2009.

4.6 Procedimentos para a coleta de dados

Os procedimentos de coleta obedeceram as seguintes etapas: 1%) contato
com a SMS de Joao Pessoa para explicar os objetivos do estudo e a sua viabilidade;

2%) conhecimento da relagcdo dos participantes da TC e das USF sorteadas pela
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SMS; 3%) realizagdo de contato com os terapeutas das USF sorteadas para
explicacdo dos objetivos do estudo 4%) planejamento das estratégias para contato
com os participantes da TC por meio de visita domiciliar ou na prépria USF.

A coleta de dados ocorreu no periodo de junho e julho de 2009, e se deu de
forma individual, obedecendo aos critérios de inclusdo e exclusdo da amostra. A
Satis-BR foi aplicada por um grupo de estudantes de Graduacdo em Enfermagem
que recebeu treinamento de dezesseis horas, pelas pesquisadoras, para
compreensao dos objetivos do estudo e do instrumento de pesquisa, bem como para
uniformizacdo da linguagem por ocasido da aplicagdo do questionario e do
procedimento nas entrevistas com os terapeutas. A aplicacdo dos questionarios para
0s participantes da TC ocorreu por ocasido de visitas domiciliares, muitas vezes,
acompanhadas do Agente Comunitario de Saude — ACS, e as entrevistas com 0s
terapeutas comunitarios foram realizadas nos locais onde ocorriam as rodas de TC.

Antes da aplicacdo dos instrumentos, todos os participantes foram
esclarecidos sobre os objetivos do estudo, a garantia do sigilo das informacfes e o
direito de ndo aceitar participar da pesquisa. Apds esses esclarecimentos e tendo a
pessoa concordado em responder o questionario, foi, entdo solicitado a assinatura
do Termo de Consentimento Livre e Esclarecido (Apéndice ).

4.7 Andlise dos dados

Concluida a coleta de dados, o instrumento de avaliacdo (SATIS-BR) foi
armazenado em um banco de dados com auxilio dos softwares Statistical Package
for Social Sciences (SPSS) 17.0 for Windows e do Alceste 4.8.

Foi feita a analise exploratéria dos dados e a verificacdo de erros e
inconsisténcia de preenchimento de questionario e digitacdo. Foi feita, ainda, a
analise descritiva dos dados com os calculos de frequéncias, médias, desvios-
padrdes, e consisténcia interna da escala de avaliacéo.

Para analise dos dados quantitativos, utilizando-se do SPSS, em que se
calculou, as frequéncias absolutas e relativas e, para aferir a consisténcia interna,
foram realizadas andlises propriamente ditas dos indices Alfa de Cronbach obtidos

nessa amostra e foram conduzidas estatisticas preliminares que fundamentam esse
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indice de consisténcia interna, ja que este estudo tem o objetivo de demonstrar a
confiabilidade dos valores das médias observadas™. Se o Alfa estiver acima de 0,70,
isso revela a consisténcia interna da escala.

No tocante a analise qualitativa dos usuarios da TC, foi utilizado o software
Alceste 4.8 (Analyse Lexicale par Contexte d'un Ensemble de Segment de Texteo),
ou seja, Analise Lexical Contextual de um Conjunto de Segmentos de Texto. Para
Camargo (2005), o Alceste classifica de maneira semi-automatica as palavras para o
interior de um corpus a fim de compor um banco de dados. Para que isso seja
possivel, o Alceste segmenta o texto e estabelece as semelhancas entre os
segmentos e hierarquias de classes de palavras. Esse método é chamado de
classificagdo método descendente hierarquico e traca pressupostos ou trajetorias de
interpretacdo, respeitando-se as quatro etapas de operacdo inerentes ao software
(A, B, C e D).

O programa se utiliza de um unico arquivo (txt) ou Unidades de Contexto
Iniciais (UCI), que sao definidas pelo pesquisador e pela natureza da pesquisa. Um
conjunto de UCIs constitui um corpus de analise. O processo de analise segue as
seguintes etapas: identificacdo das palavras e de suas formas reduzidas (raizes) e
constituicdo de um dicionéario; segmentacdo do material discursivo em Unidades de
Contexto Elementares (UCE’s); delimitacdo de classes semanticas, seguida de sua
descrigao através da quantificagdo das formas reduzidas e funcdo das UCE’s, bem
como das ligacfes estabelecidas entre elas; analise da associacao e correlacdo das
variaveis informadas as classes obtidas e analise das ligacdes estabelecidas entre
as palavras tipicas em funcéo das classes (dendograma)®®.

Quanto a interpretacdo das entrevistas dos terapeutas comunitarios foram
analisados a luz da Analise de Conteudo que consiste em um conjunto de técnicas
de analise das comunicacbes com vistas a obter, por procedimentos, seja
sistematicos ou objetivos, a descricdo do contelldo das mensagens, 0 que permitem
a inferéncia de conhecimentos relativos as condi¢bes de producdo, bem como as
situacdes de vida que estdo envolvidas com o objeto do estudo. A técnica de analise
de conteudo tematica categorial foi desenvolvida de acordo com as seguintes
etapas: Pré-analise, que por sua vez subdivide-se em: selecdo das unidades de
analise, para a divisdo do corpus em unidades de contexto (paragrafos) e unidades
de registro (frases); recorte; codificacéo; classificagdo; categorizagcdo. Para tanto,

partiu-se do processo categorial empirico, definido a priori no presente estudo.
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ABSTRACT

Actions aimed at health promotion and disease prevention must prioritize the entry
point to the health system. In this sense, it is proposed that Community Therapy (CT)
be inserted as a mental health care tool in Primary Care. The purpose of this study is
to assess user satisfaction with Community Therapy (CT) in Primary Care. It is
assessment, cross-sectional study with a representative sample of users of
Community Therapy services in Primary Care in the municipality of Jodo Pessoa,
Paraiba, Brazil. Of the 198 interviewees, 165 (83.3%) of the sample reported that
they were always respected, evidenced by aspects of respect and dignity; 109
(55.1%) individuals stated they were listened to, revealing internal consistency of
0.7187, and in turn, exhibiting the true validity of the user satisfaction construct with
respect to Community Therapy. Thus, users displayed positive satisfaction, reflected
by respect, dignity, receptiveness, resolution, listening and comprehension received
at CT, where empathy is exhibited and mental suffering is relieved. Moreover, CT is

an important mental health tool in primary care.
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INTRODUCTION

Since the emergence of the Brazilian sanitary reform movement in the 1970s,
changes in the health area have caused society, especially health professionals, to
reconsider the role of the state and other institutions and entities in the construction
of a political project aimed at citizens’ rights, in particular the right to health.

For these changes to occur, several political, economic and educational
strategies were drawn up. Plans, projects and actions that influenced how people
thought and behaved, mainly health services administrators and health
professionals, were reformulated to guarantee the right to health, a provision
contained in the 1988 Brazilian Constitution. The last decade of the 20" century was
marked by profound transformation in the Brazilian Constitution to ensure the
implementation and strengthening of the National Health System (SUS), created by
Law 8.080/90. SUS proposed radical changes in health care delivery. This includes
the inversion of the private health care model, which is perpetuated by corporate
lobbies, to a universal, integral and equitable health system. Another important
inversion was directed towards the axis of care, which is centered, a priori, on the
individual and curative model, changing the priority to a community and preventive
model (1).

The search for a democratic health model led the government to establish
long-term priorities and strategies for the hitherto uncovered population. As health
services were still too scarce to provide universal coverage, the Family Health
Program (FHP), currently called Family Health Strategy (FHS) was created in 1994
to ensure that primary health care services were made available to families and
communities, primarily those economically underprivileged and at greater risk of
disease.

The FHS expanded the primary care service network, directing it towards
health promotion and disease prevention, in an attempt to decrease hospital
expenses and thereby ensure more resources for the community model. The
implementation of this model also meets WHO/POHA recommendations, which since
the Alma Ata International Conference have encouraged countries to provide better

primary care through health promotion and disease prevention.
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Successes have occurred in practically all the states, suggesting that the
development of primary mental health care actions by the FHS is an important
complementary strategy for the consolidation of a community-based health care
model, where health promotion and disease prevention, including Community
Therapy (CT), are considered strategic actions for maintaining better quality of life.

CT originated 21 years ago in Fortaleza, Brazil at the Federal University of
Ceara. This health strategy was instituted in communities exhibiting emotional
suffering. The experience spread to other cities and eventually became part of the
health agenda of 21 Brazilian states, in addition to France and Switzerland.

CT is conduced at community meetings where participants report anxieties
and daily problems that often become emotional suffering. Through their dialogue
residents exhibit fortitude and increasingly solidified community identity.

By virtue of the implantation of the Community Therapy service in the city of
Joao Pessoa, Brazil and given the need to gauge user satisfaction with CT, the
present study aimed at measuring the satisfaction of participants with this primary

mental health care tool.

METHODS

This is an evaluative study with quantitative, cross-sectional and observational
design, representative of the population served by Community Therapy in Primary
Care in the city of Joao Pessoa, Paraiba State. The present investigation is part of
the project entitled “Assessment of user satisfaction with SUS mental health
services: Community Therapy strengthening primary mental health care.

The population was composed of CT participants/users enrolled in the Family
Health Units of Joao Pessoa (estimated at 5000 participants) and the 113 community
therapists that belong to the Family Health Strategy (FHS) teams. The study sample
consisted of Community Therapy participants and community therapists. An
expected satisfaction rate of 80% was used to calculate the participant sample. The
confidence level was set at 95% and the maximum acceptable error at 7%,
considering sample calculation corrected for finite populations. The minimum number
of participants was estimated at 189; however, this was increased to 198 to
compensate for sample losses. Subjects were collected from 13 randomly selected

Family Health Units (FHU). The instrument used was the validated Brazilian Mental
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Health Services User Satisfaction Scale (Satis-BR) (2). The scale was adapted to
replace the term mental health services with Community Therapy.

The 44-question SATIS-BR user scale contains quantitative subscale
questions and the global scale, which aim at assessing the degree of user
satisfaction with mental health services; descriptive and qualitative questions related
to the perception of users about different aspects of services received, as well as
sociodemographic questions. The subscales and global scale are composed of 13
items, scored on a 5-point Likert scale, that measure user satisfaction with mental
health services. These were the only items retained after analysis of internal
consistency and are part of the dimensional structure or factors of the present scale.
They are therefore the only items that can be used to calculate user satisfaction
level. For concomitant validation of participant satisfaction with CT, 8 questions were
added from the CSQ-8 (Client Satisfaction Questionnaire), a standardized
assessment scale of participant satisfaction with CT. Their inclusion allows
comparison between user responses on the present scale and those on the CSQ-8,
which will serve to constantly reevaluate the concomitant validity of the present scale
(2).

Statistical Package for Social Sciences (SPSS) 15.0 software was used to
analyze quantitative data, calculating frequencies, means and internal consistencies
of questions related to the degree of participant satisfaction. This study was
approved by the Research Ethics Committee of the State Health Secretariat of

Paraiba.

RESULTS

Most of the sample (198) was composed of women (87.4%); age range
between 41 and 60 years (35.9%) age above 61 years (31.8%); married (43.4%);
owned their own home/apartment (71.2%); elementary schooling level (53.5%);
unemployed (67.2%) and lived with spouse (40.4%).

Data showed that 165 individuals (83.3%) reported always being treated with
respect and dignity; 109 (55.1%) said that they were adequately listened to; 87
(43.9%) were carefully listened to; 110 (55.6%) describe being very well understood,

followed by 85 (42.9%) persons who were well understood.
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With respect to the understanding exhibited by the team at Community
Therapy meetings, it was revealed that 98 (49.5%) said they were very well
understood, followed by 92 (46.5%) who were well understood; in regard to the
support received at CT, 122 (61.6%) of the participants report always obtaining
considerable assistance; 110 (55.6%) never had difficulty obtaining information from
community therapists; 105 (53.0%) were fairly satisfied and 93 (47%) were very
satisfied; 146 (73.7%) were always helped by community therapists.

We also found that 138 (69.7%) participants reported receptivity at CT
meetings was very friendly, while 57 (28.8%) classify it as friendly; 122 (61.6%) said
the community therapists were very competent and 75 (37.9%) rated them as
competent; 116 (58.6%) individuals revealed that the person who greeted them was
very competent, while 82 (41.4%) classified this person as competent; 132 (66.7%)
of the subjects reported being satisfied, followed by 65 (32.8%) who were very
satisfied; 102 (51.5%) rated Community Therapy meeting facilities as good and 55
(27.8%) considered them excellent. Means are shown in Table 1.

The measures of thirteen questions ranged between 4.2 and 4.9 and standard
deviation between 0.4 and 0.6. These items involve user satisfaction, allowing
analysis of the psychometric qualities of Community Therapy data. The Internal
Consistency (Cl) Index of thirteen items using Cronbach’s Alpha showed an Alpha
(a) of 0.7745, placing it at the limit of the ideal range (3).

In relation to concomitant validity we recorded that 146 (73.7%) of individuals
were satisfied and 52 (26.3%) were very satisfied with therapists’ listening skills; 145
(73.2%) reported having been considerably helped at CT; 142 (73.7%) were certain
they received the type of assistance needed at CT; 118 (59.6%) considered

receptivity at CT to be excellent.
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Table 1: Means and standard deviations of the thirteen questions on the user
satisfaction scale. Jodo Pessoa, Brazil, 2009.

Measures Mean Standard
Questions Deviation
5. What is your opinion about the way you were 4.8125 0.4356
treated, in terms of respect and dignity?
6. When you spoke to the person who greeted you 4.5536 0.4994
at Community Therapy, did you feel he/she listened
to you?
8. To what extent did the person who greeted you at 45714 0.5149
Community Therapy seem to understand your
problem?
9. In general, how well do you think the Community 4.4107 0.6917
Therapy team understands the type of help that you
needed?
11. What is your opinion about the type of support 4.6964 0.5171
given to you at Community Therapy?
13. Have you had any difficulty in obtaining 4.9464 0.4211

information from the Community Therapy team,
about questions of health, when you asked for it?

14. To what extent were you satisfied with the 4.5446 0.5002
lectures on anxiety (suffering, pain, problems,
dilemmas ...) given at Community Therapy?

16. Do you consider that the Community Therapy 4.7411 0.4400
team was helping you?

17. In general, how would you classify receptivity of 4.6429 0.5982
the Community Therapy professionals?

20. In general, how would you classify the 4.6161 0.4885
competence of the Community Therapy team?

21. In your opinion, what level of competence did 45714 0.4971
the person who worked most closely with you have?

25. Were you satisfied with the comfort and 4.3929 0.4906

appearance of the facilities where Community
Therapy took place?

26. How would you classify the overall conditions of 4.2143 0.6497
the facilities where Community Therapy took place?




Table 2: Means and standard deviations of the eight questions contained on the

concomitant validity scale of user satisfaction. Joao Pessoa, Brazil, 2009

Measures Mean Standard
Questions Deviation
10. To what extent did the therapist listen to you 4.2626 0.4412

and the discourse of other participants help meet
your needs?

12. Did the support you received at Community 4.7020 0.5492
Therapy help you cope more effectively with your

problems?

15. Did you receive the type of support you thought 4.7172 0.4515
you needed at Community Therapy?

23. How would you classify the quality of receptivity 4.5960 0.4919
you received at Community Therapy?

24. What is your level of satisfaction with the quality 4.4798 0.5009
of care you received at Community Therapy?

27. If you need help in the future, will you return to 4.8586 0.3493
Community Therapy?

28. If a friend or relative needed this same type of 4.8990 0.3021
help, would you recommend Community Therapy to

him/her?

29. What is your overall level of satisfaction with the 4.5051 0.5012

services you received?
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Chart 1: Distribution of the average level of satisfaction on the scale of concurrent

validity in relation to Community Therapy. Jodo Pessoa, Brazil, 2009.
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In terms of satisfaction, 95 (48.0%) CT participants were very satisfied with the
quality of care received, and 103 (52.0%) considered it to be good; 170 (85.9%) were
certain they would return to CT if they needed help; 178 (89.9%) would recommend
CT to a friend or relative who needed help; 100 (50.5%) reported being very satisfied
with CT meetings and 98 (49.5%) were satisfied. Means are illustrated in Table 2.

The chart 1 shows that the average overall satisfaction versus concurrent
validity of the scale, which reveals the spatial distribution of points ranging between
and 4 and 5. This leads to affirmation of the positive aspects of CT satisfaction by
participants, thus becoming a tool of care focused on prevention of mental iliness in
the care perspective in horizontal.

The table above revealed that the mean of the eight questions ranged
between 4.2 and 4.8 in the construct and standard deviation varied between 0.3 and
0.5. Cronbach’s alpha was 0.7187, demonstrating internal consistency and construct

validity of true user satisfaction with Community Therapy.

DISCUSSION

Community Therapy (CT) in Brazil was created by psychiatrist and
anthropologist Dr. Adalberto de Paula Barreto. Based on systemic thinking, cultural
anthropology, the pragmatics of human communication according to Watzlavick
(1981), the pedagogy of Paulo Freire (1997) and resilience, for more than 21 years
CT has been applied among groups of people within communities that share
common experiences of suffering resulting from daily adversities (4).

TC groups are open, meet twice a week and can be mixed or specific, that is,
either characterized by individual diversity in terms of age, sex, ethnicity, social class
and religion, or by similarity with regard to daily experiences, among them: low self-
esteem, female victims of violence, individuals suffering from cardiovascular disease,
elderly with unsatisfactory quality of life and people diagnosed with depression,
anxiety, psychosis and panic disorder. Such gatherings are characterized as support
groups (mutual assistance), since individuals feel strengthened when listening to
accounts related by those who have experienced them, as well as by overcoming
traumatic situations or those causing emotional suffering. By applying the theoretical
framework of CT, the therapist — responsible for directing CT — learns to guide

therapy so that participants are encouraged to reflect on situations that cause
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suffering and overcome them using their individual inner strength — resilience. As
each encounter takes place, community therapists assess improvements in the
quality of life of participants and the formation of bonds with other members of the
community.

CT applies a unique method consisting of 5 phases: welcoming, selecting a
theme, contextualization, problematization and closing. Each phase has a specific
progression and sequence of actions, leading participants to observe themselves
through accounts of personal experiences (5).

There is no maximum number for these groups; rather it depends on the
space available to therapists for accommodating participants, who generally sit on
removable chairs in a circle, to facilitate face-to-face contact. Therapy sessions are
conducted by professionals or community leaders with Community Therapy training
recognized by the Brazilian Association of Community Therapists (ABRATECOM).
The CT method is also known and applied by skilled professionals in other countries,
such as: France, Switzerland, Uruguay, Argentina and Chile.

Although this form of care technology is still little known internationally, in
Brazil it is recommended by the Ministry of Health — institution responsible for
developing public policies in all areas, including mental health — as a strategy for
dealing with illness in the field of primary healthcare. The number of qualified
therapists already exceeds 25,000. Most are active in community services within
health, education or other public arenas that endeavor to recover and strengthen
mental health by building cultural relationships which seek to establish important
human attributes, such as strengthening, empowerment, solidarity and quality of life.

In relation to sociodemographic aspects, social segments are evident where
exclusion processes are multiple and their consequences almost always lead to the
same conclusion: solitude. Helplessness nearly always predominates, except where
groups transform public places into living spaces. Moreover, exposure to violence —
physical and symbolic — produced in the most part by the state itself, is common and
the response is often silence and conformity (6).

From the literary viewpoint, satisfaction is the act of satisfying, providing joy
and satiety, corresponding to what is desired (7). Based on this definition, several
aspects are involved in characterizing the satisfaction level of an individual. Analysis

of these elements in health service users is therefore essential.
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Satisfaction studies gained importance in the late 1990s, with the introduction
of health promotion measures and strengthening of community participation in
planning and assessment processes. These have grown significantly, becoming
widespread and complex. Indeed, incorporating the user into evaluation has
increased not only because it is a sensitive indicator of the quality of services
provided, but above all because of the improved results observed from the use of a
given service. These include behavior-related aspects, such as adhering to the
orientation provided, which often leads users to commit to the evaluation process (8).

The concept of dignity is considered a moral principle and a basic human right.
This author understands that dignity, as an autonomous and specific value, is
inherent to human beings, as a result of their personality. Human dignity, thus
understood, is preserved when professionals focus on interpersonal relationships,
attributing importance and respecting values, beliefs and desires, in defense of
autonomy and respecting people’s choices and their care. Individuals must be
respected for the simple fact of being.

Integration policies must be based on a good understanding of stress
situations that generate marked inequities in complex modern societies. The
breakdown of family structure and social support networks, absence or loss of
community associations and the end of stable employment are elements that usually
lead to frequently irreversible vulnerability processes (6).

With respect to user satisfaction level, we must also consider receptivity as a
decisive factor. A literature review shows innumerable concepts, using different
approaches. Reflecting on the concept of receptivity reveals two possible meanings.
One of these understands receptivity as an attitude in relation to users and their
needs, requiring continuous investigation and negotiation of health needs and ways
of meeting them at all points in the health care production process. The other views
receptivity as a mechanism to reorganize work, that is, a step in the work process
aiming at meeting spontaneous demand, which increases access and humanizes
user receptivity (8).

The literature on assessment instruments underestimated the importance of
the evaluative process for a long time. The main reason for theorizing in the field of
health service assessment is to convert concepts into strategies, criteria and
measurement Standards. This contributes to the production of useful measures that

help the decision-making process and enhance services. The use of concepts
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becomes important as they represent aspects of reality, through logical constructions
established according to the theoretical framework of reference. Satisfaction can also
be classified as a wider dimension that depends on the following aspects: relational,
understood as respect, consideration, receptivity, kindness; organizational such as
organization of services; professional; socioeconomic and cultural (aspects related to
the life conditions of individuals). Communication between health professionals and
users has acquired relative autonomy among the dimensions of satisfaction,
especially in its measurement (8).

Any discussion of receptivity also involves listening. Feeling that one is being
heard is an essential factor for users to be satisfied with the service provided. In
addition to generating satisfaction and security, making users feel accepted and
close to their caregivers, listening to them helps create a bond with the health service
(therapy), promoting optimization of the health care process and providing
professionals with information about their patients (9).

These data reveal that CT meetings have instilled in their participants feelings
of satisfaction, of their needs being met and above all of a strengthened sense of
belonging through the help provided by community therapists and the community
itself, thereby functioning as health care technology.

Reflecting on care from a technology perspective leads us to reconsider the
inherent capacity of human beings to seek innovations capable of enhancing their
quality of life and personal satisfaction. In order to understand the current context
that reflects health care inserted into a technological world, it is also necessary to
understand the historical and cultural development of society (10).

User satisfaction can be observed from the reaction exhibited within the
context, the process and the overall result of their experience with a given service.
This assessment is based on subjective standards, suggesting, therefore, cognitive
and affective psychological activities (in the perception field), engaged in a
comparative process between the experience and subjective criteria of the user (11).

This satisfaction has a direct relationship with care (Community Therapy).
Care understood in a redemptive dimension of human presence in care models is
essential in order to resist its control. This is because relational processes contain
many challenges that must be constantly overcome for care to become a continuous

non-coercive action from the health services point of view. The dynamics of
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continuity generates a collaborative and solidarity relationship, where bonds become
part of the care scenario.

Technology cannot be seen as only something concrete, a palpable product,
but rather as a result of work involving a set of abstract or concrete actions that
achieve finality — in this case, health care. Technology, therefore, permeates this
process, contributing to the construction of knowledge (in its own expression); it is
present from the moment of the initial idea, elaboration and implementation of the
knowledge and results from this same construction. In other words, it is
simultaneously the process and the product. Furthermore, technology also appears
in the way relationships are established among agents and how health care is
provided, understood as a work in progress (10).

It is important to reflect on the existence and duration of team meetings, as
well as the participation of all individuals in collective decisions, the indispensible
dialogue between the different clinical approaches, and above all the strategies used
to welcome and monitor users who seek consistent and appropriate language from
professionals comprising the multidisciplinary team (12).

Establishing and nurturing the health service-user bond is very important,
since it allows the team to meet user needs, making them feel that their problems are
understood. It is therefore essential from the onset to take stock of characteristic
public health service limitations.

Under these conditions, communities are often unaware of their stored
potential, which when mobilized and explored, may represent a driving force capable
of promoting the transformations needed for individuals to regain their rights as
citizens and their human dignity.

In this sense, Community Therapy emerges as a technological health care tool
that has given satisfactory responses to its users. This work instrument can be used
by health professionals and the community itself to construct their collective identity
without losing sight of their uniqueness.

Community Therapy is a space for sharing, where moments marked by
subjectivity make up the scenario of users seeking this primary health care service to
improve their mental suffering.

For many years managed health care organizations have attempted to
influence the behavior of providers and control costs, providing feedback about their

use of resources. Because of public concern about quality, many managed health
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care organizations are now giving feedback to providers regarding their quantitative
performance, measures based on the quality rate, often simply called quality (13).

It is hoped that the present study will lead to investigations into Community
Therapy actions implemented in primary care, in terms of its services, as well as

implementation of this strategy in communities where it is not part of basic care.

CONCLUSION

Analysis of the data obtained here reveals important attributes in mental
health services and primary care, such as respect, dignity and receptivity. These
attributes are indispensible for implementing health care measures with a focus on
constitutional principles that guarantee access and resolvability.

Disregarding the factors involved in the concept of mental health perpetuates
the ineffectual public health model. Satisfaction involves a set of elements that are
not isolated, but rather complement one another in the provision of health care.
Friendship can be understood as a strengthening strategy, since, in addition to
favoring solidarity bonds, it leads to the construction of a cultural and relational
identity based on important principles that must be considered in the realm of mental
health.

CT is a model in which observing problems and difficulties predominates,
often very accurately, but whose analysis does not include any perspective or
resolution alternatives. Thus, it can be inferred that the increased power of
communities by means of ownership and control of their own efforts and destiny
produces concrete and effective community actions when developing priorities.
These are evidenced in empowerment actions consisting of strengthened personal
and collective autonomy, influencing decision making, coping strategies and
strengthening of mental health.
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ABSTRACT

Introduction: The effects of alienation, aggravated by socioeconomic conditions, are
known to lead not only to economic poverty, but also to cultural poverty in terms of
social bonds, capacities of organizations and above all, a negative self-image. Aimed
at understands the contributions of Community Therapy promoted in Primary Health
Care of the participants in the city of Jodo Pessoa, Brazil.

Methods: This is a qualitative study, conducted with 198 subjects who were
participating in the Community Therapy. Alceste 4.8 software (Contextual Lexical

Analysis of a Collection of Text Segments) was used in qualitative analysis
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Results: Community Therapy enables the creation of a social relations network that
strengthens the exchange of experiences, recovery of skills and overcoming of
adversities based on the formation of socioemotional resources and achievement of
individual and collective power.

Conclusiones: This enhances the quality of life of National Health System (SUS)
users, and in turn, results in the social inclusion of mental health actions in primary

health care.
INTRODUCTION

The effects of alienation, aggravated by socioeconomic conditions, are known
to lead not only to economic poverty, but also to cultural poverty in terms of social
bonds, capacities of organizations and above all, a negative self-image. This often
culminates in loss of identity itself. When institutional resources are both inadequate
and difficult to obtain, abandonment and suffering increase in large portions of the
population. This is because they are excluded from the economic system and
relegated to the margins of social policies and the benefits of democracy. Under
these conditions, communities are often unaware of their stored potential, which,
when mobilized and exploited, may represent a driving force capable of promoting
the transformations individuals need to regain their citizen rights and human dignity.

The Community Therapy (CT) as an instrument that will promote closer and
stronger human relations in an increasingly individualist and conflictive world. The
community is known to act when the family and political policies fail. Resolvability is
then found in the collective, in sharing, coping and respecting individual differences’.

In this sense, CT emerges as a health care technology that has produced
satisfactory results in its participants. This instrument can be used by a wide range of
health professionals and the community itself to construct and strengthen bonds of
solidarity, leading individuals and the community to collective identity building
processes, without losing sight of the inherent uniqueness of people?. By caring for
others human beings develop the dimensions of otherness, respect and fundamental
values of human experience®.

CT is characterized by three basic components: 1) commitment of all active
cultural and social elements to encourage the discussion and execution of mental

health measures; 2) strengthening of the group, in order to promote the gathering of
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men, women and the elderly, functioning as an instrument of social integration; 3)
the creation of a social conscience, so that individuals become increasingly aware of
misery and human suffering, facilitating the discovery of its therapeutic potential®.

In this respect, we underscore relation networks where people are united
around a common goal, giving rise to changes in social reality. Thus, CT promotes
the creation of a social relations network, enabling individuals to exchange
experiences, regain skills and overcome adversities, based on the formation of
socioemotional resources and acquiring individual and collective power.

Care must be constructed based on the health needs of users, with a focus on
creating a large solidarity network in the community. The topic of a network is in fact
the production of a grid in which integrality of health care services is achieved, as
well as the set of necessary actions required. To accomplish health care integrality
between the set of services and actions, one cannot rely on a referral-based strategy,
but rather on a strategy that progressively changes from regionalization to integrated
hierarchization. This results in a network of uninterrupted care, organized not by
growing complexity but by progressive care®.

Community Therapy meetings create support networks and awaken
possibilities of change, since community individuals belong to the same culture,
share communication resources and identity bonds among themselves, exhibiting
affinity for each other’s suffering and seeking solutions to ease it".

The present study aimed at understands the contributions of Community
Therapy promoted in Primary Health Care of the participants in the city of Joao

Pessoa, Brazil.
MATERIAL AND METHODS

This is a qualitative study, conducted with 198 subjects who were participating
in the Community Therapy. Alceste 4.8 software (Contextual Lexical Analysis of a
Collection of Text Segments) was used in qualitative analysis. According to
Camargo®, Alceste classifies words semi-automatically to form a databank. For this to
occur, Alceste segments the text and establishes similarities between segments and
hierarchies of word classes. This method, called the hierarchical descending
classification method, traces assumptions or interpretation trajectories, following four

operation stages inherent to the software (A, B, C and D).
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The program uses a single file (txt) or initial context units (ICU), determined by
the researcher and the nature of the research. A set of ICUs constitutes a corpus
analysis. The analysis process consists of the following stages: identification of
words and their root forms and creation of a dictionary; segmentation of the
discursive into elementary context units (ECUs); delimitation of semantic classes,
followed by their description using quantification of root forms and function of the
ECUs, as well as the links established between them; analysis of the association and
correlation of variables for the classes obtained and analysis of the links established
between typical words as a function of class (dendogram)®. This study was approved
by the ethics committee because it was the use of human beings. It was observed

the signing of the informed consent of research subjects.
RESULTS AND DISCUSSION

The corpus, consisting of 198 initial context units (ICUS) or interviews,
emerged after analysis with Alceste software. This indicated the corpus was divided
into 204 elementary context units (ECUSs), corresponding to 100% of the material
analyzed, including 175 classified ECUs (85.78%).

The empirical material evaluated revealed a dendogram consisting of four

classes (Fig. 1).

Figure 1. Dendogram — Descending Hierarchical Classification.

Cl. 1 ( 33uUCe) |————— e +
19 ¥
Cl. 2 ( 80uce) |=———————m e + |
18 [-==————- +
Cl. 3 ( 26uce) |-——————————————- +
13 | ——m e +
Cl. 4 ( 36uce) |-——————————————~ +

The dendogram is represented by four stable classes based on descending

hierarchical classification (DHC). Their contents are shown in the interclasses.
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The four classes shown in Figure 1 demonstrate interdependence in the conjuncture
of Community Therapy, since care provided in the horizontal perspective promotes
feelings of well-being in the community and the construction of solidarity bonds,
creating feelings of empowerment.

This interdependence restores the integrality of mental health care, thereby
meeting user needs when resources are no longer available in the family health
strategy (FHS). Integrality acts with solidarity and commitment in caring for the user,
problem resolution, professional technical knowledge, receptivity and bonds that are

established between users and the health teamv’.
Classes and their meanings.

The four classes or categories are described and denominated according to
semantic contents to follow, presented along with the topics corresponding to each

one.

Chart 1. Semantic classes/categories.

Semantic Classes/Categories

Class 1 Listening in horizontalized care
Class 2 Feeling of well-being

Class 3 Construction of solidarity bonds
Class 4 Feeling of empowerment

Class 1: Listening in horizontalized care, composed of 33 ECUs, accounts for
18.86% of classified ECUs, according to the sample in Table 8.

Table 1: Significant words from class 1.

Word Frequency | X?
Learned 04 6.99
Achieved 04 12.58
Recount 04 17.61
Forget 05 22.15
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Listen 09 23.29
History 06 26.73
People 10 30.94
Circles 15 43.10

After the CT meetings, parts of the collective become important to one
another, in a continuous and dynamic relationship process, as shown in the following
discourse.

[...] listening more was another thing | learned in the community therapy circles [...]
we ended up absorbing the stories told by people in the community therapy circles
[...] in community therapy we have the opportunity to speak and listen to stories told
by others, because everyone learns a lot from this [...] | feel that in community
therapy people really understand us [...] | think that as people tell their stories in
community therapy, we grow a little with each experience [...] | think that a lot of
people need to be heard and community therapy provides this opportunity to listen to

daily problems [...].

The aforementioned examples indicate that CT participants emphasize
aspects associated to: forgetting listening, people and circles, which reflect the
cumulative power of this therapy in its moments of listening and discourse in the
community. These are understood as important listening and life history attributes in
the discussion circles formed by individuals to share their joys and sufferings.

Listening to one another’s life stories makes everyone co-responsible for
overcoming daily challenges, promoting solidarity, sharing, recognizing the internal
dynamic of each human being, as well as their capacity for social and collective
transformation, resulting in a culture of peace and an experience of spiritualization®.

Amongst the tools used in health care production, Community Therapy is a
simple technology capable of constructing solidarity bonds, receptivity and
responsibility, producing transformations in health practices.

According to Merhy®, simple technology refers to relationships that are
essential to health care production, in which professionals give priority to dialogue,
listening and receptivity while attending a patient. The technology of relationships is a
humanized care device that meets user need with respect to disease prevention and

health care promotion.
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Class 2: Feeling of well-being, consisting of 80 ECUs, equivalent to 45.71% of the
classified ECUs, as per Table 2.

Table 2: Significant class 2 words.

Word Frequency X?

| believe 08 7.13
When 18 11.30
| like 21 9.99
I will go 15 11.44
Well 23 12.31
| feel 22 21.02
Very good 13 8.96

Table 2 shows that the most significant words in the construction of this class
are when, | like, well and | feel. These data may reveal the independence and feeling
of well-being in CT participants not only in terms of a primary care strategy, but also

as a mental health care tool, evidenced in the following discourses:

[...] in community therapy | always feel wanted, | believe that they would also feel that
way [...] going to community therapy is very good for health, | always feel better when
| go [...] we only get good things out of community therapy, | think they would like it
[...] I think that if they went to community therapy they would feel as good as | do [...]
community therapy is very good for me [...] it rekindles the humanity that we had left
behind, as well as the happiness and feelings that it causes [...] when | go to

community therapy | always feel very good, it's something | enjoy taking partin [...].

These data show that in CT, each group member is seen as a being replete
with knowledge and feelings, in which open and reflexive dialogue about their
anxieties and fears experienced in the group are discussed. An exchange of
knowledge occurs, generating important points for human identity, such as the joy of
living and feeling well, along with other feelings such as happiness, comfort and

security™®.
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In health care and receptivity, the feeling of well-being is considered a good
reception capable of evoking positive feelings by means of qualified listening aimed
at resolving user needs. The professional will be promoting user welfare, thereby

eliciting their self-confidence as well as consolidating CT in primary health care.

Class 3: Construction of solidarity bonds, composed of 26 ECUs, equivalent to
14.86% of classified ECUs, as displayed in Table 3.

Table 3: Significant class 3 words.

Word Frequency X?
Help 21 83.29
Friends 02 4.00
It succeeded | 04 10.31
Large 07 16.88
Win 04 17.27
Need 11 31.21
Life 05 5.23

Table 3 demonstrates that the words that most contributed to the formation of
this class were help, large, win and need, where the formation of solidarity bonds in

the community is revealed in the following discourses:

[...] life is significantly benefitted by community therapy, everything seems to get
better [...] it succeeded in giving me the help | needed at the right moment, so |
always recommend it [...] when we share our problems we always get a lot of help
[...] everyone is concerned with helping others, it's a very large friendship network [...]
besides help, | also made a lot of friends [...] taking part in community therapy helped
me see life in a different way [...] | am very satisfied with the help | received at
community therapy [...] the good thing is that, besides getting things off my chest, |
made some great friends at community therapy [...].

In this sense, the model for extending and qualifying community health care
services is designed for care to follow the family, social and cultural network as

closely as possible. This aspect is important in regaining one’s life history and
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understanding the disease process. Moreover, the concept that health production is
also produced by the subjects themselves must also be put forth. Knowledge and
purely technical practices must be combined with a process that values subjectivity.
Thus, health services may become more receptive, with the possibility of creating
bonds™!.

Community Therapy enables the creation of a social relations network that
strengthens the exchange of experiences, recovery of skills and overcoming of
adversities based on the formation of socioemotional resources and achievement of
individual and collective power.

Bonds allow the construction and strengthening of a solidarity network. The
institutionalization of this network refers to a pattern of interdependence in which
actors involved in the process describe collective actions planned and deliberately
directed towards the search of common objectives. This results in a strengthening of
social transformation, whose actors and organizations may promote changes in

human identity patterns™?.

Class 4: Feeling of empowerment, represented by 36 ECUs, equivalent to 20.57%
of classified ECUs. The most significant words for this class are exhibited in Table 4.

Table 4: Significant class 4 words.

Word Frequency |X*
Cope 03 11.79
| think 06 5.62
Speak 09 15.61
I'll stay 05 11.54
Power 08 14.42
Problem 28 94.56
Resolve 05 19.87

Table 4 shows manifestations of empowerment represented by the words

cope, Power, problem and resolve, evidenced in the following discourses:
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[...] we are strengthened when we see other people’s problems, we always learn a lot
at community therapy [...] when we talk and cry about our problems at community
therapy, we feel better [...] as we talk about our problems we feel better [...]
community therapy is a space where we can talk freely about our problems, maybe
they would like to take part[...] one of the most important things | learned at
community therapy was how to cope with my problems, everybody should participate
and learn this lesson [...] our problems and anxieties are dealt with at community
therapy, we often end up identifying with other people’s problems [...] at community

therapy we can speak freely about our suffering, and this makes us feel better [...]

It can be inferred that at moments of discourse and listening in CT meetings,
self-recognition, acceptance of weaknesses, decisive action and strengthening may
emerge in the human condition. In CT, the community becomes the link of strength
and empowerment for users treated in that facility, considering their similarities and
differences™.

These meetings generate a feeling of belonging that stimulates users to be
actors in their own life stories, becoming capable of identifying their emotional needs.
They can therefore intervene in the construction of coping strategies, generating
empowerment in the users participating in CT meetings.

To ensure the construction of empowering practices, it is necessary to change
the health care model. In order to achieve this, health care technologies must be
substituted by more simple versions. The service must be a producer of health care’.

“Health care production is seen as a system integrated to other levels of care.
Thus, all available resources must be integrated and guided by a therapeutic project
directed towards the user. These resources must be able to ensure access to the
necessary health care technologies”.

Starting from the viewpoint of current health technologies, it can be concluded
that professionals need to work with simple technologies, in combination with other
types offered by health services™*.

Thus, CT is in fact a mental health care technology as it deals with the daily
reality of the population in their social context and the forms of personal value given
by members of the CT group. These values are continuously examined, promoting
the development of humanized relations as well as mobilizing social and cultural

resources in the community. This enhances the quality of life of National Health
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System (SUS) users, and in turn, results in the social inclusion of mental health

actions in primary health care.

FINAL CONSIDERATIONS

This study aimed to measure the contributions of Community Therapy (CT) in
the lives of the participants who attended the Primary Health Care, where one can
observe that fail to consider the factors involved in the concept of mental health is still
dealing with the public health model, yet so incipient. The biggest challenge,
perhaps, be coupled to the deconstruction of the psychiatric model that has long
prevailed and still insists on keeping upright. Then comes the need to learn to work in
the relational culture community in order to alleviate the suffering of those who seek
mental health services often requiring not only of the biological approach but above
all to feel listened to with respect to their fears, anxieties, sorrows, and others.

Be well heard and understood in the health unit which is considered the
gateway network of care should be practiced in daily practice to be considering the
participants' satisfaction of CT in primary health care tool. Speaking in host also
implies listening. Feel what is heard is a fairly representative factor for users to feel
satisfied with the service you provided.

CT has been strengthening mental health care, as it constitutes itself as a
technology for preventing, reducing the consumption of psychotropic drugs and

strengthening the gateway to the network of mental health and psychosocial support.
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ABSTRACT

The present study aims to discuss how Community Therapy (CT) improves mental
health care in basic health. This is a qualitative study conducted with 13 community
therapists serving the municipality of Jodo Pessoa in Paraiba state, Brazil using
thematic category analysis. Results show that in order to promote improved mental
health care in basic health, three thematic categories emerge: CT: a prevention tool,
reduced use of psychotropic medication and; improving the gateway to the mental
health and psychosocial support network. Thus, we concluded that mental health
care can be improved at CT meetings, since these encounters encourage individuals

to share their lives and empowers them to deal with emotional suffering.

Descriptors: Mental Health, Basic Care, Nursing.
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INTRODUCTION

Mental healthcare has been supported by the hospital-centered model since
the 1980’s. This process, known as deinstitutionalization of the mentally ill or
psychiatric reform, has gained the attention of government leaders and professionals
in the field and is backed by Mental Health Conferences, legislation and ministerial
decrees. An important theoretical framework in Mental Health for Latin America is the
Declaration of Caracas, which condemns the previous exclusivity given to psychiatric
hospitals as the only source of assistance for the mentally ill*.

Developments in psychiatric reform have seen the emergence of the concept
of Mental Health as a new object, overcoming the notion of preventing mental
disorders, to achieve a project of mental health promotion. Mental health is a broad
concept in that it considers the psychological and social dimensions of health and the
psychosocial factors that determine the health and disease process?.

The Caracas Declaration and National Mental Health Conferences, as well as
practical landmarks such as the creation of the Psychosocial Care Center (CAPS),
provided the legal foundation for the onset of psychiatric reform. Furthermore, a new
mental healthcare model began to form, replacing the asylum model with a network
of community-based regional services. This gave users access to interdisciplinary
teams to monitor therapy, allowing them to become agents and subjects of the
treatment itself, providing them with dignity in their search for social inclusion®.

However, several weaknesses or contradictions can be identified to improve
mental health care, and appear similar to difficulties encountered in the
operationalization of mental health policies in the country. Among these are:
verticalization and normatization of the Family Health Strategy (ESF), which reinforce
the prescriptive and authoritarian character typical of traditional programs developed
by the Ministry of Health, hindering appropriate care in accordance with local
realities; incapacity of professionals to deal with content associated to psychological
distress and the subjective needs of daily care; tendency towards medicalization of
symptoms and; difficulty in establishing reference and cross-reference services,
requiring flexibility in carrying out ESF*.

Research by PAHO/WHO indicate that in 2000, mental and neurological
disorders accounted for 12% of all disability-adjusted life years (DALY) lost due to

incapacitating disease (depressive disorders, schizophrenia, substance abuse,
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epilepsy, mental retardation, childhood and adolescent disorders, and Alzheimer’s)
and by 2020, the burden of these diseases will grow to 15%, with only a minority of
individuals receiving adequate care”.

Successful experiments conducted in several Brazilian municipalities, from
almost all the country’s states, show that the development of basic mental health
protocols by the ESF appears as a complementary and fundamental strategy for
consolidation of the community-based healthcare model. In this model, health
promotion and disease prevention are essential activities in maintaining better quality
of life; among these is Community Therapy (CT).

CT is undertaken through community gatherings where participants relate their
everyday concerns and difficulties, which often translate into emotional distress. The
dialogue at these encounters demonstrates the strength of participants, who
experience the vital components of their community identity on a daily basis.

The results of these meetings showed that both CT professionals and
participants perceived positive impacts, including less emotional suffering among
users, greater strength in the face of difficulties and hope for the future.

The technology of care within basic health is understood through its material
and non-material development in the production of healthcare services. Thus, work
practices at this level of care should include several technologies adapted to health
needs, represented by the strategies and healthcare services necessary to improve
individual living conditions without compromising care that requires the latest
technology®.

In this mental healthcare scenario, the ESF is considered a primary level of
care, that is, a gateway for community health needs, where healthcare professionals
implement the technology of care in order to prevent mental illness. Thus, the
present study aimed to discuss how Community Therapy improves mental health
care in basic health.

METHODS

This is a qualitative study, performed from May to July 2009 in the city of Jodo
Pessoa, Paraiba state. The sample consisted of thirteen randomly selected
community therapists. Data were assessed by Thematic Analysis’, which involves a

set of communication analysis techniques that use systematic or objective
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procedures to describe the content of statements. This allows the inference of
knowledge regarding conditions in which they were produced, as well as the life
situations involved in the object of study.

Thematic analysis was developed in the following stages: Pre-analysis, which
was subdivided into selecting units of analysis to separate the corpus into units of
context (paragraphs) and units of record (phrases); outline; coding; classification;
categorization’. To that end, we began with the categorical empirical process,
defined a priori in this investigation. The present study is part of the research project
entitted Community therapy as an instrument for including Mental Health in Primary
Care: evaluating user satisfaction, which was approved by the Research Ethics

Committee. Subjects were identified by the letter S in order to ensure anonymity.

RESULTS AND DISCUSSION

Following empirical analysis, three thematic categories emerged to promote
improved mental health care in basic health: Community Therapy: a prevention tool,
Reduced use of psychotropic medication; and Improving the gateway to mental

health and psychosocial support networks, which are discussed below.

THEMATIC CATEGORY 1

COMMUNITY THERAPY: A PREVENTION TOOL

Thematic category 1 was compiled after analyzing subject statements and
denominated COMMUNITY THERAPY: A PREVENTION TOOL, which identified
important elements in good mental health care practice. Statements related to this
category are detailed below:

[...] “in my field there are a number of idle individuals suffering from anxiety, with an

obvious need to be heard” [...]. S1
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lliness is alleviated when it can be shared, characterized as sharing not only

pain, but also lives; evidenced in the following statements below:

[...] “CT prevents the suffering that leads to illness from progressing. It allows us to
hear other people's stories and shows us that everyone has problems and that we
are capable of overcoming them”. S2

[...] “Therapy is undoubtedly an excellent curative and preventive tool in mental
health. Most of those who participate in group therapy have shown significant
improvement”. S3

[...] “The opportunity to vent your suffering and share your frustrations, and the
knowledge that someone will listen and that others also experience the same
difficulties provides great relief!” S4

[...] “CT helps people realize that everyone has problems and this alleviates their

suffering”;

Community mental health care aims to prevent and treat the cases identified,
in addition to improving or maintaining the health of the population. Prevention in
mental health has been widely discussed, from Leavell and Clark’s Levels of
prevention to the Caplanian consultation. However, this study considers prevention
as a strategy allowing systematic dialogue, but within a historical, political, economic,
social and cultural context where subjects feel their health has been affected by their
everyday problems, resulting in mental suffering®.

This strategy consists of providing a welcoming environment for subjects to
express their emotions without fear of criticism or judgment, helping them to reflect
on their pain and offering a collective space to exchange enriching experiences that
can shed light on the problem.

Community Therapy is not intended to solve problems, but rather to form
networks of solidarity that improve the self-esteem of individuals, families and
communities. However, the current health model in ESFs focuses on providing care
in terms of the number of consultations performed by professionals. This results in
greater burdens on doctors who are unable to satisfactorily treat users by offering a
gualified listening space. Thus, it is said that the medical model of care is a triad:

complaint, consultation, prescription®.
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Emotional suffering is often identified through clinical complaints, of organic or
emotional origins, which reveal the impact of contextual variables and situations that
demonstrate daily suffering. These include lack of housing, food, work, a reasonable
wage, respect, tolerance, dignity, justice and peace.

To understand mental suffering one must consider important attributes in its
composition, which can function as risk factors. Daily living situations that favor
illness are often unknown to the user and professional teams must understand the
origin of emotional suffering in order to consider the peculiarities of this illness in their
action plan. This distress is alleviated through the possibility of dialogue, as
demonstrated in the following section.

Each person within a community needs to be understood as an individual and
collectively heard in regard to their personal, professional and family experiences,
that is, as part of a human community that views them as a vital element of society,
continuously building and maintaining social bonds. If these bonds weaken for any
reason, individuals will begin to feel separated from their identity. If this separation is
not shared and addressed, and coping strategies developed, the subject may begin
to feel lonely, believing their problem has no solution and they are no longer
important. Thus, they take refuge in their fears and disappointments, closing
themselves off from the outside world.

Suffering is a condition experienced by everyone, and leads to self-
knowledge. It allows individuals to live more fully since the greater the self-
knowledge, the better the acceptance and growth of cultural identity.

Alleviation of suffering occurs when sufferers perceive that pain has
decreased in intensity and relevance when expressed orally. CT enables participants
to express their daily suffering and, in turn, contributes to alleviating emotional
distress.

Psychological suffering in humans is genetically inherited and caused by an
excess of, in Freudian terms, pathos, a central ingredient of the human essence.
Thus, the psychological organization of each individual must be understood as a
unigue and unparalleled creation in order to guarantee survival of the species. Freud
also states that neuroses, perversions and psychoses are modes of subjectivity
encountered by individuals when faced with uncontrollable urges®.

It is important to underscore that CT is not only a tool in caring for the mental

health of participants, but also for that of the therapist, as demonstrated below:
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[...] “CT not only helps users to identify the causes of problems, but also how to deal
with them, in addition to strengthening us as professionals”;
[..] “Yes, it is a care technique that benefits not only the users, but also members of

the professional team’;

It is known that caregivers, in this case the therapist, require constant inner
strength since dealing with individuals suffering from serious emotional difficulties,
such as hunger, drugs, family violence, the breakdown of family and social
structures, and situations of loss, can impact their own lives. Such problems are

encountered by healthcare teams on a daily basis.

THEMATIC CATEGORY 2

REDUCED USE OF PSYCHOTROPIC MEDICATION

Thematic category 2 was compiled after studying the statements made and
was denominated REDUCED USE OF PSYCHOTROPIC MEDICATION, identifying
aspects such as lower consumption of psychotropic drugs by community members.

All interviewees reported reduced use of psychotropic medication by
participants of CT groups. Although there are no evidence-based studies that confirm
the reliability of this information, it appears in the present study as an indicator worthy

of further investigation. Therapists revealed that:

[...] “some individuals have reported that participating in CT has improved their
guality of life and self-esteem, and as a result, reduced their dependence on
medication”;

[...] “Users who regularly attend CT have not only decreased their visits to the Family

Health Unit, but also reduced their medication”;
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[...] “Yes, but this number is still very low due to several factors: dependence, fear of
interrupting medication; constant medical prescription and frequent prescription of
psychotropic drugs. Those prescribed treatment by a psychiatrist continue this
treatment without evaluation due to a shortage of these professionals in the health
network. Demand remains high, hampering return assessments and making

individuals increasingly more dependent”.

Increased modernization has resulted in significant lifestyle changes, including
a rise in social inequality, violence, poverty, unemployment, alcoholism, and
competition, among others. These affect quality of life, making individuals anxious
about everyday events and promoting the use of other strategies to cope with their
daily reality, such as the use of psychotropic medication.

Psychopharmacology occupies a singular, and possibly more difficult, position
than other classes of pharmacological therapy. This is because pathology, the object
of psychiatric drugs, is less defined, either due to its origin or the factors that
determine its evolution®®.

Psychotropic drugs act on the Central Nervous System (CNS), causing
changes in behavior, moods and cognition'’. These medications are prescribed to
those experiencing emotional and psychological suffering, or other problems that
affect the functioning of the mind. They are not always recommended as exclusive
therapy, and all professionals caring for patients using this medication should
evaluate the interaction between psychotropic drugs and other preventive,
therapeutic and rehabilitative intervention techniques in order to assess their
effectiveness as treatments™®.

The growing consumption of psychotropic medication by the Brazilian
population appears to be correlated to financial and emotional difficulties. Often their
manner of dealing with these problems, which cause emotional suffering, has been
to seek out medication that alleviates this emotional pain.

CT provides a basis for developing networks of solidarity, strengthening the
identity and cultural diversity of communities, given that they address loss and crises,
and value individual and family abilities. Dialogue is the essence of education as a
practice of freedom, and it is believed that overcoming difficulty requires experiencing
and identifying with emotion, allowing resignification to ensure deeper knowledge of

issues related to the Self*?.
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Thus, when individuals discover the origin of their suffering through a decision
and define their own coping strategies, they free themselves from pain and
medication becomes unnecessary. Statements made by therapists illustrate this

situation:

[...] “Definitely. Many individuals realized they needed psychological help and not
medication to overcome their problems”;
[...] “Yes, there have been two cases of users who found inner strength through CT

and stopped using medication”.

It is in subjectivity that one achieves the imaginary and finds the strength
needed to break with old dogmas. Subjectivity refers to a necessary part of
understanding how individuals express the attempt to act in the world. This
subjectivity arises and is strengthened on a daily basis through life events, as well as
the feelings, thoughts and feelings attributed to them by individuals, cooperating to
form a cultural and historically specific conscience™®.

Thus, the concept of subjectivity is substantiated based on principles of
interiority, considered in historical, social and political terms. From a critical
standpoint it is viewed as an alternative to the questioning of identity, attempting to
understand the differences present at the core of society™.

As an orchestrator, therapists enable participants to recover their cultural,
emotional and family identity, awakening memories. It therefore falls to the therapist
to facilitate the empowerment process, which occurs primarily through subjectivity: “I

can, | am capable”® !ll The therapist interviewed offered the following statement:

[...] “emotional feelings emerge during the group session, people converse and learn

to deal with a number of difficult situations in their own lives”.

Empowerment occurs when individuals believe, as subjects in an essential
dynamic process, that they belong to a social group. This group is in turn capable of
accepting individual differences, valuing each individual and learning to live with
diversity®.

It is important to note that CT is not intended to replace treatment with

medication, but rather as a complement to treatment with psychotropic drugs to
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prevent dependence resulting from prolonged use. This role of CT is acknowledged
by therapists:

[...] “In primary care, CT is a necessary instrument and can prevent mental illness,

even aiding treatment and recovery, resulting in improved quality of life”;

THEMATIC CATEGORY 3

IMPROVING THE GATEWAY TO THE MENTAL HEALTH AND
PSYCHOSOCIAL SUPPORT NETWORK

Thematic category 3 was compiled based on an analysis of statements given
and titled IMPROVING THE GATEWAY TO THE MENTAL HEALTH AND
PSYCHOSOCIAL SUPPORT NETWORK, demonstrating important elements of
strengthening the care network, with primary care as a gateway. The statements
below substantiate this thematic category:

In order to guarantee healthcare services, the National Health System (SUS)
mandates that the healthcare network be designed in accordance with organizational
principles, including hierarchization and regionalization. These establish a system of
reference and cross-reference that occurs when healthcare services receiving users
are unable to achieve their goal of meeting the individual’'s needs. This scenario can
be improved by including CT in primary care, as demonstrated by the following

statements given by therapists:

[...] “I have already referred a patient to Psychosocial Care Centers (CAPS)”;
[...] “Yes, there have been cases of referrals to the Social Inclusion Center (CAIS)
and subsequently to child CAPS”;
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[...] “Indeed, even though people are not yet sensitized to the work performed by
CAPS, they continue to overestimate psychiatric consultations and report that CAPS

prioritize professionals who monitor that service”.

According to the World Health Organization (WHO), “health is state of
complete physical, mental and social well-being and not merely the absence of
disease and infirmity”, and is influenced by socioeconomic and economic factors:
food, housing, education, income, environment, work, transportation, employment,
leisure, freedom, access to and ownership of land, and healthcare service facilities.
Finally, health is a dynamic process in which man struggles against forces that tend
to alter the balance of their health™.

CT is not an isolated service, despite occurring in different urban areas, and
therapists acknowledge its role as a mediator and social facilitator. Problems aired by
participants during sessions are often economic and social in nature, such as
unemployment, difficulty owning their own home, and lack of neighborhood security,
among others. In such cases, therapists must be familiar with the support services
comprising the local network in order to refer patients to competent authorities and
help them find a solution for their problems. This is evidenced by the accounts below:

[...] “during CT, identifying individuals who require help from other services”;
[...] “because CT situations assist professionals in referring the user to another

service” .

In CT encounters, bonds between individuals are strengthened as each
subject is broached. CT serves as an instrument of reflection on the reality of the
population treated at the ESF, and facilitates the work of professional teams by
improving their relationship with the community through understanding their needs.

Participants in this therapy are men and women of different ages, who are
able to recover their self-esteem by recognizing their abilities resulting from the
resilience acquired. All group members share responsibility for seeking solutions,
building solidarity and overcoming daily challenges. This promotes positive action in
mental health, which translates into empowerment and, in turn, improves collective

quality of life™®.
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This enables the formation not only of a network of solidarity, but above all the
discovery of others strengths and weaknesses. These function as a driving force in
the empowerment of users who deal with social and emotional difficulties, revealed
through the subijectivity of all CT participants.

Statements made by therapists evidence the recovery of the wealth of human
identity, improving their relationship with other community members and developing
support strategies for difficulties that may cause suffering in those under their care.

CT was also shown to provide family support, as demonstrated below:

[...] “Therapy is a support network for families experiencing difficulty. By participating
| discovered the importance of listening to and sharing the hardships of others. It is a
door of opportunity transforming those willing to participate into unique, enlightened

individuals”.

The family is the focal point from which both suffering and solutions emerge,
since this context presents a mixture of human relations, where the combination of
family bonds and the values of each element set the stage for emotional agreement
and disagreement.

CT receives a number of individuals, but the majority of accounts are related
to family situations, understood not only as difficulties of coexistence, but primarily
how each individual uses CT to develop strategies for strengthening his or her family.

The ideas of healthcare professionals and technicians regarding mental health
in primary care are permeated by impasses, given the ESF commitment to
community and family health protocols. It is important to focus debate on the theme
of mental health, acknowledging it as essential to understanding the process of

health and disease, which is often closely linked to pain and emotional suffering®.

CONCLUSIONS

In regard to how CT improves mental health care in basic health, this tool
focuses on preventing psychological illness and promoting mental health, since it
allows individuals to vent their frustrations, verbalizing emotional conflicts and
sharing life stories. This enables community members to develop coping strategies

and feel empowered. CT also promotes reduced use of psychotropic medication by
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alleviating psychological suffering through sharing, allowing individuals to intervene
in the disease process.

CT is a mild care technology since it corroborates operational guidelines of the
National Mental Health Policy and leads to less consumption of psychotropic drugs.
This improves the gateway to mental health care, greeting individual specificities with
resolution and referring them to other services within the metal health network,
ensuring accessibility and universality of care.

Therapy also encourages the implementation of regionalization, given that its
goal is consistent with the organizational model of health services within
Regionalization Regulations (PDR). In this document each state defines the services
able to operate within the SUS in each municipality, specifying the path users should
follow, respecting levels of care, in order to ensure that their health complaints are
resolved.

CT gatherings are important in that they can identify risk or vulnerability to
illness in psychological, biological and biological fields. They facilitate the orientation
of users and prioritize their needs through referrals that respect the psychosocial

support network in order to resolve their problems.
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6 COMENTARIOS, CRITICAS E SUGESTOES

A partir do projeto inicial, foi possivel desenvolver uma base de dados que
deu subsidios para encontrar resultados relevantes, bem como gerou artigos e
alguns trabalhos que foram publicados em eventos cientificos.

Para o desenvolvimento deste estudo foram encontradas dificuldades
inerentes a coleta de dados, especificamente para encontrar 0s sujeitos da
pesquisa. A escolha do método avaliativo correspondeu as expectativas planejadas.
A realizacdo de ajustes dos instrumentos de coleta de dados, modificados apés a
realizacdo do teste piloto, evidenciou a necessidade de alteragcbes em algumas
guestdes do estudo.

ApOs a publicacdo dos artigos, percebeu-se que os resultados foram
fundamentais para nortear o entendimento da aplicabilidade das praticas de cuidado
na Atencdo Primaria a Saude (APS), consideradas tecnologias leves, baratas e
viaveis para a execucao no primeiro nivel de atencédo de base comunitaria. O estudo
fora realizado com delineamento estatistico adequado no estudo de escala
psicométrica. A publicacdo traz dados originais e que contribuirdo para o
norteamento de uma atencéo integral, universal e direcionado para a necessidade
de saude mental da populacdo que reside na comunidade, de modo que trardo
enriguecimento intelectual e cientifico para os estudos da rede de pesquisa em
Atencédo Primaria a Saude.

A execucdo do estudo foi possivel gracas a colaboracédo dos seguintes grupos
de estudo: Grupo Internacional de Estudos e Pesquisas sobre Envelhecimento e
Representacfes Sociais (GIEPERS), da Universidade Federal da Paraiba (UFPB); e
grupo de estudos e pesquisas em saude mental comunitaria, também da UFPB, que
impulsionaram a publicacdo dos artigos.

A base de estudos dos atributos da APS se encontra cadastrada como projeto
de pesquisa e extensdo no banco de dados da UFRN, a saber, o Sistema Integrado
de Gestédo da Atividades Académicas (SIGAA), para construcéo e validagcdo de um
instrumento que possa identificar as potencialidades e fragilidades percebidas na
atencdo a saude de base comunitaria. Essa pesquisa vem sendo desenvolvida no
ambito da FACISA/UFRN, onde participam alunos do curso de graduagdo em
Enfermagem que manifestam interesse na iniciacdo cientifica com vistas a pos-

graduacéo.
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Essas informacgdes vém impulsionar a construcdo de uma base de dados no
intuito de fortalecer um dos tripés da Universidade — a pesquisa — respeitando a area
de concentracdo direcionada pela Capes/CNPq, quais sejam, Enfermagem, Saude
Coletiva e Medicina I, conforme area do programa de pés-graduacdo. Esse fato
também ira fomentar a publicacdo e fortalecimento da base de pesquisa na
FACISA/UFRN, por meio do desenvolvimento de estudos semelhantes que a fim de
realizar a sondagem dos problemas de saude, tracar possiveis intervencbes e

nortear um cuidado de modo integral e de qualidade.
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APENDICE |
TERMO DE CONSENTIMENTO LIVRE E ESCLARECIDO
Prezado (a) Senhor (a)

Esta pesquisa € sobre AVALIACAO DA TERAPIA COMUNITARIA NA
ATENCAO PRIMARIA A SAUDE e esta sendo desenvolvida por Fabia Barbosa de
Andrade, aluna do Programa de PoOs-Graduacdo em Ciéncias da Saude-Nivel
Doutorado da Universidade Federal do Rio Grande do Norte, sob a orientagédo da
Profa Dra Iris do Ceu Clara Costa. Os objetivos do estudo sdo: mensurar os atributos
que levam a satisfacdo dos participantes em relagdo a Terapia Comunitaria (TC) na
Atencédo Primaria a Saude; medir o nivel de satisfacdo dos participantes da TC em
relacdo a essa ferramenta do cuidado; identificar elementos importantes para a
avaliacdo da satisfacdo em relacdo a TC por parte dos participantes. A finalidade
deste trabalho é contribuir para o fortalecimento da salde mental na Atencdo
Primaria a Saude (APS).

Solicitamos a sua colaboracdo para responder 0s questionarios, como
também sua autorizacdo para apresentar os resultados deste estudo em eventos da
area de saude e publicar em revista cientifica. Por ocasido da publicacdo dos
resultados, seu nome serd mantido em sigilo. Informamos que essa pesquisa nao
oferece riscos, previsiveis, para a sua saude.

Esclarecemos que sua participacdo no estudo é voluntaria e, portanto, o(a)
senhor(a) ndo é obrigado(a) a fornecer as informacdes e/ou colaborar com as
atividades solicitadas pelo Pesquisador(a). Caso decida n&o participar do estudo, ou
resolver a qualquer momento desistir do mesmo, ndo sofrerd nenhum dano, nem
havera modificacdo na assisténcia que vem recebendo na Instituicao.

Os pesquisadores estardo a sua disposi¢ao para qualquer esclarecimento que
considere necessario em qualquer etapa da pesquisa.

Diante do exposto, declaro que fui devidamente esclarecido(a) e dou o meu
consentimento para participar da pesquisa e para publicacdo dos resultados. Estou
ciente que receberei uma cépia desse documento.

Assinatura do Participante da Pesquisa

Assinatura do pesquisador responsavel

Fabia Barbosa de Andrade
Contato: 8800-6151
E-mail: fabiabarbosabr@yahoo.com.br
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Anexo |

ESCALA DE AVALIACAO DA SATISFACAO DOS USUARIOS COM OS
SERVICOS DE SAUDE MENTAL

Municipio/Distrito Sanitario/Bairro:
Unidade de Saude:

Nome do usuario:

Endereco:
Idade: Sexo: Estadocivil: Grau de escolaridade:

SATIS-BR

Obrigado por aceitar ser entrevistado neste estudo coordenado
por

O objetivo principal deste questionario € conhecer a experiéncia das pessoas com
servicos de saude mental, com a perspectiva de estar melhorando-os posteriormente.

Este questionario foi adaptado e validado a partir de um estudo feito no Brasil sobre a
satisfacdo com os servicos de saude mental, pelo Laboratério de Investigacdo em Saude
Mental da USP, pelo Centro de Montreal Colaborador da OMS para Pesquisa e
Formacao em Saude Mental e pelo Laboratério de Pesquisa em Saude Mental da UFSJ,
como parte de uma pesquisa multicéntrica coordenada pela Organizacdo Mundial da
Saude. A permissao de utilizar este questionario foi concedida por Dr. J.M.Bertolote da
Unidade de Luta contra as Doencas Mentais da Divisdo de Saude Mental da OMS.

Todas as informacdes fornecidas por vocé serdo mantidas estritamente confidenciais (e
seu anonimato é garantido, se assim vocé desejar).

NGs Ihe agradecemos pelo tempo que vocé esta gastando para responder a todas estas
guestdes e, é claro, todos os seus comentarios sdo bem-vindos.
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ESCALA DE AVALIACAO DA SATISFACAO DOS USUARIOS COM OS
SERVICOS DE SAUDE MENTAL

Adaptado para avaliacdo da satisfacdo do usuario em relacdo a Terapia
Comunitaria

Nome do Servico:
Tipo de servigo:
Unidade de Tratamento:

Data: / /

Primeiro, n6s vamos |he fazer algumas perguntas sobre o seu grau de
satisfacdo geral com o servico onde ocorre a Terapia Comunitaria. Eu vou ler
para vocé todas as perguntas e todos os tipos de resposta. Ndo ha respostas
certas ou erradas. Queriaresponder de acordo com a sua opinido pessoal.

1. Quem encaminhou vocé a este servico onde ocorre a Terapia Comunitaria?

Minha propria decisao
Uma pessoa da familia
Um amigo

Um médicol/terapeuta
Um servico de referéncia
A policia

Uma ordem judicial

Outro (especificar)

© 00 N O O b~ W DN B

N&o sei

Se foi ordem judicial, indicar quem a pediu

2. Que tipo de transporte vocé usou para chegar a este servigco?

Transporte préprio
Transporte da familia
Transporte de amigos
Transporte publico
Caminhada

Outro

© oo o1 A W DN PP

Especificar
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3. Quanto tempo vocé gasta para vir de sua casa até a Terapia Comunitaria?

0-15 min

16-30 min
31-45 min
46-60 min

Mais que 60 min

ga A W N B

4. Até que ponto é facil para vocé chegar a Terapia Comunitaria?
Muito dificil
Dificil

Mais ou menos

Facil

ga b~ W N P

Muito Facil

5. Qual a sua opinido sobre a maneira como vocé foi tratado, em termos de
respeito e dignidade?

Nunca me senti respeitado
Geralmente ndo me senti respeitado
Mais ou menos

Geralmente me senti respeitado

g A W N B

Sempre me senti respeitado

6. Quando vocé falou com a pessoa que acolheu vocé na Terapia Comunitéria,
VOCé sentiu que ele/a ouviu vocé?
N&o me ouviu de forma alguma

N&o me ouviu bastante

Mais ou menos

Me ouviu bastante

a A W N B

Me ouviu muito

7. O gue vocé pensava ser o seu problema quando vocé foi acolhido na
Terapia Comunitaria? Marcar apenas uma resposta.

Um problema fisico de saude 1
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Um problema psicolégico
Um problema familiar
Um problema social

Um problema financeiro
Um problema no trabalho
N&o sei

o N o 0o A WODN

Outro (especificar)

8. Até que ponto a pessoa que acolheu vocé na Terapia Comunitaria pareceu
compreender o seu problema?

N&o me compreendeu de forma alguma
N&o me compreendeu muito

Mais ou menos

Me compreendeu bem

gaa b~ W N B

Me compreendeu muito bem

9. Em geral, como vocé acha que a equipe da Terapia Comunitéria
compreendeu o tipo de ajuda de que vocé necessitava?
N&o me compreendeu de forma alguma

N&o me compreendeu muito

Mais ou menos

Me compreendeu bem

a A W N B

Me compreendeu muito

9a. Trata-se de seu primeiro encontro na Terapia Comunitéaria?

Sim 1
Nao 2

9b. Ha quanto tempo vocé freqlenta a TC (Periodo considerado a partir de
julho de 2008)?

2 meses
4 meses

6 meses

A W DN P

Mais de 6 meses
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10. Até gue ponto a escuta do terapeuta, e a fala dos outros participantes,
ajudou na satisfacdo de suas necessidades?
Muito insatisfatorios

Insatisfatérias

Mais ou menos

Satisfatorias

ga b~ W N P

Muito satisfatorias

11. Qual a sua opinido sobre o tipo de apoio dado a vocé na Terapia
Comunitaria?

Parece que eles pioraram as coisas
N&o obtive nenhuma ajuda

N&o obtive muita ajuda

Senti que obtive alguma ajuda

gaa b~ W N B

Senti que obtive muita ajuda

12. O apoio que vocé recebeu na TC ajudou voce a lidar mais eficazmente com
seus problemas?

N&o, eles parecem piorar as coisas
N&o, eles ndo ajudam muito

Mais ou menos

Sim, eles me ajudam um pouco

a A W N P

Sim, eles me ajudam muito

12 a .Vocé necessitou de encaminhamento para outros servigcos?
Sim 1

Nao 2

12 b. Se sim para onde vocé foi encaminhado(a)?

CAPS 1
NASF
Acéo Social 3
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Outro (especificar) 4

13. Vocé ja teve alguma dificuldade para obter informacdes da equipe de
Terapeutas Comunitéarios, sobre questdes de saude, quando vocé pediu a ela?
Muito frequentemente
Frequentemente
Mais ou menos
Raramente

Nunca

© O A W DN P

Eu nunca pedi

13.1 Se vocé teve alguma dificuldade, de que tipo foi?

14. Até que ponto vocé esta satisfeito com a reflexdo que foi feita na TC sobre
a inquietacdo (sofrimento, dor, problema, dilema...) que foi apresentado na
Terapia Comunitéaria?
Muito insatisfeito
Insatisfeito

Indiferente

Satisfeito

a A W N B

Muito satisfeito

15. Vocé obteve na Terapia Comunitaria o tipo apoio que vocé achava que
precisava?

De forma alguma
N&o muito

Mais ou menos

Em geral, sim

a A W N P

Sim, com certeza

16. Vocé considerou que a equipe de Terapeutas Comunitarios estava lhe
ajudando?
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Nunca
Raramente
Mais ou menos

Frequentemente

ga b~ W N P

Sempre

17. Em geral, como vocé classificaria a acolhida dos profissionais na Terapia
Comunitaria?

Nada amigavel
Pouco amigavel
Mais ou menos

Amigavel

ga b~ W N -

Muito amigavel

18. Por que vocé escolheu participar das rodas de Terapia Comunitaria? (Pode-
se marcar mais de um item).

A TC foi fortemente recomendado por alguém

Eu conhecia alguém que estava indo para as rodas de TC
Eu confiei na recomendacéao da pessoa que referiua TC
A localizag&@o € muito conveniente

Estava dentro de minhas possibilidades

Eu nao tive outra escolha

N o o~ WON P

Outro (especificar)

19. Vocé esta de acordo que sua familia ou seus parentes sejam envolvidos na
Terapia Comunitéaria?
Muito desfavoravel
Desfavoravel
Indiferente

Favoravel

a A W N B

Muito favoravel

20. Em geral, como vocé classificaria a competéncia da equipe de Terapeutas
Comunitarios?
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Muito incompetente
Incompetente
Mais ou menos

Competente

ga b~ W N P

Muito competente

21. Na sua opiniao, que grau de competéncia tinha a pessoa com quem
trabalhou mais de perto?
Muito incompetente
Incompetente

Mais ou menos

Competente

ga b~ W N -

Muito competente

22. O que vocé acha de participar do processo de avaliacdo da Terapia
Comunitaria?

Em total desacordo
Em desacordo
Indiferente

De acordo

ga A W N B

Totalmente de acordo

23. Como vocé classificaria a qualidade do acolhimento que vocé recebeu na
Terapia Comunitaria?
Péssima

Ruim

Regular

Boa

ga A W N -

Excelente

24. Qual é o seu grau de satisfacdo com relacédo a qualidade da ajuda que vocé
recebeu na Terapia Comunitaria?

Muito insatisfeito 1

Insatisfeito 2
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Indiferente 3
Satisfeito

Muito satisfeito

25. Vocé ficou satisfeito com o conforto e a aparéncia do local onde ocorreu a
Terapia Comunitéaria?
Muito insatisfeito
Insatisfeito

Indiferente

Satisfeito

gaa b~ W N B

Muito satisfeito

26. Como vocé classificaria as condi¢gdes gerais das instalagbes onde ocorre a
Terapia Comunitaria?
Péssimas

Ruins

Regulares

Boas

g A W N B

Excelentes

27. Se vocé precisar de ajuda novamente, vocé voltaria a Terapia Comunitéaria?

N&o, certamente que nao
N&o, acho que néo
Indiferente

Sim, acho que sim

a A W N B

Sim, com certeza

28. Se um amigo(a) ou parente seu estivesse precisando desde mesmo tipo de
ajuda, vocé recomendaria a ele ou a ela a Terapia Comunitaria?

N&o, certamente que nao
N&o, acho que nao
Indiferente

A W DN P

Sim, acho que sim
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Sim, com certeza 5

28.1 Por qué?

29. De forma geral e global, qual € o seu grau de satisfagcdo com relacdo aos
servi¢cos que vocé recebeu?
Muito insatisfeito

Insatisfeito

Indiferente

Satisfeito

ga b~ W N -

Muito satisfeito

30. De que vocé mais gostou na Terapia Comunitéaria?

31. De que vocé menos gostou na Terapia Comunitéaria?

32. Na sua opinido, o local onde ocorre a Terapia Comunitaria poderia ser
melhorado?

Sim 1
Nao

Nao sei

32.1 Se sim, de que maneira?
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Para terminar, vamos fazer algumas perguntas de informacéao geral

33. Que idade vocé tem?

34. Sexo:

Masculino

Feminino

35. Qual é o seu atual estado civil?

Solteiro

Casado ou vive c/ companheiro
Separado

Divorciado

Viavo

Outro (especificar)

© g A W N PP

36. Qual o mais alto grau de escolaridade que vocé concluiu?

Sem escolaridade

Escola elementar (1° grau)
Escola secundario (2° grau)
Curso técnico

Universidade
Pds-graduacéo

Outro (especificar)

© oo o1~ W DN PP

37. Se vocé atualmente esta trabalhando, explique que tipo

faz?

Jornada integral remunerada
Jornada parcial remunerada
Jornada integral ndo-remunerada

Jornada parcial ndo-remunerada

A W N P

de trabalho vocé



Nao trabalha

Outro (especificar)
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38. Explique que tipo de moradia vocé tem atualmente (casa, apartamento,

alugada, propria,...):

Casa/apartamento prépria
Casa/apartamento alugado por vocé mesmo
Casa dos pais ou outros familiares

Casa dos pais

Abrigo de emergéncia

Hospital ou instituicdo

Penséo (alimentacdo e moradia)

Rua

Outro (especificar)

39. Com quem vocé vive atualmente?

Sozinho
Conjuge

Com filho/filha
Outros membros da familia

Amigo(s), fora do ambiente institucional
Amigo(s), dentro do ambiente institucional
Mée, Pai

Outro (especificar)
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OBRIGADO PELA SUA PARTICIPACAOQ!!!
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