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Pereira CF. Interpersonal theory of nursing to anxiety management in people with substance
use disorder (ITASUD) [thesis]. S&o Paulo: Nursing School, University of Sdo Paulo; 2019.

ABSTRACT

Introduction: The comorbidity of anxiety and substance use disorders has been shown to have
a strong association. High levels of anxiety are critical to the increased risk of substance use
disorders, relapse and withdrawal of related treatment. While it is broadly accepted that
addressing anxiety is a potential factor in helping this population continue with their treatment,
there has been no protocol for the same, as well as feasibility studies targeting anxiety in cocaine
users. Objectives: 1) To describe the extension and application of the Peplau’s Interpersonal
Theory of Nursing (ITN) to the design of an anxiety management intervention for people with
substance use disorders; 2) To verify the feasibility of the anxiety management’ intervention
for cocaine users. Method: The research was based in two moments. The first one was the
development of the intervention (objective 1) and the second one was to check the feasibility
(objective 2). For the first moment of the research we used two methods, Fawcett’s model and
Intervention Mapping to develop the intervention; and the second moment we evaluate
feasibility outcomes of demand, acceptability, implementation, practicality, adaptation, and
safety. Results: The intervention targeted behavioral (to manage cocaine use; and to improve
sleep, eating and physical activity) and environmental outcomes (to manage social isolation and
to reengage in society) that contribute to increase of anxiety, based on determinants of anxiety
(knowledge, triggers, relief behaviors, self-efficacy and relations). Preliminary evidence
supports the feasibility of the trial with some changes. The number of participants that
completed the intervention was low (5.88%), however more than a half (64.10%) attendee until
the second appointment. The anxiety measure was acceptable and appeared sensitive to change,
decreasing in 38 points in average after the intervention. Conclusion: The combination of
Fawcett and Intervention Mapping approach provide clarity about the process used in the
research based in a nursing model, facilitating the creation of theory and evaluation of theories.
By providing a detailed description about the process of construction of the Peplau theoretical
framework applied to anxiety in cocaine users, with broad view of all factors that affect the
problem, and facilitates replication through transparency of the determinants, methods, and
applications used. Besides this, the results of the feasibility trial suggest that Interpersonal
Relationship nurse-client have potential as an inexpensive and feasible intervention. A larger
trial, following the changes pointed in the implemented protocol, is necessary to fully test the
effectiveness of ITASUD.

Keywords: Nursing, Anxiety, Peplau’s Theory, Substance Use Disorders, Intervention
Mapping.



Pereira CF. Teoria Interpessoal de enfermagem para manejamento de ansiedade em pessoas
com transtornos de uso de substancias (ITASUD). [tese]. Sdo Paulo: Escola de Enfermagem,
Universidade de S&o Paulo; 20109.

RESUMO

Introducdo: Ha evidéncias de que a comorbidade ansiedade e abuso de substancias tem
demonstrado ter uma forte associacdo. Altos niveis de ansiedade sdo criticos para o aumento
do risco de abuso de substancia, recaida e abandono do tratamento. Enquanto é amplamente
aceito que a ansiedade ¢ um dos principais fatores que ajudam na continuagdo do tratamento.
N&o ha protocolo, e estudos de exequibilidade agindo na ansiedade de usuarios de cocaina.
Objetivo: 1) Descrever a extensdo e aplicagdo da Teoria Interpessoal em Enfermagem da
Peplau no design de uma intervencdo para 0 manejamento da ansiedade em usuarios de &lcool
e outras drogas; 2) Verificar a exequibilidade da intervencdo de manejamento de ansiedade em
usudrios de cocaina. Método: A pesquisa foi baseada em dois momentos. O primeiro foi o
desenvolvimento da intervencgéo (objetivo 1) e o segundo foi a verificagcdo da exequibilidade da
intervencdo (objetivo 2). No primeiro momento da pesquisa nos utilizamos dois métodos, o
modelo da Fawcett e 0 mapeamento da intervencéo para desenvolver a intervencéo; e o segundo
momento nds avaliamos a exequibilidade da intervencado, por meio da demanda, aceitabilidade,
implementacdo, praticabilidade, adaptacdo e seguranca da intervencdo. Resultados: A
intervencdo focou nos desfechos comportamentais (manejamento de cocaina; melhora do sono,
alimentacdo e atividade fisica) e ambientais (manejamento da isolacdo social e reinsercédo
social) que contribui no aumento da ansiedade, baseada nos determinantes da ansiedade
(conhecimento, gatilhos, comportamentos de alivio, auto-eficicia e relagdes). Evidéncias
preliminares suportam a exequibilidade da intervencdo com algumas mudancas. O nimero de
participantes que completaram a intervencdo foi baixo (5.88%), porém mais que a metade
(64.10%) foram até a segunda consulta. A mensuracao da ansiedade foi aceita e aparentemente
sensivel a mudanca, pois diminuiu 38 pontos em média apds a intervencdo. Conclusdo: A
combinacdo da abordagem da Fawcett e do mapeamento da intervencdo providenciou clareza
sobre o processo usado na pesquisa, facilitando a criacdo e avaliacdo da teoria. Pois
providenciou uma descri¢do detalhada sobre o processo de construgdo do modelo tedrico da
intervencdo, por meio da transparéncia dos determinantes, métodos, e aplicacdes utilizados com
ampla visdo de todos os fatores que afetam o problema, facilitando a replicagéo da intervengéo.
Além disso, os resultados do estudo de exequibilidade sugerem que o relacionamento
interpessoal enfermeiro-cliente tem potencial como uma intervencéo barata e exequivel. No
entanto, um grande ensaio clinico, seguindo as mudancas apontadas no protocolo
implementado, é necessario para testar a efetividade da ITASUD.

Palavras - chave: Enfermagem, Ansiedade, Teoria da Peplau; Transtornos relacionados ao uso
de substancias; Mapeamento da Intervencgao.



Pereira CF. Teoria Intrapersonal de Enfermeria para el manejo de la ansiedad en personas con
transtornos de uso por sustancias (ITASUD). [tese]. Sdo Paulo: Escola de Enfermagem,
Universidade de S&o Paulo; 2019.

RESUMEN

Introduccion: Existen evidencias de que la comorbilidad ansiedad y el abuso de sustancias ha
demostrado tener una fuerte asociacion. Altos niveles de ansiedad son criticos para el aumento
del riesgo de abuso de sustancias, recaida y abandono del tratamiento. Sin embargo, es
ampliamente aceptado que la ansiedad es también uno de los principales factores que ayudan a
la continuacion del tratamiento. No existe un protocolo, ni estudios de practicabilidad sobre la
ansiedad en usuarios de cocaina. Objetivo: 1) Describir la extension de la aplicacion de la
Teoria Interpersonal de Enfermeria de Peplau en el disefio de una intervencién para el manejo
de la ansiedad en usuarios de alcool e otras drogas; 2) Verificar la practicabilidad de la
intervencion de manejo de la ansiedad en usuarios de cocaina. Método: La investigacion fue
basada en dos momentos. El primero fue el desarrollo de la intervencion (objetivo 1) y el
segundo fue la verificacion de la practicabilidad de la intervencion (objetivo 2). En el primer
momento de la investigacion utilizamos dos métodos, el modelo de Fawcett y el mapeamiento
de la intervencién para desarrollar la intervencion, y en el segundo momento evaluamos la
practicabilidad de la intervencion, por medio de la demanda, aceptacion, implementacion,
practicabilidad, adaptacion y seguridad de la intervencion. Resultados: La intervencion se
enfocd en los resultados comportamentales (manejo de la cocaina, mejora del suefio,
alimentacion y actividad fisica) y ambientales (manejo del aislamiento social y reinsercion
social) que contribuyen al aumento de la ansiedad, basados en los determinantes de la ansiedad
(conocimiento, gatillos, comportamientos de alivio, autoeficacia, y relaciones). Evidencias
preliminares soportan la practicabilidad de la intervencion con algunos cambios. EI nimero de
participantes que completaron la intervencién fue bajo (5.88%), sin embargo, mas de la mitad
(64.10%) participaron de la segunda consulta. La medicion de la ansiedad fue aceptada y
aparentemente sensible al cambio, ya que hubo disminucion media de 38 puntos posterior a la
intervencion. Conclusién: La combinacion del abordaje de Fawcett y del mapeamiento de la
intervencion provee claridad sobre el proceso utilizado en la investigacion, facilitando la
creacion y evaluacion de la teoria. Ofrece una descripcion sobre el proceso de construccion del
modelo tedrico de la intervencion, por medio de la transparencia de los determinantes, métodos,
y aplicaciones utilizados con una amplia vision de todos los factores que afectan el problema,
facilitando la replicacién de la intervencién. Adicionalmente los resultados del estudio de
practicabilidad indican que la relacién interpersonal enfermero-cliente tiene potencial como una
intervencion barata y practicable. Sin embargo, un gran ensayo clinico, siguiendo los cambios
apuntados en el protocolo implementado, sera necesario para testar la efectividad de la ITASUD

Palabras clave: Enfermeria, Ansiedad, Teoria de Peplau, Transtornos relacionados al uso de
sustancias, Mapeamiento de la intervencion.
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CHAPTER ONE

1 INTRODUCTION

1.1 PROBLEM - ANXIETY IN BRAZILIAN COCAINE USERS

Brazil is one of the emerging nations in which the use of cocaine, has been increasing.
While the consumption of cocaine has been gradually decreasing in countries such as The
United States of America and Europe, in Brazil its abuse has raised (UNODC, 2012). Cocaine
is the most used stimulant in Brazil, due to its price — it is considered the cheapest rate in the
world (Vos et al., 2017). One of the explanations is that Brazil is the biggest market of the
substance in South America, because of its geographic position, neighboring the world's largest
cocaine producers such as Peru, Colombia and Bolivia ( UNODC, 2012).A study (Abdalla et
al., 2014) indicated that approximately 2 million Brazilians have used cocaine at least once in
their lifetime, and the prevalence of cocaine users in the country represents roughly 3.2 million

of people.

This high prevalence of cocaine use has led to an increase in the number of cocaine users
who require emergency treatment, which overloads the health system. An epidemiological
study conducted in 2014 revealed that Brazilian cocaine users tend to require emergency care
at a rate three times higher than that in cocaine users worldwide. (The Global Drug Survey,
2015). This high demand in emergency care highlights the need to reframe the specialized
health service provided to the treatment of alcohol and other drugs, to prevent people from
ending up in an emergency room. Such measure will decrease the health care costs with this
population once this population stops visiting the emergency room frequently owing to cocaine

abuse.

The specialized outpatient health facility for alcohol and other drugs has a high level of
clients’ drop-out during treatment (Miguel et al., 2016), which is considered a critical issue in
the health scenario. One of the major challenges to keeping cocaine users in the specialized
treatment is the high level of anxiety in clients, once it is the main cause for relapse and
withdrawal of treatment (Shanmugam & Winslow, 2013). One of the possibilities to help this
population carry on with their treatment is to address their anxiety. If the cocaine users became
aware of their anxiety issue, they can identify, modify and replace the problematic relief

behavior (cocaine use) for healthier relief behaviors. Health care providers need to have a
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deeper understanding of what anxiety is, so they can apply such knowledge in their analysis of
their clients to identify the nature of anxiety in their clients’ lives.

1.2 UNDERSTANDING ANXIETY

Anxiety is one of the most prevalent health problems worldwide. In this study, anxiety is
defined as a tension that provides energy transformation(Sullivan, 1953)(Peplau, 1991). Such
energy can be experienced by the general population in three modes: prototaxic - totally
unaware of anxiety; parataxic - aware of anxiety; and syntaxic - aware of anxiety and able to
do the connection among expectations that happen before the anxiety and relief behaviors used

to decrease anxiety.

The energy of anxiety is transformed in physiological reactions - increase of heart rate,
sweating, trembling, irritability, vertigo, foreboding, uncertainty about what might happen,
anticipation of loss of control and inability to cope or to survive - and in behavioral responses
- security operations developed by the self-system to reduce, relieve, and prevent escalation of

anxiety.

Security operations are composed by behavioral responses, such as relief behaviors, relief
patterns and self-transformation that are used to decrease or avoid the anxiety(Sullivan, 1953).
Behavioral responses due to anxiety can have implications in the quality of life. These
consequences are: a) inefficient and rigid performances during interpersonal relation; b) social
isolation and loneliness; c) inability to work; d) inability to do activities of daily living; and
f) development of complicated relief behaviors, such as drug use.(O’Toole & Welt, 1994).
Additionally, there are other implications related to the individual’s environment such as

limited access to employment opportunities; hospitalization; and medical and social costs.

Anxiety generates a series of diseases, and implications associated with untreated illness
that affect health, economy and social sectors (Depression and Other Common Mental
Disorders Global Health Estimates, 2017). Untreated anxiety has been associated with
significant personal and societal costs, frequent primary and acute care visits, decreased work
productivity, unemployment, and impaired social relationships (Simpson, 2010). The Global
Burden of Disease (GBD) (Whiteford et al., 2013) study estimated that anxiety disorders
contributed to 26.8 million disability adjusted life years in 2010, and according to World Health
Organization (WHO) (Depression and Other Common Mental Disorders Global Health
Estimates, 2017) the consequences of anxiety disorders occupied the 6™ position as the

contributor to global disability.
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The estimated number of people living with anxiety disorders in the world is 264 million.
It reflects an increase of 14.9% since 2005(Vos et al., 2016a) , as a result of population growth
and ageing; and 21% of the estimated number of people living with anxiety are in the Region
of Americas (Depression and Other Common Mental Disorders Global Health Estimates,
2017). In Brazil the prevalence of anxiety disorders is 9.3% of the population and 8,3% of total
years lived with anxiety disorders(Depression and Other Common Mental Disorders Global
Health Estimates, 2017).

Clinical reviews(Remes, Brayne, van der Linde, & Lafortune, 2016) have shown that the
presence of an anxiety disorder is a risk factor for the development of mood disorders, substance
abuse; and this presence is highly comorbid with other mental disorders. The comorbidity of
anxiety disorders with substance use disorders has been investigated by several researchers,
which revealed a strong association. Such combination complicates treatment prognosis,

increase services attendance and health care costs, which generates a major issue worldwide.

2. STRUCTURE OF STUDY

This thesis is presented in eight chapters which are detailed in this section. The first

chapter are composed by the background.
The second chapter presents the objectives and the theoretical-methodologic approach.

The third chapter presents the methods used across studies, including: 1) theory-
generating research, Fawcett’s model, to describe the extension and application of the ITN to
the design of an anxiety management intervention for people with substance use disorders; 2)
intervention mapping approach to develop the intervention structure; 3) feasibility trial to verify
if the ITASUD is feasible in the real context. We also present a detail description of the sample,

measures and data analysis.

The next four chapters (chapter 4, 5, 6 and 7) present the articles and manual of
intervention developed in each step of the study, according the specific aim of the thesis.

Ultimately, the thesis is concluded in chapter eight by a summary of the results of the

study as a whole, and suggestions for further studies.
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CHAPTER TWO

3 OBJECTIVES

1) To describe the extension and application of the ITN to the design of an anxiety management

intervention for people with substance use disorders

2) To verify the feasibility of the ITN extension intervention developed, ITASUD, to anxiety

management in cocaine users.
4. THEORETICAL- METHODOLOGICAL APPROACH

4.1 PEPLAU’S THEORY

Psychotherapeutic nursing started with Hildegard Peplau in 1952 when she introduced a
middle-range theory guiding the use of interpersonal processes in nursing practice (Peplau,
1991). The concepts chosen by Peplau came from systematic observations from clinical work
with patients with psychiatric disorders and the synthesis of behavioral and social science
writings that were emerging at that time. Peplau developed the initial theory to fit all fields of
nursing work(Peplau, 1991), eventually specifying the theory with applications to psychiatric
mental health nursing(O’Toole, Welt, 1994) . The Interpersonal Theory of Nursing (ITN)
provides the concepts and propositions that guide the nurse in establishing and strategically
communicating with the client by using an observational, experiential and reflexive approach

in structured and unstructured interactions.

A central driver of the interpersonal process is anxiety which if strategically approached,
can be a key to client’s health problems. Both nurse and client experience anxiety during their
interactions, and while providing the energy for change, anxiety can also block productive use
of the interpersonal relation to achieve growth. The main way to work with the tension of
anxiety is to learn how to be aware of it and enact strategies that keep the level of anxiety in the

mild to moderate range that allows it to power productive growth.
4.1.2 FACTORS THAT CONTRIBUTE TO THE PROBLEM - ANXIETY

The factors that contribute to anxiety are the experience of anxiety and the security

operations developed that create relief behaviors, relief patterns and sometimes changes on the
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self-system. Environmental factors may also influence the level of the individual’s anxiety

directly and indirectly.

Anxiety starts at infancy during interpersonal relationships between the baby and the
mother (or the person that represents the mother’s function). When the mother exhibits anxiety,
she induces tension in the baby. This happens because the baby can feel the mother’s tension

and, consequently, exhibits anxiety as well (empathy linkage).

In addition to maternal relationship, the baby interacts with its family group components
that plays an important role in anxiety transmission. Therefore, the infant, through interaction
with them, starts to evolve from the prototaxic to the parataxic experience and then integrates
situations to avoid or minimize anxiety. Simultaneously, the infant starts to identify forbidding
gestures, such as speech modifications and facial expressions. Consequently, it becomes alert
to its maternal attitudes, which results in high levels of tension. Further, the infant starts to

develop security operations(Sullivan, 1953) to decrease or avoid anxiety.

Security operations generate both positive and problematic behavioral responses to
decrease anxiety. One example of a positive relief behavior is physical activity, whereas that of
a problematic relief behavior is the use of psychoactive substances. The problem is not the use
of psychoactive substances to decrease anxiety, once people have always had this practice. The
main issue is when such use interferes in the interpersonal relations of the individual, as it acts
directly in the development of self-view, self-worth, and self-esteem. Drug abuse tends to
generate social isolation, which undermines self-esteem and decreases opportunities for
fortunate experiences in life that, in turn, may affect drug use directly. Moreover, the use of
stimulants as a relief behavior generates strong episodes of anxiety, which results in social
isolation, inability to perform activities of daily living, stigma, marginalization, and high

medical costs.

Environmental factors are composed by interpersonal, organizational and community
level. At the interpersonal level, family, friendship and peer support, and social networks play
an important role in decrease social isolation and loneliness. At the organizational level, the
following factors are crucial to engagement in treatment: rules in the health and social services;
geographical boundaries, particularly the street; limited health counseling from health care
providers on anxiety; limited harm reduction health counseling from health care providers; and
few policies on addiction management. At the community level, social factors results in high

levels of anxiety: low income, homeless situation leading to living in dangerous places, limited
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linkage to social support networks, withdrawal from society, and lack of policies on minors’

access to mental health services.

The main determinants that directly affect the intensity of, duration of, and reaction to this
tension (anxiety) are awareness/knowledge, relationships, stress (triggers), relief behaviors, and
self-efficacy. The main factor that plays an important role in anxiety is interpersonal
relationships, as anxiety is a tension that is transmitted among people during their lifetime since
infancy (Sullivan, 1953). Individuals need to keep in contact with other people; without this
contact, they experience loneliness, which results in the increase of stress (triggers) and high

level of anxiety and intensified relief behaviors, such as increase in drug abuse (cocaine use).

The use of cocaine affects the success of an individual in life. To improve this scenario, it
is important to decrease stress (triggers) and anxiety, thereby leading to less relief behaviors
(less drug use = less cocaine use) and better self-efficacy. Improved self-efficacy will lead to
better strategies for stress management, which will decrease stress (triggers), anxiety, and relief
behaviors (less use of drug). One way to achieve these outcomes is through interpersonal
relationships between the nurse and the client that is designed to lead to decreased stress

(triggers), anxiety, and relief behavior, and increased self-efficacy.
4.1.3 THEORETICAL SIGNIFICANCE

The Interpersonal Theory in Nursing (ITN) described by Peplau (Peplau, 1991) identifies
anxiety as a universal phenomenon: everyone experiences the discomfort of anxiety to some
degree at some time throughout life. Interventions to decrease anxiety are mainly characterized
by raising awareness on the feeling; that is, by naming it as anxiety. This process is achieved
by means of empathic linkage that fosters syntax, awareness, identification, elaboration,
reckoning, and alignment toward the proper management of anxiety.

Empathic linkage, frequently called “bond”, is the most important tool in the interpersonal
relationship between the nurse and the client, because it decreases anxiety and triggers the
collaborative process of changing problematic security operations in the client, such as cocaine
use as relief behavior. After the empathic linkage is established, the first step is to transform
the parataxic mode of anxiety into a syntaxic mode (the transformation of an unpleasant feeling
into words, ideally in the client’s own words and mental images), process that is followed by

awareness of anxiety.
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When the clients are aware of their anxiety, they need to identify their expectations
(assumptions, wishes, wants, beliefs, goals, self-views), elaborate the meaning of their
expectations, and identify the relief behaviors to be used when the expectations are not achieved
(O’Toole, Welt, 1994).0Only after these steps should nurses promote the reckoning process
toward deliberate changing of relief behavior (cocaine use) in an interpersonal context, and
replace it with new patterns of relief behavior (alignment) (Peplau, 1991).

4.2 FAWCETT’S MODEL FOR THEORY GENERATING RESEARCH

A conceptual model is defined as a set of abstract and general concepts and the
propositions that state something about the concepts (Fawcett, 1992). Conceptual models on
nursing practice are important because inform and transform nursing practice by informing and
transforming the ways in which practice is experienced and understood (Speedy, 1989).
According Fawecett the understanding of the nature and structure of nursing knowledge is
guided by a nursing conceptual model that should be the beginning point of reference for
nursing practice and development of nursing interventions evidence-based theory (Butts, 2011,
Butts, 2012).

Fawcett’s model was used to extend the ITN to the population of people who have
substance use disorders through the construction of a conceptual model. The model articulates
concepts of nurse-client interaction based on concepts of anxiety management in the ITN
applied to people who have patterns of substance use disorders and provides clarity about the
process used in a research based nursing model, facilitating the creation and evaluation of

theories.

The Fawcett model requires that the phenomena that are being studied are specified, the
purposes to be fulfilled by the analysis are stated; and the Conceptual — Theoretical — Empirical
(CTE) structure be used. (Figure 1)

C = Conceptual Model 1

T = Middle — Range
Theory

1

1
1
1

'

E = Empirical Research w




27

Figure 1- Conceptual — theoretical — empirical structure for theory- testing research: From
conceptual model to middle-range theory to empirical research methods. From Fawcett,
J.(1999)

The components of CTE are organized hierarchically according the levels of
abstraction. The most abstract level is a conceptual model, in which the research is based (C);
within the intermediate level is the middle range theory (T) that is generated; and the concrete
level is the empirical research methods (E) that are used to conduct the research. (Fawcett &
Garity, 2009).

The next step of the development of the intervention will be integrate the conceptual
model developed, by Fawecett’s model (CTE) based on Peplau’s theory, and an ecological
approach that considers environmental influences on behavior and develops methods and

strategies to address them (Bartholomew, Parcel, Kok, 1998) that will be detailed above.
4.3 INTERVENTION MAPPING APPROACH

The increasing global recognition of many common disease conditions, as the
comorbidity anxiety and substance use disorders, requires that the interventions developed
considers environmental influences in the disease conditions and propose methods and
applications adapted to the current context. To develop the intervention program, we used the
conceptual model based on Peplau’s theory develop by Fawcett’s model and integrate it with
the Intervention Mapping protocol that describes the iterative path from problem identification

to problem solving (Bartholomew et al.,2016).

Intervention Mapping (IM) is a framework consistent with Medical Research Council
(Craig et al., 2008) guidance on developing complex interventions and it has been used to
develop intervention programs for many health behaviors (Bartholomew et al.,2016; Fernandez
et al., 2005; Hurley et al., 2015; Munir et al., 2013; Van Empelen et al.,2015).

IM is very useful because specifies processes for integrating theoretical constructs and
evidence-based literature for purposeful of the intervention through description of a logical
planning process. IM is a six-step process structured and sequenced as follows: (1) needs
assessment (logical model of the problem); (2) creating matrices of performance objective
(logic model of change); (3) selecting theory-based methods and practical strategies (program

design); (4) program development; (5) adoption and implementation, and (6) evaluation (figure
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o)

2). The completion of all the steps serve as a blueprint for designing, implementing and
evaluating an intervention based on a foundation of theoretical, empirical and practical
information (Bartholomew et al.,2016). The detailed description of each step will be presented

in the methods section.

Step 1: Logic Model of + Establish and work with a planning group

the Problem + Conduct a needs assessment to create a logic model of the problem
+ Describe the context for the intervention including the population, setting, and community
+ State program goals

Step 2: Program . Statg expected outcomgs fqr behavior anq environmenF
Outcomes and + Specify performance ob]ectwels for behavmlraL and environmental outcomes
Objectives; Logic Model + Select determinants for behavioral and environmental outcomes
! + Construct matrices of change objectives
of Change + Create a logic model of change

Step 3: Program Design  « Generate program themes, components, scope, and sequence
+ Choose theory- and evidence-based change methods
+ Select or design practical applications to deliver change methods

o

=

= S S e S R
18]

= Step 4: Program + Refine program structure and organization

& Production + Prepare plans for program materials

+ Draft messages, materials, and protocols
+ Pretest, refine, and produce materials

. + |dentify potential program users (implementers, adopters, and maintainers)
Step 5: PrOgr_am + State outcomes and performance objectives for program use
Implementation Plan + Construct matrices of change objectives for program use

+ Design implementation interventions

Step 6: Evaluation + Write effect and process evaluation questions
Plan + Develop indicators and measures for assessment
+ Specify the evaluation design
+ Complete the evaluation plan
v ey et - e S S S S S

Figure 2: The six steps of intervention mapping. In: Eldredge, L. K. B., Markham, C. M.,
Ruiter, R. A., Kok, G., Fernandez, M. E., & Parcel, G. S. (2016). Planning health promotion

programs: an intervention mapping approach. John Wiley & Sons.

4.4 INTERVENTION FRAMEWORK

The intervention framework (frame 1 and 2) was constructed based on the integration of
the Fawcett’s and IM approach to clarify the structure of the ITASUD intervention. During the
development of the anxiety management strategies for people who have substance use disorders
we considered behavioral and environmental outcomes, and moderators that contribute to
decreasing the level of anxiety. The behavioral outcomes that the clients may achieve are an
improvement on sleep patterns and healthy eating habits, and the ability to manage cocaine use.

Regarding environmental outcomes, nurses must provide tools for the clients to decrease social
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isolation, establish healthy relationships (with friends, peers and family), to reverse
homelessness situation and be reinserted in society.

There are six moderators to be taken in consideration in this intervention: 1) sex, as
women are almost twice as likely as men to experience anxiety because of the differences in
brain chemistry and hormonal fluctuations, and the different way that they tend to lead with
stress (Remes et al., 2016); 2) socioeconomic status, as individuals with lower social status have
higher symptoms and sensitivity for anxiety (Reitzel et al., 2017); 3) homelessness, which is a
trigger to unhealthy relief behaviors (use of cocaine) and is responsible for stressful life events
that increase the level of anxiety (Tyler, Schmitz, Ray, 2017); 4) relationship status (married,
single, unmarried, or divorced), as unmarried women have a demonstrably higher tendency to
develop anxiety compared with married women (Stein et al., 2017); 5) conflict with peers and
contact with anxious peers (friendship, family, spouse) that may play a role as a trigger to
increasing anxiety and consequently increases relief behaviors (cocaine use); and 6) illness
severity, which produces changes in the brain and neurobiological pathways. (Crunelle et al.,
2014).
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CHAPTER THREE

5 METHODS

The research was based in two moments. The first one was the development of the

intervention (objective 1) and the second one was to check the feasibility (objective 2). For the

first moment of the research we used two methods, Fawcett’s model and Intervention Mapping

to develop the intervention; and the second one we evaluate feasibility outcomes of demand,

acceptability, implementation, practicality, adaptation, and safety. As you can see in the frame

below (frame 3)

Frame 3: Theoretical methodological approach

Theoretical methodological approach

Peplau’s theory

Fawcett’s model for theory generating research
C- Conceptual model
T- Middle range theory
E- Empirical research

Interpersonal theory of nursing

Anxiety theory

Conceptual Model

»

IM - Step 1- Logic model of problem

Step 2 — Program outcomes and objectives; logic model
of change

Step 3 - Program design - ITASUD

Step 4 - Program production — ITASUD

Step 5 - Program implementation plan - ITASUD

Step 6 - Evaluation plan - [TASUD

Theory framework intervention

l

Intervention program

Fesibility study — Demand
- Acceptability
- Implementation
- Practicality
- Adaptation
- Safety
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In order to achieve the first aim, the methodology used to develop the intervention was
the Fawcett’s model (Fawcett, Garity, 2009) and the systematic Intervention Mapping (IM)

(Bartholomew et al., 2016) development process described below.
5.1 FAWCETT’S MODEL FOR THEORY-GENERATING RESEARCH

The Fawcett’s model was used for theory-generating research (Fawcett , Garity, 2009)
to extend the Interpersonal Theory in Nursing (ITN) to the population of people who have
substance use disorders . It requires that the phenomena that are being studied be specified, the
purposes to be fulfilled by the analysis be stated; and the Conceptual — Theoretical — Empirical
(CTE) structure be used. The components of CTE are organized hierarchically according to the

levels of abstraction.

There are four steps in Fawcett’s model for theory-generation. The first step is to
describe the phenomena of study, correlating with the main concepts of the conceptual model
used (ITN by Peplau); the second step is to develop a theoretical model of the phenomena of
study (anxiety in substance abusers) , identifying the nature, manifestation, severity,
determinants and consequences of anxiety; the third step is to develop relational propositions
to connect the conceptual model (Peplau’s theory) with the theoretical framework of anxiety;
the fourth step is to develop the empirical structure to evaluate the intervention theory through

instruments.

The results of the development of the conceptual model of the intervention are described

in the chapter 3, as an article.
5.2 INTERVENTION MAPPING APPROACH

The other method used to the development of the intervention was the Intervention
Mapping(Bartholomew Eldredge, n.d.). IM is a six-step process structured and sequential as
follows: (1) needs assessment (logical model of the problem); (2) creating matrices of
performance objective (logic model of change); (3) selecting methods and practical strategies
(program design); (4) program development; (5) adoption and implementation, and (6)

evaluation.
Step 1: Needs assessment

The aim of step 1 was to develop the logic model of the problem to program goals for

the intervention related to health and quality of life. This logic model was based on the
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combination of comprehensive understanding about the problem through Peplau’s theory,
empirical data about the factors that contribute to the problem, and experiential information
about the problem. Besides this, this step focuses on the description of intervention context

(population, setting and community).
Step 2: Creating matrices of performance objective

Step 2 of IM is followed by: 1) a statement of expected outcomes for behavior and
environment and develop performance objectives for behavioral and environmental
outcomes;2) selected determinants for behavioral and environmental outcomes; 3) the

construction of matrices of change objectives and create the logic model of change.

The main aim of this step is the development of the logic model of change, which
represents pathways of the intervention that acts in behavioral and environmental perspective,
through the connection between determinants and change objectives, performance objectives,
desired outcomes and the improvement of quality of life in relation to the health problem that

IS anxiety.
Step 3: Selecting theory-based methods and practical strategies

Step 3 is to generate program themes, components, scope and sequence. To accomplish
this aim we chose Peplau’s theory as a conceptual model and method, and evidence-based
selected methods to reach change objectives. We also used published guidance on intervention
mapping approach (Bartholomew et al.,2016) to choose some methods, according the definition

and parameter of each one.
Step 4: program development

The team guided by matrices started to refine program structure and organization,
prepare plans for program materials, develop specific messages, materials and protocols. The
change objectives were converted into practical applications using a range of evidence-based
research. In the end of this step the definitive intervention content and materials were created

based on relevant additions made through the team discussion.
Step 5: adoption and implementation

The aim of the program implementation plan was to find out the balance between what
was planned and what can be implemented in the real world, through the identification of

potential users (adopters, implementers and maintainers) and the context that they are inserted,
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resulting in a better design for implementation. Additionally, the manual of intervention was

adapted to increase the chances of adoption, implementation and sustainability.
Step 6: evaluation

After the step 5, plan for program adoption and implementation, there was the
evaluation of this program through operational definitions of feasibility, such as acceptability,

demand, practicality, and adaptation.

The IM approach address some part of the definition of feasibility. During the IM

approach was used the definition of feasibility that address acceptability, demand, practicality

and adaptation with nurses that working in the health facility.

We invited nurses of the outpatient treatment for addictions (CAPS AD Centro) in Sao
Paulo into focus group and collect data about the nurse’s perception of the acceptability,
demand, practicality and adaptation of the interpersonal relationship as an intervention to equip
cocaine users to manage anxiety, to explore the feasibility of delivering the intervention
prototype, and the barriers and enablers to be addressed to support intervention implementation
and uptake by participants . The evaluation about the intervention were conducted by semi
structure interviews used during focus group, and the operational definitions and the respective

question used to evaluate feasibility by nurses are presented below (table 1).

Table 1 — Feasibility components for nurses evaluate

Feasibility — Area of focus

Operational definition

Questions

Acceptability

Nurses consider the
intervention acceptable and
appropriate with their service

context

The process is attractive to
program deliverers? If not,
what is the suggestions to
improve the program? How

can we do more attractive?

Demand

Nurses recognize the demand
of delivering the intervention

(demand of recruiting)

How many demand is likely

to exist?
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Practicality Variations in  equipment, | Fit  with  organizational
staffs and facilities to deliver | culture (time of appointment,
the intervention location of appointment,
enough nurses to apply the
intervention)? If not, what
are the suggestions to

improve the fit?

Adaptation The content and delivery of | The manual of intervention is
intervention will need to be | clear enough to
modified to enhance | understanding? The
acceptability and | applications  reach  the

implementation on feasibility | patients? Is it an easy format?

trial If not, what are the

suggestions to improve the

intervention?

Qualitative data were consisting in open questions in which the nurses proposed changes
to the intervention prototype or made reflections about the intervention and the population
addressed. So, the nurse's perceptions of this intervention (acceptability, demand, practicality

and adaptation) were summarized.

The results of the development of the evidence-based intervention focusing on the
management of anxiety in cocaine users are presented in the chapter 4, as an article. Besides

this we developed the intervention program and it will be presented in the chapter 5.
5.3 FEASIBILITY STUDY

In order to evaluate the feasibility of the intervention (ITASUD), we conducted the
feasibility trial. The main question of feasibility study is: Can this study be done? If not, why
not and how should it be changed? They are used to estimate important parameters that are
needed to design the main study/trial (RCT)(Eldridge et al., 2016). In order to inform the design
of an adequately powered trial which could test the effect of the ITASUD. For instance it was

evaluate: 1)Demand — a)willingness of participants to be randomized, b)number of eligible
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patients; 2)Acceptability — a)follow -up rates, response rates to questionnaire,
adherence/compliance rates, and attrition; 3)Implementation — a)complexity, b)design quality

and packaging; 4) Practicality — a) ability of participants carry out the tools/skills presented
during intervention to manage anxiety, b) characteristics of the proposed outcome measure
(anxiety level); 5)Adaptation- a) availability of data needed or the usefulness and limitations of
a particular database, b)time needed to collect, c) refine outcome measures, d)monitor for
contamination and cointervention; 6)Safety a) evaluate suicide (PHQ 9 — the last question
address suicide) and depression (PHQ 9), b) assessment about drug overdose and alcohol
intoxication, c) assessment about serious injuries, d) assessment about the increase of anxiety

during the appointment, that could be generate panic because the awareness about anxiety.
Data were analyzed for each component of feasibility. They are presented below (table 2)

Table 2 — Feasibility components of study

Feasibility — | Outcomes of interest Approach/Questions

Area of focus

Demand 1)Willingness of participants to | 1)How many participants accepted
participate to participate of study? And How

2)Number of eligible participants many deny to participate the study?

2) a) The criteria inclusion is a lot of
specific? How many patients
couldn’t participate because the

criteria inclusion?

b) The eligibility criteria are specific
enough to reduce the potential for
confounding? What is the potential

for confounding that appear?

¢) The inclusion criteria allow the

generalizability of results?

Acceptability 1)Follow-up rates, response rates | 1) How many missing on the data?

to questionnaire
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Assess feasibility of follow-up
assessment and end-points —
Help to determine the scheduling
(time and how to approach the
patient to do the follow -up) of
follow-up assessments and the
feasibility of measuring different

endpoints.

2) Attrition can help estimate the
likelihood of being able to collect
data at scheduled time points, as
well as the extent to which there
may be missing data (Hagen et
al., 2011) . Furthermore, it may
be possible to obtain realistic
estimates of participant
prognosis  for  determining
participant eligibility (Hudson,

Aranda, McMurray, 2001)

How many participants did the

follow-up?

2) How many people didn't answer
the call to do follow-up? How many
people attend the call, but didn’t
appear on the follow-up day?

How many sessions the participant

used to go?

How many participants die, are sick,
inpatient unit and/or disappear?

Implementation

1)Complexity and design — a)
Perceived difficulty of
implementation, reflected by

duration, scope, radicalness,

disruptiveness, centrality,
intricacy and number of steps

require to implement

(Damschroder et al.,2009;
Greenhalgh et al.,2004; Grol et
al., 2007);

b) Degree of
execution.(Damschroder et al.,
2009)

1)a) The participant demonstrates
restlessness during the appointment,
asking all the time when the

appointment will finish?

The participant understands all the

strategy provided for him?

What kind of terminology (terms
used by participants routinely) was
How

incorporate? many

terminologies were incorporate?

Are the numbers of steps and

content of intervention long?
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b) What phase of the intervention

nurses get to achieve?

Success or Failure of execution?
Why failure,

explanation.

hypothesize an

Amount, type of resources needed to
implement? (notebook, paper of
information — healthy sleep pattern,

healthy eating pattern)

What are the factors that affect the
implementation (noise, change of

room that occur the appointment)?

How long is the duration of the
intervention? When the intervention
is fast (less than 20 minutes) the

quality of the intervention is good?

Practicality

1) Ability of participants carry
out the tools presented during

intervention to manage anxiety.

2) Characteristics of the proposed
outcome measure (anxiety level)
and in some cases feasibility
studies might involve designing a
suitable  outcome  measure;
anxiety level will be measured by

Beck Anxiety Inventory (BAI)

1) What the participants answer
when you do the question what do
you remember about the last time

(appointment)?

What do you were able to do to

decrease anxiety?

2) Test if the scales Beck used to

measure anxiety works well?

Adaptation

1)Availability of data needed or
the usefulness and limitations of

a particular database

1)The questions are enough to
address  all moderators  of

intervention?
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2)Time needed to collect and
analyze data

3)Refine  outcome  measures
(evaluate scales used, thinking
about the acceptance of the
participant to answer the scales);

4)Monitor for contamination and

cointervention.

Are there some questions not
necessary? Is it better take off?

2) The time of screening works? The
time of application of intervention is
enough? The days and time of

appointment works?
The time of follow -up works?

3)Evaluate the answer in the
questionnaires and in the scales

applied.

4) The heterogeneity of sample

affect the results.

Safety 1)Powerful enough to hurt or to

misunderstanding symptoms.

1) a) evaluate depression and
suicide through PHQ-9

b) assessment about alcohol

intoxication and possible overdose
C) assessment about serious injuries

d) assessment about the increase of
anxiety during the appointment, that
could be generate panic because the

awareness about anxiety.

The results of the feasibility trial will be presented in the chapter 7, as an article.

5.3.1 SAMPLE SIZE

A sample of 39 participants were the target as this is considered enough for a feasibility

study (Lancaster, Dodd, Williamson,2004); we recruited over a set period (October to

December 2018) at the specialized outpatient health facility in alcohol and other drugs in the

Center of Sao Paulo.
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5.3.2 INCLUSION CRITERIA

1- Users of Cocaine/ crack as the main substance
2- Age 18 years or older

3- Man (sex)

4— Portuguese speaker as their first language

5- Ability to give consent

6- A positive screen for anxiety symptom severity measured by GAD-7, defined as a score of

5 — mild anxiety, 10- moderate anxiety, 15- severe levels of anxiety.

7 — To be on the period of the construction of the singular therapeutic plan, it means that the
client is not having treatment with other kind of health professional, only with the researcher.

5.3.3 EXCLUSION CRITERIA

1 - Client that present pathologies that it is necessary inpatient treatment

5.3.4 DATA COLLECTION AND PROCEDURES

Nurse contacted potential participants to explain the study. All data collection took place
over face-to-face ranging in length from 60 to 90 min. Nurse directly entered quantitative data

into RedCap (Research Electronic Data Capture), a secure online data collection system.

After consent was obtained, nurse collected demographic, clinic and behavioral data;
and baseline measures (GSE, MOS SSS, PSS, ASSIST, GAD 7, BAI, and PHQ 9) from all
participants. The baseline measures are to evaluate the mediators of the intervention self-
efficacy, relation, stress, psychoactive substance use, and anxiety. Self-reported self-efficacy
was assessed via the GSE, relation was assessed via MOS SSS, Stress via PSS, Psychoactive
substance use via ASSIST, and level of anxiety via GAD 7 in the screening and BAI in the start
and end of all appointments. PHQ 9 was used to evaluate the safety of the intervention.
Questionnaires were completed prior the intervention, and in the last appointment. Anxiety

outcomes, through BAI scale, will be measured in the start and in the end of the appointment.
5.3.5 MEASURES

Demographic, Clinical and Behavioral form
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The demographic, clinical and behavioral form were developed by researcher, and
completed by all participants at baseline. Demographic information collected included age,
color of skin, number of sons, marital status, employment status, ethnicity, religion, and level
of education; clinical included comorbidities, medication and disease; behavioral included
information about the first contact with cocaine, place that use cocaine, family member with

drug’s problem and physical activities
General Self-Efficacy Scale

The GSE is a validate scale for Portuguese (Leme et al., 2013) with 10-item, 4-point
scale with a Cronbach’s alpha coefficient of reliability ranging from 0.76 to 0.90. The scale
assesses a person’s perceived self-efficacy or their belief that they can complete novel or
difficult tasks or cope with diversity. Total scores range from 10 to 40 with higher scores

indicating a greater level of self-efficacy.
Medical Outcome Study Scale

The MOS SSS is a validate scale for Portuguese (Zanini, Peixoto, 2016) with 19 -item,
5-point scale with a Cronbach’s alpha coefficient of reliability ranging from 0.76 to 0.95. The
scale assesses the extent to which the person has the support of others to cope with stressful life
situations. Total scores range from 0 to 76 with high scores indicating a greater perceived

support.
Perceived Stress Scale

The PSS is a validate scale for Portuguese (Luft et al., 2007) with 14-item, 5-point scale
with a Cronbach’s alpha coefficient of 0.77 to 0.87. The scale assesses the perception of stress.
It is a measure of the degree to which situations in one’s life are appraised as stressful. Total

scores ranging from 0 to 56 points with high scores indicating a greater level of stress.

Alcohol Smoking and Substance Involvement Screening Test

The ASSIST is a validate scale for Portuguese (Henrique et al., 2004) with 8 item. Each
item was evaluate according the kind of psychoactive substance (tobacco, alcohol, cannabis,
cocaine, amphetamine (including ecstasy), inhalants, sedatives, hallucinogens, opioids, and
“other drugs”), 4-point scale with a kappa coefficient ranged between 0.58 to 0.90. The scale
evaluates the frequency of the psychoactive substance use, during the life and in the last three
months. Related problems with the use, concerns about the use, unsuccessful attempts to stop

or reduce use, compulsive feeling, and use through injectable via. Total scores ranging from 0
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to 20 points. Score from 0-3 is an occasional use, 4-15 is abuse, and 16 and above as a

suggestive dependence.
General Anxiety Disorder Scale

The GAD-7 is designed to measure anxiety severity. It is a validate scale for Portuguese
(Sousa et al., 2015) and it consists in 7 items, 4-point scale with a Cronbach’s alfa coefficients
of 0.88. Total scores ranging from 0 to 21. Score from 0- 5 is mild anxiety, 6-10 is a moderate

anxiety, and 15 and above is severe anxiety.
Beck Anxiety Inventory Scale

The BAI is a validate scale for Portuguese (Quintéo, Delgado,Prieto, 2013) with 21-
item, 4-point scale with a Cronbach’s alpha coefficient of reliability ranging from 0.75 to 0.90.
The scale measures the level of anxiety that the person presents in life’ situations. Total scores
range from 0 to 63. Score of 0-21 is low anxiety, 22-35 is moderate anxiety, 36 and above is

potentially concerning levels of anxiety.

Patient Health Questionnaire Scale

The PHQ 9 is a validate scale for Portuguese (Santos et al., 2013) with 9 — item, 4-point
scale with a Cronbach’s alpha coefficient of reliability of 0.85. The scale assesses the level of
depression severity. Total score ranges from 0 to 27. Score of 0 — 4 is none depression, 5-9 mild
depression, 10-14 moderate depression, 15-19 moderately severe, 20 — 27 severe depression.

Quialitative interviews

The qualitative interview guide developed by the research team consists of eight open-
ended questions to evaluate and improve the intervention. Questions included : - What do you
think about the intervention?; Does the intervention work for you, providing strategies to
manage anxiety?; What strategy that you liked more?; What strategy do you think that you are
able to use for a long time?; What strategy is not useful at all for you?; Are there some others
strategies that you used to manage anxiety? Why did you come back? Anything else you would
like to add?

5.3.6 DATA ANALYSIS

We used the Kaplan-Meier model estimator to assess the survival proportion with the
aim to re-organize the manual of the intervention, and to reallocate the main content of the

intervention in the appointments that we had more participants.
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Data were analyzed to meet the study’s objectives of evaluating the intervention to equip
cocaine users to decrease anxiety for each component of feasibility: demand, acceptability,
implementation, practicality, adaptation and safety. Qualitative data were analyzed using a

thematic analysis described by Braun (Braun, Clarke, 2006).

Quantitative data were analyzed using the R program. Descriptive statistics were used
to report participants’ demographic, clinic and behavioral characteristics, and responses from
the intervention. To determine preliminary effectiveness, we used the Linear mixed-effects
model to assess the changes in the level of anxiety after the intervention. We couldn’t assess
the mediators of the intervention, since the number of participants that completed the

intervention until the last appointment was low.
5.3.7 SCENARIO

The scenario in this health facility is singular because is located in downtown S&o Paulo,
one of the most crowded regions in Brazil, with high levels of homelessness and a vast number
of psychoactive substance available, mainly alcohol and crack. The CAPS AD attends people
that seek treatment for alcohol and other drugs during the week in the period of 7 am until 7pm.
During the weekends and after 7pm, there are reduced health professionals that attend only
inpatient people. The CAPS AD has 8 dormitories that present eligible criteria to be occupied,
such as the clients’ agreement to receive inpatient treatment and the health professionals’ team
need to understand that the eligible’ client is in vulnerable situation and the inpatient treatment

is the best choice.

All individuals that seeking treatment during week in the CAPS AD, they are attending
by the health professional without scheduling appointment. During this attending, clients
answer demographic, clinical and behavioral questionnaire, and they are scheduling to the
group appointment on Monday, or Wednesday or Friday. The appointment in group explains
how the CAPS AD works, and the types of activities that the client can participate. Moreover,
the CAPS AD gives breakfast, lunch and dinner for clients that participate of activities in the
CAPS AD all day.

5.3.8 ETHICAL CONSIDERATION

This study was approved by the institutional review board at the Nursing School,
University of S&o Paulo (CAEE number: 86848418.4.0000.5392) (ANNEX 3) and the
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Municipal Health Secretary of Sdo Paulo (CAEE number: 86848418.4.3001.0086) (ANNEX
4).
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CHAPTER FOUR

6. FIRST ARTICLE

Applying Peplau’s Interpersonal Theory of Nursing to Anxiety Management in People with

Substance Use Disorders
Abstract

Introduction: Peplau introduced the first middle-range nursing theory guiding the use of core
interpersonal competencies in psychiatric mental health nursing. Peplau’s Interpersonal Theory
of Nursing (ITN) guides the nurse to establish a mutually-invested nurse-client therapeutic
relationship in which the anxiety perceived and managed by nurse and client is central to the
process. Aim: To describe the extension and application of the ITN to the design of an anxiety
management intervention for people with substance use disorders. Methods: Fawcett’s
theoretical and empirical theory development structure guided the application of the theory to
the intervention components. In Step 1, we identified and described the key phenomena
addressed in the conceptual mode; in Step 2, a theoretical model of the phenomena of study
was developed; in Step 3, relational propositions to connect conceptual model with theoretical
framework were developed; and in Step 4, the empirical structure to evaluate the intervention
theory was completed. Results: This study provides a detailed description of the conceptual
model, theoretical framework and empirical methods used during the development of an
intervention theory to manage anxiety in people with substance use disorders through the
translation of abstract concepts into concrete relational propositions among anxiety, self-
efficacy, relief behaviors, triggers and relations from Peplau's interpersonal theory.
Conclusion: The Fawcett approach provides clarity about the process used in a research based
nursing model, facilitating the creation and evaluation of theories. By providing a detailed

description about the process of construction of the Peplau theoretical framework applied to
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anxiety in substance abusers’ population, replication or extension to other phenomena can be

accomplished.
Keywords: Nursing; Peplau; Mental Health; Substance Use Disorders.
Introduction

Psychotherapeutic nursing started with Hildegard Peplau in 1952 when she introduced a
middle-range theory guiding the use of interpersonal processes in nursing practice (Peplau,
1991). The concepts chosen by Peplau came from systematic observations from clinical work
with patients with psychiatric disorders and the synthesis of behavioral and social science
writings that were emerging at that time. Peplau developed the initial theory to fit all fields of
nursing work(Peplau, 1991), eventually specifying the theory with applications to psychiatric
mental health nursing(O’Toole & Welt, 1994) . The Interpersonal Theory of Nursing (ITN)
provides the concepts and propositions that guide the nurse in establishing and strategically
communicating with the client by using an observational, experiential and reflexive approach
in structured and unstructured interactions. The purpose of this paper is to describe how the
concepts and propositions of the ITN were used to the develop anxiety management
interventions for use with people who have substance use disorders. Peplau identified the
therapeutic use of the interpersonal relationship as a foundational set of core competencies for
nurses through which the nurse can help the client solve health problems preventing the client’s
growth and full actualization (Peplau, 1991). Disease treatment and technologies directed at
physical aspects of health have dominated healthcare. Recently, however, as the prevalence of
chronic conditions aggravated by health habits has increased, the central role of effective
communication with and engagement of clients has been recognized by providers(Baker, Black,
& Beeber, 2018). Communication is the key for accomplishing good results in all types of
health treatment. The construction of a holistic health plan for clients must be based on a

comprehensive assessment of the client’s problems and integration of pathophysiological,
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psychological and social data into the plan. To accomplish a whole health approach to mental
health issues, a dynamic analysis of the nature, determinants, factors, manifestations and
consequences of the client’s behaviors is helpful. “Dynamic analysis” as used here refers to the
data collected by the nurse directly from the client and consensually validated with the client.
According Peplau’s theory (Peplau, 1991), such a dynamic analysis occurs within an
interpersonal relation between nurse and client and is powered by their interactions. These
deliberate interpersonal relations in which real-time interpersonal data are made available to
the client are some of the most powerful tools with which to help clients change the thoughts,
feelings, behaviors and interpersonal patterns that restrict growth and are associated with

recurring life problems.

A central driver of the interpersonal process is anxiety which if strategically approached, can
be a key to client’s health problems. Both nurse and client experience anxiety during their
interactions, and while providing the energy for change, anxiety can also block productive use
of the interpersonal relation to achieve growth. The main way to work with the tension of
anxiety is to learn how to be aware of it and enact strategies that keep the level of anxiety in the
mild to moderate range that allows it to power productive growth. The first step that nurses
need to know is the nature of anxiety, how it works in their life and in the client’s life to reach
a meaningful therapeutic plan with clients that is theoretically informed. The aim of this article
is to present the results of a theory-generating analysis that resulted in an extension of the ITN.
The goal of the analysis was to bridge the gap between theory and practice through the
construction of a conceptual model. The model articulates concepts of nurse-client interaction
based on concepts of anxiety management in the ITN applied to people who have patterns of

substance use disorders.

Methodology
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The analysis used Fawcett's model for theory-generating research (Fawcett & Garity, 2009) to
extend the ITN to the population of people who have substance use disorders. The Fawcett
model requires that the phenomena that are being studied are specified, the purposes to be
fulfilled by the analysis are stated; and the Conceptual — Theoretical — Empirical (CTE)

structure be used. (Figure 1)

C = Conceptual Model W

4

T = Middle — Range
Theory

v
E = Empirical Research w

Figure 1- Conceptual — theoretical — empirical structure for theory- testing research: From
conceptual model to middle-range theory to empirical research methods. From Fawcett,

3.(1999)

The components of CTE are organized hierarchically according the levels of abstraction. The
most abstract level is a conceptual model, in which the research is based (C); within the
intermediate level is the middle range theory (T) that is generated; and the concrete level is the

empirical research methods (E) that are used to conduct the research. (Fawcett & Garity, 2009)

There are four steps in the model for theory-generation. The first step is to describe the
phenomena that correlate with the main concepts of the conceptual model used. In this present
study, the conceptual model was the Interpersonal Relations in Nursing(Peplau, 1991); the
second step is to develop a theoretical model of the phenomena of study (anxiety in substance

abusers) , identifying the nature, manifestation, severity, determinants and consequences of
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anxiety; the third step is to develop relational propositions to connect concepts in the conceptual
model (Peplau) with a theoretical framework of anxiety; the fourth step is to develop the
empirical structure for developing the intervention through the propositions linking between
concepts of the conceptual model (Peplau’s theory), concepts of theory developed (theoretical
model of anxiety for substance abusers) and empirical methods to evaluate the intervention

theory.
Results
Phenomena of study - understanding the comorbidity of anxiety and substance use disorders

The comorbidity of anxiety and substance use disorders has been investigated by several
researchers(Remes et al., 2016) and a strong association has been shown. Epidemiological and
clinical studies (Kosten, Fontana, Sernyak, & Rosenheck, 2000; Kushner, Abrams, &
Borchardt, 2000) have demonstrated that high levels of anxiety are associated with an increased
risk of substance use disorders. Epidemiological data (Regier, Rae, Narrow, Kaelber, &
Schatzberg, 1998; Wittchen, Kessler, Pfister, & Lieb, 2000) suggest that onset of anxiety is
primary to onset of substance use disorders and is associated with higher rates of impairment,

health care cost, and decreased work productivity (Simpson, 2010).

Studies (Cowley, 1992; Martinez-Cano, Gauna, Vela-Bueno, & Wittchen, 1999) have shown
an association between specific types of psychoactive substance and anxiety levels. These
include an association between cocaine use and increased risk of panic attack; alcohol and
cannabis and increased of anxiety levels; and the use of opioids and sedatives as an attempt to
self-medicate anxiety symptoms. These associations demonstrated that the search for relief
behaviors by use of psychoactive substance can generate stronger episodes of anxiety

retroactively.
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According the ITN, anxiety is a tension that provide that people experience along a perceptual
continuum consisting of the syntaxic perceptual mode (mild levels), parataxic perceptual mode
(moderate levels) and prototaxic perceptual mode (severe levels) (Sullivan, 1953). In the
syntaxic mode, mild anxiety can be beneficial because it generates focus attention and action,
through energy transformations in physiological, perceptual, cognitive and behavioral
functions. An example would be preparing for a presentation. In the parataxic mode, the anxiety
iIs moderate. Linkages are present, but incomplete, broken, and reassembled in strange ways.
In the prototaxic mode, anxiety is severe and the perceptual, cognitive and behavioral functions

are disintegrated. Reason and words are missing, generating panic.

The energy of anxiety fluctuates in response to the degree of mobilization of energy and the
person’s efforts to minimize it. Efforts to minimize anxiety can be interpersonal and involve
more than the person alone. The energy are transformed in physiological reaction (increase of
heart rate, sweating, trembling, irritability, vertigo, foreboding, uncertainty about what might
happen, anticipation of loss of control and inability to cope or to survive) and in behavioral
responses (security operations development by self-system to reduce, relieve, and to prevent
escalation of anxiety), that can generate consequences in the quality of life, such as inefficient
and rigid performances during interpersonal relation; social isolation and loneliness;
development of complicated security operations, such as use of substances. Relief behaviors
such as substance use generate deterioration of one’s self-esteem (O’Toole & Welt, 1994); lead
to inability to work, reduced job options and inability to do activities of daily living (Drug
Intelligence Center, 2011; Whiteford et al., 2013) ; hospitalizations; memory and concentration
problems; and medical and social costs (Gryczynski et al., 2016; Mark et al., 2013; McLellan

& Woodworth, 2014).

Factors that contribute to anxiety
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The factors that contribute to anxiety are the interpersonal relations, perceived stress, and the
security operations developed to manage anxiety that affect self-esteem, self-efficacy, and
health. One of the ways to reestablish mental health is through a therapeutic interpersonal
relationship developed by the psychiatric nurse with the client with the objective to provide

strategies to manage anxiety.

Sullivan proposed that anxiety and the early security operations originate during infancy in the
interpersonal relation between the baby and mother (or the person that represent the mother
function) (Sullivan, 1953). If mother exhibits anxiety, her tension induces anxiety in the baby
through their connection or empathic linkage. In addition to the interpersonal relation with the
mother, the baby interacts with its family members who also play an important role in the
transmission of anxiety. Through interactions with these significant others, the infant evolves
from prototaxic experience to parataxic experience as he develops the security operations
necessary for avoiding or minimizing anxiety and securing satisfaction. Simultaneously, the
infant learns to identify the forbidding gestures (modification of speech and facial posture), and

becomes alert to those miscarriages of things which bring anxiety (Sullivan, 1953).

Security operations are composed of relief behaviors, relief patterns and self-transformations
that are used to decrease or minimizing anxiety (Sullivan, 1953). Some security operations are
problematic because their use generates isolation, loneliness and changes in the dimension of
the self (Sullivan, 1953). One example of this type of problematic relief behavior, commonly
used in our current society, is the use of psychoactive substances. The problem is not the use of
psychoactive substances to decrease anxiety but rather in the use of substances interfering with
the interpersonal relations of the individual. Disrupted interpersonal relations disturbs the self-
view, self-worth, and self-esteem, and generates social isolation. In addition, environmental
factors such as availability, patterns of peer group, family patterns and financial issues play an

important role on substance use disorders and choice of the type of psychoactive substance. All
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these issues involved in the substance use generate more anxiety resulting in social isolation,
inability to do activities of daily living, stigma, marginalization, and high medical and social

costs.

Stress is the subjective and objective response to a threatening stimulus (Brosschot, Verkuil, &
Thayer, 2018) in the environment of the individual that acts as a trigger for anxiety. Self-
efficacy is one of the dimensions of the self that is very important to the successful management
of anxiety. Self-efficacy is the perception of knowledge, skills and energy to maintain safety,
control and facilitate valued goals. Increased self-efficacy can decrease anxiety by improved
stress management, thus decreasing stress (triggers), and the use of relief behaviors. One way
to achieve these outcomes is through a therapeutic interpersonal relation between the nurse and
client that will help the client reestablish health, support forward movement of the self,

perceptions of wholeness, integrity, and return to function.

The theoretical framework of anxiety (Frame 4) includes the nature, manifestation, severity,
determinants and consequences that define this tension. The model will guide relational

propositions among these concepts.

Frame 4: Theoretical framework of anxiety

Theoretical model of anxiety

Nature Anxiety is a tension that is experienced in three modes of experience
(prototaxic, parataxic and syntaxic). The anxiety can be in awareness
(apprehension, felt discomfort and physiological reactions) or out of
awareness (inability to formulate and verbalizes the precise nature of the

triggering cognitive input) (Sullivan, 1953).
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Manifestation

The energy of anxiety is transformed in physiological reaction (increased
heart rate, sweating, trembling, irritability, restless, vertigo, foreboding,
uncertainty about what might happen, anticipation of loss of control and
inability to cope or to survive) and in behavioral responses (security
operations, or self-system security operations to reduce, relieve, and to

prevent escalation of anxiety; (O’Toole & Welt, 1994).

Severity

Anxiety is operationalized in terms of three modes of experience,
prototaxic (severe and panic), parataxic (moderate) and syntaxic (mild;
(O’Toole & Welt, 1994). These experiences are conceptualized
according to the effects on perceptual field, the ability to focus attention,
and on observable behaviors. In the mild anxiety the perceptual fields
widens slightly , and the person is able to observe more than before and
to see relations; the observable behaviors are heightened awareness,
alertness, seeing, hearing and grasping more than before, and recognizing
anxiety (O’Toole & Welt, 1994). In moderate anxiety the perceptual
fields narrows slightly and there is a selective inattention; the person can
be observed to see, hear, and grasp less than previously, sustain attention
on a particular focus, and usually say “I am anxious now” (O’Toole &
Welt, 1994). In the severe anxiety the perceptual field is greatly reduced,
there is dissociation (not noticing what is going on outside), and
decreased attention; the observable behaviors are seeing, hearing, and
grasping far less than previously, relief behaviors are used, the inferences
drawn may be distorted, and the person may be unaware of and unable

to name anxiety (O’Toole & Welt, 1994). In panic, the perceptual field
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decreases, the focus is on scattered details, there is a massive dissociation
especially in self-system, and the person feels enormous threat to
survival; the observable behaviors are what the person says “I'm in
million pieces”, “I'm gone”, “what’s happening to me?”, flight of ideas,

confusion, repeats a detail, many relief behaviors and fear (O’Toole &

Welt, 1994).

Determinants

The determinants for anxiety are the interpersonal relations during the
person’s development — infancy (mother), childhood (parents and
family), juvenile era (peers) (Sullivan, 1953). The construction of self-
system, and the security operations developed in the self-system
perpetuate relief behaviors, relief patterns and self- transformation.
People use these strategies in an attempt to deal with anxiety, but they
serve to fuel or maintain the anxiety, and sometimes anxiety appears

stronger retroactively.

Consequences

The anxiety shapes the interpersonal relationships (Sullivan, 1953).
Consequences of higher anxiety include inadequate, inefficient and rigid
performances during interpersonal relation; social isolation and
loneliness through disturbance of self-esteem; development of
complicated security operations, as use of psychoactive substances

which generate deterioration of one’s self-esteem (Sullivan, 1953).

Relational propositions
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The relational propositions generated through the Peplau’s theory were: 1) Loneliness (social
isolation) develops from lack of relation, what result in increase of stress (triggers), great
anxiety and great relief behaviors, such as increase of substance abuse. 2) Stress (triggers) leads
to greater anxiety and more complicated relief behaviors, such as substance use. 3) Decreased
stress (triggers) leads less anxiety, fewer relief behaviors, and consequently less substance use.
4)More success (accomplishments) in your life, decreased stress (triggers), decreased anxiety
generates less use of relief behaviors (less substance use), and lead to greater self-efficacy. 5)
Greater self-efficacy will lead to fewer relief behaviors and decreased stress (triggers), anxiety
and relief behaviors (less use of substances). 6) The therapeutic interpersonal relation (nurse
and client) can be used to decrease stress (triggers), anxiety, relief behavior and increased self-

efficacy.

Management of anxiety

Nursing intervention described by Peplau (Peplau, 1991)(O’Toole & Welt, 1994) is a particular
form of pattern integration that is deliberate, systematic, phasic and collaborative (nurse and
client agreements and mutual investment). Psychiatric mental health nursing intervention is a
process whereby the security operations of the client that interfere with health are identified,
observed, and changed using selected modalities within the context of the mutual nurse-client
relationship. The interpersonal relation is composed by 3 phases: orientation (the phase in which
the client determines what help is needed, why it is needed, from whom it will come, what will
be done; working is the phase of intervention which nurse and client use the modalities
described below to enact systematic change; and termination is the phase of intervention when

nurse and client end the relationship.

Anxiety is a universal phenomenon because everyone experiences the discomfort of anxiety in

some degree at some time throughout life. The main characteristic of intervention to decrease
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anxiety is to position the client to become aware of and name anxiety through empathic linkage,
syntax, awareness, identification, elaboration, reckoning and alignment to reach a good manage

of anxiety (phases of the therapeutic intervention).

Empathic linkage is important in the interpersonal relationship between nurse and client,
because during the interaction, an exchange of energy occurs (usually in the form of anxiety)
and the formation of pattern integration, which is frequently called the “bond” between nurse
and client. Without empathic linkage it is impossible to decrease anxiety and to start the
collaborative process of changing problematic security operations in the client. After the
empathic linkage is established, the first step is to transform the parataxic mode of anxiety into
syntaxic mode, through the transformation of unpleasant feeling into words, ideally by the client

using their own words and mental images. This process is followed by awareness of anxiety.

When the client is aware of anxiety he needs to identify the expectations (assumptions, wishes,
wants, beliefs, goals, self-views), elaborate the meaning of expectations and identify the relief
behaviors used when the expectations is not achieved (O’Toole & Welt, 1994). Only after these
steps nurses will use “reckoning,” a process of deliberate changing of security operations in an
interpersonal context, and fitting a new security operation with other patterns and pattern
integrations (alignment) (L S Beeber & Bourbonniere, 1998; Linda S Beeber, Canuso, &

Emory, 2004).

Conceptual- Theoretical- Empirical (CTE) structure

To understand the phenomenon of anxiety and how nurses can work with a specific population
who used psychoactive substances as a relief behavior, we articulated this data in a CTE
structure. The conceptual model used was Peplau’s Interpersonal Relationship in Nursing; the
intervention theory that will be tested is the brief interpersonal relationship to equip substance

abusers to manage anxiety: and finally, the empirical research methods are the general self-
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efficacy scale (GSE) to evaluate the self-efficacy, medical outcome study scale (MOS- SSS)
to evaluate relation, perceived stress scale (PSS) to evaluate triggers, generalized anxiety
disorders (GAD-7) to evaluate anxiety, and the Alcohol, Smoking and Substance Involvement
Screening Test (ASSIST) to evaluate substance use disorder . The frame below describes the

CTE structure (Frame 5)

Frame 5 — Conceptual-theoretical-empirical structure

Peplau’s Self Relation Stress Anxiety Security
Adaptation Operations
Model - C

Concepts  of | Self- Relation Triggers Level of | Relief
interpersonal | efficacy anxiety behaviors
theory of

nursing to

anxiety

management in
people  who
substance use

disorders- T
Empirical GSE (| MOS SSS — | PSS GAD-7 ASSIST
Research - E Gcleperal E)Mtedlcal (SFt>erce|g/eo|I (Generalized | (Alcohol,
sz:f_- Stu (;:ome ress Scale) Anxiety Smoking and
gcg;ﬁgcy Soucigl ) Disorders) Substance
Support BAI (Beck Isnc\:g(la\r/ﬁrr]r;ent
Scale) Anxiety Test)
Inventory)

The propositions linking between conceptual model and theoretical model were: The self-mode
was represented by self-efficacy, the relation mode was represented by relation, the stress mode
was represented by triggers, the anxiety mode was represented by anxiety level, the security

operations were represented by relief behaviors as a substance abuse.

Discussion
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This study describes and interconnects the main concepts of the interpersonal theory of
psychiatry (Sullivan, 1953) and the application of these concepts in psychiatric nursing practice
proposed by Peplau and extended by Beeber (Peplau, 1991), through the translation from the
abstract conceptual model of Peplau’s theory to a theoretical framework. The theory is concise

and applicable in daily routine of psychiatric nurses.

The development of the theoretical framework of the brief interpersonal relationship in nursing
to manage anxiety in substance users according CTE will help to develop a strong intervention
connected by a conceptual model, theoretical and empirical structures, and evaluated using a
clear connection among the CTE components. Additionally, the CTE structure is useful to be

applied as a model in the research, learning and practical scenarios.

Although many studies of anxiety have been conducted, mainly focusing on the efficacy and
effectiveness of psychotherapy and pharmacotherapeutic treatments (Cuijpers et al., 2013), few
studies have demonstrated the theoretical framework on which the intervention is based. This
study specified the determinants of intervention; replication; and evaluation of intervention

through criteria of internal consistency, and empirical and pragmatic adequacy.

The majority of studies focusing on the efficacy of psychotherapies and therapies provided by
nurses (Hosseinzadeh Asl & Barahmand, 2014; Hyun, Chung, De Gagne, & Kang, 2014) lacked

clarification of conceptual model based in theories of nursing.
Conclusion

This study provides a detailed description of concepts and applications from Peplau’s
interpersonal theory in nursing to nowadays nursing context. Additionally, the study provided
tools to guide future researchers during the development of intervention theory, through the

translation of theories in nursing into empirical research methods.
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CHAPTER FIVE

7. SECOND ARTICLE

An anxiety management intervention for Brazilian cocaine users: an intervention mapping

approach based on Peplau’s theory

Abstract

Background: The comorbidity of anxiety and drug use disorders complicates treatment
prognosis and one of the greatest challenges is to address the environmental and behavioral
factors involved. The aim of this study was to describe the uses of intervention mapping in the
design of a theory and evidence-based complex intervention, to develop skills around the
management of anxiety for Brazilian cocaine users in outpatient addiction treatment in Sao
Paulo city. Methods: The study used the six steps of the intervention mapping approach, which
are needs assessment; creating matrices of performance objective; selecting methods and
practical strategies; program development; adoption and implementation; and evaluation. The
theory used to conceptual model was Interpersonal Relations Theory by Peplau and we selected
some methods of other theories to achieve certain outcomes of intervention. All the theory-
based methods and practical applications were developed at the individual level, acting in
behavioral, interpersonal, organizational and community environment. Results: The
intervention mapping provided a broad overview of the problem and outcomes expectations,
through the development of model of problem and model of change consecutively. A list of
plans was created to target behavioral (to manage cocaine use; and to improve sleep, eating and
physical activity) and environmental outcomes (to manage social isolation and to reengage in
society) that contribute to increase of anxiety, based on determinants of anxiety (knowledge,
triggers, relief behaviors, self-efficacy and relations). Conclusions: The Intervention mapping
approach increases the effectiveness of the intervention because the matrices provide a broad
view of all factors that affect the problem, and facilitates replication through transparency of
the determinants, methods, and applications used.

Keyword: Intervention Mapping, Anxiety, Peplau’s Theory, Cocaine

Introduction

The comorbidity of anxiety with drug use disorders has been investigated by several
researchers(Remes et al., 2016) and a strong association has been shown. This association

complicates treatment prognosis, increases services utilization and health care costs generating
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a global issue. The main challenges are to address both anxiety and drug use disorders by
identifying the relation between them and the environmental and behavioral factors involved.

Anxiety is one of the most prevalent health problems worldwide generating health care
costs, a high burden of disease, and implications associated with untreated illness that affect
health, economy and social sectors(Depression and Other Common Mental Disorders Global
Health Estimates, 2017). According to the World Health Organization (WHO) (Depression and
Other Common Mental Disorders Global Health Estimates, 2017) the consequences of anxiety
disorders occupied 6 position in the ranks of contributors to global disability. Clinical reviews
have shown that the presence of an anxiety disorder is a risk factor for the development of mood
disorders and substance abuse (Remes et al., 2016) and is highly comorbid with other mental

disorders.

Research has shown that there was an increase of 14.9% of people living with anxiety since
2005 (Vos et al., 2016) and 21% of that estimated number are in the Region of Americas
(Depression and Other Common Mental Disorders Global Health Estimates, 2017). In Brazil
the prevalence of anxiety disorders is 9.3% (Depression and Other Common Mental Disorders
Global Health Estimates, 2017) of the population and another factor that has been shown to be
related to this prevalence is the increase of cocaine users in the country. Due this increase,
Brazil has been identified as one of the emerging nations where the use of cocaine has been
increased when compared with other regions where it has been gradually decreasing, such as
United States of America and Europe(UNODC, 2012). Nowadays cocaine is the most used
stimulant in Brazil, one explanation being that Brazil is the largest cocaine market in South
America because of its geographic position (neighboring the world's largest cocaine producers
— Peru, Colombia and Bolivia) (UNODC, 2012); and because it has the cheapest cocaine in the
world (Vos et al., 2016). Previous study (Abdalla et al., 2014) showed that the prevalence of
cocaine users in the country represents roughly 3.2 million of people. This high prevalence
occasioned an increase of cocaine users arriving in emergency care, resulting in three times
more Brazilian cocaine users arriving in emergency care when compared with cocaine users
worldwide (“The Global Drug Survey 2015 findings | Global Drug Survey,” 2015). The fact of
this high demand in emergency care demonstrates that it is necessary to work hard in specialized

facility to treat person with substance disorder to avoid this high demand in emergency care.

The major challenge of this population is keeping them in the specialized treatment, as long
as the high level of anxiety is the mainly cause for relapse and withdrawal of treatment. The

key for keeping this population in treatment is to treat the anxiety experienced by cocaine users.
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Then, this article presents the development of a theory and an evidence-based intervention to
the researchers in early intervention focusing on the management of anxiety in cocaine users,

in which the focus was on the steps of Intervention Mapping (IM) approach.
Method

The methodology used to develop the intervention was the systematic Intervention
Mapping (IM)(Bartholomew et al.,2016) development process. IM is a framework consistent
with Medical Research Council (Craig et al., 2008) guidance on developing complex
interventions and it has been used to develop intervention programs for many health behaviors
(Bartholomew et al., 1998; Ferndndez et al., 2005; Hurley et al., 2015; Munir et al., 2013; Van
Empelen et al., 2003), because it employs an ecological approach that considers environmental
influences on behavior and develops methods and strategies to address them (Bartholomew et
al., 1998).

IM is very useful because it specifies processes for integrating theoretical constructs and
evidence-based literature for purposeful of the intervention through description of a logical
planning process. IM is a six-step process structured and sequenced as follows: (1) needs
assessment (logical model of the problem); (2) creating matrices of performance objective
(logic model of change); (3) selecting theory-based methods and practical strategies (program
design); (4) program development; (5) adoption and implementation, and (6) evaluation.

Step 1: Needs assessment

The aim of step 1 was to develop the logic model of the problem to program goals for
the intervention related to health and quality of life. This logic model was based on the
combination of comprehensive understanding about the problem through Peplau’s theory,
empirical data about the factors that contribute to the problem, and experiential information
about the problem. Besides this, this step focuses on the description of intervention context

(population, setting and community).
Step 2: Creating matrices of performance objective

Step 2 of IM is followed by: 1) a statement of expected outcomes for behavior and
environment and develop performance objectives for behavioral and environmental
outcomes;2) selected determinants for behavioral and environmental outcomes; 3) the

construction of matrices of change objectives and create the logic model of change.
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The main aim of this step is the development of the logic model of change, which
represents pathways of the intervention that acts in behavioral and environmental perspective,
through the connection between determinants and change objectives, performance objectives,
desired outcomes and the improvement of quality of life in relation to the health problem that

IS anxiety.
Step 3: Selecting theory-based methods and practical strategies

Step 3 is to generate program themes, components, scope and sequence. To accomplish
this aim we chose Peplau’s theory as a conceptual model and method, and evidence-based
selected methods to reach change objectives. We also used published guidance on intervention
mapping approach (Bartholomew et al., 2016) to choose some methods, according the

definition and parameter of each one.
Step 4: program development

The team guided by matrices started to refine program structure and organization,
prepare plans for program materials, develop specific messages, materials and protocols. The
change objectives were converted into practical applications using a range of evidence-based
research. In the end of this step the definitive intervention content and materials were created

based on relevant additions made through the team discussion.
Step 5: adoption and implementation

The aim of the program implementation plan was to find out the balance between what
was planned and what can be implemented in the real world, through the identification of
potential users (adopters, implementers and maintainers) and the context that they are inserted,
resulting in a better design for implementation. Additionally, the manual of intervention was

adapted to increase the chances of adoption, implementation and sustainability.
Step 6: evaluation

After the step 5, plan for program adoption and implementation, there was the
evaluation of this program through operational definitions of feasibility, such as acceptability,
demand, practicality, and adaptation.

And the feasibility study to evaluate the program of intervention is not in the scope in

the current paper, they will only briefly be discussed in the results and discussion section.

Theoretical approach
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According to IM it is important to use a theory and evidence to specify determinants,
behavioral and environmental factors that are related with the health problem that the
intervention intend to address. The present intervention used the Peplau’s Interpersonal Theory
of Nursing (ITN) (Peplau, 1991) to conceptual model and we selected some methods of other
theories to achieve certain outcomes of intervention based on empirical findings. The ITN is a
middle range theory used for nursing in psychotherapeutic intervention, and we used some

concepts of that theory as a determinant of anxiety.
Results

Intervention development

Step 1: Needs assessment

The priority population was adult male cocaine user (age > 18 years) with anxiety
resident in Brazil. We focus in male cocaine user, due the higher prevalence of crack use by
adults, especially among young males(Horta, Horta, Rosset, & Horta, 2011; Linhares Garcia,
Grasel Zacharias, & Sontag, 2012; Smart, 1991), and because we understanding that there are
differences between the sexes in brain chemistry, physiology and the way that they tend to lead
with stress and anxiety (Remes et al., 2016). In Brazil cocaine user has been identified as a
major health and social problem, owing to the increase of users presenting at health facilities
and increase in illegal activities affecting urban security (Toledo, Cano, Bastos, Bertoni, &
Bastos, 2017).

According to the theoretical explanation by Peplau’s theory, cocaine use is a kind of
relief behavior used to decrease anxiety, and it can be transformed into a pattern of behavior
that changes the self-system. Therefore, to treat cocaine user it is necessary to treat the anxiety
felt by cocaine users, because is the anxiety that generates the start of cocaine use and it is

anxiety that plays an important role on relapse and to keep patients in treatment.

We developed a logic model of problem to connect all behavior and environmental
factors that play an important role in anxiety, the determinants and the consequences on quality
of life (figure 3).



Figure 3: Logic model of problem
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Determinants Behavioral and environmental factors Health problem
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o Triggers

o Relief behaviors /
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influences (friends, o Peers anxious
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° ﬁnO\l.-;rLedge ider’ o Geographical boundaries — street

° |aii of iirgwﬁga\;eers o Limited health counseling from health care providers about anxiety
skills, and time to o Community:
comunicate with o Few social network
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o Family’s bond broken o Homeless

o Policies on minors™ access to mental health services

Step 2: Matrices
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Phase 1
Quality of life
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[sIs]

[s]

[s]

5]

5]

Poor performances in
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Social isolation/
loneliness
Development of
complicate security
operations, as drug use
which relief behavior
that generate
deterioration of one's
self-steem

Increase of cocaine
use — dependence
Waorkforce reduced
Reduced job options/
limited access to
employment
opportunities

Inability to do activities
of daily living

Medical and social
costs

Memory and
concentration
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Loss of life

To achieve the first step of the Step 2 we worked from the needs assessment and

integrated theoretical framework to specify behaviors and environmental conditions that the

program would promote, using the logic model of the problem (figure 3) as a guide to develop

desired behavioral and environmental outcomes and after create performance objectives for

each behavioral and environmental outcome (table 3).

Table 3: Expected outcomes for behavioral and environmental outcomes

intervention

Desired behavioral outcomes and performance objectives (P.O) of the

Behavioral outcome 1: Establish a healthy sleep pattern

P.O 1 Selects pattern of sleep relevant to lifestyle
P.O 2 Selects physical activities relevant to lifestyle




P.O 3 Monitors progress in increasing sleep
P.O 4 Copes with the challenges encountered with engaging in selected pattern of sleep

Behavioral outcome 2: Establish a healthy eating

P.O 1 Selects pattern of food relevant to lifestyle
P.O 2 Monitors food intake
P.O 3 Copes with the challenges encountered with engaging in selected pattern of food

Behavioral outcome 3: Manage cocaine use

P.O1 Monitors Cocaine use
P.O 2 Copes with the challenges encountered with engaging in less cocaine use

Behavioral outcome 4: Manage anxiety

P.O 1 to become aware of and name anxiety

P.0O2 to become aware of and state the connection between the named anxiety and the
behavior used to relieve it

P.O 3 Formulate operative expectations

P.O 4 Formulation and recognition of the connection between expectations held and
what happened instead

P.O 5 Consider which factors in the sequence are amenable to control

Desired environmental outcomes and performance objectives (P.O) of the
intervention

Interpersonal Environmental

Environmental outcome 1: Social isolation/loneliness — Decrease social isolation and
loneliness

P.O 1 to meet different places
P.O 2 to try contact with his family
P.O 3 to establish network with other people

P.O 4 to have contact with persons who can help him in the field of work
collaboratively and live productively with them

P.O 5 to be more physically active

Environmental outcome 2: Have relationships healthy with friends, peers and family

P.O 1 to evaluate past, current, and potential relationships
P.O 2 to avoid relationships with friends, peers and parents that are not healthy

Organizational Environmental

Environmental outcome 3: to get out of homeless situation
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P.O 1 to find a “‘shelter houses”

P.O 2 to keep contact with his family and maybe came back to his family's house

Community Environmental

Environmental outcome 4: to be reinserted in society

P.O 1 to avoid dangerous places or places that reminder his pattern behavior
P.O 2 to find social support to homeless people
P.O 3 to know policies to homeless people and addictive persons
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The determinants were developed by adaptation of Peplau’s concepts. The first step of this

adaptation was to choose some Peplau’s concepts that are related with anxiety and drug abuser,

and after to develop relational propositions among them. The determinants of anxiety were

knowledge, triggers, relief behaviors, self-efficacy and relations developed in a behavioral and

environmental perspective (table 4).

Table 4: Determinants for behavioral and environmental outcomes

Work on behavior’ determinants in individual level

make it hard to say no to inputs that
increase anxiety

Preliminary List Final List

Unawareness of anxiety Awareness

Lack of acceptance of high anxiety status | Awareness

Low levels of knowledge about anxiety Knowledge

Insufficient skills needed for self- | Skills

management behaviors

Confidence about avoiding situations that | Self = self-efficacy and self-esteem

(effective communication and refusal)

Ability to refuse cocaine

Skills (effective communication and
refusal) — relief behaviors

Situations which could lead to increase of | Triggers
anxiety
Low self-efficacy Self = self-efficacy and self-esteem

(effective communication and refusal)

Use of psychoactive substance

Security operations
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Work on environmental’ determinants in individual level

Preliminary List Final List
Perceived peer influences (friends, | Relations
partner, family)

Relations Relations

Health care provider's lack of knowledge,
skills, and time to communicate with
patients, train them in self-management
skills, and reinforce self-management

Skills/ self-efficacy + knowledge

Family's bond broken — family breakdown

Relations

Community's misguided beliefs about the
comorbidity (anxiety and cocaine use),
lack of knowledge and lack of policies

Skills/ self-efficacy + knowledge

Policy makers™ beliefs about addiction
health (abstinence)

Skills/self-efficacy + knowledge

knowledge

knowledge

The last step of step 2 was to integrate the behavioral and environmental outcome with

performance objectives and determinants. The first thing that we developed was the logic

model of change (figure 4) and through this model we constructed the matrices of change

objectives based in each behavioral and environmental outcome (table 5). For example, the

behavioral outcome “stablish a healthy sleep pattern” has four determinants (knowledge,

triggers, relieve behaviors and self-efficacy), and for each determinant we wrote a performance

outcome (specific outcome) that it will be expected to occur as a result of the intervention. In

the determinant triggers, one of the performance objectives created was “analyze the triggers

that are present in his lifestyle that interfere in the sleep”.

Table 5: Construct matrices of change objectives

Behavior: Establish a healthy sleep pattern

Objectives

Performance | Knowledge Triggers Relief Self-efficacy/ Self-

Behaviors esteem and Skills

P.O 1 Selects | K.1 Knowledge | T.1 Analyze | RB.1 Create | SES. 1 Express
pattern of sleep | about the most | the triggers | new security | confidence in ability to
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relevant to

common pattern

that are

operations to

adequate pattern of sleep

lifestyle of sleep present in his | achieve in his lifestyle
lifestyle that | sleep
interfere in
the sleep
P.O 2 Selects | K.2 Knowledge | T. 2 Identify | RB.2 SES. 2 Express
physical of the benefits | the triggers | Identify confidence in ability to
activities of physical | that interfere | physical do physical activity
relevant to | activities to|to not do | activity as a
lifestyle improve the | physical relief
sleep activity behavior
P.O 3 Monitors | K.3 Knowledge | T.3 Evaluate | RB.3 SES. 3 Express
progress in | about your | the triggers | Distinguish | confidence in ability to
increasing habitual pattern | that are still | the security | change pattern of sleep
sleep of sleep present in the | operations
sleep that difficult
the sleep
from  that
help a good
sleep
P.O 4 Copes | K.4 Knowledge | T.4 Modify | RB.4 SES. 4 Express
with the | of the | the triggers | Modify the | confidence in ability to
challenges challenges  to | that interfere | relief face the challenges
encountered achieve a good | in the pattern | behaviors encountered toward
with engaging | pattern of sleep | of sleep that is used | pattern of sleep
in selected | in your reality to achieve
pattern of sleep | and  possible the sleep
safer places to
sleep
Behavior: Establish a healthy diet
P.O 1 Selects | K.1 Knowledge | T.1 Analyze | RB.1 Create | SES. 1 Express
pattern of | about the | the triggers | new security | confidence in ability to
eating relevant | possible pattern | that are | operations to | adequate  pattern  of
to lifestyle of eating in his | presentin his | achieve  a | eating in his lifestyle
lifestyle lifestyle that | good eating
interfere in | in his
his diet lifestyle
P.O 2 Monitors | K.2 Knowledge | T.2 Evaluate | RB.2 SES. 2 Express
food intake about the right | the triggers | Distinguish | confidence in ability to
pattern of eating | that are still | the security | monitor one’s own food
present in the | operations intake
diet that difficult
the healthy

diet from
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that help a
good diet
P.O 3 Copes | K.3 Knowledge | T.3 Modify | RB.3 SES. 3 Express
with the | about the places | the triggers | Modify the | confidence in ability to
challenges to eat a healthy | that interfere | relief face the challenges
encountered food in the healthy | behaviors encountered toward
with engaging food that is used | pattern of eating
in selected to achieve
pattern of the healthy
eating diet
Behavior: Manage cocaine use
P.O1 Monitors | K.1 List | T.1 Analyze | RB.1 Create | SES.1 Express
Cocaine use characteristics | the triggers | new security | confidence in ability to
about the | that are | operations monitor one's  own
habitual present in his | his lifestyle | cocaine use
consumption of | lifestyle that
cocaine interfere
direct or
indirect to
cocaine use
P.O 2 Copes | K.2 Describe | T.2 Modify | RB.2 SES.2 Express
with the | the possible | the triggers | Modify the | confidence in ability to
challenges challenges with | that interfere | relief generate coping
encountered engaging in less | in the | behaviors strategies to deal with the
with engaging | cocaine use cocaine use challenges

in less cocaine
use

Behavior: Manage anxiety

P.O 1 to|K.1 Knowledge | T.1 Identify | RB.1 SES. 1 Express
become aware | about what | the triggers | Identify the | confidence to recognize
of and name | mean anxiety for anxiety | security anxiety
anxiety operations

used during

anxiety
P.0O2 to | K.2 State | T.2 Define | RB.2 SES.2 Demonstrate the
become aware | characteristics | the Analyze the | ability to stablish
of and state the | of  behaviors | connection | security connection between
connection used to relieve | between operations behaviors that is used to
between  the | anxiety triggers and | used relieve anxiety
named anxiety anxiety

and the
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behavior used
to relieve it
P.O 3 Identify | K.3 Knowledge | T.3 Analyze | RB.3 -------- SES. 3 Express
the operative | about the | the triggers | --- confidence to recognize
expectations influence of | involved in expectations
formulated expectations the operative
expectations
P.O 4 | K.4 Knowledge | T.4 Appraise | RB. 4 | SES. 4 Demonstrate the
Formulate and | about the | the Identify if | ability  to  stablish
recognition of | connection of | connection the relief | connection between
the connection | expectations among behavior are | expectations held and
between and what | triggers, connected what happened instead
expectations happened expectations | with the
held and what | instead and what | expectations
happened happened
instead instead
P.O 5 Consider | K.5 Knowledge | T.5 RB.5 SES. 5 Express
which factors | about the | Categorize Modify the | confidence to change
in the sequence | connection the factors in | security some expectations and
are amenable | between the | possible operations factors to break the cycle
to control factors and | triggers for | that it is
anxiety that | anxiety possible
could be control change
Interpersonal Environmental: Decrease social isolation and loneliness
Performance Knowledge Relations Self-efficacy and
Objectives Skills
Clients will:
P.O 1 |Identify | K. 1 Knowledge about | R.1 Prepare to|SES. 1 Recognize
different places different places near of | interpersonal bonds | barriers to  know
the place that he lives | in news places different places

P.O 2 Contact his | K.2 L Knowledge about | R.2  Propose to | SES.2 Express
family his family history reestablish confidence to establish

relational bonds contact with his family
P.O 3 Establish | K. 3 Diffuse knowledge | R.3 Establish | SES. 3 Express
network with | about the importance of | interpersonal bonds | confidence in your
other people healthy network in news places ability to establish
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healthy networks for
patient

P.O 4 Establish
contact with
people who can
help him in the
field of work

K.4 Diffuse knowledge
about the importance of
network that can help
with his field of work

R.4 Find healthy
networks with other
people

SES. 4 Express
confidence to contact
people who can help
him in the field of work

P.O 5 To be more
physically active

k. 5 Knowledge about
physical activities
programs in different
places near of the place
that the client lives

R.5 Establish
relational ties to
support  physical
activity

SES. 5 Express
confidence to practice
physical activity

Interpersonal Environmental: Have relationships healthy with friends, peers and

family

P.O 1 Evaluate
past, current, and
potential
relationships

K.1 Knowledge about
the past, present and
future relationships

R. 1 Deep
understanding
about his
interpersonal
relations that are
significant
(relational  bonds

and relational ties)

SES. 1 Recognize the
relationships

PO 2 Avoid
relationships with
friends, peers and
parents that are
not healthy

K.2 Knowledge and
strategies about how to
avoid unhealthy
relationships

R.2 Recognize
unhealthy relational
bonds and relational
ties

SES. 2 Express
confidence in ability to
change/ finish
problematic

relationships

Organizational Environment: support patients to get out of homelessness situation

P.O 1 Find a|K.1 Knowledge about | R.1 Consider | SES. 1 Express
“shelter houses” | the shelter houses | “shelter houses™ as a | confidence to find a best
available  in  his | relational tie shelter house for his
environmental reality
scenario and  the
shelter’ rules
P.O 2 Keep | K.2 Knowledge about | R.2 Synthesize the | SES. 2 Express
contact with his | the importance of | dynamic of family's | confidence to  keep
family family bond contact with his family

Community Environment: support patients to be reinserted in society
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PO 1 Avoid
dangerous places
or places that
reminder his
pattern behavior

K.1 Knowledge about
the advantages to
avoid dangerous
places or places that
reminder his pattern
behavior

R.1 Deep
understanding about
the relations in

dangerous place

SES. 1 Express
confidence to deal with
environmental cues

P.O 2 Know | K.2 Knowledge about | R.2 Establish | SES. 2 Express
about social | the social support | relational ties to | confidence to know
support to | available in his city achieve social | social support in his
homeless people support region

P.O 3 Know | K.3Knowledge about | R.3 ------------------ SES. 3 Express
policies to | the specific policies to confidence to search
homeless  and | homeless and some important policies
addictive people | addictive people

available in his city
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Step 3: Selecting theory-based methods and practical strategies

The first task was to organize all the change objectives created on step 2 together with the
performance objectives in one column, according with determinants that they were associated.
The second task was to match change objectives with specific determinant and methods
selected. And the fourth task the team start to think about applications, that is strategies to
operationalize the delivery of these methods, for each change objectives (table 6). For example,
the determinant “relief behavior” along with the performance objective “monitors progress in
increasing sleeping” was linked to change objective “distinguish the relief behaviors that
difficult the sleep from that help a good sleep”. The method used to achieve this objective was
active learning, which was translated into practice application through the statement: “to
develop a table with 2 columns which one column will be to relief behaviors that help sleep and

the other it will be to relief behaviors that is bad to sleep”.

Table 6: Determinants, change objectives (PO + change objective), methods and application

Determinant: Knowledge - Individual level — Behavior

Behavioral outcome 1: Establish a healthy sleep pattern

Change objectives Methods Application

P.O 1 Selects pattern of | 1.1 Consciousness raising 1.1 Guideline about the
sleep relevant to lifestyle common pattern of sleep

K.1 Knowledge the most 1.2 Image with the time of
common pattern of sleep sleep and the mood
(1.1-1.2) relation (tired, very tired,
well)

1.2Using imagery

P.O 2 Selects physical | 1.3 Consciousness raising 1.3 Guideline about the

activities  relevant  to 1.4 Using imagery beneficious of physical

lifestyle _ _ activity (paper or media)
A.2 Knowledge of the 1.5 Belief selection 1.4 Image about the
benefits  of  physical function of  physical
activities to improve the activities on the body
sleep (1.3-1.5) (paper or media)

1.5 Videos/newsletter
about the relation
between physical
activities and improve of
sleep




P.O 3 Monitors progress in
increasing sleep

K.3 Knowledge about the
habitual pattern of sleep
(1.6)

1.6  Self-monitoring  of
behavior

1.6 Diary to do notes
about your pattern of
sleep (notebook)

P.O 4 Copes with the
challenges encountered
with engaging in selected
pattern of sleep

A.4 Knowledge of the
challenges to achieve a
good pattern of sleep in
your reality and possible
safer places to sleep (1.7-
1.11)

1.7 Consciousness raising
1.8 Active learning
1.9 Consciousness raising

1.10
support

Mobilizing  social

1.11 Reinforcement

1.7 Discussion about the
challenges to achieve a
good pattern of sleep

1.8 Development of an
individual list (paper)
pointed the individual's
challenges

1.9;1.10 Provide a list
(with localization and
contact) with safer places
that the client can go to
sleep

1.11 Provide information
about how safer place
contribute to stablish a
healthy sleep pattern

Behavioral outcome 2: Establish a healthy Diet

Change objectives

Methods

Applications

P.O 1 Identify the most
common pattern of eating

K.1 Knowledge about the
most common pattern of
eating (1.1-1.2)

1.1 Consciousness raising

1.2Using imagery

1.1 Guideline about the
common pattern of eating

1.2 Image with the foods
that the individual can eat
per day

P. O 2 Identify your
habitual pattern of eating

K.2 Knowledge about your
habitual pattern of eating
(1.3-1.4)

1.3 Self-
behavior

1.4 Feedback

monitoring of

1.3 Diary of food intake

1.4 Feedback about the
match between the hope
health habit of eating and
the current individual
habit

P.O 3 Identify the places to
eat healthy food

1.5 Consciousness raising
1.6 Feedback

1.5 List about the places
to eat
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K.3 Knowledge about the
places to eat healthy food
(1.5-1.6)

1.6 Feedback about the
places to eat and the good
food for eat

P.O 4 Selects pattern of
eating relevant to lifestyle

K. 4 Knowledge about the
challenges to achieve a
good pattern of eating in
your reality (1.7 -1.8)

1.7 Consciousness raising
1.8 Active learning

1.7 List with
triggers to
consumption of food

some
bad

1.7 Discussion about the
challenges to achieve a
good pattern of eating

1.8Development of an
individual list pointed the
individual's challenges

Behavior outcome 3: Decrease cocaine use

Change objectives

Methods

Applications

P.O1 Monitors Cocaine use
K.1 Knowledge about the

habitual consumption of
cocaine and the
characteristics of his

habitual consumption (1.1 -
1.3)

1.1 Consciousness raising

1.2 Self-monitoring
behavior

1.3 Using Imagery

of

1.1; 1.2 Diary of cocaine
use and other substance
psychoactive  normally
used together

1.3 Image with a measure
of cocaine (one rock, 250
grams)

1.3 Image with measure
of other substance abuse
(alcohol)

1.1; 1.3 Knowledge about
the pathways of cocaine
by figure and video

1.1; 1.3Knowledge about
the pathways of cocaine
and other substance abuse
by figure and video

P.O 2 Copes with the

challenges encountered
with engaging in less
cocaine use

A. 2 Knowledge about the
challenges to decrease
consumption of cocaine
(1.4- 1.6)

1.4 Consciousness raising
1.5 Active learning

1.6  Self-monitoring
behavior

of

1.4List  with some
triggers to consumption
of cocaine

1.4;1.5 Discussion about
the challenges to achieve
less consumption  of
cocaine

1.4; 1.5Development of
an individual list pointed
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the individual's
challenges

1.4 ;1.6 Diary of cocaine
use with description of
place, time, and people
that the individual used to
do consumption

Behavior Outcome 4: Decrease anxiety

Change objectives

Methods

Applications

P.O 1 to become aware of
anxiety, name of anxiety
and knowledge of anxiety

K.1.Knowledge about
anxiety and what mean
anxiety (1.1 -1,3)

1.1 Consciousness raising

about anxiety

1.2 To be awareness of
anxiety - Peplau's theory —

Nursing
Interventions

1.3 Providing cues

Verbal

1.1 Give some
neurophysiological

effects of anxiety related
with  body reactions
through images or videos

1.2Do some questions to
the individual: - “Are you
anxious?”’; “Are you
nervous?”; “Are you
nervous now?”’; “Are you
upset?”; “Are you tense
now?”

1.3 If the person says he is
not anxious, you should
apply some fiction case
about a person with
anxiety, adequate this
case by reality of
individual, because the
individual can compare
you with this person
described in fiction case.
If the person says “yes”
for the questions above,
you should follow for the
questions bellow

P.O2 to become aware of
and state the connection
between the anxiety and the
behavior used to relieve it

1.4 Syntax - Peplau’s theory

— Nursing
Interventions

Verbal

After he said “yes” for the
questions above. Do
some questions to the
individual for he realized
the connection — “What
are you doing now to

91



K.2 Knowledge about the
connection between the
anxiety and behaviors (1.4)

(13

relieve being nervous?”’;
What are you doing now
to relieve it?”

If the client says : -
“nothing”, the nurse may
ask:  “What do you
usually do to get
comfortable?”’;  “When
upset in the past, what did
you do then?”

P.O 3 Identify behaviors
used to relieve anxiety

K.3 State (knowledge)
characteristics of behaviors
used to relieve anxiety (1.5
-1.7)

1.5 Consciousness raising-
1.6 Self-reevaluation

1.7 Environmental
reevaluation

15,16 List the
characteristics of
behavior and  name
behaviors

1.7 Encourage  the
patients to describe how
their family members (or
peers, friends) feel about
these behaviors

P.O 4 Identify the
expectations

K.4 Knowledge of the
expectations (wish, desire,
goal...) (1.8)

1.8 Identification - Peplau’s
theory — Nursing Verbal
Interventions

1.8After the patient is
clearly aware of the
relation between anxiety
and behaviors, then a
nurse ask: - “What were
you thinking about before
you felt upset?”

P.O 5 Identify the operative
expectations formulated

K.5 Knowledge about the
influence of expectations
(1.9)

1.9 Elaboration - Peplau’s
theory — Nursing Verbal
Interventions

1.9 When the
expectations are held, up
front in mind the patients
need to elaborate the
meaning of expectations;
- “What expectations?”;
“Origins?”’; “How long
held?”’; “how important?”
“Can they be changed or
given up?”; “Was the
expectation reasonable —
capable of fulfillment?”

Identify the discomfort
felt, experienced in

“what part of body?”;
“what degree?”; “what
was noticed by patient?”
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P.0O6 Formulate and
recognition of the
connection between

expectations held and what
happened instead

K.6 Deep knowledge about
the expectations and stuffs
that happen after
expectations (1.10)

1.10 Consciousness raising

1.10 List the expectations
and stuffs

P.O 7 Formulate and
recognition of the
connection between
expectations held and what
happened instead

K.7 Knowledge about the
connection of expectations
and what happened instead
(1.11-1.12)

1.11 Syntax

1.12 Identification

1.11 When the patient has
clearly formulated an
expectation, then ask: -
“What happened
instead?”

When the expectations
held are not met, the
patients need to think
about: - “What interfered

in the achieve of
expectations?”’; “what
happened instead of

expectations?”’; “who was
to meet the expectation,
when, how, what the
evidence?”

And identify the relief
behaviors used when the
expectation is not
achieved: - “what
behavioral act or acts
related to what pattern?”

1.12 And identify the
relief  behaviors used
when the expectation is
not achieved: - “what
behavioral act or acts
related to what pattern?”

P.O 8 Consider which
factors in the sequence are
amenable to control

K.8 Knowledge of the
factors involved in what
happened  instead  of

1.13 Consciousness raising
1.14 Reckoning

1.13 List factors that can
be amenable

1.14 Revise the
expectation in relation to
what is possible
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expectations that can be
amenable (1.13 — 1.14)

P.O 9 Consider which
factors in the sequence are
amenable to control

K.9 Knowledge about the
connection between the
factors and anxiety that
could be control (1.15-1.16)

1.15 Active learning

1.16
reevaluation

Environmental

1.15 Discuss about what
change might be possible,
after you identify and
control some factors in
the situation that
happened instead of
expectations, through this
questions: “ What do you
think you will feel when
the expectations doesn't
occur? What happened
instead?

1.16 List the discomfort
felt, and relief behaviors
used

Determinant: knowledge — Interpersonal level — Environmental

Interpersonal outcome: Decrease social isolation and loneliness

Change objectives

Methods

Applications

P.O 1 To meet different
places

K. 1 Knowledge about
different places near of the
place that client live (1.1 —
1.3)

1.1 Consciousness raising

1.2 Pros and cons

1.3 Tailoring

1.1 List different healthy
places

1.2 Advise the person to
list and compare the
advantages and
disadvantages about
each place presented

1.3 Provide maps about
the localization of
places and routes to
arrive in the place

P.O 2 To try contact with
his family

K.2 Knowledge about his
family history (1.4 -1.5)

1.4 Empathic linkage
1.5 Feedback

1.4 Listen carefully about
his family history

1.5 Give feedback about
the main points of his
family history

P.O 3 To establish network
with other people

1.6 Elaboration

1.6 Develop a link about
the connection of
unhealthy network with
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K. 3 Knowledge about the
importance  of  healthy
network (1.6)

increase of anxiety, and
maintenance of bad relief
behaviors

P.O 4 To have contact with
persons who can help himiin
the  field of  work
collaboratively and live
productively with them

K.4 Knowledge about the
importance of person in his
friendship network that can
help with his field of work
(1.7 -1.8)

1.7 Elaboration
1.8 Social skills training

1.7 Knowledge about the
importance of a healthy
friendship to achieve
opportunities of work

1.8 Teach effective social
interaction in specific
situations  (e.g:  job
interviews) by techniques
of behavior rehearsal
Develop a fiction
situation to client try to
think how react to the
situation.

P.O 5 To be more physically
active

k. 5 Knowledge about
different places (recreation
centers) near of the place
that the client lives that
there are physical activities
programs (1.9 — 1.10)

1.9 Elaboration
1.10 Pros and cons

1.9 List different healthy
places to practice
physical activities

1.10 Discuss with the
client the pros and cons
about each place
presented

Interpersonal outcome 2: Establish relationships healthy with friends, peers and family

Change objectives

Methods

Applications

P.O 1 To evaluate past,
current, and  potential
relationships

K.1 Knowledge about the
relationships that the patient
had, have and could have in
the future (1.1- 1.4)

1.1 Elaboration
1.2 Providing cues

1.3 Environmental
reevaluation

1.4Restructuring the social
environment

1.1 Discuss about the
relationships developed
and your mechanism to
exist

1.2 Develop comparison
between characteristics of
relations on past and
current

1.3Encourage patients to
describe how their family
members  (or  peers,
friends) feel about their
older relational bonds that
they used to hang out
before the increase of
anxiety. How their family
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members  (or  peers,
friends) feel about their
actual relational bonds.
And discuss about the
reaction of your friends,
peers and family in
relation a relationship
developed

1.4Prompt the patient to
identify barriers
preventing them from
starting a new friendship.

P.O2 To avoid relationships
with friends, peers and
parents that are not healthy

K.2 Knowledge about how
to avoid unhealthy
relationships

(15)

1.5 Elaboration

1.5 Construct some
strategies together with
patient about possible
actions to avoid
unhealthy relationship

Determinant: knowledge — Organizational level — Environmental

Organizational outcome: to get out of homelessness situation

Change objectives

Methods

Applications

P.O 1 To find a “shelter
house”

K.1 Knowledge about the
shelter houses available in
your city and the rules (1.1
-1.3)

1.1 Elaboration
1.2 Pros and cons
1.3 Using imagery

1.1 List different shelter
houses near of your
common environment

1.2 Discuss with the
patient the pros and cons
about  shelter  houses
presented

1.3 Provide maps about
the localization of places
and routes to arrive in that
places listed

P.O 2 To keep contact with
his family and maybe came
back to his family's house

K.2 Knowledge about the
importance of family (1.4)

1.4 Elaboration

1.4 Linking of the lack of
family's contact with
homeless situation

Determinant: knowledge — Community level — Environmental
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Community Qutcome: to be reinserted in society

Change objectives

Methods

Applications

P.O 1 To avoid dangerous

places or places that
reminder his pattern
behavior

K.1 Knowledge through
state of advantages to avoid
dangerous places or places
that reminder his pattern
behavior (1.1- 1.4)

1.1 Elaboration
1.2 Providing cues
1.3 Tailoring

1.4 Reinforcement

1.1 Link of dangerous
place with increase of

anxiety and
marginalization
1.2  Link dangerous

places with bad relief
behaviors

1.3; 1.4 Show
documentaries about the
relation of dangerous
place and increase of
marginalization

P.O 2 Give a social support
to homeless people

K.2 Knowledge about the
social support available in
your city(1.5 - 1.7)

1.5 List contact with social
support to homeless people

1.6; 1.7 Encourage patient
to enter in contact with this
service

1.4 Written presentation:
Distribute on paper a
list with contact of
social support

1.5 Verbal presentation

P.O 3 Policies to homeless
people  and  addictive

persons
K. 3 Knowledge about the
specific policies to
homeless  people  and

addictive people available
in your city (1.8 —1.9)

1.8 Using imagery

1.9  Mobilizing
support

social

Provide
about
to

1.8; 1.9
information
specific
homeless

policies
people by
newsletter and images
that provide a fast
understanding

Determinant: Triggers - Individual level — Behavior

Behavioral outcome 1: Establish a healthy sleep pattern

Change objectives

Methods

Applications

P.O 1 Selects pattern of
sleep relevant to lifestyle

T.1 Analyze the triggers

that are present in his
lifestyle that interfere in
the sleep (2.1 - 2.3)

2.1 Consciousness raising
2.2 Active learning
2.3 Elaboration

2.1;2.2Provide a list with
some triggers that
interfere in the sleep

2.3 Identify together with
client your triggers that
interfere in the sleep, and




provide alternatives for

inhibit  these  triggers
(menu of options).
P.O 2 Selects physical | 2.4 Consciousness raising 2.4 Link the triggers
activities  relevant to . - (frequency and
lifestyle 25 Restructuring the physical probability) with absence

T. 2 Identify the triggers
that interfere to not do
physical activity (2.4 —
2.5)

environment

of physical activity

2.5 Prompt the client to
identify barriers for start a
new exercise regime (e.g.,
lack of motivation, and
discuss ways in which
they could help overcome
them — e.g., going to the
park to do exercise with a
friend)

P.O 4 Copes with the
challenges encountered
with engaging in selected
pattern of sleep

T.4 Modify the triggers
that interfere in the
pattern of sleep (2.6 —2.8)

2.6 Planning coping response
2.7Mobilizing social support

2.8 Feedback

2.6; 2.7 Offer some social
support to face this trigger

2.8 Give a positive
reinforcement to change
of pattern of sleep

Behavioral outcome 2: Establish a healthy Diet

Change objectives Methods Applications
P.O 1 Selects pattern of | 2.1 Consciousness raising 2.1 Provide a list of
eating relevant to lifestyle possible  triggers  that

T.1 Analyze the triggers
that are present in his
lifestyle that interfere in
his diet (2.1 - 2.2)

2.2 Active learning

interfere in the health diet

2.2 Adapt a list for your
reality

P.O 3 Cope with the
challenges encountered
with engaging in selected

2.3 Reinforcement

23 Give a positive
reinforcement to face the
triggers that interfere in

pattern of eating the healthy food
T.3 Modify the triggers

that interfere in the

healthy food (2.3)

Behavior outcome 3: Decrease cocaine use

Change objectives Methods Applications
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P.O 1 Monitors Cocaine
use

T.1 Analyze the triggers
that are present in his
lifestyle that interfere
direct or indirect to
cocaine use (2.1 —2.3)

2.1 Consciousness raising
2.2 Personalized risk

2.3 Relapse Prevention

2.1 Identify  specific
triggers that generate the
need to use cocaine

2.2 Analyze all the things
involved with the triggers

2.3 Develop strategies to
avoid environmental
triggers

P.O 2 Copes with the
challenges encountered
with engaging in less
cocaine use

T.2 Modify the triggers

that interfere in the
cocaine use (2.4 — 2.7)

2.4 Planning coping response
2.5 Mobilizing social support

2.6 Avoidance/  reducing
exposure to triggers for the
cocaine use

2.7 Restructuring the social
environment

2.4; 2.5 Provide social
support to face the trigger
present in the cocaine use

2.6 Avoid the situations
that provide triggers to
cocaine use

2.7 Change (if possible)

your usual social
environment

Behavior Outcome 4: Decrease anxiety

Change objectives Methods Applications

P.O 1 to become aware of | 2.1Consciousness raising 2.1 Provide a list of

and name anxiety

T.1 Identify the triggers
for anxiety (2.1 —2.2)

2.2 Active learning

triggers that are related
with anxiety

2.2 List triggers
generate anxiety

that

P.O2 to become aware of
and state the connection
between  the  named
anxiety and the behavior
used to relieve it

2.3 Consciousness raising

2.4
reevaluation

Environmental

2.3 List the characteristics
of the triggers (when,
where, who)

2.4 Encourage the patients
to describe if their family

T.2 Define the connection members  (or  peers,

between triggers and friends) identify some

anxiety (2.3 -2.4) triggers  that  precede
anxiety

P.O 3 Identify the | 2.5 Consciousness raising 2.5; 2.6 Define triggers

operative  expectations ) . . together with client after

formulated 2.6;2.7 Active learning the client identified in the

T.3 Identify the triggers
involved in the operative
expectations (2.5 — 2.7)

first  appointment the
expectation and relief
behaviors used (it is easy
to think about triggers
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when you put expectation,
what happened instead
and relief behaviors).
Make a brainstorm with
the patient

2.6 Provide a list of
triggers that are related
with operative
expectations

2.7 List the operative
expectations at side of the
triggers

P.O 4 Formulate and

recognition of  the
connection between
expectations held and

what happened instead

T.4 Appraise the
connection among
triggers, expectations and
what happened instead
(2.8)

2.8 Elaboration

2.8 Do an observation and
consensual validation of
variants  of  security
operations (relief
behaviors used)

P.O 5 Consider which
factors in the sequence
are amenable to control

T.5  Categorize  the
possible  triggers  to
change (2.9 — 2.10)

2.9 Personalized risk

2.10
responses

Planning

coping

2.9 Instruct the individual
to avoid situations that can
generate this problematics
triggers

2.10 Formulate together
with patient strategies to
avoid these situations

Determinant: Relief Behaviors - Individual level — Behavior

Behavioral outcome 1: Establish a healthy sleep pattern

Change objectives

Methods

P.O 1 Selects pattern of
sleep relevant to lifestyle

RB.1 Create new relief
behavior to achieve sleep
(3.1-3.3)

3.1 Consciousness raising

3.2Active learning

Applications
3.1 Reinforcement the
importance of Mindful

breathing to achieve sleep,
but the patient can choose
to do only deep breath
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3.3Tailoring

before sleep. He can decide
what works better for him.

3.2 Teach the patient to do
a deep breath before sleep
(Step 3 in the mindful
breathing)

3.3 Discussion with the
client your environmental
situation. Because
sometimes the client said
that he needs to keep
herself awake to be safe in
dangerous place. You can
teach him that he can adapt
the mindful breathing to be
awake when he heard some
noise that represent danger
for him. E.g. Instead of
letting go all the thoughts,
he needs to keep in your
unconsciousness that he
will recognize noise that
represent danger to be
awake and alert in the same
moment.

P.O 2 Selects physical

activities relevant to
lifestyle
RB.2 Identify physical

activity as a relief behavior
(3.4-3.5)

3.4 Consciousness raising
3.5 Using imagery

3.4; 35 Provide
information  with  the
function  of  physical

activity in decrease anxiety
(body relaxation) by paper,
video, pictures and achieve
to sleep

P.O 3 Monitors progress in
increasing sleep

RB.3 Distinguish the relief
behaviors that difficult the
sleep from that help a good
sleep (3.6)

3.6 Active learning

3.6 Develop a table with 2
columns which one
column will be to relief
behaviors that help sleep
and the other it will be to
relief behaviors that is bad
to sleep that the client use

P.O 4 Copes with the
challenges  encountered
with engaging in selected
pattern of sleep

RB.4 Modify the relief
behaviors that is used to
achieve the sleep (3.7)

3.7 Active learning

3.7 Use the table
developed previously to
identify the bad and good
relief behaviors used, and
with the patient try to
substitute the bad relief
behavior for others.
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Behavioral outcome 2: Establish a healthy Diet

Change objectives

Methods

Applications

P.O 1 Selects pattern of
eating relevant to lifestyle

RB.1 Create new relief
behavior to achieve a good
eating in his lifestyle (3.1 —
3.2)

3.1 Counterconditioning
3.2 Cue altering

3.1; 3.2 Encourage the
patient to learn health
behaviors that can
substitute for this
problematic behavior ( to
schedule a regular time to
eat; don't eat snack before
the meal; don't drink
alcohol beverage before
the meal)

P.O 2 Monitors food intake

RB.2 Distinguish the relief
behaviors that difficult the
healthy diet from that help
a good diet (3.3)

3.3 Active learning

3.3 Develop a table with 2
columns which one
column will be to relief
behaviors that help healthy
eating and the other it will
be to relief behaviors that
is bad to diet that the client
use

P.O 3 Copes with the
challenges  encountered
with engaging in selected
pattern of eating

RB.3 Modify the relief
behavior that is used to
achieve the healthy diet
(34)

3.4 Active learning

3.4 Use the table
developed previously to
identify the bad and good
relief behavior used, and
with the patient try to
substitute the bad relief
behavior for others.

Behavior outcome 3: Decrease cocaine use

Change objectives

Methods

Applications

P.O 1 Monitors Cocaine
use

RB.1 Create new relief
behavior in his lifestyle
(31-3.2)

3.1 Counterconditioning
3.2 Consciousness raising

3.1; 3.2 Discuss with the
patient about others relief
behaviors that give him
pleasure similar a cocaine
(mindfulness, physical
activity, food..)

P.O 2 Copes with the

challenges  encountered
with engaging in less
cocaine use

3.3 Counterconditioning

3.3 After figure out others
relief behaviors, the patient
can try to use this new
relief behaviors instead of
cocaine

102



RB.2 Modify the relief

behaviors (3.3 — 3.4)

3.4
reevaluation

Environmental

3.4  Encouraging the
patient to compare the new
relief behavior with the big
quantity of cocaine use (the
patient here, he can keep
use cocaine, but at least
decrease a little of
consumption or use other
kind of drug, or other kind
of the way of consumption

“crack —  cocaine
powder”)
Behavior Outcome 4: Decrease anxiety
Change objectives Methods Applications

P.O 1 to become aware of
and name anxiety

RB.1 Identify the relief
behaviors used during
anxiety (3.1 -3.2)

3.1 Consciousness raising

3.2 Elaboration

3.1 Connect the anxiety
and relief behavior

3.2 What pattern of
behavior is used?

P.O2 to become aware of
and state the connection
between the named anxiety
and the behavior used to
relieve it

RB.2 Analyze the relief
behaviors used (3.3)

3.3 Elaboration

3.3 After identify the relief
behaviors used (questions
below), the nurse has to
follow this question to the
patient do an analyze of the
relief behaviors: Is there a
series of relief behaviors
that are used? Does the
series recur in the same
order in  subsequent
anxiety- producing
behaviors? The amount of
anxiety is also inferred
from the relief behaviors

Identify the place that the
discomfort is experienced:
“What part of the body do
you feel this discomfort?”

PO 3
operative
formulated

Identify the
expectations
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P.O 4 Formulate and
recognition of the
connection between

expectations held and what
happened instead

RB. 4 Identify if the relief
behavior is connected with
the expectations (3.4)

3.4 Possession

3.4 After analyze the relief
behaviors (series, order
and amount of the series of
behaviors), the patient
should be connected the
relief behaviors with the
wish to decrease or stop the
extreme discomfort and
internal tension(anxiety) is
experienced in your body
and your mind.

P.O 5 Consider which
factors in the sequence are
amenable to control

RB.5 Modify the relief
behavior that it is possible
change (3.5)

3.5 Self-reevaluation

3.5 The person can be to
compare his image as a
current relief behavior to a
possible image as a new
relief behavior (e.g.. A
person can compare his
image as a sedentary
person to a possible image
of himself as an active
person, using the physical
activity as a relief behavior
instead of cocaine use)
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Determinant: Self-efficacy/ Self- esteem and Skills - Individual level — Behavior

Behavioral outcome 1: Establish a healthy sleep pattern

Change objectives

Methods

Applications

P.O 1 Selects pattern of
sleep relevant to lifestyle

SES. 1 Express
confidence in ability to
adequate pattern of sleep
in his lifestyle (4.1 - 4.2)

4.1 Guided practice

4.1 The client firstly show
how he is wusing the
techniques to improve your
sleep (mindfulness, deep
breathing...) and then the
nurse asks to patient to do
the same several times to
analyze the way that he is
doing. After this, nurse will
give brief comments on the
patient’s performances,
emphasizing aspects done
well.

4.2 Clients keep a diary
about your pattern of sleep,
and take notes about how
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4.2 Self-monitoring of | the techniques are help to
behavior adequate pattern of sleep in
his lifestyle
P.O 2 Selects physical | 4.3 Goal setting 4.3 Client and nurse discuss
activities relevant to the goal for the next
lifestyle meeting, deciding on a goal
SES. 2 Express self- that is acceptable in his
efficacy (confidence) in I|fest_yle to_ mprove his
ability to do physical physical activity.
activity (4.3 — 4.6) o 4.4 Client keeps a diary
4.4 Self-monitoring  of | ahout the physical activity
behavior

4.5 Planning coping response
4.6 Flooding

done

4.5 Nurses provide a list of
potential barriers and ways
to overcome these, as
example, if the park that the
patient used to go to do
physical activity is closed,
he can other options near
this park to do exercise.

4.6 Clients must keep in
mind that physical activity
is important to reduce
anxiety, and consequently
achieve sleep

P.O 3 Monitors progress
in increasing sleep

SES. 3 Express self-
efficacy (confidence) in
ability to change pattern
of sleep (4.7 — 4.8)

4.7 Improving physical and
emotional states

4.7 Patient are taught to
breathe deeply and relax
before to go to sleep, and
consequently he will have
more chance to sleep well.
For patient that live in the
street (homeless) nurse
have to reaffirm that during
this breath the patient have
to keep in mind that some
noise that can represent
dangerous he will wake up
fast and alert (
unconsciousness message —
this is what happen when
mom wake up instantly
when she heard the cries
sound of your son).

4.8 Patient search for a
place safer than previous
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4.8 Cue altering

that he used to sleep, in
order to avoid disturb in
your sleep

Behavioral outcome 2: Establish a healthy Diet

Change objectives

Methods

Applications

P.O 1 Selects pattern of
eating relevant to lifestyle

SES.1  Express  self-
efficacy (confidence) in
ability to adequate pattern
of eating in his lifestyle
(4.1)

4.1 Reinforcement

4.1 Use positive messages
(positive reinforcement) to
show that the patient is
capable to enhance an
adequate pattern of eating

P.O 2 Monitors food
intake

SES. 2 Express self-
efficacy (confidence) in
ability to monitor one’s
own food intake (4.2)

4.2 Self-monitoring of

behavior

4.2 Diary to do notes about
your food intake (notebook)

P.O 3 Copes with the
challenges  encountered
with engaging in selected
pattern of eating

SES. 3 Express self-
efficacy (confidence) in
ability to face the
challenges  encountered
toward pattern of eating
(4.3-4.5)

4.3 Cue altering
4.4 Mobilizing social support

4.5 Planning coping response

4.3 Client search for a place
that can provide more
health food, in order to
avoid unhealthy food.

4.4 Offer some social
support that provide free
food or with low cost, and
healthy.

4.5 Nurses provide a list of
potential barriers and ways
to overcome these

Behavior outcome 3 : Decrease cocaine use

Change objectives

Methods

Applications

P.O 1 Monitors Cocaine
use

4.1 Self-reevaluation

4.1; 4.2 Diary with notes
about your cocaine intake
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SES.1  Express  self-
efficacy (confidence) in
ability to monitor one’s
own cocaine use (4.1 —
4.2)

4.2 Self-monitoring of

behavior

and the way used to

consumption

P.O 2 Copes with the
challenges  encountered
with engaging in less
cocaine use

SES.2  Express  self-
efficacy (confidence) in
ability to generate coping
strategies to deal with the
challenges (4.3 — 4.5)

4.3 Cue altering
4.4 Mobilizing social support
4.5 Flooding

4.6 Planning coping response

4.7 Relapse Prevention

4.3 Patient search for a
place that he cannot have a
lot of access to cocaine

4.4 Offer some social
support that provide others
relief behaviors instead of
cocaine

4.5 Talk to patient to go to

the gym to overcome
anxiety, instead to use
cocaine

4.6 Nurses provide a list of
potential barriers and ways
to overcome these.

4.7 Develop strategies to

avoid environmental
triggers

Behavior Outcome 4: Manage anxiety

Change objectives Methods Applications

P.O 1 to become aware of
and name anxiety

SES. 1 Express self-
efficacy (confidence) to
recognize anxiety (4.1)

4.1 Verbal persuasion

4.1 Use positive messages
(positive reinforcement) to
show that the patient is
capable to  recognize
anxiety

P.O2 to become aware of
and state the connection
between the  named
anxiety and the behavior
used to relieve it

SES.2 Demonstrate the
self-efficacy (ability) to
establish connection
between behaviors that is
used to relieve anxiety
(4.2-4.3)

4.2 Self-monitoring behavior
4.3 Alignment

4.2; 4.3 clients keep a diary
to do notes about the
discomfort (where in the
body - the nurse can
provide a picture what the
body parts for the patient
identify what is the part of

body that he feels
discomfort) that came
before  the  unpleasant

sensation (anxiety) and the
relieve behavior used to
decrease this unpleasant
sensation
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P.O 3 Identify the
operative  expectations
formulated

SES. 3 Express self-
efficacy (confidence) to
recognize  expectations
(4.4)

4.4 Verbal persuasion

4.4 Use positive messages
(positive reinforcement) to
show that the client is
capable to  recognize
expectations

P.O 4 Formulate and
recognition of the
connection between
expectations held and
what happened instead

SES. 4 Demonstrate the
self-efficacy (ability) to
identify the connection
among expectations held,
what happened instead
and relief behaviors as
soon as possible (4.5)

4.5 Syntax

4.5 Teach for the client how
recognize as soon as
possible the connection
between expectations held,
what happened instead,
relieve  behaviors  and
anxiety. Because once the
client learn identify the
cycle, he can break the
cycle, or use other kind of
relief behaviors.

P.O 5 Consider which
factors in the sequence are
amenable to control

SES. 5 Express self-
efficacy (confidence) to
change some expectations
and factors to break the
cycle of  unpleasant
feelings (4.6)

4.6 Guided practice

4.6 Use all the models to

target behavior that
constitute anxiety ( deep
breath; mindfulness;
physical  activity, diet

health; use of less cocaine)

Determinant:
Environmental

Self-efficacy/ Self- esteem and Skills —

Interpersonal level —

Interpersonal outcome 1: Decrease social isolation and loneliness

Change Objectives

Methods

Applications

P.O 1 Facilitate patients to
know different places

SES. 1 Self-efficacy to

recognize barriers’ to
know different places
(2.1)

2.1 Changing routine

2.1 Advise on ways of
changing routines daily or
weekly to limit exposure to
behavioral cues, and to
create an opportunity to
meet other people

P.O 2 Motivate patients to
try contact with his family

SES.2  Express  self-
efficacy (confidence) in

2.2 Empathic linkage

2.2 Through empathic
linkage is  developed
“bond” between nurse and
client, and nurse can
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your ability to try
establishing contact
between the patient and
his family (2.2)

talk/listen  more  about
client’s family and
encourage clients to contact
their family

P.O 3 Motivate patients to
establish network with
other people

P.O 4 Motivate patients to
have contact with persons
who can help him in the
field of work
collaboratively and live
productively with them

P.O 5 Facilitate patients to
be more physically active

SES. 5 Express self-
efficacy (confidence) in
your ability to motivate
patient to practice
physical activity (2.4)

2.3Action planning
2.4 Flooding

2.3 Prompt planning the
performance of a particular
physical  activity (e.g.
running) at a particular time
on certain days of week .

2.4Taking client to a gym to
overcome anxiety about
engaging in  physical
activity

Interpersonal outcome 2 : Have relationships healthy with friends, peers and family

Change objectives

Methods

Applications

P.O 2 Motivate patients to
avoid relationships with
friends, peers and parents
that are not healthy

SES. 2 Express self-
efficacy (confidence) in
ability to encourage the
patient to change/ finish
problematic relationships
(21-2.3)

2.1 Counterconditioning
2.2 Pros and cons
2.3 Stimulus control

2.1; 2.2 List in the paper the
problematic  relationship
through a table with pros
and cons of the relationship

2.3 To break habits- if the
patient knows that he can
meet the guy (which he has
a problematic relationship)
in a specific place, it is
important that the patient
recognize that it isn’t help if
he keep going in this place

Determinant:
Environmental

Self-efficacy/ Self- esteem and Skills — Organizational

level —




Organizational outcome: to get out of homelessness situation

Change Objectives

Methods

Applications

P.O 1 Encourage the
clients to find a “shelter
houses”

SES. 1 Express self-
efficacy (confidence) in
ability to know a best
shelter house for your
reality (2.1 —2.2)

2.1 Feedback
2.2 Pros and cons

21 Give a positive
reinforcement to find a
shelter house

2.2 List pros and cons to
each shelter house

P.O 2 To keep contact
with his family and maybe
came back to his family's
house

SES. 2 Express self-
efficacy (confidence) to
keep contact with his
family and maybe back to
his family’s house (2.3)

2.3 Pros and cons

2.3 List pros and cons to
back to his family's house

Determinant: Self-efficacy/ Self- esteem and Skills — Community level — Environmental

Community Outcome: to be reinserted in society

Change Objectives

Methods

Applications

P.O 1 Avoid dangerous
places or places that
reminder his  pattern
behavior

SES. 1 Express self-
efficacy (confidence) to
deal with environmental
cues (2.1-2.2)

2.1 Stimulus control

2.2 Restructuring the social
environment

21 To break habits-
Talking with patient about
some habits that it is not
well view by society

2.2 Identify barriers to the
reinsertion in the society

P.O 2 Give a social
support to homelessness
people

P.O 3 Show policies to
homelessness and
addictive people
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Determinant: Relations— Interpersonal level — Environmental

Interpersonal outcomel : Decrease social isolation and loneliness

Change objectives

Methods

Applications

P.O 1 Know different places

R.1 Establish interpersonal
relations (bonds) in news
places (3.1)

3.1 Social skills training

3.1 Teach effective
social interaction by
techniques of
behavior  rehearsal.
Develop a simulation
situation for the client
try to think how react
to the situation.

P.O 2 To try contact with his
family

R.2 Reestablish
bonds (3.2 — 3.3)

relational

3.2 Environmental reevaluation
3.3 Social skills training

3.2 Encourage clients
to describe how their
family members (or
peers, friends) feel
about  their  older
relational bonds that
they used to hang out
before the increase of
anxiety

3.3 Teach effective
social interaction by
techniques of
behavior  rehearsal.
Develop a simulation
situation to patient try
to think how react to
the situation. How
reestablish relational
bonds (message,
Facebook, meet face
to face)

P.O 3 Establish network with
other people

P.O 4 Establish contact with
people who can help him in the
field of work
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P.O 5 To be more physically
active

R.5 Establish relational ties to
support him to do physical
activity (3.4)

3.4 Restructuring the social
environmental

3.4 ldentify barriers to
start a new exercise

e.g., lack of
motivation, and
discuss ways in which
they could help

overcome him e.g.,
going to the gym with
a buddy

Interpersonal outcome 2 : Have

relationships healthy with friends

peers and family

Change Objectives Methods Applications
P.O 1 Evaluate past, current, | 3.1 Consciousness raising 3.1 Provide a
and potential relationships conversation  about

R. 1 Propose a deep
understanding  about  his
interpersonal relations that are
significant (relational bonds
and relational ties) (3.1 — 3.3)

3.2 Pros and cons
3.3 Environmental reevaluation

the client’ relations.

3.2 Identify pros and
cons of relations

3.3 Encourage client
to describe how his
family members (or
peers, friends) feel
about his relations

P.O 2 Avoid relationships with
friends, peers and parents that
are not healthy

R.2  Recognize unhealthy
relational bonds and relational
ties (3.4 - 3.5)

3.4 Pros and cons
3.5 Stimulus control

3.4 ldentify pros and
cons of unhealthy
relational bonds and
link with increase of
unpleasant  feeling
(anxiety) and bad
relief behaviors

3.5 To break habits- if
the client knows that
he can meet the guy

(which  he has a
problematic
relationship) in a

specific place, it is
important that the
client recognize that it
isn’t help if he keep
going in that place

Determinant: Relations — Organizational level — Environmental

Organizational outcome : to get out of homelessness situation
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Change Objectives

Methods

Applications

P.O 1 To find a “‘shelter house”

R.1 Propose to client a “shelter
house” as a relational tie

3.1 Elaboration

3.1 Talk with the
client that shelter
house can be a place
that he can establish
relation with other
person that share the
same reality

P.O 2 Keep contact with his
family

Determinant: Relations — Community level — Environmental

Community Outcome: to be reinserted in society

Change Objectives

Methods

P.O Avoid dangerous places or
places that remind his pattern
behavior

P.O 2 Give a social support to
homeless people

P.O 3 Show policies to
homeless and addictive people

Step 4 — Program

The selected theories that we used were Behavioral Cognitive Theory (BCT)(Michie et al.,
2013), Peplau’s Theory(Peplau, 1991), Social Cognitive Theory (Bandura, 1999), Trans-
Theoretical Model (Prochaska & Velicer, 1997) , Goal-Setting Theory (Latham & Locke, 2007)

, Theories of Information Processing, Precaution- adoption process Model (Weinstein et al.,
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2008), Self-Affirmation Theory (Sherman, 2013), Theories of Automatic, Impulsive and
Habitual Behavior (Wood & Neal, 2007), Attribution Theory and Relapse Prevention Theory
(Marlatt & Donovan, 2008); Theories of Goal Directed Behavior (Hofmann, Friese, & Wiers,
2008); Theories of Social Networks and Social Support (Glanz, Rimer, & Viswanath, 2015);
and Theories of Self-Regulation (Creer, 2000). The consensus about the theory used, methods
proposed, and applications was building for final agreement on the adaptations needed to the

intervention prototype structure to provide equip for cocaine users to manage anxiety.

The program was designed for individual sessions (nurse-client) based on the phases of
interpersonal relationship proposed by Peplau (orientation, work and resolution) during five
days of consecutive sessions delivered by a trained nurse using Peplau’s concepts of
interpersonal relationship. The first session lasts 30 minutes and the subsequent last 20 minutes.
We decided this time of duration because in Brazil the nurse needs to attend 3 clients in a period
of 60 minutes. Only the first session went longer than others because this session consists in 2
phases of interpersonal relationship (orientation and work).

The prototype of the manual of intervention was guided by the matrices and the ideas about
methods and strategies, what help a lot of in the construction of specific messages and overall
content of each program component. During the production phase of the manual of intervention,
we used the matrices generated, and included the structure of each appointment, thinking about
the order of target behavioral and environmental outcomes, time and material used. All material
used, such as notebook, guidelines, and images, were designed to be appropriate for individuals

with low literacy skills and were produced in English and Portuguese.
Step 5 — Adoption and Implementation

The outcomes of the program were divided in behavioral and environmental outcomes, but all
developed at the individual level. During the construction of the outcomes, mainly the
environmental outcomes, we thought carefully about the reality of the population (homeless
people and cocaine/crack user) and how this reality could affect the program adoption. The
behavioral outcomes were: to stablish a healthy sleep pattern, to stablish a healthy eating, to
manage anxiety, and to manage cocaine use. And the environmental outcomes were: to decrease
social isolation, to have relationships healthy, to get out of homeless situation, and to be
reinserted in society. The team structured the session of intervention as a self-content, due the
high chance of dropout rate. Then, the client could come to the first session and maybe don’t
back for the other sessions, thinking in this specific population, the minimal dose will be one

appointment and the maximum dose will be 5 appointments.
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We also developed the program manual of intervention for nurses in the health facility, and a
program curriculum for training nurses with concepts of interpersonal relationship by Peplau.
The manual included program goals and objectives, program effectiveness, an overview of the
program materials and such resource material as a guideline for the management of anxiety, a

staffing plan and budget, and program evaluation tools.
Step 6: Evaluation

We did focus group with nurses that worked in the health facility to deep understanding of their
conceptions about the program plan to equip cocaine users to manage anxiety through specific

questions that addressed each operational definition of feasibility.

The focus group was composed by 7 nurses. It was generated 12 themes related to feasibility:
adaptation (n=5 — different world, environmental factor as the most important, relation between
behavior and environmental factor, food and CAPS AD, focus in the anxiety), demand (n=3 —
intoxication level, exclusion criteria, clients who use crack/cocaine), acceptability (n=1 -
answer the scale), practicability (n=3 — nurse’s worry to apply the intervention, place to the

nurse’ appointment, adequate the nurse’ work day).

The most frequent theme was related to adaptation of the intervention due to the singularity of
the population studied (homelessness, illiteracy, vulnerability) and the factors that could be
influence the acceptance of the intervention to decrease the rate of treatment” withdrawal.
Opinions were mixed about the scale application in the first and in the last appointment, mainly

because the amount of scales.
Clients’ acceptability to answer the amount of scales

“Normally when they agree to participate of the intervention, they stayed until the end of the
appointment. | believe that the amount of scale will be easy to apply ” N.2

“I think it is a lot of scales, in my opinion you should decrease the number of scales, because

they will be restlessness” N5

“I think they will be confused with a lot of scales, maybe you can choose some scales instead

to apply all.” N.7

All nurses suggested to make an adaptation: to approach environmental before than behavioral

factors, and don’t work sleep and eat pattern deeply, due to the homelessness situation.

“It is really difficult work sleep and eat pattern, due to the social conditions of the clients”

N.3
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“Clients start to talk about homelessness situation, they don’t want to talk about food and

sleep first” N.1

“I don’t work with my clients about healthy eating. | just talk to them that they must try to eat

in a better way possible.” N.5

In relation to practicability they addressed issues as nurse’ work day, time of appointment, and
complexity of the manual of intervention, but all nurses agree that 20 minutes to address all the

issues related to anxiety in each appointment could be insufficient.

“The nurse’ work day is an issue, since nurse works 12 hours and she can’t conduct the next

appointment, thinking the intervention will length 5 consecutive days (Monday until Friday)”
N.4

“I think this manual is so complex, if you asked me to apply this manual, I would say no” N.7

The main theme related to demand was about the intoxication status, because the health facility
is an outpatient facility and it is difficulty the patients to be abstinent, mainly in the onset of the

treatment.
“I should say that 99% of clients that seek treatment here, they are intoxicated” N.3

“I think you have to evaluate the intoxication level, but you cannot use intoxication as an

exclusion criteria” N.2

After the focus group, the team made changes in the manual of the intervention to improve the
feasibility of the intervention in the singular health scenario. The next step of this work it will
be to conduct a feasibility trial to evaluate the feasibility of the program created to decrease
anxiety in cocaine users in the specific health facility in S&o Paulo. The data from feasibility
trial will indicate if the program is acceptable or not, and it will help the team to refine and to

adapt the materials based on feedback of the patients.
Discussion

This study describes the development of an intervention to equip cocaine users with strategies
to manage anxiety through IM approach. There is limited literature about the phases of the
development of complex interventions, mainly in this thematic that includes comorbidity
(anxiety and cocaine use). One of the explanations for this sparse literature is because the

development of complex intervention is a considerable challenge for researchers, mainly
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because it is very difficult to identify all factors that play an important role in the health problem
of interest and to present all the steps of a new intervention in such a way that the readers can

understand all the process to achieve the intervention protocol .

The IM is based on matrices creation to show all the steps of development of the intervention.
The process of matrices creation is a very time-consuming but helps all components of team
during the brainstorm to see the relation between the determinants, change objectives,
performance objectives, behavioral and environmental outcomes that affect the health problem
studied. Besides this, all this methodological process assists in the development of intervention
framework theory, which is necessary to the identification of mediator and moderators of the

intervention that plays an important role in the success and failure of intervention.

The needs assessment produced during this study was fundamental to identify the barriers to
accessing cocaine users and services based on the outpatient logical, such as high rates of drop
out of the clients, the undocumented status, and environmental factors that directly affect the
level of anxiety. IM is a powerful methodological tool that facilitates the comprehensive
examination of these environmental factors using an ecological perspective, instead of acting
only on behavioral factors. We followed all the steps of IM using a mix of quantitative and
qualitative methods to achieve a better manual of intervention that incorporate resources that
affected the majority of the barriers identified to accomplish the outcome of intervention.

The overall structure of the program was adapted to the singularity of the clients based on the
stakeholders’ experiences. The structure of the intervention was adapted from environmental
factors in the 5™ appointment to the 4™ appointment, and it was taken to enhance clients’
acceptability as demonstrated in focus group that all nurses said that the environmental factors
are the factors that the clients like to talk more, and this affects each individual’s level of
anxiety. Additionally we took out two behavioral factors, sleeping and eating, that we identified
as an important factors in increasing anxiety, but during focus group all nurses identified these
factors as difficult topic to broach with the patients, as the majority of them are homelessness.
The intervention will be applied during 5 consecutive days, 20 minutes of appointment, taking

into consideration the high drop out rates of these clients in the outpatient service.
Conclusion

This study will provide valuable guidance for future researchers, health agencies, and health
care professionals who are interested in reproducing this systematic approach to developing a

complex intervention. The program has already been implemented in the feasibility study.
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CHAPTER SIX

8. INTERVENTION PROGRAM

Interpersonal Theory of Nursing to anxiety management in people with substance use disorders
(ITASUD)

Training Manual to the interventionist
Orientation and training

Orientation and training
Obtain the consent form
Collect data and scheduling
Pre-appointment — cell phone call and message
The day of data collection
Data 1 — Appointment 1
Data 2 — Appointment 2
Dados 3 — Appointment 3
Dados 4 — Appointment 4
Dados 5 — Appointment 5
Dados 6 — Follow-up
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General information

ITASUD is an intervention based on Peplau’s Interpersonal Theory in Nursing (ITN). Our main
aim with this intervention is to equip cocaine users with anxiety management strategies during
5 appointments. The first appointment will be of 30 minutes and the others 20 minutes. The
focuses of ITASUD are to improve knowledge and self-efficacy in relation to anxiety, to
recognize triggers and relief behaviors to anxiety, and to improve social relationship.

Dose of Intervention
The frequency of intervention will be every day for one week.

Each session is self-content. The client could come to the first session and maybe don’t back
for the other sessions, thinking in this specific population, the minimal dose will be one
appointment and the maximum dose will be 5 appointments.

Appointment 1

Appointment 2

Appointment 3

Appointment 4

Appointment 5

Orientation + | Work Work Work Resolution
Work
30 min 20 min 20 min 20 min 20 min

The intervention has 4 phases:

Phase 1 — Screening — TO

1) Apply the scales — a) Scale to identify anxiety — GAD-7

b) Scale to identify cocaine use — ASSIST
2) Invite the client to participate of the intervention (if the client is eligible to the study)
3) Give to the client a paper with the date and hour of the intervention.

Phase 2 — Intervention —T1

1) First appointment — orientation+ work: The content focus in the anxiety’ management
¢ Explain about the intervention
% Give the consent form to the clients
«» Applying scales — a) Scale to evaluate anxiety - BAI
b) Scale to identify cocaine use — ASSIST
c) Scale to identify depression — Patient Health Questionnaire — PHQ-9
d) Scale to identify triggers - PSS (Perceived Stress Scale)
e) Scale to identify relations — MOSS SSS — (Medical outcome study)
f) Scale to identify self-efficacy - GSE (General self- efficacy scale)

2) Second appointment — work - The content focus in the management of anxiety
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X/
°

X/
°

X/
°

Applying scales — a) Scale to evaluate anxiety — BAI (before and after appointment)

3) Third appointment — work — The content focus in the environmental factors
Apply the scale — a) Scale to evaluate anxiety — BAI (before and after appointment)
4) Fourth appointment — work — The content focus in the behavioral factors
Apply the scale — a) Scale to evaluate anxiety — BAI (before and after appointment)

Phase 3 — End of intervention — T2

X/
L X4

5) Fifty appointment — Resolution
Applying scales —a) Scale to evaluate anxiety — BAI (before and after appointment)

b) Scale to identify cocaine use — ASSIST (after appointment)
c) Scale to identify depression — Patient Health Questionnaire — PHQ-9 (after appointment)
d) Scale to identify triggers - PSS (Perceived Stress Scale) (after appointment)
e) Scale to identify relations — MOSS SSS — (Medical outcome study) (after appointment)
f) Scale to identify self-efficacy - GSE (General self- efficacy scale) (after appointment)

Fase 4 — Acompanhamento (uma semana)- T3

*
L X4

Applying scales —a) Scale to evaluate anxiety — BAI (before and after appointment)

b) Scale to identify cocaine use — ASSIST (after appointment)
c) Scale to identify depression — Patient Health Questionnaire — PHQ-9 (after appointment)
d) Scale to identify triggers - PSS (Perceived Stress Scale) (after appointment)
e) Scale to identify relations — MOSS SSS — (Medical outcome study) (after appointment)
f) Scale to identify self-efficacy - GSE (General self- efficacy scale) (after appointment)

Planning to collect data and scale

Day of | 1 2 3 4 5 6 7 8 |9 |10 |11 |12 |13
study

Day of

intervention

Observation A0 |Al |A2 |A3 | A4 | A5 A

BAI 6

Observation T0 | T1 T2 T3
01 | X1 | X2 | X3 [X4 | X5 X6

Intervention
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Constructs, Instruments & Measure

Constructs Instruments T1/A1 | A2 | A3 | A4 | T2/A5 | T3/A6

Anxiety BAI X X X X X X

Self-efficacy GSE (General self- | X X X
efficacy scale)

Relation MOS SSS — Medical | X X X
outcome study

Triggers PSS (Perceived | X X X
Stress Scale)

Relief behavior | ASSIST X X X

Safety PHQ-9 X X X

Interviews with | Semi-structured X

the participants

interview
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A

Initial Session: Orientation + Work Interpersonal Relationship in Nursing (1)

Appointment 1

The first appointment establishes the parameters of the intervention, using assessments that help
determine the cocaine users’ needs and strengths. We decide in the first appointment put
together 2 phases from interpersonal relationship (orientation + work) because the high tax of
drop out of this population during treatment.

Step 1:

Script:

Step 2:

Script:

Introduce yourself as therapist

State first name.
Identify role as therapist responsible for facilitating the sessions.

I would like to welcome you to this first session.
My name is Maria. | am the nurse who will facilitate the sessions and work with you
throughout the sessions of this treatment.

Explain the intervention + Orientation about the appointment

What is the intervention and what is expected to do (goal of intervention).

The intervention is based on Peplau’s theory — Interpersonal relationship in Nursing,
that are based in the relation between nurse and client with some goal to be achieved.
During this treatment our mainly goal will be decrease anxiety during these 5
appointments, the first appointment will have duration of 30 minutes and the others 20
minutes.

The treatment that you will receive is a non-pharmacological treatment for anxiety
problem. This means that it does not involve medication or pills. The interpersonal
relation treatment for anxiety focuses on improve your knowledge and self-efficacy in
relation to anxiety, recognition of triggers and relief behaviors of anxiety, and how
improve health relations in your context.

Review confidentiality issues, purpose of audiotaping and video record (study fidelity
evaluation and analysis of non-verbal).

We will use a questionnaire about some sociodemographic and personal
characteristics.

We will use some instruments to measure factors that infer in the level of anxiety and
two instruments to measure level of anxiety:

o To measure anxiety, during the screening, we will use the GAD-7 (Generalized
Anxiety Disorder-7) an instrument with 7 questions; and BAI (Beck Anxiety
Inventory), before and after each appointment, it is an instrument with 21
questions.

o To measure Self-efficacy, we will use the GSE (General Self-Efficacy Scale)
in the first appointment and in the last appointment, it is an instrument with 10
questions that evaluate self-efficacy
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o To measure the relations, we will use the MOS- SSS (Medical Outcome Study
— Social Support Scale) in the first appointment and in the last appointment, it
Is an instrument with 19 questions that evaluate your social relations
o To measure stress, we will use the PSS (Perceived Stress Scale) in the first
appointment and in the last appointment, it is an instrument with 10 questions
that evaluate in which situations in an individual's life is appraised as stressful
o To measure cocaine use we will use ASSIST
e Remind the clients that there are no right or wrong answers to the
questionnaire/instruments
e Explain that the clients take time to complete the questionnaire, and ask for
clarification; interventionist can respond, as needed

e Administer the questionnaire/instruments in the selected method

e Get the completed questionnaire/instruments
o Clarify pre-conceptions and expectations of client

Step 3: 1) Name of intervention: Working to manage anxiety — Name anxiety

2) Goals of intervention (change objectives + determinants):

e Knowledge about anxiety;

1.2 To be awareness
of anxiety

1.3 Providing cues

with body reactions

1.2 Do some
questions to  the
individual: - “Are

you anxious?”’; “Are
you nervous?”; “Are
you nervous now?”;
“Are you upset?”;
“Are  you tense
now?”

1.3 If the person says
he is not anxious, you
should apply some
fiction case about a
person with anxiety,
adequate this case by
reality of individual,

Change Objectives | Method Application Mode of Delivery
(Determinants) (Active ingredient) | (Component)

Knowledge  about 11 Cc_)n_suo%snetss 1.1  Give some 11 S_hdow Images or
anxiety and what rals!n? abou neurophysiological videos

mean anxiety (1.1 — anxiety effects of anxiety

1.3) (pathways)  related

1.2 Verbal
presentation

1.3
presentation

Verbal
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because the
individual can
compare you with
this person described
in fiction case. If the
person says “yes” for
the questions above,
you should follow for
the questions bellow

Knowledge about the
connection between
the anxiety and
behaviors (1.4)

1.4 Syntax

1.4 After he said
“yes” for the
questions above. Do
some questions to the
individual for he
realized the
connection between
anxiety and behaviors
— “What are you
doing now to relieve
being nervous?”;
“What are you doing
now to relieve it?”

If the patient say: -
“nothing”, the nurse
may ask: “What do
you usually do to get
comfortable?”;
“When upset in the
past, what did you do
then?”

1.4 verbal

presentation

State  (knowledge)
characteristics of
behaviors used to
relieve anxiety (1.5 —
1.7)

1.5
raising

Consciousness

1.6 Self-reevaluation

1.7  Environmental
reevaluation

1.5; 1.6 List the
characteristics of
behavior and name
behaviors

1.7 Encourage the
patients to describe
how their family
members (or peers,
friends) feel about
these behaviors

1.5 Written
presentation — write
together with client,
in a paper, the
behaviors that he
says that use to
relieve anxiety

1.7 Verbal

presentation
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Knowledge of the
expectations  (wish,
desire, goal...) (1.8)

1.8 Identification

1.8 After the patient
is clearly aware of the
relation between
anxiety and
behaviors, then a
nurse asks: - “What
were you thinking
about before you felt
upset?”

1.8
presentation

Verbal

Knowledge about the
influence of
expectations (1.9)

1.9 Elaboration

1.9 When the
expectations are held,
up front in mind the

patients need to
elaborate the
meaning of

expectations; - “What
expectations?”’; “Is it
attainable?”’;

“Origins?”;  “How
long held?”; “how
important?” “Can

they be changed or
given up?”; “Was the
expectation

reasonable — capable

of fulfillment?”
Identify the
discomfort felt,

experienced in: “what
part of body?”’; “what
degree?”; “what was
noticed by patient?”;
“ Was it
communicate to the
other(s) in  the
situation?”

1.9
presentation

Verbal
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Deep knowledge | 1.10 Consciousness | 1.10 List the | 1.10 Written -Take
about the | raising expectations and | notes of the
expectations and stuffs expectations and
stuffs that happen stuffs
after  expectations
(1.10)
Knowledge about the | 1.11 Syntax 1.11 When the patient | 1.11; 1.12 Verbal
connection of has clearly | presentation
expectations and formulated an
what happened expectation, then ask:
instead (1.11 - 1.12) “What happened

instead?”

When the

expectations held are

not met, the patients

need to think about: -

“What interfered in

the  achieve  of

expectations?”’;

“what happened

instead of

expectations?”’; “who

was to meet the

expectation,  when,

how, what the

evidence?”

1.12 And identify the

relief behaviors used

when the expectation

is not achieved: -

“what behavioral act

or acts related to what

pattern?”

1.12 Identification

Knowledge of the | 1.13 Consciousness | 1.13 List factors that | 1.13 Written -Take
factors involved in | raising can be amenable notes of the factors
what —happened | 4 14 paconing 114 Revise the | 1.14 Verbal
instead . of expectation in | presentation
expectations that can relation to what is
be amenable (1.13 — possible
1.14)
Knowledge about the | 1.15 Active learning | 1.15 Discuss about | 1.15 Verbal

connection between

what change might be

presentation
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the  factors and
anxiety that could be
control (connection
between anxiety and
expectations) (1.15-
1.17)

1.16 Environmental
reevaluation

possible, after you
identify and control
some factors in the
situation that
happened instead of
expectations, through
these questions:
“What do you think
you will feel when
the expectations
doesn't occur? What
happened instead?

1.16 List the
discomfort felt, and
relief behaviors used

1.16 Written -Take
notes of the relief
behaviors used

Step 4: Skill to decrease anxiety

e Teach a skill to decrease anxiety

Script:

e Now I will show and apply with you in these last 5 minutes the steps of mindful
breathing described in this paper

See on the next page the worksheet with steps to Mindful Breathing
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Worksheet — Mindful Breathing for anxiety

Goal: The intention of this deep breathing exercise is allowed thoughts and sensations to come
and go, through the connection between mind and body to reach the relief of unpleasant
feelings. The key of mindful breathing is to focus your attention on your breath, the inhale and

exhale.

Read and apply this entire worksheet following the steps

Step 1: Find a comfortable place to sit, preferably a place where you won’t be disturbed.
You can put your feet flat on the ground and try to straighten your posture, always think
in an imaginary line get out of your head;
o Note: It is not necessary put your feet flat on the ground, you can sit in the better
position for you
Step 2: Close your eyes or keep them open, whichever is more comfortable for you. You
may find it easier to maintain your focus if you close your eyes, but if you prefer to keep
them open, focus on something neutral;
Step 3: Begin by taking a few deep breaths:
o Adeep inhale through your nostrils (3 seconds), when you inhale, you must riser
your shoulder together the movement of inhale;
o Hold your breath (2 seconds);
o And a long exhale through your mouth (4 seconds) saying “ahhhh”
Step 4: After a few deep breaths, begin breathing at a normal rate and rhythm. Allow
your breath to find its own natural rhythm. Pay attention to the movements of in-breath
the air enters by your nostrils and causes a belly expansion, and during movements of
out-breath your belly contracts, the air out by mouth or nostril (chose what is better for
you), and notice that your body becoming more settled. Also notice the sound of your
breath as you breathe in and out;
Step 5: When you are distracted by thoughts, sounds, plans, problems or physical
sensations, notice the distraction, but do not attach to it. Gently go back to pay attention
to your breathing through to practice of letting go of the thoughts;
Step 6: Continue to focus on your breathing and stay in this relaxed state for as long as
you like;
Step 7: When you are ready, slowly open your eyes and bring your attention back to
your surroundings, come back fully alert and awake.
o Note: Each more you practice, better you will be to achieve mindfulness and
consequently decrease anxiety.
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Step 4: End of the appointment
e Announcement of the end of appointment
Script:

e Say thank you for the client for came to the appointment

e Say that you are glad for the client stay all appointment work with you

e Say that you hope to see you again in the next appointment

e If the client has a mobile phone say that you will send message to remind about the
time of the next appointment

Nurse tasks — During/ after appointment
Complete the data forms:

e Sociodemographic questionnaire

e Assessment of symptoms, issues, support

e Score of the BAI (before and after appointment), GSE, MOS SSS, PSS, ASSIST
e Nurse narrative and field notes

e Prepare for supervision meeting
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B. Middle Sessions 2-4: Work (identification + exploitation) Interpersonal Relationship
in Nursing
Appointment 2- 4

The middle session focus on implementing strategies address to the behavioral and
environmental factors that increase the level of anxiety. But to start to implement strategies the
first thing to do in the second appointment is to know if the client remembers what we’re
working in the last appointment

Appointment 2

Step 1: Focus in client’s feelings
e Start of Each session maintains a present focus in how the client feels.

Script:
e How have you been since we last met?
¢ Clients typically respond with either a reference to unpleased feelings (tensions -
anxiety) or the events in her life during the last day. If the patients provide information
about an interpersonal event, the nurse should link the event to the patient’s unpleased
feelings during the day reported or vice versa.

Step 2: Remind about the last appointment

e To know what the client absolved about the last appointment

Script:
e What do you remember about the last time (appointment)?

o Note: he needs to name anxiety (use the word anxiety associated a unpleasant
feelings), and he can tell about some action that he uses to decrease anxiety.

o Note: If he doesn’t talk at least the two things listed below, the nurse needs to
do all the things listed in the first appointment.

e What do you were able to do to decrease anxiety?

o Note: he might have mentioned the deep breathing, even if he said that he can't
do this. (some possible answers: | didn't like of this deep breathing. | tried to
do this deep breathing, but it is impossible to do with a lot of noise. I can’t
concentrate in the breathing). He needs to mention that he reminds about deep
breathing teaching in the last appointment.

Name of intervention: Logic Model of the problem
2) Goals of intervention (change objectives + determinants):

e Knowledge about the logical model of the problem (anxiety)

Change Objectives | Method Application Mode of Delivery
(Determinants) (Active ingredient) | (Component)
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- 1.3 Written
Knowledge  about | 1.1 Conceptual map | 1.1 Show a matrix of 3 rest;(re]tation'
anxiety as a problem the problem and ask FI)Distribute a.
for the client if he aper with the
would like to add | PaP
something logic model of
problem
Phase 4 Phase 3 Phase 2 Phase 1
Determinants Behavioral and environmental factors Health problem Quality of life
Personal determinants o Poor performances in
Behavioral factors Level of interpersonal relations

o Unawareness of anxiety c SOC\aI isolation/
anxiety o Poor sleep y loneliness _

o Insufficient skills for o Use of psychoactive / o Increase of cocaine
self-management " | substances (cocaine) use — dependence
behaviors o High level of anxiety o Workforce reduced

o Self (self-steem and o Medical and social
self-efficacy) costs

o Triggers /

o Relief behaviors /

Personal determinants

o Relations

o Knowledge

o Health care provider's
lack of knowledge,
skills, and time to
comunicate with
patients

o Family’s bond broken

Environmental factors

Interpersonal:

Social isolation/loneliness

Few familiar and friendship support

Peers anxious

Organizational:

Geographical boundaries — street

Limited health counseling from health care providers about anxiety
Community:

Few social network

Societal factors — low income

Homeless

Policies on minors™ access to mental health services

0O o0 0000 000 000

Step 2:

Script:

Logic model of the problem + logic model of change

Bring on the table the logic model of the problem and present a logic model of change.
o Note: If the client adds something in the logic model of the problem, the nurse

should readapt the model of the problem and based in this new model of the
problem, the nurse should do some adaptations on the logic model of change to
present for the client.

Talk about the interactions among behavioral and environmental outcomes with the

anxiety (health problem) and how they can improvement the quality of life.

Discuss with the patient about the behavioral outcomes, environmental outcomes and

how this will be affecting her quality-of -life

So, here is the logic model of the problem that we worked together and now | would
like to show a logic model of change that represent the transition of behavior and
environmental factors in behavioral and environmental outcomes that you can
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accomplish in order to decrease this unpleasant feelings (anxiety) that you feel, and to
improve your quality of life.

Logic Model of Change

Behavioral

Outcomes:

- Stablish a
healthy sleep
pattern

- Stablish a
healthy eating

- Manage cocaine
use

- Manage anxiety

Health
- Level of
Anxiety

Environmental Outcomes:

Interpersonal:

Quality-of-life Improvement:

- Improvement in the

performances during

interpersonal relation

- /Social isolation and loneliness

- Improvement of self-esteem

-+Cocaine use

-*the workforce

-.ability to do activities of daily
living

- *Stigma/Marginalization/
Discrimination

- Hospitalization

- Injury

- srecreational activities

- Improvement of Memory and

- Decrease social isolation and loneliness

- Have relationships healthy with friends, peers and family

Organizational:

- Support patients to get out of homeless situation

Community:

- Support patients to be reinserted in society

concentration
-+Medical and social costs

e For each behavioral outcome and environmental outcome, we have some suggestion in
how you can achieve these outcomes. | will present these suggestions for you, and we
will work together to make this suggestion in the best shape for you

Step 3: 1) Name of intervention: Working to manage anxiety — Triggers + relief behaviors +

self-efficacy

2) Goals of intervention (change objectives + determinants):

e Recognition of the triggers involved in the anxiety;

2.3)

expectations (2.1 -

2.2 Active learning

identified in the first
appointment the
expectation and
relief behaviors used
(it is easy to think
about triggers when
you put expectation,

Change Objectives | Method Application Mode of Delivery
(Determinants) (Active ingredient) | (Component)

Identify the triggers | 2.1  Consciousness | 2.1; 2.2 Define | 2.1; 2.2 Written -
involved in  the | raising triggers together with | Take notes of the
operative client after the client | triggers used

2.3 Written -Take
notes of the triggers
+ operative

expectations + what
happened instead
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what happened
instead and relief
behaviors). Make a
brainstorm with the
patient

2.2 Provide a list of

triggers that are
related with
operative

expectations

2.3 List the operative
expectations at side
of the triggers

Define the triggers
(2.3-2.5)

2.3
raising

Consciousness

2.4 Self-reevaluation

2.5 Environmental
reevaluation

2.3; 2.4 List the
characteristics of the
triggers (when,

where, who, how)

2.5 Encourage the
patients to describe if
their family members
(or peers, friends)
identify some
triggers that precede
the  change  of
behavior

2.3;2.4  Written -
Take notes of the
characteristics of the
triggers

2.5
presentation

Verbal

Appraise the
connection  among
triggers, expectations
and what happened
instead (2.7)

2.7 Elaboration

2.7 Do an
observation and
consensual
validation of variants
of security
operations (relief
behaviors used)

2.7 Written -Take
notes of the triggers
+ expectations +
relief behaviors used

Categorize the
possible triggers to
change (2.8 - 2.9)

2.8 Personalized risk

2.9 Planning coping
responses

2.8 Instruct the
individual to avoid
situations that can
generate this
problematics triggers

2.9 Formulate
together with patient
strategies to avoid
these situations

2.8; 2.9 Verbal

presentation
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e Identification, analyze and connection of the relief behaviors;

Change Objectives
(Determinants)

Method
(Active ingredient)

Application
(Component)

Mode of Delivery

Identify the relief
behaviors used
during anxiety (3.1-

3.2)

3.1
raising

Consciousness

3.2 Elaboration

the
relief

3.1 Connect
anxiety and
behavior

3.2 What pattern of
behavior is used?

3.1; 3.2 Verhal

presentation

Analyze the relief
behaviors used (3.3)

3.3 Elaboration

3.3 After identify the
relief behaviors used
(questions  below),
the nurse has to
follow this question
to the patient do an
analyze of the relief
behaviors: Is there a
series  of  relief
behaviors that are
used? Does the series
recur in the same
order in subsequent
anxiety-  producing
behaviors? The
amount of anxiety is
also inferred from the
relief behaviors

Identify the place that
the discomfort is
experienced: “What
part of the body do
you feel this
discomfort?”

3.3
presentation

Verbal

Connection of the
relief behaviors and
anxiety (3.4)

3.4 Possession

3.4 After analyze the
relief behaviors
(series, order and
amount of the series
of behaviors), the
patient should be
connected the relief
behaviors with the
wish to decrease or
stop the extreme

3.4
presentation

Verbal
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discomfort and
internal

tension(anxiety) is
experienced in your

body and your mind.

Modify the relief
behaviors that it is
possible change (3.5)

3.5 Self-reevaluation

3.5 The person can be
comparing his image
as a current relief
behavior to a possible
image as a new relief
behavior (e.g.. A
person can compare
his image as a
sedentary person to a
possible image of
himself as an active
person, using the
physical activity as a
relief behavior
instead of cocaine
use)

35
presentation

Verbal

e Express self-efficacy to face anxiety.

Change Objectives Method Application Mode of Delivery
(Determinants) (Active ingredient) | (Component)
Express self-efficacy | 4.1 Verbal | 41 Use positive | 4.1 Verbal
(confidence) to | persuasion messages  (positive | presentation
recognize anxiety reinforcement) to
4.2) show that the patient

is capable to

recognize anxiety
Demonstrate the self- | 4.2 Self-monitoring | 4.2; 4.3 clientskeepa | 4.2; 4.3  Written

efficacy (ability) to
establish connection
between  behaviors
that is used to relieve
anxiety (4.2- 4.3)

behavior
4.3 Alignment

diary to do notes
about the discomfort
(where in the body -
the nurse can provide
a picture what the
body parts for the
patient identify what
is the part of body

presentation -
notebook that it will
keep with the nurse —
circle the part of the
body on notebook
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that he feels
discomfort) that
came before the
unpleasant sensation
(anxiety) and the
relieve behavior used
to decrease this

unpleasant sensation

health; use of less
cocaine)

Express self- efficacy | 4.4 Verbal | 4.4 Use positive | 4.4 Verbal
(confidence) to | persuasion messages  (positive | presentation
recognize reinforcement) to
expectations (4.4) show that the client is

capable to recognize

expectations
Demonstrate the self- | 4.5 Syntax 45 Teach for the | 4.5 Verbal
efficacy (ability) to client how recognize | presentation
identify the as soon as possible
connection  among the connection
expectations  held, between expectations
what happened held, what happened
instead and relief instead, relieve
behaviors as soon as behaviors and
possible (4.5) anxiety. Because

once the client learns

identify the cycle, he

can break the cycle,

or use other kind of

relief behaviors.
Express self- efficacy | 4.6 Guided practice | 4.6 Use all the |4.6 Written
(confidence) to models to target | presentation:
change some behavior that | Distribute a paper
expectations and constitute anxiety ( | with the instructions
factors to break the deep breath; | of deep breath —
cycle of unpleasant mindfulness; mindfulness; the
feelings (4.6) physical activity, diet | kinds of physical

activities, how long
to do, how to do; and
diet health)

Step 4: Explanation about the papers and applications
e Explain each paper

Script:
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I have these 2 information papers about the possible relief behaviors that can replace
the bad relief behaviors

I will talk deeper about the others 2 relief behaviors in the next appointment and we
will have the opportunity to shape them better for your context

Now | would like to know if you are using the steps of mindful breathing described in

the paper on the last appointment
o Note: If he said that he isn't use, the nurse can suggest to apply with him

the steps of deep breathing.
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Step 5: End of the appointment
e Announcement of the end of appointment
Script:

e Say thank you for the client for came to the appointment

e Say that you are glad for the client stay all appointment work with you

e Say that you hope to see you again in the next appointment

e If the client has a mobile phone say that you will send message to remind about the
time of the next appointment

Nurse tasks — During/ after appointment
Complete the data forms:

e Assessment of symptoms, issues, support

e Score of the BAI (before and after appointment)
e Nurse narrative and field notes

e Prepare for supervision meeting

Appointment 3

Step 1: Focus in client’s feelings
e Start of Each session maintains a present focus in how the client feels.

Script:
e How have you been since we last met?
¢ Clients typically respond with either a reference to unpleased feelings (tensions -
anxiety) or the events in her life during the last day. If the patients provide information
about an interpersonal event, the nurse should link the event to the patient’s unpleased
feelings during the day reported or vice versa.

Step 2: 1) Name of intervention: Working to decrease social isolation
2) Goals of intervention (change objectives + determinants):

e Knowledge to decrease social isolation

Change Objectives | Method Application Mode of Delivery

(Determinants) (Active ingredient) | (Component)

Knowledge  about 1.6 Consciousness 1.5 List different 1.1; 1.3Written

different places near raising healthy places presentation:

of the place that 1.6 Advise the Distribute on

client live (1.1 — 1.3) person to list and paper a list with
= 7/ 1 1.7 Pros and cons compare the places and

advantages and localization
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1.8 Tailoring

disadvantages
about each place
presented

1.7 Provide maps
about the
localization of
places and routes
to arrive in the
place

1.2 Verbal
presentation

Knowledge about his
family history (1.4 -
1.5)

1.4 Empathic linkage
1.5 Feedback

1.8 Listen carefully
about his family
history

1.9 Give feedback
about the main
points of his
family history

1.9 -1.5 Verbal
presentation

Knowledge about the

importance of
healthy network
(1.6)

1.6 Elaboration

1.10 Develop link
about the
connection of
unhealthy
network with
increase of
anxiety, and
maintenance of
bad relief
behaviors

1.6Verbal
presentation

Knowledge about the
importance of
friendship  network
that can help with his
field of work(1.7 -
1.8)

1.7 Elaboration

1.8 Social
training

skills

1.11 Knowledge
about the
importance of a
healthy
friendship to
achieve
opportunities of
work

1.12 Teach
effective social
interaction in
specific
situations ( e.g:
job interviews,
eating out ) by
techniques of
behavior
rehearsal .
Develop a fiction

1.7 Verbal
presentation
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situation to client
try to think how
react to the

situation.

Knowledge  about | 1.9 Elaboration 1.9 List different 1.13pres\g1rtlat1t?gn-
different places | 1 19 prosand cons | N€althy  places to Distribute on
(recreation  centers) practice physical list with
near of the place that activities B?:(f(ersaar:(sj wi
Eﬂe client “Vﬁs t_ha} 1.10 Discuss with the localization
ac?ir\(jiti:sre pFr)ogrSallﬁs client the pros and | 1.14 Verbal

n hpl i
(1.96 — 1.10) cons about each place presentation

presented

o Self-efficacy to decrease social isolation

Change Objectives
(Determinants)

Method
(Active ingredient)

Application
(Component)

Mode of Delivery

Self-efficacy to
recognize  barriers’
client to  know
different places (2.1)

2.1 Changing routine

2.1 Advise on ways
of changing routines
daily or weekly to
limit exposure to
behavioral cues, and
to create an
opportunity to meet
other people

2.1 Verbal
presentation

Express self-efficacy
(confidence) to
establish contact with
his family (2.2)

2.2
linkage

Empathic

2.2 Through
empathic linkage is
developed  “bond”

between nurse and
client, and nurse can
talk/listen more
about client’s family

and encourage
clients to contact
their family

2.2 Verbal
presentation

Express self-efficacy
(confidence) to
practice physical
activity (2.3 -2.4)

2.3Action planning
2.4 Flooding

2.3 Prompt planning
the performance of a
particular  physical
activity (e.0.
running) at a
particular time on

2.3 Verbal
presentation
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certain days of week

2.4Taking client to a
gym to overcome
anxiety about
engaging in physical
activity

e Improvement in the interpersonal relation

Change Objectives
(Determinants)

Method
(Active ingredient)

Application
(Component)

Mode of Delivery

Prepare clients to
interpersonal
relations (bonds) in
news places (3.1)

3.1 Social
training

skills

3.1 Teach effective
social interaction by
techniques of
behavior rehearsal.
Develop a simulation
situation to client try
to think how react to
the situation.

3.1
presentation

Verbal

Reestablish
relational bonds (3.2-
3.3)

3.2  Environmental
reevaluation

3.3 Social
training

skills

3.2 Describe how
family members (or
peers, friends) feel
about  his  older
relational bonds that
he used to hang out

3.3 Teach effective
social interaction by
techniques of
behavior rehearsal.
Develop a simulation
situation to patient
try to think how react
to the situation. How
reestablish relational
bonds (message,
Facebook, meet face
to face)

3.2, 33 Verhal

presentation

Establish relational
ties to support to do

3.4 Restructuring the
social environment

3.4 ldentify barriers
to start physical
activity (e.g., lack of
motivation), and

3.4
presentation

Verbal
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physical
(3.4)

activity

discuss ways which
could help overcome

the barriers (e.g.,
going to the gym
with a buddy)

Step 3: 1) Name of intervention: Working to establish relationship healthy

2) Goals of intervention (change objectives + determinants):

e Enhance relationship

Change Objectives
(Determinants)

Method
(Active ingredient)

Application
(Component)

Mode of Delivery

Knowledge about the

past, current and
future relationships
11-1.4)

1.1 Elaboration
1.3 Providing cues

1.3  Environmental
reevaluation

1.4Restructuring the
social environment

1.1 Discuss about the
relationships
developed and your
mechanism to exist

1.2 Develop
comparison between
characteristics of
relations on past and
current

1.3Encourage clients
to describe how their
family members (or
peers, friends) feel
about their older
relational bonds that
they used to hang
out. How their family
members (or peers,

friends) feel about
their current
relational bonds. And
discuss about the
reaction of your
friends, peers and
family in relation a
relationship

developed

1.4Prompt the patient
to identify barriers
preventing them
from starting a new
friendship.

3.1
presentation

Verbal
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Knowledge  about
how to avoid
unhealthy

relationships (1.5)

1.5 Elaboration

1.5 Construct some
strategies to avoid
unhealthy
relationship

1.5
presentation

Verbal

e Increase of the self-efficacy to enhance relationship

Change Objectives
(Determinants)

Method
(Active ingredient)

Application
(Component)

Mode of Delivery

Express self-efficacy
(confidence) in
ability to encourage
the client to change/
finish  problematic
relationships (2.1 -
2.3)

2.1
Counterconditioning

2.2 Pros and cons
2.3 Stimulus control

2.1; 2.2 List in the
paper the
problematic

relationship through
a table with pros and
cons of the
relationship

2.3 To break habits-
if the patient knows
that he can meet the
guy (which he has a
problematic
relationship) in a
specific place, it is
important that the
patient recognize
that it isn’t help if he
keep going in this
place

2.1- 2.2 Written
presentation:
Development
columns  with
client on a paper

the
the

2.3
presentation

Verbal

e Increase of the healthy relations

Change Objectives | Method Application Mode of Delivery
(Determinants) (Active ingredient) | (Component)

Propose to clients a| 3.1  Consciousness | 3.1 Provide al|31 - 3.3 Verbal
deep understanding | raising conversation  about | presentation

{ibout their 3.2 Pros and cons th_e relations that the

interpersonal _ client has.

relations that are | 3.3 Environmental

significant (relational
bonds and relational
ties) (3.1 - 3.3)

reevaluation

3.2 Identify pros and
cons of his relations

3.3 Encourage client
to describe how their
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family members (or
peers, friends) feel
about his relations

Prepare cliens to
recognize unhealthy
relational bonds and
relational ties (3.4 —
3.5)

3.4 Pros and cons
3.5 Stimulus control

3.4 Identify pros and
cons of the unhealthy
relational bonds and
link with increase of
unpleasant  feeling
(anxiety) and bad
relief behaviors

3.5 To break habits-
if the patient knows
that he can meet the
guy (which he has a
problematic
relationship) in a
specific place, it is
important that the
patient recognize that
itisn’t help if he keep
to go in this place

3.4 — 35 Verbal
presentation

Step 4: 1) Name of intervention: Working to get out of homeless situation

2) Goals of intervention (change objectives + determinants):

e Knowledge about alternatives to homelessness situation

and the rules (1.1 —
1.3)

1.3 Using imagery

Change Objectives | Method Application Mode of Delivery
(Determinants) (Active ingredient) | (Component)

Knowledge about the | 1.1 Elaboration 1.1 List different 1.1Written
shel_ter _ hous:es 1.2 Pros and cons shelter houses near of presentation:
available in his city your common Distribute on

environment

1.2 Discuss with the
patient the pros and
cons about shelter
houses presented

1.3 Provide maps
about the localization
of places and routes
to arrive in that
places listed

paper a list with

places and
localization
1.2 Verbal

presentation
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knowledge about the
importance of family
(1.4)

1.4 Elaboration

1.4 Linking of the
lack of family's
contact with
homeless situation

1.4 Verbal
presentation

e Increase of self-efficacy to get out of homelessness situation

(confidence) in
ability to help the
client to keep contact
with his family and
maybe back to his
family's house (2.3)

to back to his

family's house

Change Objectives | Method Application Mode of Delivery
(Determinants) (Active ingredient) | (Component)
Express self-efficacy | 2.1 Feedback 2.1 Give a positive | 2.2; 2.2  Verbal
(confidence) to find a 22 Pros and cons reinforcement to find | presentation
best shelter house a shelter house
(21-2.2) 2.2 List pros and cons
to each shelter house
Express self-efficacy | 2.3 Pros and cons 2.3 Listprosandcons | 2.3 Verbal

presentation

e Establish a relation between get out of homelessness situation and new relations

Change Objectives
(Determinants)

Method
(Active ingredient)

Application
(Component)

Mode of Delivery

Propose to clients a
“shelter house” as an

opportunity to do
relational ties with
people (3.1)

3.1 Elaboration

3.1 Talk to the client
that Shelter house
can be a place that he
can  establish a
relation with other
person that share the
same reality

3.1 Verbal

presentation

Step 5: 1) Name of intervention: Working to be reinserted in society

2) Goals of intervention (change objectives + determinants):

e Reinsertion into society

Change Objectives

Method

Application

Mode of Delivery
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(Determinants) (Active ingredient) | (Component)
Knowledge through | 1.1 Elaboration 1.1 Link of 11 ;riézer\l::tri%ﬂ
state of advantages to . dangerous place with .
avoid dangerous 12 Pr(.JV|d.|ng cues increase of anxiety 1.3Video
places or places that | 1.3 Tailoring and marginalization
Lerrr]un(_jer rl"i Fiaztem 1.4 Reinforcement | 1.2 Link dangerous
ehavior (1.1- 1.4) places with bad relief

behaviors

1.3; 1.4 Show

documentaries about

the  relation  of

dangerous place and

increase of

marginalization

1.10 Written

Knowledge about the
social support
available in his city
(1.5-1.7)

1.5 Active learning
1.6 Reinforcement

1.7 Mobilizing social
support

1.5 List contact with
social support to
homeless people

1.6; 1.7 Encourage

presentation:
Distribute on
paper a list with
contact of social

client to enter in support

contact with this|1.11 Verbal

service presentation
Knowledge about the | 1.8 Using imagery 1.8; 1.9 Provide 1.8;1.9Verbal
specific policies to information  about presentation

homeless people and
addictive people
available in your city
(1.8-1.9)

1.9 Mobilizing social
support

specific policies to
homeless people by
newsletter and
images that provide a
fast understanding

e Increase of self-efficacy to be reinsert into society

Change Objectives
(Determinants)

Method
(Active ingredient)

Application
(Component)

Mode of Delivery

Express self-efficacy
(confidence) in
ability to generate
coping strategies to
deal with

2.1 Stimulus control

2.2 Restructuring the
social environment

2.1 To break habits-
Talking with patient
about some habits
that it is not well
view by society

2.1- 2.2 Verbal
presentation
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environmental cues 2.2  Prompt the
(21-2.2) patient to identify
barriers  preventing
them from starting a
reinsertion in the
society

Step 6: End of the appointment
e Announcement of the end of appointment
Script:

e Say thank you for the client for came to the appointment

e Say that you are glad for the client stay all appointment work with you

e Say that you hope to see you again in the next appointment

¢ If the client has a mobile phone say that you will send message to remind about the
time of the next appointment

Nurse tasks — During/ after appointment
Complete the data forms:

e Assessment of symptoms, issues, support

e Score of the BAI (before and after appointment)
e Nurse narrative and field notes

e Prepare for supervision meeting

Appointment 4

Step 1: Focus in client’s feelings
e Start of Each session maintains a present focus in how the client feels.

Script:

e How have you been since we last met?

e Clients typically respond with either a reference to unpleased feelings (tensions -
anxiety) or the events in her life during the last day. If the patients provide information
about an interpersonal event, the nurse should link the event to the patient’s unpleased
feelings during the day reported or vice versa.

Step 2: 1) Name of intervention: Working to manage cocaine use
2) Goals of intervention (change objectives + determinants):

e Knowledge about cocaine use
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Change Objectives
(Determinants)

Method
(Active ingredient)

Application
(Component)

Mode of Delivery

1.1 -1.3 Written

Knowledge about the | 1.1  Consciousness | 1.1, 1.2 Diary of tati
habitual raising cocaine use and other ?r:]e;ggsa lon -
consgmptlon of 1.2 Self-monitoring substance_ 1.2 Written
cocaine and the of behavior psychoactive tati
characteristics of his normally used prisegn aklon B
habitual together noteboo
(io;sumptlon (L1 - 113 Using Imagery | 1.3 Image with a
3) measure of cocaine

(one  rock, 250

grams)

1.3  Image with

measure of other

substance abuse

(alcohol)

1.1; 1.3 Knowledge

about the pathways

of cocaine by figure

and video

1.1; 1.3Knowledge

about the pathways

of cocaine and other

substance abuse by

figure and video
Knowledge about the | 1.4  Consciousness | 1.4 List with some 1.4Wr|tte:1 tion:
challenges to | raising triggers to FI:))ries?[(reiTJStcleOQﬁ
decrease - . consumption of o
consumption of 1.5 Active Iear.nlng.g cocaine {:ﬁg;gglﬁthth
cocaine (1.4 -1.6) 16 Self-monltorlng 1.4; 1.5 Discussion | 1.5 Written

of behavior _

about the challenges presentation —

to achieve less notebook

consumption of

cocaine

1.4, 1.5

Development of an

individual list

pointed the

individual's

challenges

1.4 ;1.6Diary of |16 Verbal

cocaine use with

description of place,

presentation
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time, and people that
the individual used to
do consumption

e Recognition of the triggers involved in cocaine use

Change Objectives
(Determinants)

Method
(Active ingredient)

Application
(Component)

Mode of Delivery

Triggers that are
present in his
lifestyle that interfere
direct or indirect to
cocaine use (2.1 -2.3)

2.1
raising

Consciousness

2.2 Personalized risk

2.3
Prevention

Relapse

2.1 Identify specific
triggers that generate
the need to use
cocaine

2.2 Analyze all the
things involved with
the triggers

2.3 Develop
strategies to avoid
environmental
triggers

21 -23 Verbal
presentation (fill the
table)

Modify the triggers
that interfere in the
cocaine use (2.4-2.7)

2.4 Planning coping
response

2.5 Mobilizing social
support

2.6 Avoidance/
reducing exposure to
triggers  for  the
cocaine use

2.7 Restructuring the
social environment

2.4; 2.5 Provide
social support to face
the trigger present in
the cocaine use

2.6 Avoid the
situations that
provide triggers to
cocaine use

2.7 Change (if

possible) your usual
social environment

2.4-2.7
presentation

Verbal

¢ Identification, analyze and connection of the relief behaviors

Change Objectives
(Determinants)

Method
(Active ingredient)

Application
(Component)

Mode of Delivery
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Create a new relief 3.1; 3.2 Discuss with | 3.1-3.2 Verbal
behavior in  his 31 the patient about | presentation
lifestyle (3.1 -3.2) Counterconditioning others_ rel'lef
behaviors that give
3.2 Consciousness | him pleasure similar
raising a cocaine
(mindfulness,
physical activity,
health sex , food..)
Modify the relief | 3.3 3.3 After figure out | 3.3-3.4 Verbal

behaviors (3.3 — 3.4)

Counterconditioning

3.4  Environmental
reevaluation

others relief
behaviors, the patient
can try to use this
new relief behaviors
instead of cocaine

3.4 Encouraging the
patient to compare
the  new  relief
behavior with the big
quantity of cocaine
use (the patient here,
he can keep use
cocaine, but at least
decrease a little of
consumption or use
other kind of drug, or
other kind of the way
of consumption —

presentation

“crack — cocaine

powder”)
e Express self-efficacy to manage cocaine use
Change Objectives | Method Application Mode of Delivery
(Determinants) (Active ingredient) | (Component)

Express self-efficacy
(confidence) in
ability to monitor
one’'s own cocaine
use (4.1-4.2)

4.1 Self-reevaluation

4.2 Self-monitoring
of behavior

4.1; 4.2 Diary with
notes about your
cocaine intake and
the way wused to
consumption

4.1-4.2 Written
presentation —
notebook
(nurse can
decide
together with
the individual
if the




160

notebook will
stay with her
or with the
client,
because in the
next
appointment
the client
should bring
the notebook)

Express self-efficacy
(confidence) in
ability to generate
coping strategies to
deal with the
challenges (4.3—4.7)

4.3 Cue altering

4.4 Mobilizing
social support

4.5 Flooding

4.6 Planning coping
response

4.7 Relapse
Prevention

4.3 Patient search for
a place that he cannot
have a lot of access
to cocaine

4.4 Offer some social
support that provide
others relief
behaviors instead of
cocaine

4.5 Talk to patient to
go to the gym to
overcome  anxiety,
instead to  use
cocaine

4.6 Nurses provide a
list of potential
barriers and ways to
overcome these.

4.7 Develop
strategies to avoid
environmental
triggers

4.3-4.7 Verbal
presentation

o Note: After work with all the strategies to manage the cocaine consume, and
the client keep resistant to try these new strategies. The nurse should talk
some reinforcement messages: - | can't compete with drugs, because the
drugs give a pleasant sensation so fast, but | and you know that this sensation
ends fast. So, all the things that we talked today, | can say that the relieve
duration is longer than drugs, but you need to practice each day more to
achieve the best sensation.

Step 3: 1) Name of intervention: Working to establish a healthy sleep pattern

2) Goals of intervention (change objectives + determinants):
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e Knowledge about the most common pattern of sleep

Change Objectives
(Determinants)

Method
(Active ingredient)

Application
(Component)

Mode of Delivery

Knowledge about the
most common
pattern of sleep (1.1-
1.2)

1.1 Consciousness
raising

1.2Using imagery

1.1 Guideline about
the common pattern
of sleep

1.2 Image with the
time of sleep and the
mood relation (tired,

1.1; 1.2 Written
presentation:

Distribute a paper
with information
about pattern of
sleep and figure with

very tired, well) mooq and  sleep
relation
Knowledge of the |15 Consciousness | 1.5 Guideline about |15 -1.7 Written
benefits of physical | raising the beneficious of | presentation
activities to improve physical activity
the sleep (1.5-1.7) (paper or media)
o 1.6 Image about the
1.6 Using imagery | function of physical
activities on the body
(paper or media)
1.7Videos/newsletter
about the relation
between physical
: : activities and improve
1.7Belief selection of sleep
Knowledge  about | 1.8 Self-monitoring | 1.8 Diary to do notes | 1.8 Written
your habitual pattern | of behavior about your pattern of | presentation -
of sleep (1.8) sleep (notebook) notebook
Knowledge of the |1.9 Consciousness | 1.9 Discussion about | 1.9; 1.13 Verbal
challenges to achieve | raising the challenges to | presentation
a good pattern of achieve a  good
sleep in your reality pattern of sleep _
and possible safer 1.10- 1.12 Written

places to sleep (1.9-
1.13)

1.10 Active learning

1.10 Development of
an individual list
(paper) pointed the
individual's

challenges

1.11;1.12 Provide a
list (with localization
and contact) with

presentation -
Distribute a paper
with information
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1.11 Consciousness
raising

1.12 Mobilizing
social support

1.13 Reinforcement

safer places that the
client can go to sleep

1.13 Provide
information about
how safer place

contribute to stablish
a healthy sleep pattern

e Recognition of the triggers involved in the sleep

Change Objectives
(Determinants)

Method
(Active ingredient)

Application
(Component)

Mode of Delivery

Triggers that are
present in  your
lifestyle that interfere
in the sleep (2.1-2.3)

2.1 Consciousness

raising
2.2 Active learning
2.3 Elaboration

2.1;2.2Provide a list
with some triggers
that interfere in the
sleep

2.3 Identify together
with  client  your
triggers that interfere
in the sleep, and
provide alternatives
for inhibit  these
triggers (menu of
options).

2.1- 2.2 Written
presentation:
Distribute on paper a

list with triggers

2.3 Verbal
presentation +
written presentation
(add on the list give
for client the new
triggers  that he
identified)

Triggers that
interfere to not do
physical activity (2.4
-2.5)

2.4
raising

Consciousness

2.5 Restructuring the
physical
environment

2.4 Link the triggers
(frequency and
probability) with
absence of physical
activity

2.5 Prompt the client
to identify barriers
for start a new
exercise regime (e.g.,
lack of motivation,
and discuss ways in
which they could
help overcome them
— e.g., going to the
park to do exercise
with a friend)

24; 25 Verbal

presentation
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Modify the triggers
that interfere in the
pattern of sleep (2.6-
2.8)

2.6 Planning coping
response

2.7Mobilizing social
support

2.8 Feedback

2.6; 2.7 Offer some
social support to face
this trigger

2.8 Give a positive
reinforcement to
change of pattern of
sleep

26 -2.8
presentation

Verbal

e Identification, analyze and connection of the relief behaviors;

Change Objectives
(Determinants)

Method
(Active ingredient)

Application
(Component)

Mode of Delivery

Relief behaviors to
achieve sleep (3.1-
3.3)

3.1 Consciousness
raising

3.2Active learning

3.3Tailoring

3.1 Reinforcement
the importance of
Mindful breathing to
achieve sleep, but the
patient can choose to
do only deep breath
before sleep. He can
decide what works
better for him.

3.2 Teach the patient
to do a deep breath
before sleep (Step 3
in  the  mindful
breathing)

3.3 Discussion with
the  client  your
environmental

situation.  Because
sometimes the client
said that he needs to
keep herself awake to
be safe in dangerous
place. You can teach
him that he can adapt
the mindful breathing
to be awake when he
heard some noise that
represent danger for
him. E.g. Instead of
letting go all the
thoughts, he needs to
keep in your

3.1
presentation

Verbal

3.2 Practical

application

3.3
presentation

Verbal
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unconsciousness that
he will recognize
noise that represent
danger to be awake
and alert in the same
moment.

Physical activity as a
relief behavior (3.4 -
3.5)

3.4  Consciousness
raising
3.5 Using imagery

3.4; 3.5 Provide
information with the
function of physical
activity in decrease
anxiety (body
relaxation) by paper,
video, pictures and
achieve to sleep

3.4;: 35 Written

presentation

Distinguish the relief

3.6Active learning

3.6 Develop a table

3.6Written

behaviors that with 2 columns | presentation:
difficult the sleep which one column | Development  the
from that help a good will be to relief | columns with the
sleep (3.6) behaviors that help | client on a paper

sleep and the other it

will be to relief

behaviors that is bad

to sleep that the client

use
Modify the relief | 3.7 Active learning | 3.7 Use the table |3.7 Written

behaviors that is used
to achieve the sleep
(3.7)

developed previously
to identify the bad
and good relief
behaviors used, and
with the patient try to
substitute the bad
relief behavior for
others.

presentation

e Express self-efficacy to achieve health sleep pattern

Change Objectives
(Determinants)

Method
(Active ingredient)

Application
(Component)

Mode of Delivery

Self-efficacy in
ability to adequate
pattern of sleep in his
lifestyle (4.1 —4.2)

4.1 Guided practice

4.1 The client firstly
show how he is using
the techniques to
improve your sleep
(mindfulness, deep

4.1
application

Practical
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4.2 Self-monitoring
of behavior

breathing...) and then
the nurse asks to
patient to do the same
a number of times to
analyze the way that
he is doing. After
this, nurse will give
brief comments on
the patient’s
performances,
emphasizing aspects
done well.

4.2 Clients keep a
diary about your
pattern of sleep, and
take notes about how
the techniques are
help to adequate
pattern of sleep in his
lifestyle

4.2 Written
presentation -
notebook

Express self-efficacy
(confidence) in
ability to do physical
activity (4.3 -4.5)

4.3 Goal setting

4.4 Self-monitoring
of behavior

4.5 Planning coping
response

4.6 Flooding

4.3 Client and nurse
discuss the goal for
the next meeting,
deciding on a goal
that is acceptable in
his  lifestyle to
improve his physical
activity.

4.4 Client keeps a

diary  about the
physical activity
done

4.5 Nurses provide a
list of potential
barriers and ways to
overcome these, as
example, if the park
that the patient used
to go to do physical
activity is closed, he
can other options
near this park to do
exercise.

4.6 Clients must keep
in mind that physical
activity is important

4.3; 4.5; 4.6 Verbal
presentation

4.4 Written
presentation -
notebook
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to reduce anxiety,
and consequently
achieve sleep

Express self-efficacy
(confidence) in
ability to change
pattern of sleep (4.7 —
4.8)

4.7
physical
emotional states

Improving
and

4.8 Cue altering

4.7 Patient are taught
to breathe deeply and
relax before to go to
sleep, and
consequently he will
have more chance to
sleep well. For
patient that live in the
street (homeless)
nurse have to
reaffirm that during
this breath the patient
have to keep in mind
that some noise that
can represent
dangerous he will
wake up fast and alert
( unconsciousness
message — this is
what happen when
mom  wake up
instantly when she
heard the cries sound
of your son).

4.8 Patient search for
a place safer than
previous that he used
to sleep, in order to
avoid disturb in your
sleep

4.7
presentation

Verbal

Step 4: 1) Name of intervention: Working to establish a healthy diet

2) Goals of intervention (change objectives + determinants):

e Knowledge about the most common pattern of eating

Change Objectives
(Determinants)

Method
(Active ingredient)

Application
(Component)

Mode of Delivery
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Knowledge about the
most common
pattern of eating (1.1-
1.2)

1.1  Consciousness
raising

1.2Using imagery

1.1 Guideline about
the common pattern
of eating

1.2 Image with the
foods  that  the
individual can eat per
day

1.1; 1.2 Written
presentation:

Distribute a paper

with information
about  pattern  of
eating and figure

with the foods

Knowledge  about
your habitual pattern
of eating (1.3 -1.4)

1.3 Self- monitoring
of behavior

1.4 Feedback

1.3 Diary of food
intake

1.4 Feedback about
the match between
the hope health habit
of eating and the
current  individual
habit

1.3 Written
presentation —
notebook

14
presentation

Verbal

Knowledge about the
places to eat healthy
food (1.5 -1.6)

1.5 Consciousness
raising
1.6 Feedback

1.5 List about the
places to eat

1.6 Feedback about
the places to eat and
the good food for eat

1.5 Written
presentation —
provide a list on
paper

1.6 Verbal
presentation

Knowledge about the
challenges to achieve
a good pattern of
eating in your reality
(1.7-1.8)

1.7  Consciousness
raising
1.8 Active learning

1.7 List with some
triggers to  bad
consumption of food

1.7 Discussion about
the challenges to
achieve a good
pattern of eating

1.8Development  of

an individual list
pointed the
individual's
challenges

1.7 Written
presentation —
provide a list on
paper

1.8 Verbal
presentation

e Recognition of the triggers involved in the eating

Change Objectives
(Determinants)

Method
(Active ingredient)

Application
(Component)

Mode of Delivery
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Triggers that are
present in  your
lifestyle that interfere
in your diet (2.1-2.2)

2.1
raising

Consciousness

2.2 Active learning

2.1 Provide a list of
possible triggers that
interfere in the health
diet

2.2 Adapt a list for
your reality

2.1Written
presentation:
Distribute on paper a
list with triggers

2.2 Verbal
presentation +
written presentation
(add on the list give
for client the new

triggers  that he
identified)
Modify the triggers | 2.3 Reinforcement 2.3 Give a positive | 2.3 Verbal

that interfere in the
healthy food (2.3)

reinforcement to face

the triggers that
interfere  in  the
healthy food

presentation

e ldentification, analyze and connection of the relief behaviors

Change Objectives | Method Application Mode of Delivery
(Determinants) (Active ingredient) | (Component)
Create new relief | 3.1 3.1; 3.2 Encourage | 3.1; 3.2 Verbal
behaviors to achieve | Counterconditioning | the patient to learn | presentation
a good eating in his . health behaviors that
lifestyle (3.1 - 3.2) 32 Cuealtering can substitute for this
problematic
behavior (to
schedule a regular
time to eat; don't eat
snack before the
meal; don't drink
alcohol beverage
before the meal)
Distinguish the relief | 3.3 Active learning 3.3Develop a table | 3.3 Written

behaviors that
difficult the healthy
diet from that help a
good diet (3.3)

with 2 columns
which one column
will be to relief
behaviors that help
healthy eating and
the other it will be to
relief behaviors that

presentation:
Development
columns  with
client on a paper

the
the
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is bad to diet that the
client use

Modify the relief
behaviors that is used
to achieve the

healthy diet (3.4)

3.4 Active learning

3.4 Use the table
developed
previously to
identify the bad and
good relief behaviors
used, and with the
patient try to
substitute the bad
relief behavior for
others.

3.4
presentation

Written

e Express self-efficacy to achieve healthy diet

Change Objectives | Method Application Mode of Delivery
(Determinants) (Active ingredient) | (Component)
Express self-efficacy | 4.1 Reinforcement 41 Use positive | 4.1 Verbal
(confidence) in messages  (positive | presentation
ability to adequate reinforcement)  to
pattern of eating in show that the patient
his lifestyle (4.1) is capable to enhance

an adequate pattern

of eating
Express self- efficacy | 4.2 Self-monitoring | 4.2 Diary to do notes | 4.2 Written
(confidence) in | of behavior about your food | presentation —
ability to monitor intake (notebook) notebook
one’s own food

intake (4.2)




170

Express self-efficacy
(confidence) in
ability to face the
challenges
encountered toward
pattern of eating (4.3-
4.5)

4.3 Cue altering

4.4 Mobilizing social
support

4.5 Planning coping
response

4.3 Client search for
a place that can
provide more health
food, in order to
avoid unhealthy
food.

4.4 Offer some social
support that provide
free food or with low
cost, and healthy.

4.5 Nurses provide a
list of potential
barriers and ways to
overcome these.

4.3-4.5
presentation

Verbal

Step 5: End of the appointment

e Announcement of the end of appointment

Script:

e Say thank you for the client for came to the appointment
e Say that you are glad for the client stay all appointment work with you
e Say that you hope to see you again in the next appointment
e If the client has a mobile phone say that you will send message to remind about the

time of the next appointment

Nurse tasks — During/ after appointment

Complete the data forms:

Assessment of symptoms, issues, support

Score of the BAI (before and after appointment)
Nurse narrative and field notes
Prepare for supervision meeting

C. Termination Session 5: Resolution - Interpersonal Relationship in Nursing

Appointment 5

The goal of termination session is to summarize all the previous sessions, identifying the most
important skills that the client developed to achieve the goal (decrease anxiety), development
of strategies for the clients maintain the skills in your context daily, and terminate the
relationship between nurse and client. This session can be full of feelings, so the nurse must to
be prepared to sadness and tears that might happen.
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Step 1: Focus in client’s feelings

Script:

Step 2:

Script:

Step 3:

Script:

Start of Each session maintains a present focus in how the client feels.

How have you been since we last met?

Clients typically respond with either a reference to unpleased feelings (tensions -
anxiety) or the events in her life during the last day. If the patients provide information
about an interpersonal event, the nurse should link the event to the patient’s unpleased
feelings during the day reported or vice versa.

Resolution

Summary the goals

During these days we talk about ways to reach a better level of anxiety. The main
points to reach this are change your health sleep pattern, your food intake and your
cocaine use; and change your relationships and decrease your social isolation.

o Note: If the patient is homeless, change your situation of homeless is an

important factor to be consider in this moment.

We work together to adapt some strategies to achieve these changes for your reality.
Perhaps new situations can appear in your life that demand a new strategy to face
them, but you have keep in mind that the main strategies are these, and you can
readapt or create others based in these main strategies.
Review the strategies that the client will use.
Now you know how to recognize anxiety and the expectations, and when you are in
syntax mode of anxiety you can create new relief behavior to face the unpleasant
feeling that is anxiety, and you can choose healthy relief behaviors instead of
problematic relief behaviors.

End of the appointment

Announcement of the end of appointment

Say thank you for the client for came to the appointment.

Say that you are glad for the client stay all appointment work with you.

Terminate the relationship between nurse and client but tell for the client that he can
always back to specialized service in alcohol and other drugs when he thinks it is
necessary in any time and any day to be attending by our health care provider.

If the client asks if he can be attending for you, you have to clarify that you will not be
able to do more appointment with him.

Allow the nurse and the client to grieve the loss

Nurse tasks — During/ after appointment

Complete the data forms:
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Assessment of symptoms, issues, support

Score of the BAI, GSE, MOS SSS, PSS, ASSIST
Nurse narrative and field notes

Prepare for supervision meeting



CHAPTER SEVEN
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CHAPTER SEVEN

9. THIRD ARTICLE
Interpersonal theory of nursing to anxiety management in people with substance use disorder

(ITASUD): a feasibility study
Abstract

Background: The comorbidity of anxiety and substance use disorders has been shown to have
a strong association. High levels of anxiety are critical to the increased risk of substance use
disorders, relapse and withdrawal of related treatment. While it is broadly accepted that a
potential factor in helping this population continue with their treatment is to address their
anxiety. There has been no protocol, and feasibility studies targeting anxiety in cocaine users.
Methods: Our aim was to verify the feasibility of the interpersonal relationship between nurse
and patient to equip cocaine users with anxiety management strategies. Thirty-nine participants
received a complex intervention focused on their anxiety. Feasibility outcomes included: 1)
Demand; 2) Acceptability; 3) Implementation; 4) Practicality; 5) Adaptation; and 6) Safety.
Besides this, we used General Self- Efficacy Scale (GSE), Medical Outcome Study (MOS SSS),
Perceived Stress Scale (PSS), ASSIST (Alcohol Smoking and Substance Involvement
Screening Test), Generalized Anxiety Disorders (GAD 7) and Beck Anxiety Inventory (BAI)
to measure the mediators of intervention. Results: Preliminary evidence support the feasibility
of the trial with some changes. The main results demonstrate that it is necessary a synthesis of
the intervention program to three days, instead of five, due to the low prevalence of people in
the fourth and fifth appointments. The main content of the intervention may appear in the first
(100%) and second appointment (64.10%), period that we have more people attending. The
anxiety measure was acceptable and appeared sensitive to change, decreasing in 38 points in
average after the intervention. Conclusion: The results of this feasibility study suggest that
Interpersonal Relationship nurse-patient have potential as an inexpensive and feasible
intervention. A larger trial, following the changes pointed in this implemented protocol, is

necessary to fully test the effectiveness of ITASUD.
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Background

The comorbidity of anxiety and substance use disorders has been investigated by several
researches (Remes et al., 2016) and a strong association has been shown. Epidemiological and
clinical studies (Kosten et al., 2000; Kushner et al., 2000) have demonstrated that high levels
of anxiety are associated with an increased risk of substance use disorders. And data (Regier et
al., 1998; Wittchen et al., 2000) suggest that onset of anxiety is primary to onset of substance
use disorders and is associated with higher rates of impairment, health care cost, and decrease
work productivity (Simpson, 2010). The purpose of this paper is to verify the feasibility of a

prototype intervention, based on Peplau’s theory, to anxiety management for cocaine users.

To date, attempts to intervene in substance use disorders, specifically cocaine use
disorders, have focused on cocaine use, and the majority have been realized in the laboratory
with mice. These interventions have met with varied levels of efficacy. The limited efficacy
may be because interventions address only the psychoactive substance (cocaine). An alternative
and novel approach is to conceptualize the anxiety felt by cocaine users as the problem that
generates the use of cocaine, in order to consider underlying determinants of anxiety (self-

efficacy, relations, triggers, and cocaine) that could be targeted by interventions.

This knowledge is important given the increase of cocaine users in Brazil (UNODC,
2012), and the high demand of cocaine users in emergency room (“The Global Drug Survey
2015 findings ”, 2015) which overloads the Health System, and highlights the need to reframe
the specialized health service provided to the treatment of alcohol and other drugs, in order to
prevent people from ending in an emergency room. Such a measure will decrease the health
care costs with this population, once this population will no longer reach the emergency room
frequently due to cocaine abuse

The high level of patients’ drop out during the treatment in specialized outpatient health
facility in alcohol and other drugs is related with patients’ high anxiety levels(Shanmugam &
Winslow, 2013), and this drop out is considered a critical issue in the health scenario (Miguel
et al., 2016). Due to this issue, the overall aim of this study is to assess whether it is possible to

design a complex intervention to equip cocaine users in the management of anxiety.

The intervention was developed in earlier phases of the study (using an intervention
mapping approach to develop a new intervention which combines environmental and
behavioral factors of anxiety as well as focus groups with nurses). We are now conducting a

study to assess the feasibility of the intervention, which it is significant since it will estimate
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important parameters that are needed to design the main study/trial (RCT). In order to inform
the design of an adequately powered trial which could test the effect of the interpersonal
relationship between nurse and patient to equip cocaine users with anxiety management

strategies.
Methods
Design

The study used a mixed-methods single-arm repeated measures feasibility design and
was conducted from October 2018 to December 2018. Thirty-nine cocaine/crack users with
anxiety attending in the specialized outpatient health facility in alcohol and other drugs
localized in the S&o Paulo downtown received over a one-week period of the intervention to
management of anxiety through the Interpersonal Relationship nurse-client. Participants
completed measure of General Self- Efficacy Scale (GSE), Medical Outcome Study (MOS
SSS), Perceived Stress Scale (PSS), ASSIST (Alcohol Smoking and Substance Involvement
Screening Test), Generalized Anxiety Disorders (GAD 7) and Beck Anxiety Inventory (BAI)
at baseline, and in the last appointment. The Beck Anxiety Inventory (BAI) was applied in all
5 appointments in the start and in the end of appointment to evaluate the level of anxiety. There
is also a questionnaire about the characteristics (e.g., demographics) of the participants that
there is applied only in the first appointment. Qualitative open-ended interviews were
conducted with participants at the last appointment.

Ethical consideration

This study was approved by the institutional review board at the Nursing School,
University of S&o Paulo (CAEE number: 86848418.4.0000.5392) and the Municipal Health
Secretary of Sdo Paulo (CAEE number: 86848418.4.3001.0086).

Participants

We recruited 42 cocaine/crack users in the specialized outpatient health facility for
alcohol and other substances in S&o Paulo downtown, via advertisement and talk face to face
around the health facility. The inclusion criteria were (2) to be a man, (b) age 18 years or over,
(c) to use cocaine/crack as a principal drug, (d) to present high level of anxiety, (e) to be during
the development of Therapeutic Plan Singular (PTS) — When the patient doesn’t have contact
with other health professional, and he is not participating of any group in the health facility.

People were excluded if (a) they were experiencing a psychotic episode, had thought-disorder
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or who were unable to give consent, (b) they were intoxicated by any psychoactive substance,
and (c) they were not fluent in Portuguese.

The Intervention

The intervention is a complex intervention, which used the intervention mapping as a
method and Peplau’s Interpersonal Theory of Nursing (ITN) as a conceptual model. It was
delivered by a nurse researcher that developed the manual of intervention, and she had an
extensive training in Peplau’s concepts. The intervention to equip cocaine user in the
management of anxiety is a client-centered that we address the behavioral (sleep, eat, drug
addiction) and environmental (social isolation, familiar and friendship support, low income)
main factors of anxiety. However, during the appointment, the client can bring some other
factors, and the nurse will work with these new factors during the appointment. The underlying

principle of the intervention is based on Peplau’s ITN.

Communication is the key for accomplishing good results in all types of health
treatment. The construction of a holistic health plan for clients must be based on a
comprehensive assessment of the client's problems and integration of pathophysiological,
psychological and social data into the plan to accomplish a whole health approach to mental
health issues. All this process is construct with the individual to increase their self-efficacy

when approaching and dealing with anxiety.

The clients received up to five 1-hour one-to-one sessions with the same nurse
throughout, who use the intervention methods in the interaction. Sessions took place over one-

week period in the health service.
Sample size

A sample of 39 participants were the target as this is considered enough for a feasibility
study (Lancaster et al., 2004); we recruited over a set period (October to December 2018) at the

specialized outpatient health facility for alcohol and other substances in S&o Paulo downtown.
Data collection and procedures

Nurse contacted potential participants to explain the study. All data collection took place
over face-to-face ranging in length from 60 to 90 min. Nurse directly entered quantitative data

into RedCap (Research Electronic Data Capture), a secure online data collection system.

After consent was obtained, nurse collected demographic, clinic and behavioral data;
and baseline measures (GSE, MOS SSS, PSS, ASSIST, GAD 7, BAI, and PHQ 9) from all
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participants. The baseline measures are to evaluate the mediators of the intervention self-
efficacy, relation, stress, psychoactive substance use, and anxiety. Self-reported self-efficacy
was assessed via the GSE, relation was assessed via MOS SSS, Stress via PSS, Psychoactive
substance use via ASSIST, and level of anxiety via GAD 7 in the screening and BAI in the start
and end of all appointments. PHQ 9 was used to evaluate the safety of the intervention.
Questionnaires were completed prior the intervention, and in the last appointment. Anxiety

outcomes, through BAI scale, will be measured in the start and in the end of the appointment.
Measures
Demographic, Clinical and Behavioral form

The demographic, clinical and behavioral form were completed by all participants at
baseline. Demographic information collected included age, color of skin, number of sons,
marital status, employment status, ethnicity, religion, and level of education; clinical included
comorbidities, medication and disease; behavioral included information about the first contact
with cocaine, place that use cocaine, family member with substance’s problems and physical

activities
General Self-Efficacy Scale

The GSE is a 10-item, 4-point scale with a Cronbach’s alpha coefficient of reliability
ranging from 0.76 to 0.90. The scale assesses a person’s perceived self-efficacy or their belief
that they can complete novel or difficult tasks or cope with diversity. Total scores range from

10 to 40 with higher scores indicating a greater level of self-efficacy.
Medical Outcome Study

The MOS SSS is a 19 -item, 5-point scale with a Cronbach’s alpha coefficient of
reliability ranging from 0.76 to 0.95. The scale assesses the extent to which the person has the
support of others to cope with stressful life situations. Total scores range from 0 to 76 with high

scores indicating a greater perceived support.
Perceived Stress Scale

The PSS is a 14-item, 5-point scale with a Cronbach’s alpha coefficient of 0.77 to 0.87.
The scale assesses the perception of stress. It is a measure of the degree to which situations in
one’s life are appraised as stressful. Total scores ranging from 0 to 56 points with high scores

indicating a greater level of stress.

Alcohol Smoking and Substance Involvement Screening Test
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The ASSIST is a 8 item by the type of psychoactive substance (tobacco, alcohol,
cannabis, cocaine, amphetamine — type stimulants (including ecstasy), inhalants, sedatives,
hallucinogens, opioids, and “other drugs”), 4-point scale with a kappa coefficient ranged
between 0.58 to 0.90. The scale evaluates the frequency of the psychoactive substance use,
during the life and in the last three months. Related problems with the use, concerns about the
use, unsuccessful attempts to stop or reduce use, compulsive feeling, and use through injectable
via. Total scores ranging from 0 to 20 points. Score from 0-3 is an occasional use, 4-15 is abuse,

and 16 and above as a suggestive dependence.
General Anxiety Disorder

The GAD-7 is designed to measure anxiety severity. It consists in 7 items, 4-point scale
with a Cronbach’s alfa coefficients of 0.88. Total scores ranging from 0 to 21. Score from 0- 5

is mild anxiety, 6-10 is a moderate anxiety, and 15 and above is severe anxiety.
Beck Anxiety Inventory

The BAI is a 21-item, 4-point scale with a Cronbach’s alpha coefficient of reliability
ranging from 0.75 to 0.90. The scale measures the level of anxiety that the person presents in
life’ situations. Total scores range from 0 to 63. Score of 0-21 is low anxiety, 22-35 is moderate

anxiety, 36 and above is potentially concerning levels of anxiety.

Patient Health Questionnaire

The PHQ 9 is a 9—-item, 4-point scale with a Cronbach’s alpha coefficient of reliability
of 0.85. The scale assesses the level of depression severity. Total score ranges from 0 to 27.
Score of 0 — 4 is none depression, 5-9 mild depression, 10-14 moderate depression, 15-19
moderately severe, 20 — 27 severe depression.

Qualitative interviews

The qualitative interview guide developed by the research team consists of eight open-
ended questions to evaluate and improve the intervention. Questions included : - What do you
think about the intervention?; Does the intervention work for you, providing strategies to
manage anxiety?; What strategy that you liked more?; What strategy do you think that you are
able to use for a long time?; What strategy is not useful at all for you?; Are there some others
strategies that you used to manage anxiety? Why did you come back? Anything else you would
like to add?

Data analysis
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We used the Kaplan-Meier model estimator to assess the survival proportion with the
aim to re-organize the manual of the intervention, and to reallocate the main content of the

intervention in the appointments that we had more participants.

Data were analyzed to meet the study’s objectives of evaluating the intervention to equip
cocaine users to decrease anxiety for each component of feasibility: demand, acceptability,
implementation, practicality, adaptation and safety. Qualitative data were analyzed using a

thematic analysis described by Braun (Braun & Clarke, 2006).

Quantitative data were analyzed using the R program. Descriptive statistics were used
to report participants’ demographic, clinic and behavioral characteristics, and responses from
the intervention. To determine preliminary effectiveness, we used the Linear mixed-effects
model to assess the changes in the level of anxiety after the intervention. We couldn’t assess
the mediators of the intervention, since the number of participants that completed the

intervention until the last appointment was low.
Results

Specialized Outpatient Health Facility in Alcohol and other Drugs in the Center of S&o
Paulo (CAPS AD)

The scenario in this health facility is singular because is in Sdo Paulo downtown, one of
the most crowded regions in Brazil, with high levels of homelessness and a vast number of
psychoactive substance available, mainly alcohol and crack. The CAPS AD attends people that
seek treatment for alcohol and other substances during the week in the period of 7 am until
7pm. During the weekends and after 7pm, there are reduced health professionals that attend
only inpatient people. The CAPS AD has 8 dormitories that present eligible criteria to be
occupied, such as the clients’ agreement to receive inpatient treatment and the health
professionals’ team need to understand that the eligible’ client is in vulnerable situation and the

inpatient treatment is the best choice.

All individuals that seeking treatment during week in the CAPS AD, they are attending
by the health professional without scheduling appointment. During this attending, clients
answer demographic, clinical and behavioral questionnaire, and they are scheduling to the
group appointment on Monday, or Wednesday or Friday. The appointment in group explains
how the CAPS AD works, and the types of activities that the client can participate. Moreover,
the CAPS AD gives breakfast, lunch and dinner for clients that participate of activities in the
CAPS AD all day.
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Individuals are inviting to participate of research after the client’ first appointment with
the health professional. The individuals that agree to participate of the intervention will work
during 5 days with the researcher about strategies to manage anxiety, and they will not
participate of other activities in the CAPS AD.

Participants

Forty-eight adults were screened for inclusion and exclusion criteria. Among those, 6
were women, and they were excluded of research; 3 were found eligible, but they don’t wait to
be attending by the researcher, and they don’t back to the service in other day to participate of
research. The final study sample consisted of 39 men. Participants characteristics were

summarized in the table 7.

As shown in the table 7, the majority were single (71. 80%), without religion (58.97%),
unemployed (74.36%), homelessness (38.46%), alcohol use (94.87%), and normally use
cocaine on the streets (92.31%). The participants present the mean of 40.03 years old.

Table 7: Participants characteristics

95%Cl.l 95%Cl.h

Variables Level Count Percent o i
Color of skin White 16 41.03 27.08 56.58
Brown 9 23.08 12.65 38.34
Black 14 35.90 22.74 51.58
Marital status Single 28 71.80 56.22 83.46
Married 5 12.82 5.60 26.71
Divorced/Separated 6 15.39 7.25 29.73
Religion No 23 58.97 43.42 72.92
Yes 16 41.03 27.08 56.58
State Alagoas 1 2.56 0.45 13.18
Bahia 7 17.95 8.98 32.67
Ceara 1 2.56 0.45 13.18
Maranhao 2 5.13 1.42 16.89
Natal 1 2.56 0.45 13.18
Parana 1 2.56 0.45 13.18
Pernambuco 2 5.13 1.42 16.89
Rio de Janeiro 3 7.69 2.65 20.32
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Education level

Job situation

Habitation

Physical activity

Health problems

Alcohol use

First cocaine contact

Cocaine use

Santa Catarina

Sdo Paulo

Incomplete high school
Complete high school
Incomplete elementary
Complete elementary
Technical degree

Self employed
Unemployed

Formal job

Informal job

Hostel

Renting

Community on the street
Illegal habitation
Other

Shelter

Own home
Homelessness

No

No

Diabetes

Gastritis
Hypertension

No

Yes

Pub

At home with friends
At home with parents
Party

On the street

At home

On the street

1
20
14

= = 00 N

29

11

N N R WA R

15
39
25

[EEN Y

12

37

13

17

36

2.56
51.28
35.90
23.08
17.95
20.51

2.56

2.56
74.36
10.26
12.82
28.21

2.56
10.26

7.69

2.56

5.13

5.13
38.46

100.00
64.10

2.56

2.56
30.77

5.13
94.87
15.39
33.33

2.56

5.13
43.59

5.13
92.31

0.45
36.20
22.74
12.65

8.98
10.78

0.45

0.45
58.92

4.06

5.60
16.54

0.45

4.06

2.65

0.45

1.42

1.42
24.89
91.03
48.42

0.45

0.45
18.57

1.42
83.11

7.25
20.63

0.45

1.42
29.30

1.42
79.68

13.18
66.13
51.58
38.34
32.67
35.53
13.18
13.18
85.43
23.58
26.71
43.78
13.18
23.58
20.32
13.18
16.89
16.89
54.10
100.00
77.26
13.18
13.18
46.42
16.89
98.58
29.73
49.02
13.18
16.89
59.02
16.89
97.35
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To relax

Parents that use cocaine No

Yes

Parents that use other

substances

No

Yes

1 2.56 0.45
34 87.18 73.29
5 12.82 5.60
18 46.15 31.57
21 53.85 38.57

13.18
94.40
26.71

61.43
68.43

Feasibility Assessment

Robust measurements of feasibility, such as demand, acceptability, implementation,

practicality, adaptation and safety were assessed (Damschroder et al., 2009; Greenhalgh et al.,

2004; Grol et al., 2007; Hagen et al., 2011), through the questions for which measurement as

shown in the table 8

Table 8: Feasibility components assessment

participants
to participate

2)Number of
eligible
clients

participants
accepted to
participate
of  study?
And How
many deny
to
participate
the study?

2)a)The
criteria
inclusion is
a lot of
specific?
How many
clients
couldn’t
participate
because the

Feasibility Outcomes of | Approach/ | Answer

Area of focus interest Questions

Demand 1)Willingnes | 1)How 1) 42 clients were eligible to the
S of | many study. 39 accepted to participate of

the study (92.85%). 3 participants
denied to participate of the study
(7.14%)

2) a) The criteria of inclusion are
not so specific, because we
included the users of multiple
substances, but they need to
choose cocaine/crack as the main
substance, and the ASSIST may
indicate cocaine/crack as the most
abused substance.

6 (15.38%) women wouldn’t
participate of the research because
the eligibility criteria.

b) We had some potential
confounding, due to the diversity
of substance use, as the use of
marijuana, that many participants
use to relax, and they arrived more
relaxed in the appointment when
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criteria
inclusion?

b) The
eligibility
criteria s
specific
enough to
reduce the
potential for
confoundin
g? What are
the potential
for

compared with participants that
don’t use marijuana.

c) We can generalize the results for
people that lives on the street or in
hostel that are using cocaine/crack
as the main substance.

The diversity of substance allows
the generalizability of results and
maximize  the  number  of
potentially eligible subjects. On
the other hand, increase the
potential for confounding.

Acceptability

1)Follow-up
rates.

2) Attrition

confoundin
g that
appear?

C) The
inclusion
criteria
allow the
generalizabi
lity of
results?

1) How
many
missing on
the data?
How many
participants
did the
follow-up?
2) How
many
people
didn’t
answer the
call to do
follow-up?
How many
people
attend  the
call, but
didn't
appear on
the follow-
up day?

1) 39 (100%) participants answer
the questionnaire in the baseline,
and during the appointments they
answer the BAI in the start and in
the end of appointment.

2 (5.88%) participants completed
the follow-up. We consider that we
didn’t have missing data because
in  this intervention  each
appointment is self-content. The
client could come to the first
session and maybe don’t back for
the other sessions, thinking in this
specific population, the minimal
dose will be one appointment and
the maximum dose will be 5
appointments.

2) The majority of the participants
(94.12%) don’t have cell phone, so
we didn’t have how to call for
these participants that don’t appear
in the appointments.

35.90% of participants used to go
in 1 appointment, 35.90% in 3
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How many | appointments, 20.51% in 2
sessions the | appointments, 5.13% in 5
participant | appointments plus the follow-up,
used to go? | 2.56% in 4 appointments.
How many | 2 (5.12%) participants went in the
participants | first appointment, but after this
die, are sick, | first appointment they were insert
inpatient in the inpatient treatment. Then,
unit and/or | they were not eligible to keep
disappear. doing the intervention, due to the
bias.
35 (89.74%) participants
disappear.

Implementation 1)Complexity | 1)a) The | 1) a) The participant didn’t ask all
and design — | participant | the time when the appointment
a) Perceived | demonstrate | will finish, but they start to ask
difficulty of |s when the nurse will finish to ask
implementati | restlessness | the questionnaires during the first
on; during the | appointment.  Moreover, they
b) Degree of appoi_ntment demon_stra'ge restle_ssness and some
execution. , askmg_ all confu_5|on in relation to amount of

the time | questions in the questionnaires,
when  the | and sometimes the nurse had to
appointment | stop the questions and to change
will finish? | the topic.

The The participants understand all the
participant | strategies provided during the
understands | intervention.

all the Participants use a lot of the term
strategy

provided for
him?

What
of
terminology
(terms used
by
participants
routinely)
was
incorporate?
How many
terminologi
es was
incorporate?

Are the
numbers of

kind

“corote”. Corote is the brand of a
kind of cachaca (alcohol used in
Brazil); “baseado” what mean
marijuana; “tiro” what mean
cocaine; and “pedra” what mean
crack; then we inserted these 4
terminologies during the
interpersonal relationship.

The content of the intervention
was long to be apply in the real
scenario, thinking that some
appointments had duration of 1
hour and 30 minutes.

b) All participants achieved the
“work phase” of the ITN, thinking
that in the first appointment we
worked with the anxiety felt for
them. The “resolution phase” of
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steps and
content of
intervention
long?

b) What
phase of the
intervention
nurses get to
achieve?

Success or
Failure of
execution?
Why failure,
hypothesize
an

explanation.

Amount,
type of
resources
needed to
implement
(notebook,
guidelines)?

What are the
factors that
affect  the
implementat
ion?

How long is
the duration
of the
intervention
? When the
intervention
is fast (less
than 20
minutes) the
quality  of
the
intervention
is good?

2) The
appearance
of the
notebook,
guideline

the ITN was achieved by 5.13% of
participants.

We think that we had success in
the intervention, thinking that we
worked with a specific population,
with high levels of anxiety, and
normally they don’t stay sit for a
long-time paying attention. We
completed the appointment with
all participants, and they spent a
mean of 90 minutes in the first
appointment with the researcher.
When the participant spent less
than 60 minutes in the first session,
the quality of the intervention
decreases.

The noise and change in the
appointment” room affected the
intervention, since there were
some participants that didn’t find
the researcher, because she was in
a different appointment’ room with
other client.

The participants  liked the
information paper about the good
sleep pattern, and physical
activities. They said that the
information paper is good since
there are a lot of pictures and few
words.
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are
attractive?

Practicality 1) Ability of | 1) What the | 1) The majority of participants
participants participants | answer about the breath, but they
carry out the | answer say that it is difficult to spend a
tools when  you | long time breathing, and It doesn’t
presented do the | work to get sleep.
fjurlng . the | question: - 2) Beck is a good instrument to
{(r;tervirr:;lr?: - What do | apply in clients with anxiety,

. ge you  were | because it shows all symptoms of
anxiety abletodo to | anxiety and participants can
2) decrease identify the symptoms as well. On
Characteristic | anxiety? the other hand, Beck is a long
s of the 2) Test if the instrument to apply_ during_the
proposed scales Beck | Screening, because thls we dec_lded
outcome and GAD 7 | ©© apply GAD 7 during screening.
Measure used to
I(anxllety measure
evel). anxiety

works well?

Adaptation 1)Availabilit | 1)a)The 1) a)The question is not enough to
y of data, or | questions address all the moderators. During
the usefulness | are enough | the intervention we identified that
and to address | crack users (main drug) has a
limitations of | all different acceptability of the
a specific | moderators | intervention than cocaine users.
database. of Due to this, we think that is
i intervention | necessary to insert a question to

)Time 5 e f K
needed to | separate cocaine from crack users.
collect and | b)Are there | b)We can take off questions about
analyze data | some the money that they receive, since
3)Refine question not most of thg: population don’t have
outcome necessary, job (74.36%).
measures that It Is 2)The application’ period of the

4)Monitor for
contaminatio
n and
cointerventio
n.

better take
off?

2)The
screening’
period
works? The
application’
period of the
intervention
is enough?
The days
and time of

intervention (five days) doesn’t
work. As we can see, only 5.13%
of participants ending the
intervention.  The  screening’
period is great, because is the time
that the client, in the CAPS AD,
wait for the Therapeutic Singular
Project (PTS) and they don’t have
access to other activities in the
CAPS AD neither appointments
with other health professionals.
What is good to evaluate the
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appointment

effectiveness of the intervention in
the next step of the study.

3) During the appointment
participants complain about the
amount of questionnaire, and we
could realize that the answers in
the last questionnaire  was
impaired.

4)The heterogeneity, such as the
kind of substance use and the
number of appointments that the
participants attendee affects the
results. We observed that there is a
tendency of the decreasing of
anxiety level according the number
of appointments (graph 3). In
relation to the contamination, the
participants when asked about
other treatments or medicines that
they are taking, everyone said that
they are not doing other treatment,
and they were waiting to be
evaluate by the psychiatric in the
CAPS AD.

Safety

Powerful
enough to
hurt or to
misunderstan
ding
symptoms

works?
3)Evaluate
the answer
in the
questionnair
es and in the
scales
applied.

4) The
heterogeneit
y of sample
affects the
results.
-Apply
PHQ-9 on
the first
session
Assessment
about
alcohol
intoxication
Assessment
about
possible
overdose
Assessment
about
serious
injuries
(bleeding,
wound,

broke bond)

The mean of the PHQ- 9 was 18.9
consider moderately severe. Most
of participants present the score
higher than 10 in the PHQ -9, and
we reported them to the CAPS AD
health professional’s team.

Nobody present symptoms of
alcohol intoxication, possible
overdose, and panic.

There were two clients that present
bonds broken, and they were
reported to the hospital to be
evaluate

Most participants presented bad
nutrition, and we worked during
the intervention healthy eating
habits
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Assessment
about
physiologic
al
symptoms
(heart
attack,
diabetes,
bad
nutrition)

Assessment
about  the
increase of
anxiety
during the
appointment
, that it
could be
generate
panic
because the
awareness
about
anxiety

Qualitative interview findings

The participants were positive about the ITASUD. They described as positive: 1) the
strategies presented to management of anxiety in the intervention, 2) the length of the

intervention, 3) The application of BAI scale during the appointments.

In relation to the strategies to manage anxiety providing to the participants, they cited

more the breathing, and the awareness of relief behaviors that helping them to decrease anxiety.

“I used more the breathing when I am nervous and to sleep. My roommates 100k me,

and they say that I am crazy, but [ don’t mind, I always breath before to sleep.” (P.01)

“I liked to talk about others relief behaviors that I used to decrease anxiety, as coffee
and tobacco. | think these relief behaviors help me a lot of to control my desire to use

crack. And it is a way to decrease anxiety as well.” (P.02)

The ITASUD’ period was identified as a good period for both participants, only the
P.01 said that he could participate more days if the intervention lasted more days.
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“The time flies during the appointment, I didn’t realize that today is the last
appointment...5 days worked for me”(P.01)

“I think 5 days of appointment is ok for me” (P.02)

We would like to highlight the other BAI function. Besides to evaluate anxiety, one
participant said that they liked to answer the BAI scale because they identified the physiological
symptoms of anxiety.

“I learned the physiological symptoms of anxiety through the questions that
you asked me before and after the appointment. This is good, because now I know that

when | fell my heart pounding, nervous, and unable to relax it is anxiety ”.(P.02)

On the other hand, the acceptability of outcome measures is not so good evaluate.
They complain about the application of an amount of scales in the first appointment, it was

considered by participants boring.
“The questions in the first appointment were so many!” (P.01)

“I think the amount of questions in the first appointment were boring, I didn’t like. [
think only the questions about the symptoms of anxiety are ok.” (P.02)

When asked about the strategies that they will be able to use for a long time, both

cited breathing, but in different ways.
“I will use the breathing to get to sleep” (P.01)

“I will use the breathing to avoid a discussion, and when | realize that | am nervous
with desire to fight.” (P.02)

When asked why they back for the other appointments they answered that is because

they really think that the intervention help them a lot of in the management of anxiety.

“You helped me a lot, | could realize that | was less anxious and nervous. It is because
this that I came to the others appointment... Ah, and because you help me with the bus money

to go back to my shelter.” (P.01)

“I like to come here and talk with you, and it is because this that | keep going in the

service and I don’t change of idea about the treatment. Because during this appointment’
period with you I don’t have an appointment with any health professional, and if you wouldn’t
have here | will be here alone or in the street... And you know, one time we want stop and

minutes after we want more drugs.” (P.02)
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Re-modelling the intervention program

We can see in the figure 5 that the proportion of people that attending the appointment
1 and 2 is bigger than people that attending the 3, 4 and 5. Moreover, in the third appointment
we have less than a half of participants that came to the first appointment, but the standard
deviation (SD) still covers 50% (table 9). Due to this phenomenon we think that it is better to
focus the main content of the intervention on first (100%) and second appointment (64.10%)
and the resolution phase in the third appointment (43.59%) (table 9).

Table 9: Frequency of people that attending the appointments

Variable Level Count Percent Survival 1C95%.lo 1€95%.hi
Appointments 1 14 35.90 100.00 100.00 100.00
2 8 20.51 64.10 50.68 81.10
3 14 35.90 43.59 30.50 62.30
4 1 2.56 7.69 2.59 22.80
5 2 5.13 5.13 1.33 19.80

Figure 5: Proportion of attendees and number of appointments

100% +

75% -

50% -

25%

0% - /
0 1 2 3 4 5
Number of appointments

Proportion of attendees

We identified some moderators that we didn’t identify during the development of the
intervention. We think that one moderator is the day of the appointment’ start. We observed
(table 10) that 62.50% of clients who start the intervention on Monday ending on Wednesday,
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totalizing three days attending the appointments. The half (50%) of participants that start on
Wednesday and Thursday attending the intervention only until Friday, and 100% that start on

Friday ending on Friday. These results demonstrate that weekday is the other moderator.

Table 10: Weekdays attending

End data
Start Data Monday Tuesday Wednesday Thursday Friday
Monday 25.0% 0.0% 62.5% 0.0% 12.5%
Tuesday 0.0% 28.6% 42.9% 28.6% 0.0%
Wednesday 0.0% 0.0% 35.7% 14.3%  50.0%
Thursday 12.5% 12.5% 0.0% 25.0% 50.0%
Friday 0.0% 0.0% 0.0% 0.0% 100.0%

In relation to the mediators of the intervention, the self-efficacy (GSE), relation (MOS

SSS), triggers/stress (PSS), and cocaine use (ASSIST), we couldn’t evaluate because we have

only two patients who finished the intervention.

Finally, in terms of anxiety change, we can observe that there is a tendency of anxiety

level decrease according to the number of appointments. (figure 6). And evidence that there is

a relation between the level of anxiety and the intervention (p<0.0001). The level of anxiety is

38 points less in average. (table 11).
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Figure 6: Anxiety level and number of appointments

30+

Appointments

Table 11: Logistic regression with anxiety and appointments

p-

Value Std.Error 1C95%.lo 1C95%.hi DF t-value value

(Intercept) <
P 52.051 1688  48.635 55.468 38 30.841 0.0001
Pos-interventi <
os-intervention -37.861 3.807 -45.573 -30.148 37  -9.946 0.0001
Appointments -1.900 1458  -4.856 1.055 37  -1.303 0.2006

Discussion

The manual of intervention’ content was long to be applied in 30 minutes in the baseline,

because there were 6 scales to be applied, plus the sociodemographic, clinical and behavioral

form. We did some adaptations during the first appointment.

We collected the

sociodemographic, clinical and behavioral data in the patient’s chart, since the health
professionals of the CAPS AD during the first attending asking these questions. But even with

these strategies we had a long appointment, the mean of the first appointment was 90 minutes.
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The length of appointment is another factor that need to be adapt to real scenario. Some
appointments last longer than one hour, what it is consider so long, thinking that we are working

with anxious people and we are in a public health facility that there is a high client’s demand.

Most of the clients in the first appointment complain about the amount of scales that
they need to answer. The strategy that we used were to create connections between the questions
and moments of their lives, and to ask first the most important questionnaires.

The results showed that most of the participants (62.50%) attending the appointments
for three days. Due to this, we decided that the new protocol of the intervention will be
synthesize to three days. Additionally, we can think that the first appointment starts until
Wednesday to the participants ending the intervention before the weekend, and the main content
of the intervention will be present in the first and second appointment, owing the survival

analysis.

Some factors that interfere in the assiduity of the client was the weekday of the first
appointment. We observed that the clients that start the appointment on Monday had more
chance to complete the intervention, since the length of the intervention was 5 days and they
could complete the intervention during the weekday. The client that starts on Tuesday,
Wednesday, Thursday or Friday didn’t attend the next appointment after weekend. These results
demonstrate that weekday interfere in the intervention, since Saturday and Sunday we didn’t
attend clients. Due to this, we believe that starts the intervention until Wednesday is the best
option to achieve a major number of clients completing the intervention, since according to the

new protocol of intervention, the intervention’ length will be of 3 days.

The participants didn’t have cell phone or any number contact, what it was identified as
a moderator of the intervention, since we didn’t get to remind the participants about the next
appointment, and to know what happened to the participants that didn’t finalize the intervention.
In the main RCT (Randomized Control Trial) we will designate someone from research team
to go until the localization that the client said that he lives to remind him about the appointment
or to know what happened to the participant. This strategy is to increase the number of clients
returning in the appointment, and to decrease the number of clients as disappear in the endpoint

of study.

The first step of the intervention was to guide the participant name anxiety, and to
categorize as a person that present anxiety symptoms. When the nurse started to talk about the

intervention and she asked, if they think that they are anxious, all the participants said that they
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are anxious people easily. Moreover, the nurse established the connection of anxiety, substance
abuse and stronger levels of anxiety. We had hypothesized that this connection could generate
a barrier, but we were wrong. All participants identified that cocaine use after the pleasure

period, generate stronger levels of anxiety until panic.

In Brazil the specialized outpatient health facilities don’t apply scales to evaluate
depression and suicide, and consequently there aren’t protocols to clients identified with high
levels of depression. Most participants presented high levels of depression, and we decided
include them in the research because during the appointment we could observe that they were
absorbing the intervention. In relation to intoxication, we had in the CAPS AD detoxification’s
room to assist the clients.

The strength of our intervention is that it takes a new approach to the anxiety in cocaine
users which takes account of the differing factors, environmental and behavior. We will be
taking a holistic approach to the clients and focuses on the goals which are important to the
participants through the interpersonal theory of nursing. As a feasibility study, we have included
robust measurement of feasibility parameters, such as demand, acceptability, adaptability,
practicability, and safety which will enable us to adapt the procedures used in the intervention

and to determine whether it is feasible to proceed to a full randomized controlled trial.

We can measure the anxiety level, but we cannot attest that the ITASUD intervention is
effective to decrease anxiety, since the effectiveness of the intervention is not a primary focus
(Eldridge et al., 2016) of the feasibility study.

Limitations

During the screening there was an amount of participant’s lose, due to the reduced
number of people to apply the screening, only one researcher. Moreover, the sample size was
small, as it was a feasibility study. Future studies should have a larger sample size. A power
analysis is needed to determine the appropriate sample size to examine the potential
effectiveness of ITASUD.

The study design was a single-arm repeated measure design, without a control or usual
care comparison group. Preliminary findings of statistical significance should be viewed with
caution. Future research designs should utilize a two-arm repeated measure with a usual care
group. The preliminary findings (quantitative and qualitative) show that ITASUD has a
potential benefit what endorse the conduction of a RCT based on the findings of this feasibility

study.
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Conclusion

ITASUD appears to be feasible, inexpensive and easy to use. Preliminary findings
support its promise in helping cocaine user to deal with high levels of anxiety through
interpersonal theory in nursing. Overall, these results provide the foundation for a future full-
scale study, since it was used a combination of qualitative and quantitative approaches that

evaluate the potential value of the intervention.
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CHAPTER EIGHT

10. STRENGTHS AND LIMITATIONS

The strength of our intervention is that it takes a new approach to the anxiety in cocaine
users which takes account of the differing factors, environmental and behavior. We will be
taking a holistic approach to the clients and focuses on the goals which are important to the
participants through the interpersonal theory of nursing. This study connected the Fawcett’s
model for theory generating research and Intervention Mapping approach to the development
of the intervention program ITASUD. Fawcett’s model guides us to translate and produce the
relational propositions between the conceptual model (Peplau’s theory) and the middle-range
theory (Interpersonal Theory of nursing to anxiety management in people who substance use
disorders). Through this model, we developed a complex intervention based on understanding
of the conceptual model, interpersonal theory for nursing, practice focus and research methods

in nurse discipline.

Intervention Mapping approach provide a clear vision of all the process of development of
the intervention protocol, increasing the chance of the correct identification of the changes
objectives, the selection and application of appropriate behavior change methods in an
intervention, and adequate implementation of the intervention. These are the major quality of
the IM, because the most frequent interventions failures are due to incorrect identification of
change objectives, inappropriate choice of methods and applications, and inadequate
implementation in terms of completeness and fidelity of the program being delivered (Kok,
2014). Moreover, IM provides a vocabulary for program planning and procedures for planning

activities.

The development of the feasibility study was fundamental, since It was relied on to produce
a set of findings that help determine whether an intervention should be recommended for
efficacy or effectiveness trials (Bowen et al., 2009). The primary focus of this feasibility study
wasn’t effectiveness or efficacy, but it was developed to support a future RCT with an
appropriately powered study focusing on effectiveness or efficacy (Eldridge et al., 2016a). The
focus of the feasibility study was to identify moderators that we didn’t identify on the theory
framework, and the use of robust measurements of acceptability, demand, implementation,
practicality, adaptation and safety which will enable us to determine whether it is feasible to

proceed to a full randomized controlled trial and to adapt the procedures used in the intervention
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to maximized the chances of success in any future trial. As result of the feasibility study we
will readapt the prototype of the intervention that will increase the success of the intervention
in the RCT, by identification of moderators, and some problems that might occur in an ensuing
RCT of a complex intervention (Eldridge et al., 2016b)

One limitation of this study is the understanding about the neurobiological pathways of
anxiety in cocaine users. Since the conceptual model don’t include the changes that happens in
the neurobiological circuit. We started to develop a systematic review about the neurobiological
mechanisms of anxiety in cocaine users, but we are in the screening phase, once we found 11
075 articles to screen. This systematic review has been conducted with a team of experts in
substance use disorders, interpersonal theory of nursing, anxiety and neuroscience. The goal of

this systematic review is to bridge the gap of this conceptual model developed.

The fidelity of this intervention wasn’t evaluated with the recommended criteria, such as
recording, filming, and/or other people watching to see how the intervention has been
conducted (Sidani, Braden, 2013). On the other hand, we understood that mental health
interventions in nursing are not so rigid format, and we adapted the intervention to the needs of

the client what it will affect the fidelity of the intervention.

We didn’t get to evaluate the mediators of the intervention, once the number of people that
completed the intervention program were low. But we could have done a case study with these

two clients.

11. RECOMMENDATIONS FOR FUTURE RESEARCHES

The topics of anxiety in SUD are extensive open for research, since these topics have
been studied separately, and most researchers have been conducted with animals (mainly mice),

what difficult the understanding of these health problems in humans.

Substance use disorders are a broad theme and present different neurobiological
pathways according to the kind of psychoactive substance. Due to this, we think that it is
important to specify a kind of substance to describe the neurobiological mechanism according

the neuroscience discipline.

It is fundamental the development of a conceptual model that integrates concepts from
neuroscience about neurobiological pathways of anxiety and SUD, specifically cocaine, and
concepts from psychiatric/mental health in nursing about anxiety and SUD. Through the

development of this conceptual model with the knowledge integration of these disciplines
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(neuroscience and nursing), it will be possible a comprehensive understanding of the factors
that interfere in this comorbidity.

After the inclusion of the neuroscience perspective in the conceptual model, we think
that it will be necessary an inclusion of some mediators in the intervention to anxiety

management in cocaine users.

The results of the feasibility study showed that there are more moderators than those
identified in the theoretical framework of the intervention, and that is necessary some changes
in the intervention protocol. The next step of this study will be the development of a pilot trial,

in a smaller scale, before the conduction of the main RCT.
12. PUBLIC HEALTH IMPLICATIONS

The main public health implications of this study are to reinforce the need to face the
inequalities in the Brazilian context to face the substance use disorders, since as we show in
this study the major participants are homelessness, and this situation increase the level of
anxiety, the use of psychoactive substance and interfere in the clients” drop out during the
treatment.

We think that one strategy to reduce this drop out level, is to reframe the period of CAPS
AD attendance, once according clients is during weekend that they have an expressive amount
of psychoactive substance available and they face high levels of anxiety without health
professional support. Due to this reason, we think that the extension of the CAPS AD’
attendance period could be a good alternative.

The results of this study suggest that the interpersonal relationship nurse-client have
potential as an inexpensive and feasible intervention and could be a good strategy to be applied
to decrease anxiety through the intervention program ITASUD in the Brazilian Health Scenario.

Lastly, the decrease of vulnerability conditions through the social policies, the increase
of harm reduction’ policies to substance use disorders, and the improvement of education about
anxiety management strategies for people with substance disorders in the health scenario are

strongly recommended to this issue.
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CONCLUSION

The comorbidity of anxiety and substance use disorders has been shown to have a strong
association. High levels of anxiety are critical to the increased risk of substance use disorders,
relapse and withdrawal of related treatment. Research suggests that the onset of anxiety is
primary to onset of substance use disorders and is associated with higher rates of impairment,
health care cost, and decrease of work productivity. To date, attempts to intervene in substance
use disorders, specifically cocaine use disorders, have focused on cocaine use and presented a
limited efficacy. The limited efficacy may be because interventions address only the
psychoactive substance. This study showed an alternative and novel approach, through the
conceptualization of the anxiety felt by cocaine users as the problem that generates the use of
cocaine, in order to consider underlying determinants of anxiety that could be targeted by

interventions.

This study provides a detailed description of concepts and applications from Peplau’s
interpersonal theory in nursing to nowadays nursing context. Additionally, the study provided
tools to guide future researchers during the development of intervention theory through the
description of the Fawcett’s model for theory generating research that guide the translation of

theories in nursing into empirical research methods.

The connection of Fawcett’s model and Intervention mapping provided a valuable guidance
for future researchers, health agencies, and health care professionals who are interested in
reproducing these systematic approaches to developing a complex intervention. Moreover,
ITASUD appears to be feasible, inexpensive and easy to use. Preliminary findings support its
promise in helping cocaine user to deal with high levels of anxiety through interpersonal theory
in nursing. Overall, these results provide the foundation for a future full-scale study, since it
was used a combination of qualitative and quantitative approaches that evaluate the potential

value of the intervention.



REFERENCES




210

REFERENCES

ABDALLA, Renata Rigacci et al. Prevalence of cocaine use in Brazil: data from the Il Brazilian
national alcohol and drugs survey (BNADS). Addictive behaviors, v. 39, n. 1, p. 297-301, jan.
2014. Disponivel em: <http://www.ncbi.nIm.nih.gov/pubmed/24455783>. Acesso em: 20 jan.
2018.

BARTHOLOMEW ELDREDGE, L. Kay. Planning health promotion programs: an
intervention mapping approach. John Wiley & Sons, [2016]. Disponivel em:
<https://www.wiley.com/en-
us/Planning+Health+Promotion+Programs%3A+An+Intervention+Mapping+Approach%2C+
4th+Edition-p-9781119035497>. Acesso em: 6 mar. 2019.

BARTHOLOMEW, L. Kay; PARCEL, Guy S.; KOK, Gerjo. Intervention Mapping: A Process
for Developing Theory and Evidence-Based Health Education Programs. Health Education &
Behavior, v. 25, n. 5 p. 545-563, out. 1998. Disponivel em:
<http://www.ncbi.nIm.nih.gov/pubmed/9768376>. Acesso em: 17 fev. 2019.

BOWEN, Deborah J.; KREUTER, Matthew; SPRING, Bonnie; COFTA-WOERPEL, Ludmila;
LINNAN, Laura ; WEINER, Daiane; BAKKEN, Suzanne; KAPLAN, Cecilia P.; SQUIERS,
Linda; FABRIZIO, Cecilia; FERNANDEZ, Maria. How we design feasibility studies.
American Journal of Preventive Medicine, v. 36, n. 5, p. 452-457, mai. 2009. Disponivel em:
< https://www.sciencedirect.com/science/article/pii/S0749379709000968 >. Acesso em: 06
mar. 2019.

BRAUN, Virginia; CLARKE, Victoria. Using thematic analysis in psychology. Qualitative
Research in Psychology, v. 3, n. 2, p. 77-101, jan. 2006. Disponivel em:
<http://www.tandfonline.com/doi/abs/10.1191/1478088706gp0630a>. Acesso em: 16 fev.
2019.

BUTTS, Janie B.; RICH, Karen L. Philosophies and theories for advanced nursing practice.
Jones & Bartlett Publishers, [2013].

BUTTS, Janie B.; RICH, Karen L.; FAWCETT, Jacqueline. The Future of Nursing. Nursing
Science Quarterly, v. 25, n. 2, p. 151-154, 25 abr. 2012. Disponivel em:
<http://www.ncbi.nlm.nih.gov/pubmed/22451633>. Acesso em: 6 mar. 2019.

CRAIG, Peter et al. Developing and evaluating complex interventions: the new Medical



211

Research Council guidance. BMJ (Clinical research ed.), v. 337, p. al655, 29 set. 2008.
Disponivel em: <http://www.ncbi.nlm.nih.gov/pubmed/18824488>. Acesso em: 25 jan. 2018.

DAMSCHRODER, LauraJ et al. Fostering implementation of health services research findings
into practice: a consolidated framework for advancing implementation science. Implementation
Science, v. 4, n. 1, p. 50, 7 dez.  20009. Disponivel  em:
<http://implementationscience.biomedcentral.com/articles/10.1186/1748-5908-4-50>. Acesso
em: 16 fev. 20109.

Depression and Other Common Mental Disorders Global Health Estimates. . Geneva, 2017.
Disponivel — em:  <http://apps.who.int/iris/bitstream/10665/254610/1/WHO-MSD-MER-
2017.2-eng.pdf>. Acesso em: 22 jan. 2018.

ELDRIDGE, Sandra M et al. CONSORT 2010 statement: extension to randomised pilot and
feasibility trials. Pilot and feasibility studies, v.2, n. 1, p. 64, 2016a. Disponivel em: <
https://pilotfeasibilitystudies.biomedcentral.com/articles/10.1186/s40814-016-0105-8>.

Acesso em: 06 mar. 2019.

ELDRIDGE, Sandra M et al. Defining Feasibility and Pilot Studies in Preparation for
Randomised Controlled Trials: Development of a Conceptual Framework. PloS one, v. 11, n.
3, p. e0150205, 2016b. Disponivel em: <http://www.ncbi.nIm.nih.gov/pubmed/26978655>.
Acesso em: 16 fev. 2019.

FAWCETT, Jacqueline.; GARITY, Joan. Evaluating research for evidence-based nursing
practice. : F.A. Davis, 2009. Disponivel em:
<https://books.google.com/books?id=PulcOQAACAAJ&dg=evaluation+research+for+eviden
ce-
based+nursing+practice&hl=en&sa=X&ved=0ahUKEwiQ40D00_nZAhXjmeAKHbfOCoAQ
6AEIMDAB>. Acesso em: 19 mar. 2018.

FAWCETT, Jacqueline. Conceptual models and nursing practice: the reciprocal relationship.
Journal of Advanced Nursing, v. 17, n. 2, p. 224-228, 1 fev. 1992. Disponivel em:
<http://doi.wiley.com/10.1111/j.1365-2648.1992.tb01877.x>. Acesso em: 6 mar. 20109.

FERNANDEZ, Maria E. et al. Using Intervention Mapping to Develop a Breast and Cervical
Cancer Screening Program for Hispanic Farmworkers: Cultivando La Salud. Health Promotion
Practice, v. 6, n. 4, p. 394-404, 30 out. 2005  Disponivel em:
<http://journals.sagepub.com/doi/10.1177/1524839905278810>. Acesso em: 25 jan. 2018.



212

Global, Regional, and National Age-Sex Specific All-Cause and Cause-Specific Mortality for
240 Causes of Death, 1990-2013: A Systematic Analysis for the Global Burden of Disease
Study 2013. The Lancet, Copyright - Copyright Elsevier Limited Jan 10, 2015Ultima
atualizacdo em - 2017-11-22CODEN - LANCAO, v. 385, n. 9963, p. 117-171, 10 jan. 2015.
Disponivel em:
<http://libproxy.lib.unc.edu/login?url=https://search.proquest.com/docview/1645732331?acco
untid=14244>.

GREENHALGH, TRISHA et al. Diffusion of Innovations in Service Organizations: Systematic
Review and Recommendations. The Milbank Quarterly, v. 82, n. 4, p. 581-629, 1 dez. 2004.
Disponivel em: <http://doi.wiley.com/10.1111/j.0887-378X.2004.00325.x>. Acesso em: 16
fev. 2019.

GROL, RICHARD P.T.M. et al. Planning and Studying Improvement in Patient Care: The Use
of Theoretical Perspectives. Milbank Quarterly, v. 85, n. 1, p. 93-138, 1 mar. 2007. Disponivel
em: <http://doi.wiley.com/10.1111/j.1468-0009.2007.00478.x>. Acesso em: 16 fev. 2019.

HAGEN, Neil A et al. Formal Feasibility Studies in Palliative Care: Why They Are Important
and How to Conduct Them. Journal of Pain and Symptom Management, v. 42, p. 278-289,
2011. Disponivel em: <https://www.jpsmjournal.com/article/S0885-3924(11)00059-5/pdf>.
Acesso em: 16 fev. 20109.

HENRIQUE, lara Ferraz Silva et al. Validacdo da versdo brasileira do teste de triagem do
envolvimento com alcool, cigarro e outras substancias (ASSIST). Revista da Associacdo
Meédica Brasileira, v. 50, n. 2, p. 199-206, abr. 2004. Disponivel em:
<http://www.scielo.br/scielo.php?script=sci_arttext&pid=S0104-
42302004000200039&Ing=pt&nrm=iso&tIing=pt>. Acesso em: 23 jan. 2018.

HUDSON, Peter; ARANDA, Sanchia; MCMURRAY, Nancy. Randomized controlled trials in
palliative care: overcoming the obstacles. International Journal of Palliative Nursing, v. 7, n. 9,
p. 427-434, set. 2001. Disponivel em: <http://www.ncbi.nim.nih.gov/pubmed/11832846>.
Acesso em: 16 fev. 20109.

HURLEY, Deirdre A. et al. Using intervention mapping to develop a theory-driven, group-
based complex intervention to support self-management of osteoarthritis and low back pain
(SOLAS). Implementation Science, v. 11, n. 1, p. 56, 26 dez. 2015. Disponivel em:
<http://www.ncbi.nlm.nih.gov/pubmed/27113575>. Acesso em: 25 jan. 2018.



213

KOK, Gerjo. A practical guide to effective behavior change: how to apply theory - and
evidence-based behavior change methods in an intervention. European Health Psychologist,
v.16,n.5, p.156-170, maio 2014 Disponivel em: < https://psyarxiv.com/r78wh/>. Acesso em:
06 mar. 2019.

LANCASTER, Gillian A; DODD, Susanna; WILLIAMSON, Paula R. Design and analysis of
pilot studies: recommendations for good practice. Journal of evaluation in clinical practice, v.
10, n. 2, p. 307-12, maio 2004. Disponivel em:
<http://www.ncbi.nlm.nih.gov/pubmed/15189396>. Acesso em: 16 fev. 20109.

LEME, Vanessa B. R. et al. Confirmatory Factor Analysis of the Generalized Self-Efficacy
Scale in Brazil and Portugal. The Spanish Journal of Psychology, v. 16, p. E93, 12 nov. 2013.
Disponivel em: <http://www.ncbi.nlm.nih.gov/pubmed/24230956>. Acesso em: 23 jan. 2018.

LUFT, Caroline Di Bernardi et al. Versdo brasileira da Escala de Estresse Percebido: traducéo
e validacdo para idosos. Revista de Saude Publica, v. 41, n. 4, p. 606-615, ago. 2007. Disponivel
em: <http://www.scielo.br/scielo.php?script=sci_arttext&pid=S0034-
89102007000400015&Ing=pt&tIng=pt>. Acesso em: 6 mar. 2019.

MIGUEL, André Q. C. et al. Contingency management is effective in promoting abstinence
and retention in treatment among crack cocaine users in Brazil: A randomized controlled trial.
Psychology of Addictive Behaviors, v. 30, n. 5, p. 536-543, ago. 2016. Disponivel em:
<http://www.ncbi.nlm.nih.gov/pubmed/27442691>. Acesso em: 25 set. 2018.

MUNIR, Fehmidah et al. Using intervention mapping to develop a work-related guidance tool
for those affected by cancer. BMC Public Health, v. 13, n. 1, p. 6, 5 dez. 2013. Disponivel em:
<http://bmcpublichealth.biomedcentral.com/articles/10.1186/1471-2458-13-6>. Acesso em: 25
jan. 2018.

O’TOOLE, Anita Werner; WELT, Sheila Rouslin (Org.). Hildegard E. Peplau, Selected Works.
London: Macmillan Education UK, 1994, Disponivel em:
<http://link.springer.com/10.1007/978-1-349-13441-0>. Acesso em: 22 jan. 2018.

PEPLAU, Hildegard E. Interpersonal relations in nursing : a conceptual frame of reference for

psychodynamic nursing. [S.1.]: Springer, 1991.

QUINTAO, Sénia; DELGADO, AnaR.; PRIETO, Gerardo. Validity study of the Beck Anxiety
Inventory (Portuguese version) by the Rasch Rating Scale model. Psicologia: Reflexdo e
Critica, V. 26, n. 2, p. 305-310, 2013. Disponivel em:



214

<http://www.scielo.br/scielo.php?script=sci_arttext&pid=S0102-
79722013000200010&Ing=en&nrm=iso&ting=en>. Acesso em: 6 mar. 2019.

REMES, Olivia et al. A systematic review of reviews on the prevalence of anxiety disorders in
adult populations. Brain and behavior, v. 6, n. 7, p. e00497, 2016. Disponivel em:
<http://www.ncbi.nlm.nih.gov/pubmed/27458547>. Acesso em: 22 jan. 2018.

SANTOS, In& S. et al. Sensibilidade e especificidade do Patient Health Questionnaire-9 (PHQ-
9) entre adultos da populacdo geral. Cadernos de Saude Publica, v. 29, n. 8, p. 1533-1543, ago.
2013. Disponivel em: <http://www.scielo.br/scielo.php?script=sci_arttext&pid=S0102-
311X2013000800006&Ing=pt&nrm=iso&ting=en>. Acesso em: 6 mar. 2019.

SHANMUGAM, Prem Kumar; WINSLOW, Rasaiah Munidasa. Integrated Psychosocial
Treatment Programme for Substance Abusers: Relapse Prevention and Social Anxiety
Diminution: A systematic Review of Published Literature Operational Definitions of Key
Terms. J Addict Res Ther, 2013. Disponivel em: <http://dx.doi.org/10.4172/2155-6105.57-
004>. Acesso em: 22 jan. 2018.

Sidani S, Braden CJ. Design, Evaluation, and Translation of Nursing Interventions. New
Jersey: Wiley-Blackwell; 2013.

SIMPSON, Helen Blair. Anxiety disorders: theory, research, and clinical perspectives.
Cambridge University Press, 2010.

SOUSA, Tiago V et al. Reliability and validity of the Portuguese version of the Generalized
Anxiety Disorder (GAD-7) scale. Health and Quality of Life Outcomes, v. 13, n. 1, p. 50, 25
dez. 2015. Disponivel em: <http://www.ncbi.nlm.nih.gov/pubmed/25908249>. Acesso em: 23
jan. 2018.

SPEEDY, S. Theory-practice debate: setting the scene. The Australian journal of advanced
nursing : a quarterly publication of the Royal Australian Nursing Federation, v. 6, n. 3, p. 12—
20, [s.d.]. Disponivel em: <http://www.ncbi.nlm.nih.gov/pubmed/2673300>. Acesso em: 6
mar. 2019.

SULLIVAN, Harry Stack. The interpersonal theory of psychiatry. [S.l.]: Norton, 1953.
Disponivel em: <http://books.wwnorton.com/books/The-Interpersonal-Theory-of-
Psychiatry/>. Acesso em: 22 jan. 2018.

UNODC. World Drug Report 2012. [S.I: s.n], 2012. v. 2012. Disponivel em:



215

<www.unodc.org/documents/data-and-analysis/WDR2012/WDR_2012_web_small.pdf>.

VAN EMPELEN, Pepijn et al. An AIDS Risk Reduction Program for Dutch Drug Users: An
Intervention  Mapping  Approach  to  Planning. [2003].  Disponivel  em:
<http://journals.sagepub.com/doi/pdf/10.1177/1524839903255421>. Acesso em: 25 jan. 2018.

VOS, Theo et al. Global, regional, and national incidence, prevalence, and years lived with
disability for 310 diseases and injuries, 1990-2015: a systematic analysis for the Global Burden
of Disease Study 2015. The Lancet, v. 388, n. 10053, p. 1545-1602, 8 out. 2016. Disponivel
em: <http://www.ncbi.nlm.nih.gov/pubmed/27733282>. Acesso em: 22 jan. 2018.

WHITEFORD, Harvey A et al. Global burden of disease attributable to mental and substance
use disorders: findings from the Global Burden of Disease Study 2010. The Lancet, v. 382, n.
9904, p. 1575-1586, 9 nov. 2013. Disponivel em:
<http://www.ncbi.nlm.nih.gov/pubmed/23993280>. Acesso em: 18 fev. 2019.

ZANINI, Daniela Sacramento; PEIXOTO, Evandro Morais. Social Support Scale (MOS-SSS):
Analysis of the Psychometric Properties via Item Response Theory Article Escala de Apoio
Social (MOS-SSS): Analise das Propriedades Psicométricas via Teoria de Resposta ao Item. v.
26, n. 65, p. 359-368, 2016. Disponivel em: <www.scielo.br/paideia>. Acesso em: 23 jan.
2018.



APPENDICES




217

APPENDICES

Appendix 1 — Programa da intervencdo em portugués

Relacionamento interpessoal em enfermagem para o manejamento da ansiedade em
pessoas com transtornos de uso de substéancias (ITASUD)

Orientagao e treinamento

Orientagao e treinamento

Obtendo o termo de consentimento

Dados coletados e agendamento do instrumento
Pré-consulta — chamada de telefone e mensagem
Dados 1 — Consulta 1

Dados 2 — Consulta 2

Dados 3 — Consulta 3

Dados 4 — Consulta 4

Dados 5 — Consulta 5

Dados 6 — Acompanhamento
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Orientacao e treinamento

Informacéo geral - A intervencao ¢é baseada na Teoria da Peplau — Relacionamento Interpessoal
em enfermagem é baseado na relacdo entre enfermeira e cliente com algumas metas a ser
alcancadas. Durante esse tratamento nossa principal meta seré equipar usuarios de cocaina com
estratégias para manejar ansiedade durante as 5 consultas, a primeira consulta terd duracao de
30 minutos e as outras de 20 minutos. O tratamento baseado no relacionamento interpessoal
para ansiedade foca na melhora do conhecimento e auto-eficicia em relacdo a ansiedade,
reconhecimento dos gatilhos e comportamentos de alivio para a ansiedade, e como improver as
relagdes sociais.

1) Dose da intervencéo

A frequencia da intervencdo sera todo dia durante uma semana (Segunda — Sexta).

Cada sessdo é auto-contetdo. O cliente podera vir na primeira sessao e talvez ndo volte para as
outras sessfes, pensando nessa populacdo especifica, a dose minima sera uma consulta e a
maxima sera 5 consultas.

Consulta 1 Consulta 2 Consulta 3 Consulta 4 Consulta 5
Orientagdo  + | Trabalho Trabalho Trabalho Resolugéo
trabalho

30 minutos 20 minutos 20 minutos 20 minutos 20 minutos

A intervencdo é dividida em 4 fases:

Fase 1 — Screening — TO

4) Aplicacdo das escalas — a) Escala para identificar ansiedade — GAD-7
c) Escala para identificar uso de cocaina — ASSIST
5) Convide o cliente para participar da intervencao (se o cliente tem todo o critério de
incluséo)
6) Dé ao cliente um lembrete do dia e o horéario da consulta

Fase 2 — Intervengdo -T1

6) Primeira consulta — orientacéo + trabalho: O conteudo foca no manejamento da

ansiedade

«» Explicacdo sobre a intervencdo

+«»+ Dar o termo de consentimento (TCLE) para os clientes

+«+ Aplicando as escalas — a) Escala para identificar ansiedade — BAI
b) Escala para identificar uso de cocaina — ASSIST
c) Escala para identificar disordens mentais comuns — PHQ-9
d) Escala para identificar gatilhos - PSS (Perceived Stress Scale)
e) Escala para identificar relaces - MOS — (Medical outcome study)

f) Escala para identificar auto-eficacia - GSE (General self- efficacy scale)
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7) Segunda consulta — trabalho - O conteudo foca no manejamento de ansiedade
+« Aplicando a escala —a) escala para identificar a ansiedade — BAI (antes e depois da
consulta)

8) Terceira consulta — trabalho — O contetdo foca nos fatores ambientais

+« Aplicando a escala — a) escala para identificar a ansiedade — BAI (antes e depois da
consulta)
9) Quarta consulta — trabalho — O contetdo foca nos fatores comportamentais

+« Aplicando a escala — a) escala para identificar a ansiedade — BAI (antes e depois da
consulta)

Fase 3 — Final da intervencéo — T2

10) Quinta consulta — Resolucéo

+« Aplicando a escala — a) escala para identificar a ansiedade — BAI (antes e depois da
consulta)
b) Escala para identificar o uso de cocaina — ASSIST (depois da consulta)
c) Escala para identificar disordens mentais comuns — PHQ-9(depois da consulta)
d) Escala para identificar gatilhos - PSS (Perceived Stress Scale) (depois da consulta)
e) Escala para identificar relagdes - MOS — (Medical outcome study) (depois da consulta)
f) Escala para identificar auto-eficacia - GSE (General self- efficacy scale) (depois da
consulta)

Fase 4 — Acompanhamento (uma semana)- T3

+« Aplicando as escalas — a) escala para identificar a ansiedade — BAI (antes e depois da
consulta)
b) Escala para identificar o uso de cocaina — ASSIST (depois da consulta)
c) Escala para identificar disordens mentais comuns — PHQ-9(depois da consulta)
d) Escala para identificar gatilhos - PSS (Perceived Stress Scale) (depois da consulta)
e) Escala para identificar relacBes - MOS — (Medical outcome study) (depois da consulta)
f) Escala para identificar auto-eficacia - GSE (General self- efficacy scale) (depois da
consulta)
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Dando consentimento informado para os clientes

Depois da explicacdo do estudo, a enfermeira deve apresentar o termo de consentimento. A
enfermeira deve ler o termo de consentimento em voz alta para o cliente e explicar as davidas
ou alguns termos necessarios.

Peca para o cliente assinar todas as paginas do termo de consentimento e ressalte que a
assinatura ndo é um contrato, é apenas para confirmar que o cliente entendeu o que esté sendo
perguntado para ele e que ele esta de acordo em participar da intervencao.

Quando ele assinar, ele deve assinar as duas folhas e vocé deve dar uma para ele. Mostre o
contato dos pesquisadores.

Nunca colete dados até gue o cliente tenha assinado o termo de consentimento.




Agenda para coletar os dados e instrumentos
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Dia de |1 2 3 4 5 6 7 |8 |9 |10 |11 |12 |13
estudo
Dia da 1 2 3 4 5
intervencéo
Observagéo A0 |Al |A2 |A3 |A4 | A5 A
BAI 6
Observagéo 0 |71 T2 T3
Intervencio 01 | X1 | X2 | X3 |X4 | X5 X6
Agenda constructos, Instrumentos & medidas
Constructos Instrumentos | TI/AL | A2 | A3 | A4 | T2/A5 | T3/A6
Ansiedade screening GAD 7 X
Ansiedade BAI X X X X X X
Auto-eficécia GSE (| X X X
General self-
efficacy
scale)
Relacéo MOS - X X X
Medical
outcome
study
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Gatilhos

PSS (
Perceived

Stress Scale)

Comportamentos de alivio | ASSIST
(identificar
uso de
cocaina)

Seguranca — Disordens | PHQ-9

mentais comuns

Entrevista sobre | Questdes

aceitabilidade- cliente semi-

estruturadas
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Dado 1: Consulta 1

D. Sesséo inicial: Orientacdo + trabalho — relacionamento interpessoal em enfermagem

(1)
Consulta 1

A primeira consulta estabelece os parametros da intervencgdo, usando avaliacdo que ajuda a
determinar as necessidades e fortalezas do usuario de cocaina. NOs decidimos na primeira
consulta colcoar junto 2 fases do relacionamento interpessoal (orientacdo + trabalho) por causa
da alta taxa de abandono do tratamento nessa populacao.

e Dé o termo de consentimento
Fase 1: Introduza vocé mesma como terapista

e Fale 0 seu nome.
¢ Identifique sua funcdo como terapeuta responsavel por facilitar as sessdes.

Roteiro:

e Eu gostaria de dar as boas-vindas a vocé na sua primeira sessao.

e Meu nome ¢ “Maria”. Eu sou a enfermeira que ird facilitar as sessdes e trabalhar com
vocé atraves das sessdes desse tratamento.

Fase 2: Explique a intervencdo + Orientacdo sobre a consulta
e O que é essa intervencdo e qual a meta da intervencéo.
Roteiro:

e Alintervencdo é baseada na teoria da Peplau — relacionamento interpessoal em
enfermagem, o qual € baseado na relacdo entre enfermeiro e cliente com alguma meta
a ser atingida. Durante esse tratamento nossa principal meta sera equipar 0s Usuarios
de cocaina com estratégias para manejar ansiedade durante essas 5 consultas, a
primeira consulta terd duracdo de 30 minutos e as outras de 20 minutos.

e O tratamento que vocé iréa receber é um tratamento ndo-farnacoldgico para ansiedade.
Isso significa que ndo envolve medicacdo ou pilula. O tratamento baseado no
relacionamento interpessoal foca na melhora do conhecimento acerca da ansiedade,
auto-eficacia em relagdo a ansiedade, reconhecimento dos gatilhos, comportamento de
alivio para ansiedade, e como melhorar as relagdes com outras pessoas no atual
contexto.

e NOs usaremos o questionario sobre caracteristicas sociodemogréaficas e pessoais.

e NOs usaremos alguns instrumentos para medir fatores que interferem no nivel de
ansiedade e nos dois intrumentos para medir o nivel de ansiedade:

o Para medir ansiedade, nos usaremos o0 BAI (Beck Anxiety Inventory) antes e
depois de cada consulta, esse instrumento contém 21 questdes que avaliam o
nivel de ansiedade

o Para medir auto-eficacia, nos usaremos o GSE (General Self-Efficacy Scale)
na primeira e Gltima consulta, o qual € um instrumento com 10 questdes que
avalia a auto-eficacia.
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o Para medir relagdes , nds usaremos 0 MOS- SSS (Medical Outcome Study —
Social Support Scale) na primeira e na Ultima consulta. Esse instrument é
composto por 19 questdes que avaliam as relagdes sociais

o Para medir stress, nds usaremos o PSS (Perceived Stress Scale) na primeira e
na Ultima consulta. Esse instrument é composto por 10 questdes que avaliam in
quais situacdes a vida do individuo esta gerando stress

o Para medir o uso de cocaina nds usaremos o0 ASSIST

o Para medir as disordens mentais comuns sera o PHQ-9

Relembre os clientes de que ndo ha resposta correta ou errada no questionario e
instrumentos

Explique que os clientes podem ter o tempo necessario para completer o questionario,
e pedir clarificacdes acerca de algo que ndo entendeu; o intervencionista pode
responder , COmo necessario

Administre o questionario/instrumentos no método selecionado

Forneca o questionario/ instrumento completo

Clarifique pre-concepcdes e expectativas do cliente

Step 3: 1) Nome da intervencgéo: trabalhando para manejar ansiedade — Nomear ansiedade

2) Metas da intervencéo (objetivos de mudanca + determinantes):

e Conhecimento sobre ansiedade;

Obijetivos de | Método Aplicacdo Modo de entrega
mudanca

(Determinantes)

(Ingrediente ativo) | (Componente)

Conhecimento sobre

ansiedade e o que ela aumentgndo efeitos ou Videos
significa (1.1 — 1.3) ace_rcg da neurofisiologicos da
ansiedade ansiedade relacionado
com as  reacOes
corporais
1.4 Estar consciente
da ansiedade 1.2 Fazer algumas | 1.7 Apresentacdo
questdes  sobre o verbal
individuo: - “Vocé

1.3 Consciéncia 1.6 Mostre imagens

1.1 Mostrar alguns

esta ansioso?”; “Vocé
esta nervoso?”; “Vocé
estd nervosa agora?”’;
“Vocé esta triste?”;
“Vocé estd tenso
agora?”

1.3 Se a pessoa diz que
ela ndo estd ansiosa,
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1.3
comparagdes

Providencie

vocé deve aplicar
algum caso ficcional
sobre uma pessoa com
ansiedade, adequando
esse caso para a
realidade do
individuo, porque o
individuo pode se
comparar com a
pessoa descrita no
caso ficcional. Se a
pessoa diz “sim” para
as questdes acima,
vocé deve seguir as
questdes abaixo.

1.3
verbal

Apresentacéo

Conhecimento sobre
a coneccao entre a
ansiedade e o0s
comportamentos
(1.4)

1.4 Sintese

1.4 Depois de ele dizer
“sim” para as questoes
acima. Faca algumas
questbes para 0O
individuo perceber a
conecgéo entre
ansiedade e 0S
comportamentos — “O
que Vvocé costuma
fazer para aliviar o
sentimento de
nervosismo?”’; “ O que
vocé esta fazendo
agora para aliviar este
sentimento/sensagao?”

Se 0 paciente disser: -
“nada”, a enfermeira
deve perguntar: “O
gue vocé normalmente
faz para sentir-se
confortavel?”’;
“Quando  vocé se
sentiu triste no
passado, 0 que vocé
fez para sentir-se
melhor?”

14
verbal

Apresentacéo

Conhecimento das
caracteristicas
comportamentais
usadas para reduzir a

ansiedade (1.5-1.7)

1.5
aumentando

1.6
reavaliagédo

Consciéncia

Auto-

1.5; 1.6 Lista das
caracteristicas
comportamentais e
nomeie 0S
comportamentos

1.5  Apresentacdo
escrita— escreva
junto com o cliente,
no papel, 0S
comportamentos que
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1.7 Reavaliacdo do
contexto

1.7 Encorage 0
paciente a descrever
como 0s seus
membros da familia
(ou pares, amigos)
sentem-se sobre esses
comportamentos

ele diz que usa para
reduzir a ansiedade

1.7
verbal

Apresentagéo

Conhecimento

das

expectativas (desejo,

meta...) (1.8)

1.8 Identificacédo

1.8 Depois do paciente
estar claramente
consciente da relacdo
entre ansiedade e
comportamentos,
entdo as enfermeiras
perguntam: - “No que
VOCcé estava pensando
antes de sentir-se
triste?”

1.8
verbal

Apresentacéo

Conhecimento sobre

a influéncia
expectativas (1.9)

das

1.9 Elaboracao

1.9 Quando as
expectativas séo
colocadas na frente da
mente dos pacientes, é
necessario elaborar o
significado das
expectativas; - “Quais
sdo as expectativas?”’;
“Essas  expectativas
sdo possiveis de ser
atingidas?”;

“Origens?”; “Por
quanto tempo vocé
tem essa
expectativa?”’; “E
importante?”  “Vocé
pode mudar essas
expectativas ou

desistir delas?”’; “Essa
expectativa era
razoavel — capaz de ser

alcangada?”

Identifique 0
desconforto  sentido,
experenciado em:
“Qual parte do
corpo?”’; “Qual

nivel?”; “O que foi

1.9
verbal

Apresentacéo
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noticiado pelo

paciente?”’; “Foi

comunicado para

outros  durante a

situagao?”
Conhecimento 1.10  Consciéncia | 1.10 Liste as | 1.10 Escrita -Anote
profundo acerca das | aumentando expectativas € 0 que | as expectativas e 0
expectativas e 0 que acontece que acontece
acontece (1.10)
Conhecimento 1.11 Sintese 1.11 Quando o|1.11; 1.12
acerca da coneccdo paciente tem | Apresentacéo verbal

das expectativas e 0
que acontece em vez
das expectativas
(1.11-1.12)

1.12 Identificagdo

claramente formulado
as expectativas, entdo

pergunte: “O que
acontece em vez das
expectativas?”

Quando as
expectativas ndo sao
alcancadas, 0S
pacientes  precisam

pensar sobre: - “O que
interferiu no alcance
sa expectativas?”; “O
que aconteceu em vez

das  expectativas?”;
“Quem estava
envolvido na
expectativa, quando,
como?”

1.12 E identifique o
comportamento de
alivio usado quando a
expectativa ndo €
alcancada: - “quais
atos comportamentais
ou atos relacionados a
algum padrao?”
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fatores e ansiedade

que pode ser
controlado

(coneccéo entre
ansiedade e

expectativas) (1.15-
1.17)

1.16 Reevaliacdo do
contexto

possiveis, depois vocé
identifica e controla

alguns  fatores na
situacdo que aconteceu
em vez das

expectativas, através
dessas questdes: “ O
que vocé acha que
sentiria  quando as
expectativas néo
acontecessem? O que
aconteceu em vez das
expectativas?

1.16 Liste 0
desconforto sentido, e
0s comportamentos de
alivio usados

Conhecimento dos | 1.13  Consciéncia | 1.13 Liste fatores que | 1.13 Escrita -Faga
fatores envolvidos e | aumentando podem ser amenizados | nota dos fatores
oqug acontec?rrt[em 1.14 Calculando | 1.14 Revise as envolvidos

Vez das e>épeca|vas situacOes expectativas em | 1.14 Apresentacdo
que  podem - - Ser relacio ao que ¢é | verbal

amenizados (1.13 — possivel

1.14)

Conhecimento sobre | 1.15 Aprendizado | 1.15 Discuta sobre | 1.15 Apresentacao
a coneccao entre os | ativo quais chances pode ser | verbal

1.16 Escrita — Faca
notas dos
comportamentos de
alivio usados

Step 4: Habilidades para reduzir a ansiedade

e Ensine habilidades para reduzir a ansiedade

Roteiro:

e Agora eu irei mostrar-lhe e aplicaremos nesses ultimos 5 minutos as estapas de
meditacéo descritas nesse folheto

Veja na proxima pagina o folheto com as etapas da respiracdo da meditagao
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Folheto — Respiracéo para ansiedade

Meta: A intencdo desse exercicio de respiracdo profunda é permitir que os pensamentos e
sensagdes venham e vdo, por meio da conexdo entre mente e corpo para alcancar alivio de
sentimentos desprazerosos. A chave da respiracdo é focar sua atencdo na sua respiracéo, a
inspiragéo e expiracao.

Leia e aplique todas as etapas

Etapa 1: Encontre um lugar confortavel para sentar, preferencialmente um lugar onde
vocé nao seja perturbado. Vocé pode colocar seu pé abaixo da sua perna e 0 outro acima
(posicdo de yoga), e tentar manter a postura ereta, sempre pensando emu ma linha
imaginaria desde a sua cabeca até o coccix;
o Note: Nao é necessario fazer posicdo de yoga, vocé pode sentar na melhor
posicao para Vocé, a que sentir-se mais confortavel.
Etapa 2: Feche seus olhos ou mantenha-os abertos, o que for mais confortavel para vocé.
Vocé deve encontrar 0 jeito mais facil para manter o foco, normalmente o jeito mais
facil é fechando os olhos, mas se vocé preferer manté-los abertos, foco € algo natural;
Etapa 3: Comece fazendo algumas respiracdes profundas:
o Profunda inspiracdo pelo nariz (3 segundos), quando vocé inspira, vocé deve
levanter o ombro junto durante 0 movimento de inspiracéo;
o Segure a respiracdo (2 segundos);
o E uma longa expiragdo por meio da boca (4 segundos) dizendo “ahhhh”
Etapa 4: Depois de algumas respiracdes profundas, comece a respirar no ritmo normal.
Permita que suas respiracdes encontre o seu préprio ritmo natural. Preste atencéo para
0s movimentos de inspiracdo (ar entra pelo seu nariz e causa a expanséo da barriga) e
nos movimentos de expiracdo (sua barriga contrai e o ar sai pelo nariz ou pela boca —
escolha o que achar melhor), e noticie que seu corpo esta ficando mais estavel. Também
noticie os sons de sua respiracdo, quando voceé inspira e expira;
Etapa 5: Quando vocé estiver distraida pelos pensamentos, sons, planos, problemas ou
sensacdes fisicas, noticie a distracdo, mas ndo coloque a aten¢do nela. Gentilmente volte
a prestar atencdo na sua respiracao por meio da pratica de deixar 0s pensamentos irem
para longe;
Etapa 6: Continue a focar na sua respiracao e fiqgue em um estado relaxado pelo tempo
que vocé preferir;
Etapa 7: Quando vocé estiver preparado, devagar abra os olhos e coloque sua atencao
de volta ao presente momento, volte a ficar alerta e consciente.
o Note: Cada vez mais que vocé pratica, melhor seré para atingir a meditacao e
consequentemente a ansiedade.
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Etapa 4: Fim da consulta
e Andncio do fim da consulta
Roteiro:

e Diga obrigada para o paciente por ter comparecido a consulta

e Diga que vocé esta feliz pelo paciente ficar toda a consulta com vocé

¢ Diga que vocé espera vé-lo novamente em uma proxima consulta

e Se 0 paciente tem um cellular diga que vocé enviard uma mensagem sobre o horario
da proxima consulta

Tarefas do enfermeiro — Durante/ depois da consulta
Complete os formulérios de informacéo:

e Questionario sociodemogréafico

e Avaliacdo dos sintomas, questdes (problemas), suporte
e Score do BAI, GSE, MOS, PSS, ASSIST

o Narrativa das enfermeiras e suas notas

e Prepare-se para a reunido de supervisao
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Dados 2: Consulta 2

E. Sessdes do meio 2-4: Trabalho (identificagéo + exploragdo) Relacionamento
Interpessoal em Enfermagem

Consulta 2

Etapa 1: Foque no sentimento do paciente
e Comece cada sessdo mantendo o foco no presente e em como 0 paciente sente-se no
presente dia (sentimentos).

Roteiro:

e Como vocé tem se sentindo desde a ultima consulta?

e Pacientes tipicamente respondem com alguma referéncia a sentimentos desagradaveis
(tensdo -ansiedade) ou os eventos na vida dele durante o Gltima dia. Se os clientes
providenciam informacdo sobre um evento interpessoal, a enfermeira deve linkar o
evento ao sentimento desagradavel que o paciente sentiu durante o dia reportado ou
vice-versa.

Etapa 2: Relembre sobre a ultima consulta

e Saiba o que o paciente absolveu da ultima consulta

Roteiro:
e O que vocé lembra sobre a ultima consulta?

o Note: Ele necessita nomear ansiedade (use a palavra ansiedade associada a
sentimentos desprazerosos), e ele pode falar sobre alguma acao que ele usa
para reduzir a ansiedade.

o Note: Se ele ndo falar ao menos as duas coisas listadas abaixo, a enfermeira
necessita fazer tudo listado na primeira consulta.

e O que vocé fazia para reduzir a ansiedade?

o Note: ele deve ter mencionado a respiracdo profunda, mesmo se ele disser que
ele ndo consegue fazer isto. (algumas respostas possiveis: Eu ndo gosto da
respiracdo profunda. Eu tentei fazer a respiracdo profunda, mas é impossivel
fazer com muito barulho. Eu ndo posso me concentrar na respiracao). Ele
precisa mencionar o que ele lembra sobre o0 ensinamento da respiracao
profunda dado na ultima consulta.

Nome da Intervencdo: L6gico modelo do problema
2) Metas da intervencéo (objetivos de mudanca + determinantes):

e Conhecimento sobre o0 modelo I6gico do problema (ansiedade)

Objetivos de | Método Aplicacdo Modo de entrega

mudanca (Ingrediente ativo) | (Componente)

(Determinantes)
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Conhecimento sobre
a ansiedade como um
problema

1.1 Mostre a matriz
do problema e
pergunte  para 0
paciente  se ele

1.1 Mapa conceitual

1.8 Apresentacao

escrita; Distribua
um folheto com o
I6gico modelo do

gostaria de adicionar problema
algo
Modelo logico da ansiedade
Determinantes Fatores comportamentais e Problemas de Qualidade de vida
ambientais salde

Determinantes pessoais

+ Inconsciéncia da ansiedade

+ Baixa auto-eficacia’ auto-
estima

+ Comportamentos de alivio

+ Gatilhos

Determinantes pessoais

+ Influéncia de pares (amigos)

* Relagtes

+ Conhecimento

+ Profissionais de satde com
falta de conhecimento,
habilidades, e tempo para
realizarem uma comunicagéo
efetiva com os pacientes

+ Lagos familiars quebrados

Fatores comportamentais

+ Sono pobre

+ Alimentag&o/hidratagio pobre

+ Uso de substéncias psicoativas (cocaina)
+ Alto nivel de ansiedade

Nivel da ansiedade

Fatores ambientais

Interpessoais:

+ Isolagéo social/ solidéo

+ Pouco suporte familiar e de amizade

+ Parceiros ansiosos

Organizacional:

+ Barreiras geograficas —rua

+ Aconselhamento de sadde limitado dos profissionais de salde sobre ansiedade
+ Limitado aconselhamento de redug&o de danos de profissionais de salde
Comunidade:

+ Pouca conex#o social

+ Fatores sociais:

+ Baixo rendimento econbémico

+ Morador de rua

+ “Maloca”

+ Limitada conex&o dos suportes sociais e retirada da sociedade

+ Ineficiente e rigida performance

durante relagdes interpessoais

+ Isolamento social e solidéo
+ Aumento do uso de cocaina —

dependéncia

+ Inabilidade para trabalhar / forga de

trabalho reduzida

+ Reduzida opgfes de trabalho/acesso

limitado a oportunidades de trabalho

+ Inabilidade para fazer atividades de

trabalho diariamente

+ Marginalizacéo

+ Discriminagéo

+ Hospitalizag&o

+ Ferimentos

+ Restrita atividades recreacionais

+ Problemas de memoria e concentragéo

Etapa 2: Modelo l6gico do problema + I6gico modelo de mudanca

e Traga uma tabela com o modelo légico do problema e mostre 0 modelo l6gico de

mudancga.

o Note: Se o cliente adicionar algo no légico modelo do problema, a enfermeira
deveria readaptar o modelo do problema e se basear no novo modelo do
problema durante toda a intervencao

e Fale sobre as interacOes entre 0s desfechos comportamentais e contextuais com a
ansiedade ( problema de saude) e como eles podem melhorar a qualidade de vida.

e Discutir com o paciente sobre os desfechos comportamentais, contextuais e como isso
ird afetar sua qualidade de vida.

Roteiro:

e Entdo, aqui € o logico modelo do problema que nos trabalhamos juntos e agora eu
gostaria de mostrar o l6gico modelo da mudanca que representa a transicdo dos fatores
comportamentais e contextuais em desfechos comportamentais e contextuais, 0s quais
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voceé pode alcancar afim de reduzir esses sentimentos desprazerosos (ansiedade) que
vocé sente, e consequentemente ira melhorar a sua qualidade de vida.

Modelo l6gico de mudanga

Resultados Saude Melhora na qualidade de
comportamentais vida
Nivel da ansiedade
- Manejar o uso de - Melhora nas performances
cocaina durante o relacionamento
- Manejar a ansiedade interpessoal
- Estabelecer um padréo - Isolacéo social e soliddo
de sono saudavel - Melhora na auto-estima
- Estabelecer uma - Reduc&o no uso de cocaina
alimentacdo saudavel - Aumento na for¢a de trabalho

- Aumento na habilidade de
realizar atividades de vida

diarias
Resultados ambientais - Reducéo do
estigma/marginalizacé&o/
Interpes;oal_: _ _ discriminacéo
- Reduzir a isolacéo social e a soliddo - Redugéo na hospitalizagéo
- Ter relacionamentos saudaveis com amigos, - Reduc&o nos ferimentos
pares e fam|’||a - Aumento das atividades
Organizacional: recreacionais
- Sair da situacéo de rua - Melhora na meméria e
Comunl_dade_: _ concentragéo
- Ser reinserido na sociedade

e Para cada desfecho comportamental e contextual, nds temos algumas sugestes em
como vocé pode alcangar esses desfechos. Eu apresentarei algumas sugestdes para
vocé , e n6s Podemos trabalhar juntos para adequar essas sugestdes em sua realidade.

Etapa 3: 1) Nome da intervencdo: Trabalhando para manejar a ansiedade — gatilhos +
comportamentos de alivio + auto-eficacia

2) Metas da intervencao (objetivos de mudanca + determinantes):

e Reconhecimento dos gatilhos envolvidos na ansiedade;

Obijetivos de | Métodos Aplicacdo Modo de entrega

mudanca (Ingredientes ativos) | (Componente)

(Determinantes)

Identifique os |21 Consciéncia | 2.1; 2.2 Defina | 2.1; 2.2 Escrita -faca
gatilhos envolvidos | aumentando gatilhos junto com o | notas  sobre  0s
nas expectativas (2.1 29 paciente depois que o | gatilhos

- 2.3) , paciente identificou
na primeira consulta

Aprendizado
2.3 Escrita - faca
notas  sobre  o0s

ativo
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as suas expectativas e
0S comportamentos
de alivio utilizados (é
facil pensar sobre
gatilhos quando vocé
pensa em
expectativas, e no
que acontece em vez
das expectativas e 0s
comportamentos de
alivio que usa). Pense
junto com o paciente
acerca disso

2.2 Providencie uma
lista de gatilhos que

gatilhos +
expectativas + o que
acontece em vez das
expectativas

estdo  relacionados
com as expectativas
2.3 Liste as
expectativas ao lado
dos gatilhos
Define the gatilhos | 2.3 Consciéncia | 2.3; 2.4 Liste as |2.3;2.4 Escrita -Faca
(2.3-2.5) aumentando caracteristicas  dos | notas das
2.4 Auto-reavaliagio gatilhos (quando, cargcterl’sticas dos
onde, quem, como) | gatilhos
2.5 Encorage o0s |25 Apresentacdo
2.5 Reavaliacdo | pacientes a | verbal
contextual descreverem se 0s
membros da familia
(pares, amigos)
identificam  alguns
gatilhos que precede
a mudanca no
comportamento
Elabore a conexdo | 2.7 Elaboracao 2.7 Faca uma | 2.7 Escrita -Faga
entre gatilhos, observacao ou | notas dos gatilhos +
expectativas e o que validagdo consensual | expectativas +
acontece em vez das das variantes das | comportamentos de
expectativas (2.7) operagdes de | alivio usado
seguranca
(comportamento de
alivio usado)
Categorize 0s | 2.8 Risco | 2.8 Instrua 0|2.8; 2.9
possiveis  gatilhos | personalizado individuo a evitar | Apresentagdo verbal

situacGes que podem
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para mudanca (2.8 —
2.9)

2.9
respostas

Planejando

gerar probleméticos
gatilhos

2.9 Formular junto
com 0 paciente
estratégias para
evitar essas situacoes

e ldentificacdo, analise e conexdo dos comportamentos de alivio;

Obijetivos de | Métodos Aplicacéo Modo de entrega
mudanga . .
(Ingredientes ativos) | (Componente)

(Determinantes)
Identifique os 3.1 Consciéncia | 3.1  Conecte a| 3.1; 3.2
comportamentos de | aumentando ansiedade e 0 | Apresentagéo verbal
alivio usados durante comportamento  de
a ansiedade (3.1-3.2) alivio

3.2 Elaboracéo

3.2 Quais padrdes de
comportamentos sdo
usados?

Analise
comportamentos
alivio usados (3.3)

0S
de

3.3 Elaboracéo

3.3 Depois
identifique 0S
comportamentos de
alivio usados

(questdes abaixo), a
enfermeira tem que
seguir essas questdes
para o paciente fazer
uma andlise de
comportamentos de
alivio: Ha uma série
de comportamentos
de alivio que vocé
usa? As séries do

comportamento  de
alivio recorrem na
mesma ordem e
consequentemente
produzem
comportamentos que
configuram
ansiedade? 0]
montante de

3.3
verbal

Apresentacéo
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ansiedade é também
inferido a partir dos
comportamentos de
alivio identificados
no lugar do
desconforto

experenciado: “Qual
parte do corpo vocé
sente o desconforto?”

Conexao dos
comportamentos de
alivio e ansiedade
(3.4)

3.4 Possessédo

3.4
analisar 0S
comportamentos de
alivio (série, ordem e
montante de
comportamentos em
série), 0 paciente
deve ser conectado
aos comportamentos
de alivio com o
desejo de reduzir ou
parar o desconforto
extremo e tensOes
internas (ansiedade)
que séo
experenciados no seu
COrpo e na sua mente.

Depois  de

34
verbal

Apresentacédo

Modifique oS
comportamentos  de
alivio que séo
cabiveis de mudanca
(3.5)

3.5 Auto-reavaliacdo

3.5 A pessoa pode
comparar sua
imagem com o atual
comportamento  de
alivio, e uma possivel
imagem com 0 novo
comportamento  de
alivio (e.g.. Uma
pessoa pode
comparar sua
imagem como uma
pessoa sedentéria
para uma possivel
imagem dela mesma
cComo uma pessoa
ativa, usando a
atividade fisica como
um comportamento

35
verbal

Apresentacédo
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de alivo em vez do
uso de cocaina)

e Expresse auto-eficacia para lidar com a ansiedade.

Obijetivos de

mudanga
(Determinantes)

Métodos
(Ingredientes ativos)

Aplicacdo
(Componente)

Modo de entrega

Expresse auto-
eficacia para
reconhecer ansiedade
4.2)

4.1 Persuasao verbal

4.1 Use mensagens

positivas  (reforgo
positivo) para
mostrar  que 0

paciente € capaz de
reconhecer ansiedade

4.1
verbal

Apresentacédo

Demonstre auto- | 4.2 Auto- | 4.2; 4.3 Clientes | 4.2; 4.3 apresentacao
eficAcia  (abilidade) | monitoramento  de | mantém diario para | escrita — caderno
para estabelecer | comportamento fazer notas sobre o | (didrio) que sera
conexao entre | 4 2 Ajinhamento desconforto (onde_no mantido_ com a
comportamentos que corpo - aenfermeira | enfermeira—circule a
sdo  usados para pode  providenciar | parte do corpo no
aliviar a ansiedade uma figura de qual | caderno
(4.2-4.3) parte do corpo o

paciente identifica

que sente 0

desconforto) que

vem antes da

sensacao de

desprazer

(ansiedade) e o

comportamento  de

alivio usado para

reduzir a sensagdo de

desconforto
Expresse auto- | 4.4 Persuasao verbal | 4.4 Use mensagens | 4.4  Apresentacao
eficacia para positivas ( reforgo | verbal
reconhecer as positivo) para
expectativas (4.4) mostrar que o cliente

é capaz de

reconhecer as

expectativas
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Demonstre auto-
eficacia  (abilidade)
para identificar a
conexao entre as
expectativas, e o0 que
acontece em vez das
expectativas e 0s
comportamentos de

alivio utilizados (4.5)

4.5 Sintese

4.5 Ensine o cliente
como reconhecer o
mais breve possivel a
conexao entre as
expectativas, o que
acontece em vez das
expectativas, e 0sS
comportamentos de
alivio utilizados para
lidar com a
ansiedade.  Porque
uma vez que O
paciente aprende a
identificar esse ciclo,
ele pode quebrar o
ciclo, ou usar outro
tipo de
comportamento  de
alivio.

45  Apresentacdo
verbal

Expresse auto-
eficAcia para mudar
algumas expectativas
e fatores envolvidos
no ciclo de
sentimentos
desprazerosos (4.6)

4.6 Guia pratico

46 Use todos os
modelos para atingir
0  comportamento
que constitue
ansiedade ( respire
profundamente;
meditagdo; atividade
fisica, dieta saudavel;
use menos cocaina)

4.6  Apresentacdo
escrita; Distribua o

folheto com
instrucdes de
respiragéo
profunda—

meditacéo ; tipos de
atividades fisicas -
por quanto tempo
fazer, como fazer ; e
dieta saudavel)

Etapa 4: Explicacédo sobre os folhetos e aplicacbes
e Explique cada folheto

Roteiro:

e Eutenho esses 3 folhetos sobre 0s possiveis comportamentos de alivio que podem
substituir os comportamentos de alivio ruins.

e Eu irei falar profundamente sobre os dois outros comportamentos de alivio bons nas
proximas consultas e nds teremos a oportunidade de adequé-los melhor para a sua

realidade

e Agora eu gostaria de saber se vocé esta usando as etapas da respiracdo profunda
descritas no folheto entregue a vocé na ultima consulta
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o Note: se ele disser que ele ndo esta usando, a enfermeira pode sugerir aplicr
com ele as etapas da respiragéo profunda.
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Etapa 5: Fim da consulta

e Anuncio do fim da consulta
Roteiro:

e Diga obrigada para o paciente por ter comparecido a consulta

e Diga que vocé esta feliz pelo paciente ficar toda a consulta com vocé

e Diga que vocé espera vé-lo novamente em uma proxima consulta

e Se 0 paciente tem um cellular diga que vocé enviara uma mensagem sobre o horario
da proxima consulta

Tarefas do enfermeiro — Durante/ depois da consulta
Complete os formularios de informacéo:

e Avaliacdo dos sintomas, questdes (problemas), suporte
e Score do BAI (antes e depois da consulta)

e Narrativa das enfermeiras e suas notas

e Prepare-se para a reunido de supervisao



Dados 3 — Consulta 3

Consulta 3

Etapa 1: Foque no sentimento do paciente
e Comece cada sessdao mantendo o foco no presente e em como 0 paciente sente-se no
presente dia (sentimentos).

Roteiro:

e Como vocé tem se sentindo desde a ultima consulta?
e Pacientes tipicamente respondem com alguma referéncia a sentimentos desagradaveis
(tensdo -ansiedade) ou os eventos na vida dele durante o Gltima dia. Se os clientes
providenciam informacdo sobre um evento interpessoal, a enfermeira deve linkar o

evento ao sentimento desagradavel que o paciente sentiu durante o dia reportado ou

vice-versa.
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Etapa 2: 1) Nome da intervencéo: Trabalhando para estabelecer um padrdo de sono saudavel

2) Metas da intervencao (objetivos de mudanca + determinantes):

e Conhecimento sobre o padréo de sono mais comum

Obijetivos de
mudanca

(Determinantes)

Método
(Ingrediente ativo)

Aplicacéo
(Componente)

Modo de entrega

Conhecimento sobre
0 padrdo de sono
mais comum (1.1-
1.2)

1.1 Consciénica
aumentando

1.2Usando imagem

1.1 Guia sobre o
padrdo comum de
sono

1.2 Imagem com o
tempo de sono e o
humor  relacionado
(cansado, muito
cansado, bem)

1.1; 1.2
Apresentacédo

escrita: Distribua um
folheto com
informagdo sobre o
padrdo de sono e
figuras de humor
relacionado com o

padréo de sono

Conhecimento  dos
beneficios da
atividade fisica para
melhorar o padréo de
sono (1.5-1.7)

15 Consciéncia
aumentando

1.6 Usando imagem

1.5 Guia sobre os
beneficios da
atividade fisica
(folheto)

1.6 Imagem sobre a
fungdo da atividade

1.5-1.7 apresentacgéo
escrita
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fisica no  corpo
(folheto)
1.7Videos/jornais

sobre a relacdo entre
atividade fisica e a
melhora do sono

1.7 Selecionando
crencas
Conhecimento sobre | 1.8 Auto- | 1.8 Diario para fazer | 1.8~ Apresentacao
0 padrdo de sono | monitoramento  do | notas sobre o padrdo | escrita— caderno
habitual (1.8) comportamento de sono (caderno)
Conhecimento  dos | 1.9 Consciéncia | 1.9 Discussao sobre | 1.9; 1.13
desafios para atingir | aumentando os desafios de atingir | Apresentacdo verbal
um bom padrdo de um bom padréo de
sono na sua realidade sono
e possiveis lugares 110 1.10- 112
seguros para dormir | 1 19 Aprendizado | Desenvolvimento de | P eooniagdo escrita
(1.9-1.13) ativo uma lista individual | ,_, D/SToUa - um
(papel)  apontando folheto  ~ com a
R informacéao
desafios individuais ¢
1.11;1.12
Providencie uma lista
(com localizacdo e
... | contato) de lugares
1.11 C(:jonSCIenCIa sequros que 0
aumentando paciente possa ir
1.12  Mobilizando | dormir
suporte social 1.13 Providencie
1.13 Reforgo informacdo  sobre
como lugares seguros
contribuem para
estabelecer um
padrdo de sono
saudavel
e Reconhecimento dos gatilhos envolvidos no sono
Objetivos de | Método Aplicagéo Modo de entrega
mudanca (Ingrediente ativo) (Componente)

(Determinantes)

Gatilhos que estdo
presents no seu estilo

2.1 Consciéncia
aumentando

2.1;2.2Providencie
uma lista com alguns

2.1-
Apresentagéo

2.2




243

de vida que
interferem no sono
(2.1-2.3)

2.2
ativo

Aprendizado

2.3 Elaboracéo

gatilhos que
interferem no sono

2.3 ldentifique junto
com 0s pacientes 0s

gatilhos que
interferem no sono, e
providencie
alternativas de
inibicdo desses
gatilhos (menu de
0p¢ao)

escrita; Distribua um
folheto com a lista
de gatilhos

2.3 Apresentacdo
verbal +
Apresentacéo escrita
(adicione na lista
dada ao cliente os
novos gatilhos que
ele identificou)

Gatilhos que
interferem para nédo
realizar atividade

fisica (2.4 -2.5)

2.4 Consciéncia
aumentando

2.5 Reestruturando o
contexto fisico

2.4 Faga um link dos
gatilhos (frequencia e
probabilidade) com a

abstinéncia da
atividade fisica
2.5 Proponha ao

paciente identificar as
barreiras de comecar
uma nova rotina de
exercicios (e.g., falta
de motivagdo, e
discutir modos em
que eles poderiam
superar essa falta de
motivacdo - e.g.,
indo ao parque fazer

2.4: 2.5
Apresentacdo verbal

exercicios com o
amigo)
Modificar os Gatilhos | 2.6 Planejar | 2.6; 2.7 Oferecer | 2.6 -2.8
que interferem no | estratégias de | algum suporte social | Apresentacdo verbal
padrdo de sono (2.6- | enfrentamento para enfrentar 0s
2.8) 2.7Mobilizar suporte gatilhos
social 2.8 Dar reforco
positive para

2.8 Feedback

mudificar o padrdo de
sono

¢ Identificacdo, analise e conex&o dos comportamentos de alivio;
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Objetivos de | Método Aplicacdo Modo de entrega
mudanga (Ingrediente ativo) | (Componente)
(Determinantes)
Comportamentos de | 3.1 Consciéncia | 3.1 Reforco da | 3.1 Apresentagéo
alivio para obter sono | aumentando importancia da | verbal
(3.1-3.3) respiracdo profunda
(meditacdo) para
3.2 Aprendizado | alcangar sono, mas 0
ativo paciente pode
escolher fazer

3.3 Modelando

somente a respiracao
profunda antes de
dormir. Ele pode
decidir 0 que
funciona melhor para
ele.

3.2 Ensine o paciente
a fazer respiracdo
profunda antes de
dormir (Etapa 3 no
folheto da respiracao
profunda)

3.3 Discussdo com o
paciente sobre a
situacdo do contexto
em que vive. Porque
algumas vezes os
pacientes dizem que
eles necessitam
manter-se acordados
a noite para manter-
se  seguros  em
lugares  perigosos
(contexto em que
vivem- rua). Vocé
pode ensina-los que
eles podem adaptar a
respiracdo profunda
antes de dormir, por
meio de colocar na

mente  antes de
dormir que quando
eles ouvirem
barulhos que

representam  perigo
para eles acordardo
Eg. Em vez de

3.2 Aplicacdo pratica

3.3
verbal

Apresentacédo
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deixar todos os
pensamento irem
para longe, vocé

necessitara manter na
sua consciéncia que
VOCE reconhecera
barulhos que
representam perigo e
acordara e ficara
alerto no mesmo
tempo que ouviu o
barulho.

Atividade fisica como
um comportamento
de alivio (3.4 -3.5)

3.4

Consciéncia

aumentando

3.5 Usando imagem

3.4; 3.5 Providencie
informacdo de como
a funcéo da atividade
fisica reduz a
ansiedade
(relaxamento
corporal) através do

3.4; 3.5
Apresentacao escrita

folheto, videos e

figuras.
Distinguir os | 3.6 Aprendizado | 3.6 Desenvolva uma | 3.6 Apresentacdo
comportamentos de | ativo tabela com duas | escrita:
alivio que dificultam colunas cujo uma | Desenvolvimento de
0 sono dos que coluna sera 0 | colunas comparativas
ajudam a ter um bom comportamento  de | juntamente com o
sono (3.6) alivio que dificulta o | paciente

sono e a outra sera o

comportamento  de

alivio que ajuda no

processo de dormir.
Modificar os | 3.7 Aprendizado | 3.7 Use a tabela| 3.7 Apresentacdo
comportamentos de | ativo desenvolvida escrita

alivio que sao usados
para atingir o sono
3.7)

previamente para
identificar os maus e
bons
comportamentos de
alivio usados , e
como 0 paciente
tenta substituir 0s
maus
comportamentos de
alivio por outros
(bons
comportamentos de
alivio).
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Objetivos de | Método Aplicacao Modo de entrega
mudanga (Ingrediente ativo) (Componente)

(Determinantes)

Auto-eficécia na | 4.1 Guia prético 4.1 @) cliente | 4.1 Aplicacdo préatica

habilidade de
adequar o padrdo de
sono no seu estilo de
vida (4.1 -4.2)

4.2
monitoramento
comportamento

Auto-
do

primeiramente
mostrard como ele
esta  usando  as
técnicas para
melhorar seu padrdo
de sono (meditacéo,
respiragéo
profunda...) e entdo a
enfermeira  pedird
para o paciente fazer
algumas vezes a
técnica que ele utiliza
com o0 intuito de
analizar como o
paciente esta
realizando a técnica
ensinada. Apds isso,
a enfermeira fara
comentarios  breves
da performace do
paciente, enfatizando
aspectos  realizados
bem.

4.2 Pacientes
manterdo o diario
sobre seu padrdo de
sono, e fardo notas
sobre  como as
técnicas estao
ajudando na
adequacao do padréo
de sono no estilo de
vida

4.2  Apresentagdo
escrita — caderno

Expresse auto-
eficacia na
habilidade de realizar
atividade fisica (4.3 -
4.5)

4.3
metas

Organizando

4.3 Paciente e
enfermeira discutem
sobre as metas para a
proxima  consulta,
decidindo pela meta
que é aceitavel no seu

4.3; 4.5; 4.6
Apresentacéo verbal

4.4  Apresentacdo
escrita — notebook
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4.4 Auto-
monitoramento  de
comportamento

4.5 Planejando
estratégias de
enfrentamento

4.6 Oportunidade

estilo de vida para
melhorar a atividade
fisica

4.4 Pacientes
manterdo um diario
sobre a atividade
fisica realizada

4.5 Enfermeiras
providenciardo uma
lista de barreiras
potenciais e maneiras
de enfrenta-las, por
exemplo, se 0 parque
que 0 paciente usa
normalmente  para
realizar atividade
fisica estd fechado,
ele pode ter outras
opcOes perto desse
parque para realizar
atividade fisica

4.6 Pacientes devem
manter em mente que
atividades fisicas sdo
importante para
reduzir ansiedade, e
consequentemente
alcancar um padréo
de sono melhor

Expresse auto-
eficacia na
habilidade de mudar
0 padréo de sono (4.7
—4.8)

47 Melhorar o
estado fisico e
emocional

4.7 Paciente estd
pensando na
respiracdo profunda e
relaxamento antes de
ir dormir, e
consequentemente

ele terd mais chance
de dormir bem. Para
0S pacientes que
vivem na rua, a
enfermeira terd que
reafirmar que durante
a respiragdo 0
paciente tera que
manter em mente que
ao ouvir algum
barulho que
representa perigo, ele

4.7
verbal

Apresentacdo
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4.8 Sugestdo de

alteracdo

ird levantar
rapidamente e ficara
alerta (mensagem do
inconsciente — isso é
0 qQque acontece
quando a mée levanta
instantaneamente ao
aouvir o choro do seu
bebé).

4.8 Paciente procura
um lugar mais Seguro
que o de antes ( que
ele constumava
dormir), com intuito
de evitar disturbios
Nno seu sono

Etapa 3: 1) Nome da intervenc¢do: Trabalhando para estabelecer uma dieta saudavel

2) Metas da intervencao (objetivos de mudanca + determinantes):
e Conhecimento sobre o padrdo mais comum de alimentacéo

Obijetivos de

mudanga
(Determinantes)

Método
(Ingrediente ativo)

Aplicacdo
(Componente)

Modo de entrega

Conhecimento sobre | 1.1 Consciéncia | 1.1 Guia sobre o | 1.1; 1.2 Apresentacdo
0 padrédo de | aumentando padrdo comum de | escrita: Distribua o
alimentagdo  mais alimentacéo folheto com
comum (1.1-1.2) informacdo sobre o
. 1.2 Imagem com x
1.2Usando imagem .
g comidas que o0 p?draot 50 e fi de
individuo pode comer alimen ag_acljo € Tiguras
oor dia com comida
Conhecimento sobre | 1.3 Auto- | 1.3 Diério do| 1.3 Apresentacdo
seu padrdo habitual | monitoramento do | consumo de comida | escrita — caderno
(ie4allmentagao (1.3- | comportamento 1.4 Feedback sobre o | 1.4 Apresentacdo
4) 1.4 Feedback melhor encaixe entre | verbal

0 esperado habito

saudavel de

alimentacéo e o atual

habito de alimentacéo
Conhecimento sobre | 1.5 Consciéncia | 1.5 Liste lugares para 1.9 Apr(_etsentagao
0os lugares para | aumentando comer escrita—
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comer algo saudavel
(1.5-1.6)

1.6 Feedback

1.6 Feedback sobre os
lugares para comer,
com énfase nas
comidas saudaveis

providencie uma
lista em um papel

1.10 Apresentagédo
verbal

Conhecimento sobre

0s desafios para
alcancar um bom
padréo de
alimentacéo de
acordko com a

realidade do paciente
(1.7 -1.8)

1.7 Consciéncia
aumentando

1.8 Aprendizado
ativo

1.7 Liste alguns
gatilhos de ma
alimentacédo

1.7 Discussao sobre
os desafios de atingir
um bom padrédo de
alimentacéo

1.8Desenvolvimento
de uma lista
individual com
pontos acerca dos
desafios individuais

1.11  Apresentacédo
escrita —
providencie uma
lista em um papel

1.12  Apresentacédo
verbal

e Reconhecimento dos gatilhos envolvidos na alimentagéo

Obijetivos de

mudanga
(Determinantes)

Método
(Ingrediente ativo)

Aplicacdo
(Componente)

Modo de entrega

Gatilhos que estdo | 2.1 Consciéncia | 2.1 Providencie uma | 2.1  Apresentacao
presentes no estilo de | aumentando lista de gatilhos | escrita: Distribua a
vida que interferem possiveis que | lista com os gatilhos
na sua dieta (2.1-2.2) _ interferem na dieta | em um folheto
Zfizvo Aprendizado | saudavel _ 2.2 Apresentacdo
2.2 Adapte uma lista | verbal +
para a realidade do | Apresentacdo escrita
paciente (adicione na lista
dada ao paciente os
novos gatilhos
identificados)
Modifoque os | 2.3 Reforco 2.3 Providencie um | 2.3  Apresentacao
gatilhos que refor¢o positivo para | verbal
interferem na enfrentar os gatilhos

alimentacédo saudavel
(2.3)

que interferem na
alimentacéo saudavel




e Identificacdo, analise e conexdo dos comportamentos de alivio
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Objetivos de
mudanca

(Determinantes)

Método
(Ingrediente ativo)

Aplicagéo
(Componente)

Modo de entrega

Crie novos | 3.1 3.1; 3.2 Encorage o | 3.1; 3.2
comportamentos de | Condicionamento paciente a aprender | Apresentacdo verbal
alivio para alcang~ar 3.2 Sugestio de comport_amentos
uma boa alimentacéo < saudaveis que podem
. f alteracéo .

no seu estilo de vida substituir 0
(3.1-3.2) comportamento

problematico

(agende um horério

regular para comer;

ndo coma aperitivos

antes da refeicdo;

ndo beba alcool antes

da refeicaol)
Distingua os | 3.3 Aprendizado | 3.3Desenvolva uma | 3.3  Apresentagdo
comportamentos de | ativo tabela com duas | escrita:
alivio que dificultam colunas, cuja uma | Desenvolvimento
uma dieta saudavel coluna serd& de | das colunas com o
dos que ajudam a comportamentos de | paciente em um
obter uma dieta alivio que ajudam na | papel
saudavel (3.3) obtencdo de uma

alimentacédo

saudavel e outra

coluna com

comportamentos de

alivio que dificultam

a alimentacéo

saudavelto que o

paciente esta

acostumado a usar
Modifique os | 3.4 Aprendizado | 3.4 Use a tabela|3.4  Apresentacdo
comportamentos de | ativo desenvolvida escrita

alivio que séo usados
para alcancar uma
dieta saudavel (3.4)

previamente  para
identificar os maus e
bons

comportamentos de
alivio utilizados, e
como 0 paciente
tenta substituir os
comportamentos de
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alivio  ruins

outros

por

e Expresse auto-eficacia para alcancar uma dieta saudavel

Obijetivos de | Método Aplicacéo Modo de entrega
mudanga (Ingrediente ativo) (Componente)
(Determinantes)
Expresse auto- | 4.1 Reforgo 41 Use positiva|4.1  Apresentacdo
eficacia na mensagens (reforco | verbal
habilidade em positivo) para
adequar padrbes de mostrar que 0
alimentacdo no seu paciente € capaz de
estilo de vida (4.1) alcancar o padréao de
alimentacéo
adequado
Expresse auto- | 4.2 Auto- | 4.2 Diario para fazer | 4.2  Apresentacao
eficacia na | monitoramento  de | notas sobre 0 | escrita — caderno
habilidade em | comportamento consumo de comida
monitorar 0 proprio (caderno)
consumo de comida
(4.2)
Expresse auto- | 4.3  Sugestdo de | 4.3 Paciente procura | 4.3-4.5 Apresentacdo
eficacia na | alteracdo um lugar que possa | verbal
habilidade em | 4 4 Mobilizando providenciar  mais

enfrentar os desafios
encontrados frente ao
padréo de
alimentacéo (4.3-4.5)

suporte social

alimentos saudaveis,
com o0 intuito de
evitar  alimentacéo
que ndo é saudavel

4.4 Ofereca algum
suporte social que
providencie comida
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4.5 Planejando
estratégias de
enfrentamento

de graga ou de baixo
custo saudavel

4.5 Enfermeiras
providenciam uma
lista de barreiras
potenciais e
caminhos para
enfrenta-las

Etapa 4: 1) Nome da intervencgdo: trabalhando para manejar o uso de cocaina

2) Metas da intervencao (objetivos de mudanca + determinantes):

e Conhecimento sobre o uso de cocaina

Objetivos de

mudanca
(Determinantes)

Método
(Ingrediente ativo)

Aplicagéo
(Componente)

Modo de entrega

Conhecimento

sobre 0 consumo
habitual de cocaina e
as caracteristicas
desse consumo (1.1 -
1.3)

1.1 Consciéncia
aumentando

1.2
monitoramento
comportamento

Auto-
do

1.3 Usando imagem

1.1; 1.2 Diéario do uso
de cocaine e outra
substancia psicoativa
normalmente usada
junto com a cocaina

1.3 Imagem com a
medida da cocaina
(uma pedra, 250
gramas)

1.3 Imagem com a

medida da outra
substéancia (e.0.:
alcool - dose)

1.1; 1.3

Conhecimento sobre
0S mecanismos da
cocaina por figura
e/ou video

13-1.3
Apresentacédo
escrita — imagens

1.4 Apresentacao
escrita — caderno

Conhecimento sobre
0s  desafios na
reducdo do consumo
de cocaina (1.4 -1.6)

1.4 Consciéncia
aumentando

1.5 Aprendizado
ativo

1.4 Liste alguns
gatilhos do consumo
de cocaina

1.4; 1.5 Discussado
sobre o0s desafios

1.9 Apresentacao
escrita: Distribua
uma lista com os
gatilhos

1.10 Apresentagédo
escrita — caderno
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1.6 Auto-
monitoramento  do
comportamento

para atingir menos
consumo de cocaina

1.4; 15
Desenvolvimento de
uma lista individual
apontando 0S
desafios individuais
de cada individuo

1.4 ;1.6Diario do uso
de cocaina com
descricdo do local,
horéario, e pessoas
que o individuo
normalmente faz uso
junto

1.6
verbal

Apresentacédo

e Reconhecimento dos gatilhos envolvidos no uso de cocaina

Obijetivos de | Método Aplicacdo Modo de entrega
mudanca (Ingrediente ativo) (Componente)
(Determinantes)
Gatilhos que estdo 2.1 Identifique | 2.1 -2.3
presentes no seu |4 Consciéncia esp_euflcamente os | Apresentacdo verbal
estilo de vida que gatilhos que geram a | (prencha a tabela)
) aumentando :
interferem _ necessidade de
diretamente e |22 Risco | cocaina
indi ersonalizado .
:jndlreta[n entze 1n02L1330 P 2.2 Analise todos os
e cocaina (2.1 -2.3) fatores  envolvidos
2.3 Prevengio de | com o gatilho
recaida 2.3 Desenvolva
estratégias para
evitar gatilhos do

ambiente (context)

Modifique 0S
gatilhos que
interferem no uso de
cocaina(2.4-2.7)

2.4 Planejando
estratégias de
enfrentamento

25 Mobilizando
suporte social

2.6 Evitando/
reduzindo a

2.4; 2.5 Providencie
suporte social para
enfrentar os gatilhos
presentes no uso de
cocaina

2.6 Evite as situacdes
que provoquem
gatilhos para o uso de
cocaina

2.4-2.7
Apresentacéo verbal
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exposicdo a gatilhos
para o0 uso de cocaina

2.7 Reestruturando o
context social

2.7 Mude (se
possivel) seu
contexto social altual

e Identificacdo, analise e conexdo de comportamentos de alivio

Obijetivos de

mudanga
(Determinantes)

Método
(Ingrediente ativo)

Aplicacéo
(Componente)

Modo de entrega

Crie. um  novo | 3.1Condicionamento | 3.1; 3.2 Discuta com | 3.1-3.2
;ﬁmgonr;asrgﬁrg;“ogg 3.2 Consciéncia gungsciente sobre | Apresentacao verbal
vida (3.1-3.2) aumentando comportamentos de

alivio que déao a ele

prazer similar a

cocaina (meditacdo,

atividade fisica, sexo

seguro , comida..)
Modifique 0 | 3.3 Condicionamento | 3.3  Depois  de | 3.3-3.4
comportamento  de descobrir outros | Apresentacdo verbal
alivio (3.3-3.4) comportamentos de

alivio, o paciente

pode tentar usa-los

como novos

3.4 Reavaliacdo do
contexto

comportamentos de

alivio ao inves da
cocaina
3.4 Encorage o0

paciente a comparar
0 novo
comportamento  de
alivio com a grande
quantidade de uso de
cocaina (0 paciente
aqui, el epode manter
0 uso de cocaina, mas
ao  menos deve
reduzir um pouco o
consumo de cocaina
OU 0 Uso de outro tipo
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de droga — “crack —
cocaina em po”)

e Expresse auto-eficacia para manejar o uso de cocaina

Obijetivos de

mudanga
(Determinantes)

Método
(Ingrediente ativo)

Aplicacdo
(Componente)

Modo de entrega

4.1-4.3 Apresentacao

Expresse auto- | 4.1 Auto- | 4.1; 4.2 Diario com it
eficacia na habilidade | reavaliacdo notas sobre o uso de es(cj Ia -

em monitorar o seu 492 Auto- cocaina e o jeito que cagerno
préprio consumo de Monitoramento do ¢ consumida a

cocaina (4.1-4.2) comportamento substancia

Expresse auto- | 4.3 Sugestdo de | 4.3 Paciente procura 4.3-4.7
eficicia na habilidade | alteracao por um lugar que ele Apresentacio
em gerar estratégias 44 Mobilizando nédo pode ter bastante verbal

de enfrentamento suporte social acesso a cocaina

para  enfrentar o0s

desafios (4.3 —-4.7)

4.5 Oportunidade

4.6 Planejando
estratégia de
enfrentamento

4.7 Prevencdo de
recaida

4.4 Ofereca alguns
suportes sociais que
providencie  outros
comportamentos de
alivio ao inves de
cocaina

45 Fale para o0s
pacientes irem para a
academia para
controlarem a
ansiedade, em vez de
usar cocaina

4.6 Enfermeira
devem providenciar
uma lista com as
barreiras potenciais e
0s caminhos de
supera-las

4.7

Desenvolvimento de
estratégias para
evitar gatilhos do
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ambiente em que
vivem

o Note: Depois de trabalhar com todas essas estratégias para manejar o
consume de cocaina, e 0 paciente manter-se resistente em tentar essas
estratégias novas. A enfermeira deve falar algumas mensagens de reforgo: -
Eu ndo posso competir com as drogas, porque as drogas fornecem uma
sensacdo de prazer muito rapido, mas eu e vocé sabemos que essa sensacdo
de prazer vem répido, e termina rapido também. Entdo, todas as coisas que
falamos hoje, eu posso Ihe dizer que a duracédo de alivio é mais longa que as
drogas, mas vocé precisa pratica-los diariamente para que atinja uma
sensacdo mais prazerosa.

Etapa 5: Fim da consulta
e Anuncio do fim da consulta
Roteiro:

e Diga obrigada para o paciente por ter comparecido a consulta

e Diga que vocé esta feliz pelo paciente ficar toda a consulta com vocé

e Diga que voceé espera vé-lo novamente em uma proxima consulta

e Se 0 paciente tem um celular diga que vocé enviara uma mensagem sobre o horario da
préxima consulta

Tarefas da enfermeira — Durante/ depois da consulta
Complete os formulérios de informacéo:

e Avaliacdo dos sintomas, questdes (problemas), suporte
e Score do BAI

e Narrativa das enfermeiras e suas notas

e Prepare-se para a reunido de supervisao



Dados 4 — Consulta 4

Consulta 4

Etapa 1: Foque no sentimento do paciente
e Comece cada sessdao mantendo o foco no presente e em como o paciente sente-se no
presente dia (sentimentos).

Roteiro:

e Como vocé tem se sentindo desde a ultima consulta?
e Pacientes tipicamente respondem com alguma referéncia a sentimentos desagradaveis
(tensdo -ansiedade) ou os eventos na vida dele durante o Gltima dia. Se os clientes
providenciam informagao sobre um evento interpessoal, a enfermeira deve linkar o

evento ao sentimento desagradavel que o paciente sentiu durante o dia reportado ou

vice-versa.
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Etapa 2: 1) Nome da intervencéo: Trabalhando para reduzir o isolamento social

2) Metas da intervencdo (Objetivos de mudanca + determinantes):

e Conhecimento para reduzir a isolacéo social

1.14 Modelando

mapas sobre a
localizagéo dos
novos lugares e
rotas de como
chegar neles

Obijetivos de | Métodos Aplicacdo Modo de entrega
mudanga (Ingredientes ativos) | (Componente)
(Determinantes)
Conhecimento 1.12 Consciéncia | 1.15 _ Liste 13;1.3 )
sobre diferentes aumentando dlfergntgs lugares Apresentagao
lugares perto do saudaveis escrita: Distribua
lugar que o cliente ) 1.16_ _A_conselh_e 0 um folheto com
vive (11— 1.3) 113 Prose individuo a listar lugares e a
contras e comparar as localizacédo
vantagens e 1.4 Apresentacéo
desvantagens verbal
sobre cada lugar
demonstrado
1.17 Providencie




258

Conhecimento
sobre a historia da
familia do paciente
(1.4-1.5)

1.4Link empético
1.5 Feedback

1.18 Ouca
cuidadosamente
sobre a histéria da
sua familia

1.19 Dé feedback
sobre 0s pontos
principais da
historia da sua
familia

1.15 -15
Apresentacédo
verbal

Conhecimento
sobre a importancia
de lacos saudaveis
(1.6)

1.6 Elaboracao

1.20 Desenvolva
link entre
amizades nao
saudaveis com o
aumento da
ansiedade, e
continuidade de
comportamentos
de alivio ruins

1.6 Apresentacao
verbal

Conhecimento
sobre a importancia
de alguém na sua
rede de amizade que
possa ajuda-lo no
quesito  emprego
(1.7 -1.8)

1.7 Elaboragao

1.8 Treinando

habilidades sociais

1.21  Conhecimento
sobre a
importancia de ter
uma amizade
saudavel para
atingir
oportunidades de
trabalho

1.22 Ensine
efetivas formas
de interacao
social em
situacdes
especificas (e.g:
entrevistas de
trabalho,
comendo fora)
com técnicas de
comportamento.
Desenvolva um
caso ficcional
para que 0
paciente pense
em como reagir a
situacao

1.7 Apresentacédo
verbal

Conhecimento

sobre lugares
diferentes ( centros
recreacionais) perto
dos lugares que o
paciente  costuma
viver e que haja

1.9 Elaboragao
1.10 Pros e contras

1.9 Liste diferentes
lugares para praticar
atividades fisicas

1.10 Discuta com o
paciente 0s pros e

1.23  Apresentacdo
escrita: Distribua
folder com a lista
de lugares e sua
respectiva
localizacéo
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programas de
atividade fisica
(1.96 - 1.10)

contras sobre cada
lugar apresentado

1.24  Apresentagéo
verbal

e Auto-eficacia para reducdo do isolamento social

Objetivos de | Métodos Aplicacao Modo de entrega
mudanga (Ingredientes ativos) | (Componente)
(Determinantes)
Auto-eficacia no|21 Mudando a|2.1 Aconselhe 2.4 Apresentagdo
reconhecimento das | rotina maneiras de mudar a verbal
barreiras do cliente rotina diariamente ou
em conhecer semanalmente para
diferentes  lugares limitar a exposicao a
(2.1) comportamentos

ruins, e criar

oportunidade de

conhecer outras

pessoas
Expresse auto- | 2.2 Link empatico 2.2 Através do link 2.5 Apresentagao
eficacia na sua empatico é verbal
habilidade de desenvolvido
estabelecer contato “vinculo” entre a
entre o paciente e a enfermeira e o0
familia dele (2.2) paciente, e

enfermeiras podem

falar/ouvir mais

sobre a familia do
paciente e encoraja-

lo a contatar sua

familia
Expresse auto- | 2.3Planejando acdo | 2.3  Proponha o 2.6ApLes|entagao
eficacia praticar planejamento da verba

atividade fisica(2.3 —
2.4)

2.4 Oportunidade

performace de uma
atividade fisica
particular (e.g.
corrida) em um
horario  particular,
em certos dias da
semana .

2.4 Leve o paciente
para a academia para
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superar a ansiedade e
engajar em atividade
fisica

e Melhora nas relagdes interpessoais

Objetivos de

mudanca
(Determinantes)

Método
(Ingrediente ativo)

Aplicacéo
(Componente)

Modo de entrega

Prepare os clientes | 3.1 treinando | 3.1 Ensine interagdes | 3.1  Apresentacao
para estabelecer | habilidades sociais sociais efetivas com | verbal
relacdes interpessoais técnicas de
(vinculos) em novos comportamento
lugares (3.1) reverso. Desenvolva

uma simulagéo

situacional com a

paciente para pensar

sobre como reagir a

situagdo
Proponha 0|32 Reavaliacdo | 3.2 Encorage | 3.2; 3.3
reestabelecimento de | contextual pacientes em | Apresentacdo verbal
vinculos (3.2- 3.3) 3.3 Treinamento em descrever como

habilidades sociais membros da familia
(ou pares,

amigos)sentem-se
acerca das antigas
amizades (vinculos)
que eles costumavam
a sair antes de
aumentar o nivel de
ansiedade

3.3 Ensine interacdo

social efetiva por
meio de técnicas de
comportamento

reverso. Desenvolva
uma simulagdo para
que 0 paciente tente
pensar como reagir a
situacdo  simulada.
Como reestabelecer
vinculos relacionais
(mensagem,
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Facebook, conhecer
pessoas
pessoalmente)

Proponha aos clientes
0 estabelecimento de
vinculos relacionais
para incentiva-los a
fazer atividade fisica
(3.4

3.4 Restruturando o
contexto social

3.4 Proponha ao
paciente identificar
as barreiras para que
eles comecem um
novo regime de
exercicios (e.g., falta
de motivacdo) e
discuta maneiras em
como eles podem
superar as barreiras
(e.g., indo para a
academia com amigo

)

3.4
verbal

Apresentacéo

Step 3: 1) Nome da intervencdo: Trabalhando para estabelecer um relacionamento saudavel

2) Metas da intervencao (objetivos de mudanca + determinantes):

e Estabelecer relacionamentos saudaveis

Objetivos de

mudanca
(Determinantes)

Métodos
(Ingredientes ativos)

Aplicagéo
(Componente)

Modo de entrega

Conhecimento sobre
os relacionamentos
que o paciente tinha,
tem e poderia ter no
futuro (1.1 -1.4)

1.1 Elaboragao

1.4 Providenciando
sugestdes

1.3 Reavaliacdo
contextual

1.4Restruturando 0
context social

1.1 Discuta sobre os
relacionamentos
desenvolvidos e seu
mecanismo para
existir

1.2 Desenvolva
comparagdo  entre
caracteristicas  das
relacBes do passado e
do presente

1.3Encorage 0S
pacientes a descrever
como 0s membros da
familia (ou
pares,amigos)

sentem-se sobre 0s
antigos amigos
(vinculos) que eles
costumavam sair
antes de aumentar a

1.1  Apresentacdo
verbal
1.2 Apresentacédo

escrita - caderno
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ansiedade. Como o0s

membros da
familia(ou pares,
amigos)  sentem-se

sobre suas relagOes
(vinculos) atuais. E

discuta  sobre a
reacio de  seus
amigos, pares e

familia em relacédo ao
relacionamento atual
desenvolvido.

1.4Proponha ao
paciente identificar
as barreiras e
preveni-las para o
estabelecimento  do
come¢co da nova
amizade.

Conhecimento sobre
como evitar relacoes
que néo sdo
saudaveis (1.5)

1.5 Elaboracao

1.5 Construcdo de
algumas estratégias
junto com o paciente
sobre as  acOes
possiveis para evitar
relagdes que ndo sdo
saudaveis

15
verbal

Apresentacéo

e Aumentar a auto-eficacia para alcancar relacionamentos saudaveis

Obijetivos de

mudanga
(Determinantes)

Métodos
(Ingredientes ativos)

Aplicacdo
(Componente)

Modo de entrega

Expresse auto-
eficacia na habilidade
de encorajar o cliente
a mudar/ terminar
relacoes
probleméticas (2.1 -
2.3)

2.1
Condicionamento

2.2 Pros e contras

2.3 Controle
estimulos

de

2.1; 2.2 Liste no
“caderno” as
relacdes
probleméticas  por
meio de uma tabela
com proés e contras
do relacionamento

2.3 Romper o0s
habitos- se 0
paciente sabe que ele
pode encontrar
alguém (cujo ele tem

2.1- 2.2
Apresentagéo escrita:
Desenvolvimento de
uma tabela com pros
e contras juntamento
com o paciente

2.3
verbal

Apresentacédo
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uma relacdo
problematica) em
um especifico lugar,
¢ importante que o
paciente reconhega
que ir a esse
especifico lugar ndo
ajuda-o.

e Aumento das relaces saudaveis

Objetivos de

mudanca
(Determinantes)

Métodos
(Ingredientes ativos)

Aplicacéo
(Componente)

Modo de entrega

Proponha aos
pacientes um
profundo

entendimento  sobre

suas relagbes que séo
significantes
(vinculos e lagos
relacionais) (3.1 -
3.3)

3.1 Consciéncia
aumentando

3.2 Pros e contras

3.3 Reavaliacédo
contextual

3.1 Providencie uma
conversa com  as
relagbes que o

paciente tem
3.2 Identifique prés e

contras dessas
relacoes
3.3 Encorage

pacientes a descrever
como 0s membros da
familia (ou pares,
amigos) sentem
sobre as relagdes que
ele tem

3.1 - 3.3
Apresentacdo verbal

Prepare para
reconhecer relagOes
(vinculos relacionais
e lagos relacionais)
gue nado sdo saudaveis
para os clientes (3.4 —
3.5)

3.4 Prés e contras

3.5 Controle
estimulos

de

3.4 ldentifique pros e

contras sobre  0S
vinculos relacionais e
linke-os com o
aumento do
sentiment
desagradavel
(ansiedade) e
comportamentos de
alivio ruins

3.5 Quebrar héabitos-
se 0 paciente sabe
que ele pode
encontrar  alguém

34 - 3.5
Apresentacéo verbal
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(cujo ele tem uma
relacao

problematica) em um
especifico lugar, €
importante que o
paciente  reconheca
que ir a esse
especifico lugar nédo
ajuda-o, e se ele
continuar indo neste
lugar talvez seja pior

Etapa 4: 1) Nome da intervencdo: Deixar a situacao de rua

2) Metas da intervencao (objetivos de mudanca + determinantes):

e Deixar a situacdo de rua

Obijetivos de
mudanga

(Determinantes)

Métodos
(Ingredientes ativos)

Aplicacdo
(Componente)

Modo de entrega

Conhecimento sobre
os albergues ou hotéis
de  baixo  custo
disponiveis na sua
cidade e as regras (1.1
-1.3)

1.1 Elaboracao
1.2 Pros e contras
1.3 Usando imagem

1.1 Liste diferentes
albergues perto do
seu contexto

1.2 Discuta com o
paciente 0s prés e

contras sobre 0s
albergues
apresentados
1.3 Providencie
mapas sobre a
localizacéo do

lugares e rotas para
chegar nos lugares
apresentados

1.1 Apresentacdo
escrita: Distribua
em um papel uma
lista dos lugares e
da localizagao
1.2 Apresentacdo
verbal

Conhecimento sobre
a importancia da
familia (1.4)

1.4 Elaboracao

1.4 Conectanto a
falta do contato
familiar com a
situacdo de rua

1.4 Apresentacéao
verbal

e Aumentar a auto-eficacia para sair da situa¢do de rua
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Objetivos de

mudanca
(Determinantes)

Meétodos
(Ingredientes ativos)

Aplicacéo
(Componente)

Modo de entrega

Expresse auto-
eficacia na
habilidade de
encontrar um melhor
albergue para sua

realidade (2.1-2.2)

2.1 Feedback
2.2 Pros e contras

2.1 Fornega o refor¢o
positive para
encontrar albergues

2.2 Liste prés e

contras para cada
albergue mencionado

2.2; 2.2
Apresentacéo verbal

Expresse auto-
eficacia na
habilidade em ajudar
0 paciente manter
contato com sua
familia e talvez voltar
para a casa da familia
(2.3)

2.3 Pros e contras

2.3 Liste prés e
contras para a casa da
familia do paciente

2.3
verbal

Apresentacao

e Estabelecer a relacdo entre sair da situacdo de rua e desenvolver novas relacoes

uma  oportunidade
para estabelecer lagos
relacionais com
novas pessoas (3.1)

albergue pode ser um
lugar que ele pode
estabelecer relacdo
com outras pessoas
que dividem a
mesma realidade

Obijetivos de | Métodos Aplicacéo Modo de entrega
mudanca (Ingredientes ativos) | (Componente)

(Determinantes)

Proponha ao paciente | 3.1 Elaboracdo 31 Fale com o031  Apresentagdo
um “albergue” como paciente  que o | verbal

Etapa 5: 1) Nome da intervencao: Reinsercdo na sociedade

2) Metas da intervencdo (mudanca de objetivos + determinantes):

e Reinsergéo na sociedade
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Objetivos de | Métodos Aplicagéo Modo de entrega
mudanga (Ingredientes ativos) | (Componente)
(Determinantes)

. « x 12-1.2
Conhecimento  por | 1.1 Elaboracao 1.1 Relacdo dos Apresentacio
meio do estado_de 12 Providenciando lugares  perigosos verbal
vantagens para evitar sugestoes com o0 aumento da 1.3Vid
lugares perigosos ou ansiedade e -oV1aeo
lugares que | 1.3 Modelando marginalizaco
re'grf‘brem 0 ant90 | 1.4 Reforco 12 Link lugares
padrao € perigosos com
comportamento(1.1- comportamentos de
1.4) alivio ruim

1.3; 1.4 Mostre

documentarios sobre
a relacdo de lugares
perigosos com 0
aumento da
marginalizacéo

Conhecimento sobre
0 suporte social
disponivel na sua
cidade (1.5-1.7)

1.5 Aprendizagem
ativa

1.6 Reforco

1.7 Mobilizando
suporte social

1.5 Liste contato
com o suporte social
para pessoas em
situacédo de rua

1.6; 1.7 Encorage
paciente a entrar em
contato com esse
Servico

1.16 Apresentacédo
escrita: Distribua
um papel com
uma lista com o
contato do
suporte social

1.17 Apresentacéo
verbal

Conhecimento sobre
as politicas
especificas para
pessoas em situacdo
de rua e pessoas que
usam substancias
psicoativas
disponiveis na sua
cidade (1.8 -1.9)

1.8 Usando imagem

1.9 Mobilizando
suporte social

1.8; 1.9 Providencie
informacdo  sobre
politicas especificas
para moradores de
rua por meio de
imagens que
fornecem um répido
entendimento

1.8;1.9
Apresentagéo
verbal

e Aumentar a auto-eficacia para reinsercdo na sociedade
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Objetivos de

mudanca
(Determinantes)

Meétodos
(Ingredientes ativos)

Aplicacéo
(Componente)

Modo de entrega

Expresse auto-
eficacia na
habilidade para gerar
estratégias de
enfrentamento  para
lidar com os desafios
contextuais (2.1 —
2.2)

2.1Ccontrole de

estimulos

2.2 Restruturando o
contexto social

2.1 Cessar habitos-
falar com o paciente
sobre alguns habitos
que ndo sdo bem
vistos pela sociedade

2.2 Proponha ao
paciente identificar
barreiras para a
reinsercao na
sociedade

2.1-
Apresentacédo
verbal

2.2

Etapa 6: Fim da consulta

e Anuncio do fim da consulta

Roteiro:

e Diga obrigada para o paciente por ter comparecido a consulta
e Diga que vocé esta feliz pelo paciente ficar toda a consulta com vocé
e Diga que vocé espera vé-lo novamente em uma proxima consulta

e Se 0 paciente tem um celular diga que vocé enviara uma mensagem sobre o horario da

préxima consulta

Tarefas da enfermeira — Durante/ depois da consulta

Complete os formularios de informacéo:

e Avaliacdo dos sintomas, questdes (problemas), suporte

e Score of the BAI

e Narrativa das enfermeiras e suas notas

e Prepare-se para a reunido de supervisao
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Dados 5: Consulta 5

F. Terminacdo Sesséo 5: Resolucdo — Relacionamento Interpessoal em Enfermagem
Consulta 5

A meta da sessdo de resolucdo € sumarizar todas as sessdes prévias, identificando a habilidade
mais importante que o paciente desenvolveu para alcangar a meta (redugdo da ansiedade),
desenvolvimento de estratégias para 0s pacientes manterem as habilidades em seu contexto
diério, e terminar o relacionamento entre enfermeira e paciente. Essa sessdo pode ser cheia de
sentimentos, entdo a enfermeira deve estar preparada para tristeza e lagrimas que possivelmente
devam ocorrer.

Etapa 1: Foque no sentimento do paciente
e Comece cada sessdo mantendo o foco no presente e em como 0 paciente sente-se no
presente dia (sentimentos).

Roteiro:

e Como vocé tem se sentindo desde a ultima consulta?

e Pacientes tipicamente respondem com alguma referéncia a sentimentos desagradaveis
(tensdo -ansiedade) ou os eventos na vida dele durante o Gltima dia. Se os clientes
providenciam informacao sobre um evento interpessoal, a enfermeira deve linkar o
evento ao sentimento desagradavel que o paciente sentiu durante o dia reportado ou
vice-versa.

Etapa 2: Resolugéo
e Reveja as metas

Roteiro:

e Durante esses dias nda falamos sobre maneiras de alcancar um nivel de ansiedade
melhor. Os principais pontos para alcancar essa mudanca séo: padrao de sono
saudavel; comida ingerida e uso de cocaina; e mudanca nas suas relacdes e reducédo da
isolacdo social.

o Note: Se o paciente € morador de rua, mudar essa situacdo € um importante
fator a ser considerado neste momento.

e NOs trabalhamos juntos para adaptar algumas estratégias para atingir essas mudancas
para sua realidade. Talvez novas situacdes podem aparecer na sua vida que demande
novas estratégias para enfrenta-las, mas vocé deve manter em mente que as principais
estratégias sdo essas apresentadadas, e vocé pode readaptar ou criar outras baseadas
nas estratégias principais.

e Revisdo das estratégias que o paciente ira utilizar.

e Agora vocé sabe como reconhecer ansiedade e suas expectativas, e quando vocé esta
no modo “sintatico” da ansiedade vocé pode criar novos comportamentos de alivio
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para lidar com os sentimentos desagradavéis (ansiedade), e vocé pode escolher um

comportamento de alivio saudavel em vez de problematico.

Etapa 3: Fim da consulta

Anuncio do fim da consulta

Roteiro:

Diga obrigada para o paciente por ter comparecido a consulta

Diga que vocé estéa feliz pelo paciente ficar toda a consulta com vocé

Termine o relacionamento entre enfermeira e o paciente, mas fale ao paciente que el
epode sempre voltar ao servigo especializado em alcool e outras drogas quando ele
achar que é necessario em qualquer hora ou dia, pois ele ser& atendido pelo
professional de saude do CAPS AD.

Se o cliente perguntar se el epode ser atendido por vocé, vocé tem que deixar claro que
voCé ndo estara apta a realizar mais consultas com ele.

Permita que a enfermeira e o paciente tenham o luto da perda da relacdo

Tarefas da enfermeira — Durante/ depois da consulta

Complete os formularios de informacéo:

Avaliacdo dos sintomas, questfes (problemas), suporte
Score do BAI, GSE, MOS SSS, PSS, ASSIST
Narrativa das enfermeiras e suas notas

Prepare-se para a reuniao de supervisdo
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Dado 6 — Consulta de acompanhamento

A sesséo de acompanhamento foca na avaliagdo de todos os determinantes da ansiedade
novamente, depois de uma semana. Com o objetivo de avaliar a durabilidade da intervencéo
sem consulta.

Etapa 1: Foque no sentimento do paciente
e Comece cada sessdo mantendo o foco no presente e em como 0 paciente sente-se no
presente dia (sentimentos).

Roteiro:

e Como vocé tem se sentindo desde a ultima consulta?

e Pacientes tipicamente respondem com alguma referéncia a sentimentos desagradaveis
(tensdo -ansiedade) ou os eventos na vida dele durante o Gltima dia. Se os clientes
providenciam informacdo sobre um evento interpessoal, a enfermeira deve linkar o
evento ao sentimento desagradavel que o paciente sentiu durante o dia reportado ou
vice-versa.

Etapa 2: Foque nas estratégias que o paciente esta usando para manejar ansiedade

e Pergunte sobre quais estratégias o paciente tem usado para manejar a ansiedade desde
a ultima consulta

Roteiro:

e Quais estratégias vocé tem usado para manejar ansiedade?
e Se o cliente ndo citar nenhuma estratégia providenciada durante a intervencao, cite
algumas estratégias para relembra-lo.

Fim da consulta

e Anuncio do fim da consulta
Roteiro:

e Diga obrigada para o paciente por ter comparecido a consulta
e Diga que vocé esta feliz pelo paciente ficar toda a consulta com vocé

Tarefas de enfermagem — Durante/ depois da consulta
Complete os formularios de dados:

e Questionario sociodemografico

e Avaliacdo dos sintomas, questdes (problemas), suporte
e Score do BAI, GSE, MOS SSS, PSS, ASSIST

e Narrativa das enfermeiras e suas notas

e Prepare-se para a reunido de supervisao



Appendix 2 — Information Paper — physical activity

Onde e quando praticar
exercicios?

7)Melhora o sono

N N/

8) Reduz stress e ansiedade

Ao ir ao trabalho, vir ao sevico de
salide, encontrar amigos, no parque
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I g * NEPEAA

Por que é
importante
praticar
exercicio fisico?

Nicko d2 Eshos 2 Pesquiss emAdipdes,
Alool e Dogas NEPEAA -EEUSP

CAPS AD-52
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1)Aumenta a auto-eficacia - '3) “Intervalo” nas atividades diras 5) Muda funcdes e estruturas do
aumento de resisténcia e reduz as cérebro, gerando mais prazer
dores

2)Aumenta sentimentos de prazer 4) Reduz a auto-administracéo 6) Aumenta a auto-estima - Melhora
de medicamentos na forca, poder, e massa comoral sau-
dével
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Appendix 3 — Information paper — Sleep

_ 10) Balanceie a ingestao de liqui-
7) Mantenha seu relogio interno i

ajustado com uma rotina de sono E
consistente . ’ NEPEAA
H INTTRMAGEN

_________________________ \mir acarreta urgéncia urindria du-

]
:Vé dormir e acordeno mesmo ho- 11 \rante a noite |
\rério ' ' ' :
. Dicas para
melhorar o
sono

Nuckode Estdos e Pequisaem Adigoes,
Akoole Dogss NEPEAR - EEUSP

CAPSAD-S2
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1) Evite estes produtos 4-6 horas 3)Deixe a cama (ou lugar que dorme)

antes de dormir apenas para dormir ) W0 flqme oihanda 0 kgl

anoite toda

2) V4 para cama quando estiver ver- 4) Estabeleca uma rotina antes
dadeiramente cansado de dormir

4
IMantenha a luz natural (sol) como :
1um reldgio interno |
I

| 1
'Ficar lutando para pegar no sono-

'gera frustragéio! |
|

------------------------- -

ESe vocé ndo dormir em 20 minutos :
1- Saia da cama (ou local que dor- !
:me), ou tente exercicios de relaxa- i
imento :
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Page 2 ol 51

Diadios de identificacao

Reoimie o0 pacents (nome oompletol

(Colocar o nome 2em atentos ouw caacieres

[ cmb ]
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(Hiegl =tro 3o Sereoo o saude)

[ata oa Incussn

Oata de rascimento

[ Formmabo: DD-MM-T71)

dade [no Inkoo 0o estuoo]

(Carmgs oom cakou ko automation)

Seno

Ly Femining () Masouing
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(O Branca

() Freta

() Farda

) Amareia
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Page 1 al 51

Gual religiss 7

) catolico
) evangelio
() testemunha ce jeova
L} espirita
{} umbanda
candombie
|ualsmm
) hinduszmao
) budisma
) abeu
) agmostico
{(Agrostico = Pode acreditar ou nao em Deus. Acha
gue s cerias cobsas gue reo da para explicar
racionalments]

Estado &sm que: nasoeu

Lloade erm qus nasosu

Escoizndade

& Analfabeto
() Emsing fundamental incompleto
) Emsing fundamental completo
) Emsino medio incompleto
Ersino medio completo
Mheel tecnico
() Ersing superior incompleto
() Ersino superior completo
() Fos graduacan
() Informacan nao disponhse

Skuacao laboral

() Desempregaca
{} Eshudianse
) Emprego fommal (crteira assinada)
gErrpr-u;n nionral
Apatertandn
) Aurtnomo
() outros
) Informacan nao disponive

Dual & cutra sibuscan Eoral?

SRuacas oe morsda

Albsquey cenbro de acolhida
Fropra
Aluguel

3 Fua

3 "Malkca®

) Ovcupacan

i} Pensao

i} Bepublica

) Onsirces

) Informeacan nao disponise

Qual & cutra sihuscao de moradia’

TIOR8 S

wmpmandases  TEDCap
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Page 4 al 51

Dados de contato

Endersio (fua, avenida, alsmeda)

TR

Lnumerno da sl

Compiemero

[numerno oo apatamento |

Uoace

[Forrato: Sao Paulka)

Estado

LEF

{Formatn: BO000-000]

Teetome resdanclal

Cindulr coaigo de aness ] 0000-0Hn

Tetedome cejular

Lincluir cogigo de aness {ax] DO00=-0EH)

ITVOEE018 S5 W prs e g ﬁED{:dp
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Page 3 al 51

Dados basais

Faz atividade fisicar Chmmo Crsim
Faz uso de mesdicamentos ) nag
) sim

Medicamentos em uso

=

ansioltimos sedatvos &

!E!i'm afipkos arnsioltcos

nao barmtunoos

rmilbgores seetiics da
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o0 ] O0DER
o0 o 00§

I idores: O FMcncEm MoEioose
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Comorbidades

Page il al 21

Tem akjum oestes problemas e saude’

) nan

k artenal
guﬁﬂi‘“ -

tnglcendes aumentado
() colesternl aumentado
) problemas gastrointestinals
() problemas cardiovasculares
(O problemas hepetioos {fgado)

identifigue os problemas gastrointestinals

[ rau=ea
O womito
O cam=a
[ gastrite
0 vicera

O recplasa gasirica
0 outros

Hentifigue os problemas cardicsasculares

O cardomicpatica almolica
[ doerca arteral coronarims
[ acidesrte vasculsr censbral
O outres

identifigue problemas hepdticns

[ esteatcse hepatica (gordura no figada)

O fibrose hepatica
[ chrose aloodlica
O cancer de figado

[ outres
Tem mudancas bruscas no humoe? Cymea Jsim
Faz algum tratamenio para savoe mental? ) nao

ja iz
atuaiments o

0 tratementy para saude mental fol motvado por quais
Rensy?

ITVIE TR 1R S8

[ oepressac

[ e=quizofrents

[ trarestomna bipaoksr
O arskedade

O outres

WA, projectredcan oy

REDCap

280



Confidential

281

ntrrpercnal Thesry of naring B Sneiely managereend in pecpds eith Sndasor Chae Discrders [TTASLDS

Comorbidades

Pags 8 al 21

Temn akgum cestes problemas o sauded

) nao

k artenal
guﬁfﬁ;‘“ o

trglicerides aumentado
() oolesternl aumentada
) problemas gastrointestinals
i} problemas cardiovasculares
(0 problemas hepaticos {figadod

identifigue os problemas gastrointestinals 7

O rausea
O vemibs
O carmea
[ gastrite
0 vicem

[0 necplasia gastrica
0 cutros

dentifigue os problemas cardiowasculanes

[ cardiomiopatica almolica
O gecenca arfenal coronarians
O ackderte vasculsr cersbral
[ outres

identifigue problemas hepdticos

[ esteatcse hepatica (gordura no figada)
0O fibrose hepatica

O cirose alcodlica

[ cancer de figado

O putres

Temn mudancas bruscas no humae?

Ohrma O sim

Faz algum tratamento: para sauoe mental?

) nao
Sm fi
atualmente o

0 tratament para sauvde mental fol motivado por quals
Fens?

TG TR oA

O depressas

O e=quizofrents

[ trarstorna bipakes
[ arsisdade

[ outres

W, projsciredcag o

REDCap
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Dados comportamentais

Page ' al 11

Faz uso die Slooad? ) nasy
) sim

Qual doi & idsde do primeiro contato com o dlcool?

Qual doi & idsde do primeiro contato com cocalkna?

Como fod spu prmesiro contato com cocainal ) festa

) emi cass com famifiares
T CA%3 COm amigos
i

Cyrua

iy outros

Em gue oCESIoESs WODE COShUMS USasr Cocainag !

i em festasibaladas
) em cass
Cyranm

) pars relaxar

{ } outres

Tem parenies proximas com probksmas ooem
mcalimaicrack T

) nac
[ sim

TEM pareTies pFONIMas COMm probesmas oe uso o oUiras
drogas!

) nan
{_Fsim
(outras drogas gue ndo sefa cocainaicrack

Qual & outra droga que SEU paneshe sy

3 TVOE T ] B S

[ tabaco

O meconha
[ calmantes
O] alcox

O |=dlecstasy
[ outras

REDCap

e projecinedcap o



Confidential

283

imbrrpercrsl Thesny of namidng o Snclely minagerosnt in pecpie with Subdiacsoe Daw Dhcrders [TTASUE

GAD 7

Page A al 21

Durante as 2 ultimas semanas, com gue frequencia wooe foi incomodado pelos problemas

abaixo?

Senbir-5e nEvwosD, ansoss oU mullo benso

() neniwEma wer

) varis dizs

2} mais da metade dos diss
() puzse ‘mdos oS dias

Mao ser capazr de impesdr ou de controkar as
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) neeniama ez

{3 varios dizs
s da metade dos dizs
guzse dos os dias
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() nienivEma ez
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mas da metade dos diss
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BECK (BAl)

Pags 3 al 21

Dorméncia ou formigamento

Levenente {nao me inoomodou mu o)
Moderadamenteifol muitc deszgraddvel, mas pude
supartar]

() Gravemente {dificimente pude suportar)

glhs-u-luta'rm'ﬂe nao

Sensacao oe calor

() Absolutsmente nao

() Levemnente {nao me inoomodou mu o)

(& Moderadamente{fol muito dessgradivel, mas pude
suparar]

() Gravemente {dificimente pude suportar)

Tremcmes nas Pemes

Absolutsmente nao
Levemente {nao me incormodou imu o)
Moderadamente{fol muity dessgraddvel, mas pude
SUpOrtar]

() Gravements {dificimente pude suportar)

INapaz de nelaxar

(3 Absolutamente nao
Levesnente {nao me incomodou mu i)
Moderadamente{fol muity dessgraddvel, mas pude
SUpOrtar]

() Gravemente {dificimente pude suportar)

Medo pue soontbeca o plor

) Absplutsmente nao

() Levemnente {nao me inoomodou imu fbo)

(2 Moderadamente{fol muito desagraddvel, mas pude
SUpOrzar]

() Gravenente {dificimente pude suportar)

Aborooaco ouw bonto

Lewesmienbe (nao me incoemeochou mmu o
Moderadamented{fol muity dessgraddvel, mas puds
supartar)

) Gravemente {dificimente pude suportar)

§Ahs-u-lut.rnu'ﬂe nao

Falptacan ou aocieracad 00 OORsCa0

(O Absolutsmente nao

() Levesmente inag me incocmodou mu iba)

(&} Moderadamente{fol muito desagradivel, mas pude
suparar]

() Gravemente {dificimente pude suportar)

Sem equilbric Absolutsmente nac
Levesnente {nao me incomodou mu i)
Moderadamente{fol muity dessgraddvel, mas pude
supariar)
() Gravemnente (dificimente pude supcetar)
Abmrurzads

FRjj o Bl ]

Levemnente {nag me inoomodou mu o)
Moderadamente(fol muits dessgraddvel, mas pudes
SUpOrzar]

) Gravemente {dificimente pude suportar)

§Ahﬁ-ﬂlu‘tﬂ'ﬂm‘!e nag

sy WEDCAP
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Page 10 al 81

Rervnss i} Absolutsmente nac

) Levemnente {nao me incoemodou mubel

( Moderadamenteifol muito dessgradivel, mas pude

suporsar]

() Gravemente {dificimente pude suportar)

Sensacac de sufocacao

Levemente {nao me incomodou mu o)
Moderadamentefiol mults deszgraddvel, mas pude
suporar]

O Gravemnente {dificimente pude suportar)

§Ah5u-lutﬂ11u'r!:- nao

Tremcres nas maos

Levernente inao me incomoadou mu bl
Moderadamenteifol muito dessgraddvel, mas pude
suporar]

("} Gravemente {dificimente pude suportar)

§Alﬂu-lutﬂ'nu'rlr nao

tremuia

) Absolutamente nao

i Levemente {nao me incommodou mu o)

{(_} Moderadamenteifol muitn dessgraddvel, mas pude
supartar]

O Gravemnents {dificimente pude supartar)

Mo o pEroer o conkroe

Levernente inao me incomoadou mu bl
Moderadamenteifol muito dessgraddvel, mas pude
suporar]

) Gravemente {dificimente pude suportar)

§Alﬂu-lutﬂ'nu'rlr nao

Dificuldade de respirar

O Absolutamente nao

) Levemente {nao me incommodou mu o)

) Moderadamenteifol muitn dessgradivel, mas pude
supartar]

) Gravemnents {dificimente pude supartar)

Mo o MoETEr

Levesnenbe §nao me inocemocou mu o)
Moderadamenteifol muito dessgradivel, mas pude
supartar]

i Gravemnente ddificimente pude sugportar)

§Ahﬁ-ﬂ-lutmr!r nao

Assustado

Levesnenbe §nao me inocemocou mu o)
Moderadamenteifol muito dessgradivel, mas pude
supartar]

() Gravemente {dificimente pude suportar)

§Ah5u-lutm1u'r!r nao

indigestan ou desconforbo no abdomen

ih Absolutamenie nao

) Levemente {nao me incomodou multal

O Moderadamentefiol multc deszgraddvel, mas pude
supartar]

() Grawvemente {dificimente pude suportar)

Sensacao de desmaln

TR T 1 W o

Levesnenbe §nao me inocemocou mu o)
Moderadamenteifol muito dessgradivel, mas pude
supartar]

) Gravemente {dificimente pude suportar)

§Ah5u-lutm1u'r!r nao

wscpaniassy  REDCap
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Page [T al 81

Aosto afogueado (_} Absolutamentte nao

) Levemnente {nao me incoemodou mubel

( Moderadamenteifol muito dessgradivel, mas pude

suporsar]

() Gravemente {dificimente pude suportar)

Suor {nao devwido 20 calor]

TR T 1 W o

Levemente {nao me incomodou mu o)
Moderadamentefiol mults deszgraddvel, mas pude
suporar]

O Gravemnente {dificimente pude suportar)

§Ah5u-lutﬂ11u'r!:- nao

wscpaniassy  REDCap
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AS5IST

Page 13 ol A1

1) Na zua vida, qual (is) destas sushtancias vooe ja wsou? [Somento uso nao medico)

Dervados do tabaoo (dgarmes, charutos, canimbos, Cymea Chsim
fLormas e conda |

Bebidas aloodlicas [ceregja, winho, destiades como Chrma (O sim
pinga, ukque, vodka, wermates... |

Maconha [basesdo, erva, haxbos | Crmmo Chsim
Cocaima, crack (pd, pedra, branquinha, nevem...] Crmea (hsim
Estimulantes como anfetaminas ou ecstasy (bolinhas, o (hsim
rembes. .. )

Inalartes (oola de sapatein, cheinho-da-oid, Orma Chsim
tinta, gasolina, éter, lanca-perfume benzina. ..

Hprdtims)segatvos (nemédics para dommir: Chmmo 3sim
dizepam, lorrzepan, ko, ol enpa, roeryprd)

Drogas awucindgenas (ooma LSO, dooo, Chmmd )sim
chid-de=lirio, cogumelos...§

Opifides (herolina, mordfina, metasdons, codedna... ) Ommo (Ohsim
DOutras Chmmo Cdsim

Especifique a5 oubtmas

2) Durante os trés Oltimos meses, com gue freqiencia vook utilizou essa(s) substincials) que
mencionou? (Primeira droga, depeis a segunda droga, ete)

Denvados oo tabaoo (Ogarmos, charuto, caorimib,
Turmo o conda. ]

3 nunca
{3 1 o 2 wezes
meresalmente
somanakmente
diarizments ow guase oo dia

Bebidas aloodiicas [cervela, winhao, destiiados como
pinga, ulsque, vodka, WESTTRRES... |

i) nurnca

(0 1 ou 2 vezes

() mersaiments

) semanakments

) darizments ow puase odo dia

Maconha |bacesco, srva, haaboe_ |

JTVORITI 18 SRl

nunca
1 ou £ wepes

) mersalments
() semanalmente
() dariaments ou guase tode dia

Ay projeciredcap oy
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Cocalma, crack (pd, pedra, branguinha, nuvem...)

() mumca

(O 1 ou 2 vezes

O meersalments

) semanalments

) dartsments ou guase todo dia

Estimulantes como anfetaminas ou ecstasy [bolinhas,
reotes...)

() nunca

L) 1 ou £ wezes

) mersalments

() semanalmente

(O carsments ow guase odo dia

Inalaries (oola de sspedeio, chelrnhos-da- ki,
tinks, gasoline, éer, lanca-perfisme, benzina...

) numca

(31 ou 2 vezes

) meersalments
semanalments
dartsmente ou gusse ndo dia

Hpndticosisedatves {nemédios para dommir:
dizzepam, lorazepan, o, dienpa, nofypnal).

) nunca

1 ou 2 vezes

() meersalments

() senanalmente

) cartsments ow guase odo dia

Drogas awcinogenas (oomo LSO, S,
chi-de=lifo, cogumelos..)

nUmCa
1 o 2 verps
mersalmente

[} semanalmente

() oarsments ou guase oo ola

Opitides [hemina, morfina, metadona, codedna...)

(3 nunca

(31 o Z vezes

) mersalments

('} senanaimente

() diarismente ou guase todo dia

DOutras £} mumca

) 1 ou 2 wezes

() mersalmenbe

(_} senanaiments

() carsments ow guase todo dia
Espec ficar outras

1) Durante os trés altimos meses, com gue fregdéncia vooé teve um forte desejo ou urgéncia
em consumir? [Primeira droga, depois a segunda droga, etc)

Dervados do tabaos (dgarmes, charuta, cachimiba,
fuomren e oonda_]

TG TR oA

() nunca

(1 ou 2 vezes

() mersalmente

()} senanalmente

) carmments ow guase odo dia

W, projsciredcag o
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Bebidas aloodiicas [ceresla, winha, destiados come () nunca
pinga, ulsque, vodka, wemmases... ) (3 1 o 2 weres
O meersalmente
) semanalments
) dartaments ou pusse todo dia

Maconha [baseada, erva, hanioe ) () nunca
£} 1 ou 2 wezes
() mesresa imente
() senanalmente
() darisments ou puase todo dia

Cocaima, crack [pd, pedr, branguinha, nuvem...] 3 nunca
31 o 2 wezes
) mersalments
semanakments
darisments ou gusse todo dia

Estimulantes come anfetaminas ou ecstasy (bolinhas, £ nunca
rebites... ) (1 ou 2 wezps
(2 meresalments
() semanalments
) carisments ouw puase todo dia

malares (oola de sspedeie, cherinho-da-lohd, numca
tinta, gasoline, éer, langa-perfume bemzina... ) 1 ou 2 wezps
mersalmente
) semanalmente
) oaraments ou guase tooo dia

Hpréticosisedatves {remédics para dermir: ) numca
dizzepam, lorazepan, lorax, dienpax, rofrypncd). (1 o 2 weres
) meersalmente
) semanalments
) diartamente cu guase todo dia

Drogas alucindgenas (omo LS50, dodo, ) numca
ché-de=lirio, cogumelos...) ) 1 ow 2 weres
) mesresa imenbe
() senanalmente
() darisments ou pusse todo dia

Opifides (hemina, morfina, metadons, codedna... ) 3 nunca
31 o 2 wezes
maresa iments
semanakments
() diariaments ou guase todo dia

DOutras () mumica
(O 1 ou 2 wezps
() meresalments
() semanalments
) carisments ouw puase todo dia

Especiicar outras

TN 20 S www. projeciredcan oy ﬁEUCHP
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4) Durante os triés dltimos meses, com que freqi#ncia o seu consumo de [Primeira droga,
depois 8 segunda droga, ete) resultou em problema de sadde, social, legal ou financeiro?

Dervados do tabaoo (dgarmos, charuto, cachimibo,
fuormic die conda )

) numca
(31 ou 2 wezes
rraesresa lmemhe
sEmanakmenhs
()} diariamente ou guase todo dia

Bebidas slosiicas [cerveja, vinha, destiacos como
pinga, usque, vodka, WaTTLEEesS... |

() mumca

(O 1 ou 2 wezes

) mersalments

() semanalments

) dartsments ou ouase odo dia

Maconha (baseado, arva, haxbos_ )

nUnCa
1 o 2 weres

£} mesresa imente
) semanakmenbe
i) oarments ou guzse tooo dia

Cocalma, crack (pd, pedra, branguinha, mevem...]

() numca

(1 ou 2 wezes

3 mersalments

() semanalments

() dartamente ou guase odo dia

Estimulantes como anfetaminas ou ecstasy (bolinhas,
rentes... )

) numica

O 1 o 2 wezes

2 meresalments

() semanalments

) dariamente cu guase oo dia

Inalantes (oola de =ypetein, cheinnho-da.koid,
tints, gasolina, &er, lanca-perfime benzina... )

) numica
1 o 2 weres
rraesresa lmemhe
sEmanamente
) oarments ou gusse tooo ola

Hprdtims)sedabves fremiédics pars dormrir:
dizzepam, lorzepan, o, dlenpax, nirypno.

() mumca

(O 1 ou 2 wezes

() mersalments

) semanalments

) diartsments ou guase odo dia

Drogas alucindgenas (moma LSO, Scdo,
chdede-liro, cogumelos. ..}

() nunca

) 1 ou 2 wezes

£} mesresa lmenhe

() semanalments

() carisments ow guase tooo dia

Opitides [heroina, morfina, metadons, codelna... )

TR 10 o

) numica

31 ou 2 weres

) meersalmente
semanalments
darizmente ocu gusse oo dia

wae. profecireadcan oy
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Dutras

) numca

(O 1 ou 2 wezes

) mersalments

) semanakments

) daartsmente ou guase oo dia

Especiicar outras

5) Durante os trés dltimos meses, com gue freqiéncia por causa do seu uso de [Primeira
droga, depois & segunda droga, etc] vook deixou de fazer coisas que eram normalmente

esperadas por vocé?

Derivados do tabam (dgarmos, charuto, cadhimibao,
furm die corda. ]

nunca
1 o 2 wezes
[} mersalments
[} semanakmente
i} saramente ou guzse ooo dia

Bebidas aloodlicas [cereda, winha, destiados coma
pinga, usque, vodka, weTrates... |

(0 nunca

i1 o 2 weses

i} mersalmente

i} semanaknente

()} diariamente ou quase todo dia

Maconha [baseada, enva, haxtos |

) nunca

(3 1 ou 2 wezes

() mersalmente

i} senanalmentes

() diarisments ou guase oo dia

Cocaima, crack (pd, pedra, bmanguinha, mevem...]

) numca
{31 ou 2 wezes
mersalments
semanalments
) dartamente ow guase oo dia

Estimulantes como anfetaminas ou ecstasy [bolinhas,
remtes... )

) numca

(01 ou 2 wezes

) mersalments

)} senanakments

) darsments ou gusse ooo dia

Inaiantes (oola de sapatein, chelrnho-da- ks,
tints, gasoline, &er, lnca-perfume benzina. .

NUmca
1 ou 2 wezes
I} mesrsalments
i} semanakments
i diariamente ou ouase todo dia

Hpndtios!sedatves {remédics para dormir:;
dizzepam, lorRzepan, o, olenpax, memgpmcd).

TIOR8 S

i3 nunca

3 1 ow 2 wezes

3 mersalments
semanakments
giarizments ou pu2se oo dia

waw. e cinedcap oy
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Droges sucinogenas (momo L0, Sicidio,
chiede-liro, cogumelos... )

() numca

3 1 ou 2 wezps

() mersalmente

() semanalments

) diartsments ou puase todo dia

Opifides (hemina, morfina, metasdons, codeina... )

() nunca

31 o 2 wezes

) mesrsalmente

O semanalments

(O diariamente ow quase ndo dia

Dutras

3 nunca

31 ow 2 wveres

) mersalmente
sEmanamente
diarisments ou puse ooo dia

Especficar outras

) Ha amigos, parentes ou outra pessoa gue tenha demonstrade preccupacho com seu uso de

iPrimeira droga, depols a segunda droga, etc)?

Dervados oo tabao (dgamos, charnuto, cachimioo,
furmo de conda._)

nunCa
1 o 2 wezes
) mersalments
() semanakmente
O diariamente ou guase tndo dia

Bebidas sloodlicas [cereeja, vinho, destiados como
pinga, ukque, vodka, wemmases... |

O numca

3 1 o 2 wezes

) mersalments
semanalments
diarizmente cu ousse odo dia

Maconha [baseada, erva, haxboe )

) nunca

{3 1 ou 2 wezes

() mersalmente

() semanalments

(O diartsments ou ousse todo dia

Cocalre, crack [pd, pedra, branquinha, nuvem...)

) nunca
1 ow 2 weTes
rraesresa e
() semanalmentes
() oarsments ou guase oo ola

Estimulantes como anfetaminas ou ecstasy (Eclinhas,
rentes... )

FRjj o Bl ]

() numca

(11 ow 2 weres

) meersalmente

()} senanakmentes

() dartsments ou guase todo dia

TEDCap
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Inalanies (cola de sapateio, chelrinho-da-ioid,
tintz, gasclina, &er, langa- perfume, benzina...)

2} nunica

01 o 2 wezes

() maeresalmenhe

) semnanaments

)} dartsments ow guase todo dia

Hprdtims)sedabvos {remédics para
dormirdiazepem, krazepan, iorax, disnpan,
rohypnal... ).

"} nunca

31 ou 2 wezes

iy mersalmente

i} semanakmnents

0} darisments ow pusse oo dia

Drogas akucindgenas (omo LSO, dodo,
ché-de-lino, cogumeles.. )

) nunica

31 o 2 wezes

) mersalments
semanamente
dartsmente ou puse todo dia

Opitices [hernina, morfina, metadons, codeina...p

) nunca

01 ou 2 wezes

i} mersalmente

) semanalments

) diarisments ow pusse odo dia

nunca
1 ou I wezes
mersalmente
[} semanaments
) arismente: ow guese oo oia

Especiicar outras

7) Alguma wez vook ja tentou controlar, diminuir ou parar o uso de [Primeira droga, depois a

segunda droga, etc)?

Dervados do tabaco (dgarmos, charuto, cachimibo,
fuormic die conda_)

£} nunca

iy 1 ou 2 wezes

() maerealmenhe

i} senanakments

(O dartsments ow guase todo dia

Bebidas slosilicas [cerveda, winha, destiados como
pinga, ukque, vodka, wermares.... |

) nunca
1 ou i wezes
merealmenbe
)} semanalmente
[} darmments ow guzse todo dia

Maconha (baseado, eva, haxtes_ ]

TR T 1 W o

2} nunica

01 o 2 wezes

() meeresalmenhe

'} semnanakments

)} dartsments ow guase todo dia
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Cocalma, crack (pd, pedra, branguinha, nuwem... )

(O nunca

O 1 ou 2 wezps

) mersalments

() semanaiments

) carismente ow gusse ooo dia

Estimulantes como anfetaminas ou ecstasy [bolinhas,
reites...)

) nunca

)1 oul wezes

) mersalmenhe

) semanakments

() cartzmente ow gusse ooo dia

Inalarfes (oola de sapedeio, chelrnhosda- ki,
tintz, gasolina, éer, langa- perfume, benzna...)

) nunca

31 ou 2 wezes

) mersalmente
somanamente
dartsmente ou guse oo dia

Hpréticos/sedabvos {remédics para

darmir-diazepam, krazepan, lorax, dienpa,
robypnal...

) nunca

1 o 2 wezes

) mersalments

() sernanaments

) cartsmente ouw guese ooo dia

Drogas alucindgenas (mma LSO, Sdido,
ché-de-liro, cogumelos... )

nunca
1 ou 2 weres
mreesresal merhe
[} semanaments
) fiarisments ou QuiseE inoo ala

Opitides (hesoina, morfina, metadona, codedna...)

) runica

01 o 2 weees

) mersalmente

) semanalments

) diarfamente ou guase todo dia

() nunca

)1 ou £ wezes

) mensalmente

() senanalments

() dlarisments ou puse oo dia

EspecHicar outras

B} Aiguma vez vook [§ usou drogas por injeciof
(Apenas uso ndo-médico)?

) nan , munca

U ST, M3S M2 MoS URImos 3 meses

() 5im, nos ulbmos 3 meses

Tahacn ST

[5oma simpies |

Score Tabaco

ATE TR IR S

(10= Usa Ocasional 2= Sugestvo de abuso

In=Sugestivo de dependénda)

WA, proeciradcap oy
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akcool smma

[S0ma Simpes |

SCore akcool

(10= Usa Ocasional 20= Sugestvn de abusa
In=Sugestivo de dependéndal

M3D0Na S0ma

[S0ma Simpes |

SCore macsnng

(10= Usa Ocasional 20= Sugestvn de abusa
In=Sugestivo de dependéndal

[OCE NS S0ma

[S0ma Simpes |

SOore DoCana

(10= Usa Ocasional 20= Sugestvn de abusa
In=Sugestivo de dependéndal

anfetamine soma

[S0ma Simpes |

SCore Anfetaminas

(10= Uso Qeasional 20= Sugestvn de abuss
In=Sugestivo de dependéndal

INAEMEe S0

[S0ma Simpes |

Score Inalemtes

(10= Uso Qeasional 20= Sugestvn de abuss
In=Sugestivo de dependéndal

Sedalivo soma

[S0ma Simpes |

SCore sedatieos

(10= Uso Qeasional 20= Sugestvn de abuss
In=Sugestivo de dependéndal

Aluc o oD SOma

L5oma simpies |

ITVORT10 S0 werm. projectradicas. oy ﬁEDCﬂﬂ
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Score aludnogenos

(10= Uso Ocasional 20= Sugestawn de abuso
In=Sugestivo de dependénda)

Oplaceo Soma

{50ma simpies |

SCore oplacens

(10= Uso Deasional 20= Sugestvn de abuss
In=Sugestivo de dependénda)

TR 25 wows prre ek o “‘EDCH’J
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Durante as ultimas 2 semanas, com gue frequencia voce fol incomodado por gqualguer um dos

problemas abaixo?

Powcn interesse ou pouco prazer em fazer 2 oz

() menfwma wes

() varios diss

() mais da metade dos diss
() puzse mdos o dias

Se sentr "para baboo®, deprimido ou Sem peErspectiea

) nerivuma ves

) varis diss
s da mebace dos dias
ouse tndos o dias

Dffculdade para pEgar o $ona oU permanscer
CHTTINeCS, Al ORI MTals o QUi o CoStume

) nanivuma vez

)y varios diss

i mais da metade dos dias
() puase tndos os dias

Sp sentiy CanSA0o DU 00 POUCE snegia

3 nenfuma vez

) varios diss
mais da metads dos dias
gusse tooos os dias

Fa'ta de apehbe ou comendo Gemaes

) merima ez

O varis diss

) i da metade dos dias
() puase todos os dias

Se sentir COnsign mes=ma - ol BN QUE WOOE & um

fraccassn ou pus decepoonoy sua Tamilie ou wooe mesma

) neemiumna ez
varis diss
miais da metade dos diss
guase dos oS dias

Dificuldade para se concentrar nas colsas, coma ler o
Jomal ou ver televisao

) menfwma wes

(_h varis dizs

() mals da metsde dos diss
() guase odos o dias

Lenfidan para se movirmentar ou falar, 2 ponto das

ouiras pEssoas peroelsremi’ U 0 opasho - estar Lao
agitado ou imeguieto gue vooe fica andando de um

b e o oubro Mo mals oo ouse o onsbume:

) neriuma ves

warkss dias

s da mebace dos dias
[} ouase tnoos o dias

Persar esn se ferir de SQLETIA MANEins o Que Sena
medhor estar morio

) neesnivumia vz

i) warks dias

() mais da metade dos dias
() ouase tndos os dias

Se vore assinou qualquer um dos probikemas, indique o
grau de dificuldade que os mesmos (he causaram para
resalizar seu trabatho, bomar conka das Colsss om
A3 oU para 52 relacionar com as pessoes T

TIOR8 S

meniwma dificuldade
algumra dificuldade
muita dificuidade:

() eatrema dificuldade

waw. e cinedcap oy
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Soore PHOQY soma

[S0ma Simpes]

Soore PHQ 9

(11 = Média depressao 13= Mooerada depressao
13 = Spvera Depressial)

T8 S prwve prre ek s oy ﬁ'EUf.Erp
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GSE

Eu posso resciver a makria dos problemas, se fizer o
psfiorTo MecEsEaria

nao & verdade ao meu respeito

g dficimente verdade 30 meu respelo

£ Moradamenie VEmae 50 MaU resnesn
¢ tolalmente vesrdade 3o My respeto

Miz=mo que alguem se oponia e enconrn maneiras e
formas de alcamcar o gue quens

() nao e verdade a0 meu respefto

i) & dificimente verdsde 30 meu respelo

() & moceradamente vEMaE B0 MU resnEsn
() g botalmente verdade 3o MU respeto

Teriha faclidade para persstir en minkas intencoes &
Alcancar meLs objethos

M & verdaoe an meu respetio

g dificimerie verdsde a0 meu respefo

B MCrATAMENSE VEMa0E S0 el reame o
e totalmente weoade: a0 mesy respeto

Tenha confianca para me sair bem em stusmmes
mesperadas

i) mad & verdade a0 meu respeits

i e dificimente verdade a0 meu respefo

() e moderadamente verdade a0 MU respetno
i} e totalmente verdade ao meu respeto

Dewvido as minhas capacidades, sel como liar oom
Sihuaones |mprey sk

nag g verdade a0 meu respelto

g oficimente verdads 30 meu respelio

& M A0AMENSE VEMA0E 30 MU FEspsEn
& botalmente werdade ao mesy respeto

Eu-rmmrz resciver 0% problemas difices quandao
me o bastanie

i) nao & verdade ao meu respeito

i e oficimente verdade 30 meu respeio

(03 & moceradamente VEMa0e S0 My Mespesn
(3 e totalmente wesdade 3o My respeto

Eu me mesntenho calmo mesmo enfrentando difiouldades
porgue confic ra minha capacidade de resoheer
probiemas

nao & verdade ao meu respeito

g dficimente verdade 30 meu respelo

£ Moradamenie VEmae 50 MaU resnesn
¢ tolalmente vesrdade 3o My respeto

Quanda cu enfrents um probiema, geralmente mnsigs
encontrar diversas solucoes

i} nao & verdade a0 meu respelto

i) e oficimente verdade 30 meu respelio

(0} & mocradamente vEMae B0 MU resnEsn
(} e bolmente werdade a0 MU respeEto

Se estou com problemas, goralmente enconkro uma salda

Ml & verdaoe an meu nespetio

g dficimerie verdsde a0 meu respefo

B MGTAtAMmENSE WEmale 30 Ml resmeio
e totalmente woade: a0 mesu respeto

Hao Importa a advernoace, eu normalmente mnsgo
enfrenta-a

i} nao & verdade a0 meu respelo

i e dificimente verdade a0 meu respefo

() e moderadamente verdade a0 My respetno
I:_'l-el:nlaln':rtl: WeTaoe ao mesu respeto

Soore aSE

TIOR8 S

[Soma simpes |
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Com quarfos PARENTES voroe se senbe 3 voniade e pode
falar sobre guase tudo? (=2 for o caso |, iInchua
esposcia) , companheimda), ou filhos nesta nesposta)

("} nao tenho nenhum parente
i} tenho panente

Com gquantos PAHENTES vooe e terhe 3 vontade ¢ pode
falar sobre quase tuda? (=& for o caso |, Inchus

esposoda) , companheiredal, ou filos nesta respasta)

Com quartos AMIGOS socl se sense a woraoe & pooe
falar sobre quase hedo T [neo inches nesta resposta
esposcial, companhein{a), filhos ou outros parentes)

(¥ nan tenbo nenhum amigo
_} tenho amigo

Com quantos AMEGOS wvool se sente a vontade e pode:
falar sobre guase tudo 7 [neo inchus nests respesta
ESpOSoRal, -:ump-url'ﬁm-:a:-.hl'm ou outros parentes)

Se voce precisar, com gue frequencia voce conta com alguem:

Que o ajude s ywore fcar de cama?

() nunca
i} raramente

a5 WETES
QUESE RETES
SOmpre

Para lhe ouvir puands woce precisa falar?

) munca
i} rarsmente
i) as wezes

& sempre
& sempre

Para Ihe gar bons conselhas em Uma SIuscao de oriser

nunca
raraments
L} a5 wezes
) Quase sempre
i) sempre

Paira leva-lo 30 medioe?

() nunica

() rarsmente

() as wezps

) guzse sempre
i} sempre

Que demonsire amor & aleln por woce!

£} mumnca
() raramente
i) as vezes

() quase sempre
i} sempre

Para givertineme-se juntos?

ATIOE I 19 Sy

) numca
raramente=
as WEZES
QUSE SEITpE
[} sempre

W, projecinedcap oy
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Para lhe dar nformacic gue o ajude a compresnder
geterminada shuacact

() mumca
() rarmmente
() as vezes

i sempre
1 :ll-rur;nnrt

Em guem conflar ou para taiar de vooe ow sobre 0s
ceus problemas?

() nunca
) raramente
() as wezes

o sempre
& sempre

Que |he dié um abraco?

) numca

) rarmmente

() as vezes
UASE SEMpE
SETIpRE

Lom quem reaxary

() nunca
() rarsments
() as veres

2 sempre
&3 sempre

Para preparar suss refeicnes S8 Wooe Nao puder
prensra-as’

nNUnCa
raraments
as VEZES
[} Ouase sempine
) sEmpre

D quem rearmeTie guer Corse s

() numnica

) raramente

) as veres

) quase sempre
() sempre

Com quem distmair a cabeca?

£} mumca
{_} rarsments
) a5 wezes

() quase sempre
() sempre

Para ajuda-lo nas tarefs dizrias e wooe ficar
goente

) numca
) raramente

a5 vETES
QUBSE SETpE
()} sempre

Para comparilnar SEUS MeDos ¢ precCUpaioss mals
mimosy’

2} nunca

() raramente

() as vezps

() quase sempre
()} sempre

Para dar sugestao sobre ooma ldar oom um problema
pessoa T

TG TR oA

niunca
rarsmente
() as vezes
() ouase sempne
() sempre

W, projsciredcag o
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Para fazer coksas agragaeps’

2} nunica

) raramente

() as weres

) pusse sempee
{ } sEmpre

Due compresnda sous probkemas?

"} nunca

) raramente

() 35 WeTes

i puase sempee
i) sempre

Que voce ama e faca vooe se sentir guerida?

) nunica

) raramente:

i} 35 weTEs
DUBSE SETEE
SETIpRE

Soorp MO 555

TR T 1 W o

[5oma simpies |

wscpaniassy  REDCap
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Voo tem foado triste por causa de =g gue
smnbecey Inesperacamente’

) numca
QUaSE NUNCa
a5 WIS
OUBSE SEMpe
) sempre

Voo tem sentoo INCages 0F Controar a5 cosas
Imporantes em Sus vdat

) numica

() puzse nunca
() as vezps

) guase sempre
) sempre

Viook fem se senbdo nervoso & "estressado” T

) nunca

[} ouase nunca
[} as vezes

)} Quase sempine
O sempre

Voo fem ratado oom sucessD dos probiemas diicets
da widal

(0 nunca

() quase nunca

i} as veses

gnumr.' sEmpre
SETIpE

Voo tem sentco gue e5ta [kKdanda bem 25 mudancas
Importantes que esta0 DCoMmendo &M SUa widal

) nunca

() QUBSE NUNCa
) as wezes

() quase sempre
(¥ sempre

Vioos tem se senbndo conflante na sua habilidade de
resoiver probiemas pessosis ]

) numca
QUaSE NUNCa
a5 WIS
) puase semprne
) sempre

Voo tem sentioo gue as coisas ostao acontecondo de
ACoroo OO & Sua wontaoe T

) numca

) ouase nunca
) as veres

) quase sempre
i} sempre

Voce tem achado que rao corseguina lidar com todas
&% coisas gue bem que fazes?

) nunca

) QUESE NUNCH
() 35 vezes

) quase sempre:
) sempre

Vooe (e Conseguas controisr as Imiacoes &m sua
L=t

TIOR8 S

3 nunca
() guase nunca

a5 TEIRS
QUESE SCmpre
SOmpne
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Vooe fem Senboo gue 3% Coisas &Siao 200 O Seu
onbrose?

2} nunica
) guase nunca
() as wezes

) quase sempre
{ } sEmpre

Vipoe tem foadao imitado porque as ooisas gue
atonbecem estac fora do seu controled

"} nunca
() pu2se nunca
() as wezes

i SETpre:
O :ﬁm

Vooe Tem se enontrado persando sobre as coksas gue
eve famer?

) nunica

) guase nunca

i} 35 weTes

gnl.l.uu eTpTE
SETIpRE

Vooe (2T conseguico controfar a manesra omo gasta o
o1 bempa T

) nunca
) puzse nunca
i) as wezes

[ SETprE:
O :ﬁm

Vooe fem sentoo gue a5 aficullades S8 SCUMmUam 3
ponto oF vooe HredRar que Nad pode SupEsrs-lasT’

nunca
DUESE NUNCE
as veTes
) Qusse sempre
) sempre

Soore Pah

TR T 1 W o

[5oma simpies |

AN profeciredcan o
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Encerramento Do Estudo

Page 30 ol 21

Finalizacao do estudo

Oata da inciusao no estudo [dabe_start |

Oaia da uibma wsta

(O0-MM-TYTY)

Tempo de seguimento lotal (diag)

(Camgs com cakoulo aubomation. )

Pacienbe complebou o estudor|5IM quando: bempo de
seguimento total >= 1.7 diax)

COmea O sim

Motha do pEecieie nao bor completas o estuno

) Becusa

) Faledmento

) Mudanca de cidade | estado sem passibilidade de
oontabo
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() Ferda de comtato Selefonico sem [orssguimos saber

o i
() Ouwtro {descrewer om comentarios)

Desfechos: Internacan Hospitalar e Ohito

Howree iIntemmcan hospitaiar?

Oimaa Orvsim
{imternacio hosplalar - pam desintoxicacial

Duantas intermames duante booo o bempo oe
seguimento?

01 O Q3 O
()]

Hourse obbor Cymma {Gsm
Oata oo obibo
LDD=-MM-TTTT)
Caws oo odo () Causas cardiosasculares (1AM, IC, srrimias)

Emibolia pulmonar
Addente wasodar encefalioo
)y Complicacces infecclosas
) Neoplasias
) Ouras causas clinlcs
(_y Complicacoes Crungicas
() Causas extemas (brauma, acidents]
() Causa indeterminada) destonhecida
) Infoemmacan nao disponbeg

Tempo de zobrev ida tobad (dixsh

ITVIE TR 1R S8

(Camgs com cakoulo aubomation. )
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Perdido para Seguimento - Tentativas de contato

Pacients fol perdido para seguimentar’

Omma O sim

Duantzs vezes ol bentaoo contato telefonico?

oo o1 0 O3
(34 05

10 2 0 pecherhe ndo theer gaoo o oontabo

bekedtin oo
Oata da wibma tenkativa de ortato belefornon
(DD MM-TTTT)
Comentarios
Comentanos
IV IN S8A wom. projectnicag o hEUEHﬂ
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ANNEX

ANEXO 1 - Termo de Consentimento Livre e Esclarecido
(Resolucéo 466/2012 do CNYS)

Prezado(a),

Queremos convida-lo(a) para participar de nosso estudo denominado “Relacionamento
interpessoal breve em enfermagem para equipar usuarios de cocaina no manejamento da
ansiedade: um estudo de exequibilidade” Esse estudo sera realizado no Centro de Atengdo
Psicossocial Alcool e outras Drogas - Unidade Sé (CAPS AD- Sé), pela pesquisadora Caroline
Figueira Pereira. Temos o0 objetivo de verificar a exequibilidade da intervengédo
(Relacionamento interpessoal breve em enfermagem para equipar usuarios de cocaina no
manejamento da ansiedade), por meio de conceitos de aceitabilidade, demanda, praticabilidade
e adaptacao, de acordo com as percepcdes dos enfermeiros que trabalham no CAPS AD- Sé,
através de grupo focal com os 7 enfermeiros que compde a equipe do CAPS AD- Sé. Caso
aceite, sua participacao estara contribuindo para o aperfeicoamento do manual de intervencao
para equipar usuarios de cocaina no manejamento de ansiedade.

O relacionamento interpessoal em enfermagem foi proposto pela enfermeira Hildegard
Peplau e é dividido em 4 fases sequenciais, claramente perceptiveis durante a interacdo
enfermeiro-cliente, com momentos sobrepostos ou inter-relacionados, séo eles: orientagéo,
identificacdo, exploracdo e resolucdo. Essas fases do processo de comunicacdo tém como
significado promover mudancas favoraveis no comportamento dos clientes. Em cada uma
dessas fases, o relacionamento enfermeiro-cliente introduz certos comportamentos e objetivos.
O enfermeiro usa o relacionamento para avaliar o psicolégico, emocional e necessidades
espirituais do cliente, por meio do aprendizado de habilidades de comunicacdo e do
entendimento do comportamento humano, o qual sera baseado no aprendizado mutuo de ambas
as partes, crescimento e desenvolvimento como seres humanos, em uma relagdo respeitosa,
reconhecendo seus papéis sociais, e respeitando os valores culturais e pessoais de cada

individuo.

Para participar do estudo, vocé sera convidado(a) a participar de um encontro de grupo
focal com enfermeiros do CAPS AD- Sé durante 45 minutos, com o intuito de avaliar
aceitabilidade, no qual vocé ird analisar se 0 manual da intervencéo é apropriado com o contexto

do servico; demanda, em que vocé ird reconhecer se ha perfil de participantes suficientes para
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o desenvolvimento da intervengdo com usuarios do servico de saude; praticabilidade, em que
voceé analisara se ha equipamentos, e lugar para o desenvolvimento da intervencdo; e adaptacéo,
em que vocé analisara se o contetdo e entrega da intervencao necessita ser modificado para

melhorar aceitabilidade e implementacdo da intervencao.

Sua participacdo envolverd participar do grupo focal, com enfermeiros, acerca da
exequibilidade da intervencédo. O grupo focal seré gravado, para que depois ocorra a transcricao

das falas e analise de contedo de todas as falas dos enfermeiros durante o grupo focal.

N&o havera riscos relacionados a sua integridade fisica. Caso sinta desconforto ao
relatar suas préaticas profissionais com os pares, vocé podera falar algo apds o término do grupo
focal, contatando a responsavel Caroline Figueira Pereira, e/ou podera sair da sala do grupo
focal a qualquer momento A sua participacdo na pesquisa trara beneficios para o aprimoramento

do manual da intervencéo.

Os dados dessa pesquisa serdo publicados em meios cientificos, mas os registros de suas
falas serdo mantidos em confidencialidade.

A sua participacdo neste estudo serd totalmente voluntaria. O grupo focal ocorrera
durante o seu horario de trabalho, previamente agendado com o gerente da sua unidade.

A presente pesquisa ndo representara gastos ou despesas para vocé. No entanto, caso
seja necessario, havera garantia de indenizacdo diante de eventuais danos decorrentes da
pesquisa.

Se vocé ndo aceitar participar da pesquisa ndo sofrera qualquer tipo de dano, penalidade

ou Onus.

Se precisar questionar ou reclamar sobre aspectos éticos desta pesquisa, entre em
contato com estes comités de ética:

Comité de Etica em Pesquisa(CEP) da Escola de Enfermagem da Universidade de S&o
Paulo, Av. Dr. Enéas de Carvalho Aguiar, 419 — Cerqueira César— Sdo Paulo/SP, CEP —05403-
000. Telefone: (11) 3061-8858, e-mail cepee@usp.br.

Comité de Etica em Pesquisa da Secretaria Municipal da Salde de Sdo Paulo— Rua
General Jardim, 36, 8° andar, Vila Buarque, S&o Paulo/SP, CEP-01223-010. Telefone: (11)
3397-2464, e-mail: smscep@gmail.com.

Caso aceite participar do estudo e tenha duvidas ou necessite de esclarecimentos, vocé
podera entrar em contato com a responsavel pela conducdo da pesquisa através do telefone

listado abaixo, em qualquer etapa da pesquisa com atendimento de 24 horas.


mailto:cepee@usp.br
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Caroline Figueira Pereira — Tel:(13) 991527262 —
email:caroline.figueira.pereira@usp.br - Av. Dr. Enéas de Carvalho Aguiar, 419 — Cerqueira
César— Sao Paulo — Departamento de Enfermagem Materno —Infantil Psiquiatrica- Sala 234.

Este documento deve ser rubricado em todas as suas paginas e assinado nas duas vias,
sendo que, o participante da pesquisa recebera uma via do Termo de Consentimento Livre e
Esclarecido assinada e rubricada pelo pesquisador.

Esta pesquisa atende todas as especificacfes da Resolucdo 466, de 12 de dezembro de
2012 que aprova as diretrizes e normas regulamentadoras de pesquisas envolvendo seres

humanos.

Caroline Figueira Pereira
COREN/SP 446.457

Pesquisador responsavel

Caso vocé tenha compreendido as informacgdes e concorde em participar, assine na sequéncia.

Assinatura do participante:

Sdo Paulo,_ de de 201 .
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ANEXO 2 - Termo de Consentimento Livre e Esclarecido
(Resolucéo 466/2012 do CNYS)

Prezado(a),

Queremos convida-lo(a) para participar de nosso estudo denominado “Relacionamento
interpessoal em enfermagem para desenvolvimento de habilidades no manejo da ansiedade em
usuarios de cocaina: um estudo de exequibilidade”. Esse estudo sera realizado no Centro de
Atencdo Psicossocial Alcool e outras Drogas - Unidade Sé.

Temos o objetivo de verificar a aplicagdo do relacionamento interpessoal breve em
enfermagem em clientes com ansiedade e que usam cocaina. Caso aceite, sua participacao
estard contribuindo para a compreensdo, e aperfeicoamento no modelo de assisténcia da
enfermagem em usuérios de cocaina com ansiedade.

O relacionamento interpessoal em enfermagem é dividido em 4 fases sequenciais,
durante a interacdo enfermeiro-cliente. Essas fases do processo de comunicacdo tém como
objetivo promover mudancas favoraveis no comportamento dos clientes. Em cada uma dessas

fases, o relacionamento enfermeiro-cliente introduz certos comportamentos e objetivos.

Para participar do estudo, vocé sera convidado(a) a comparecer em consultas
individuais de enfermagem, nas quais empregaremos o relacionamento interpessoal breve em
enfermagem. Essas consultas serdo realizadas por uma enfermeira, em 5 encontros. O primeiro
ter4 duracdo de 30 minutos e os demais de 20 minutos, totalizando uma semana de realiza¢do
da intervencdo. Ap6s uma semana do término da intervencdo vocé sera contatado, para realizar

a consulta de acompanhamento com duracdo de 20 minutos.

Sera realizado contato, por meio de telefone (mensagem, ligacdo), para relembrar os
dias agendados das consultas de enfermagem com 24 horas de antecedéncia.

Sua participacdo envolvera responder um questionario de dados sociais, clinicos e
comportamentais; questionarios sobre a intensidade da ansiedade, auto- confianca,
relacionamentos interpessoais, stress, e abuso de drogas. Vocé sera filmado durante as
consultas, com o objetivo de observarmos sinais expressos pelo corpo, como as expressoes
faciais e movimentos corporais caracteristicas da ansiedade. Os seus dias de participacao serdo
previamente agendados por uma enfermeira conforme a sua disponibilidade e a do nosso

Servico.

Rubrica do pesquisador: Rubrica do participante:
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N&o haverd riscos relacionados a sua integridade fisica, entretanto com a aplicacao do
questionario de ansiedade pode-se descobrir niveis altos de ansiedade, o que pode acarretar
desconfortos fisicos e emocionais ao ficar consciente da mesma. Caso vocé apresente tal
desconforto, serd fornecido, por um enfermeiro, estratégias para reduzir a ansiedade
apresentada.

Os dados dessa pesquisa serdo publicados em meios cientificos, mas os registros de sua
imagem serdo mantidos em confidencialidade, e tanto a sua imagem quanto seus dados de
identidade ndo serdo divulgados nem seréo utilizados para fins publicitarios.

A sua participagdo neste estudo serd totalmente voluntaria. Vocé tera o ressarcimento
das despesas em decorréncia da participacdo do estudo, o qual sera entregue apos a consulta de
enfermagem.

Os pesquisadores garantem indenizacdo diante de eventuais danos decorrentes da
pesquisa.

Se vocé ndo aceitar participar ndo sofrera qualquer tipo de dano, penalidade ou 6nus,
inclusive podera continuar no tratamento para reducéo/cessacdo do uso de cocaina. Se Vocé nao

quiser continuar no estudo, tera absoluta liberdade de desistir a qualquer momento.

Se precisar questionar ou reclamar sobre aspectos éticos desta pesquisa, entre em
contato com estes comités de ética:

Comité de Etica em Pesquisa(CEP) da Escola de Enfermagem da Universidade de S&o
Paulo, Av. Dr. Enéas de Carvalho Aguiar, 419 — Cerqueira César— Sdo Paulo/SP, CEP — 05403-
000. Telefone: (11) 3061-8858, e-mail cepee@usp.br.

Comité de Etica em Pesquisa da Secretaria Municipal da Salde de Sdo Paulo— Rua
General Jardim, 36, 8° andar, Vila Buarque, Sdo Paulo/SP, CEP-01223-010. Telefone: (11)
3397-2464, e-mail: smscep@gmail.com.

Caso aceite participar do estudo e tenha davidas ou necessite de esclarecimentos, vocé
podera entrar em contato com a responsavel pela condugdo da pesquisa através do telefone
listado abaixo, em qualquer etapa da pesquisa com atendimento de 24 horas.

Caroline Figueira Pereira — Telefone:(13) 991527262 —
email:caroline.figueira.pereira@usp.br - Av. Dr. Enéas de Carvalho Aguiar, 419 — Cerqueira
César— Sao Paulo — Departamento de Enfermagem Materno —Infantil Psiquiatrica- Sala 234.

Este documento deve ser rubricado em todas as suas paginas e assinado nas duas vias,
sendo que, o participante da pesquisa receberd uma via do Termo de Consentimento Livre e

Esclarecido assinada e rubricada pelo pesquisador.
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Esta pesquisa atende todas as especificacfes da Resolucéo 466, de 12 de dezembro de
2012 que aprova as diretrizes e normas regulamentadoras de pesquisas envolvendo seres

humanos.

Caroline Figueira Pereira
COREN/SP 446.457

Pesquisador responsavel

Caso vocé tenha compreendido as informacdes e concorde em participar, assine na sequéncia.

Assinatura do participante:

Sdo Paulo,__ de de 201 .
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ANEXO 3 — Parecer consubstanciado do Comité de Etica em Pesquisa da Escola de
Enfermagem da Universidade de Séo Paulo

] USP - ESCOLA DE

_ ENFERMAGEM DA _ w e
" | UNIVERSIDADE DE SAO

FHFERMALCIFEM

FARECER CONSUBSTANCIADG DO CEP

DADTE DD FROJETD DE FEEQUIZA

Thulo da Pecquilss: Selaxclorameanio mferpessoal breyve em enferrage pam equipar wsudnos de cocaina
mo mansamenio da ansledade: um estudo de exequiblidade

Pacguicadior: CARCUNE FISUEIRA FEREIRA

Arsa Temitioa:

Varcio: 3

CAAE: BEB48415.4.0000 5352

Institulgdo Proponenis: Escoi de Enferragem da Universidade de 54o Faulo - EBUES

Pabrooinador Pringipal: Financiamenby Priprio

DADCE DO PARECER
HOomare do Parsssr 27128251

Aprscentaglo do Projto:
Trata-se de projeio e Doulomde vincukeds A Escola d= Enfermagem da Universidade de 2850 Paulo na anea
de conceniragio “Culdado em 3addeiEnfermagem Fsiquistrica, sob orentagio do Prof. Or. Divane de
Vargas. A pesquisadora proplie o desemoivimenio de uma imenvenplo breve beseada no Rsacionamenio
Inimpesscal em Enfermagem (Peplau, 1357), enfre 0 enfamein & o ussdrs de oocalns, com visias ao
dESEMONITEniD de EsTEitglys de manejo da anskedsds ¥sso0sds a0 uso d3 drogs . Preiende-Se gvallar 3
epequibilidade da intervenclo breve, por melo de um grupo focal Dom OS Enfermeros & entnevishs
semissmiursdss C0m 0s usuarnos do Cenro de Atenclo Fuioossocial Alcool & Drogas — 38 (CAFSad-54).
Berdio Incluldos 05 USUANDS de CoCAINAYTACK ComD droga principal, oo dade de 18 anos ou mals, oo SEND
midsC ulims, gues apreseniem resultsdo poshvo duranie a triagem para anskedade segundo o rsirumenio
Desordem de Anskedade Generalzsda (GAD-T), = gue esbejam no periodo de consirugio do Flano
Tempdubioo Singular (PTE), ou seja, o padients rdo =sk em ratamenio com outes profssionals de sadde.
E serip exriuidos of usudnios pofadores de Incapacidade cogritva gue Impea a compresnsdo dos ermos
da prsquiss, aqueles Inforicadcs ou sob o efefo de algurms subsiinda psicoaliva & que apres=niem
painioglas que recessiem de ntemacko. Ap indo parficpario do estudo 11 usudrios de cocalmne & 7
enfermeiros. A metodologla proposis para esse Hpo de inb=rvercio =5t baseada RO ProCESSO s
desenyoiimenio slohermddon do Mapeamerio de Intenmn;-h.u qual compresmde el siapos, esiruhursdss
& sequenciais (1) avalacio das necessidades [modelo Egico do

Erncdemsgo: Ay Dr. Creims oe Cervelhc Aguiar, 413

Baliro: Cerpusis Cammr CEP: s araam
L1 = Nunicipio:  S&0 PELD
Talsfona (]| Do S E-mail: cscssfumpy b

gk U1 doe 040
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USP - ESCOLA DE
ENFERMAGEM DA_ W“‘“
UNIVERSIDADE DE S&0

FHFERMACIERM
Coatirisgis 4 Pesess 3710 EH

probiema); (7] riagio de mairires de objetio de desempenho imodedo bgioo de mudancal; (3) selegio de
miiodos basesdos =m teoria e esiratégias prabdcas (desenho do programal; (£) dessmvolvimento de
programas; (5] adogho e iImplementacio, & i6) avalagio. Os Instamenics. gue serdo aplicsdos para colem
dos 03d0s 0os usudrios Toram delaiFeydos Quanio 305 SEUS Dbjevos = aneYados 30 protccolo da pesquisa,
be=m cormo o rotsiro para o Grupo Focal com os snfermeinos. A proposa apresenta o cronograma de
-EI'IH:UI;EI:I com bErmino previsio para abrl g2 2045, © projebs fol oncado &m RE 3.140,00 & s cusieado
Peia propria pesquisadions.

Dbjetivo @ Pacgulca:

Ogafivo peral:

Desenyolver uma merencio compiern baseada no Relscionamenin imemessoal de PEpiau para o mansjo
da aneskedsce em usudnos de oocaina.

Cihjefivo especPoo:
Ayalar a exequibiidade da pkersenclo breve sm usuAnios de CoCNNA pars FaRSAr anskdade.

Araliazdo dot Ricooc & Benaficlos:

A pesqulsador Infomou mo Srmulsrio da Platsiorma Brasil que a apicaplo do quesionano de ansiedade,
poderd revelyr aftos piliels de ansledade snine o5 usudrios de cocaina, bem como desconforios fisicos =
emoclonals. Form expiiciadas as condutas gque serfo adotadas para mitigar o risco dos usuArios. Foram
descriios no referido formmalado & no projeto compleio, os nmmummnm:rfﬂ'mzm
da unidade. Cuanin aos bensficlos, o desemvolvimenio = 2 avalisgio da intervenclo proposts para o maneio
ds ansiedads sm usudros de cocaina poderd contribulr nio aprimoramenio das praticas de ssbde & no
processo de rabalho da sgquips do CAP3ad-2e.

Comaniarios & Conclderaglet cobre & Pecgulca:
IrreesSgacio reievants pam a Area de estudo.

Conclderaplios sobre o Termos de aprecentagdo obrigatoria:
Foram apresentzdcs dols Termos de Consentimento Livme & Esclareddo (TCLEs) dingidos aos enfermesines

= 30 usudrios do CAP Ead-Se.

Erdarego: Ay [, Creme o Cervelhc Spuiar, 419

Balire: Cergusirm Cssar CEP: s arom
P =p Meniciphs  SAD PALD
Talefonar (1] pa0E RS Eomall:  casssug b

g B don B



316

USP - ESCOLA DE
ENFERMAGEM DA_ wm
UNIVERSIDADE DE S&0

FHNFERMACEM
Coatirasis 4o Pesess 711 BH

Recomardaplec:

Mo rd recomendag Bes.

Conolushes oo Penddnolac o Licia de Insdsqusgbe:

T pesguisador nealizou as adeguaglies e atendeu &5 soickagbes quanto s pendéncizs abatm:

1- Imformar meces respecivos formaldnos & protoocio da pesgquisa 'In'l'nrr"n-;-!-:s Edsicas do Projeio”, 0 nomem
de mpfermiesings & de usudnos em separado, gue compler o unfverso do eshada;

I- Anexar a carta de autorizacko insfucional do Gerente do CAFZad-24 ou da Cosdenagio Regional de
Eadde Centro — Zupsrvisio de Bagde 36 da 3ME-2P.

3- Manter no TCLE para 05 usudrnos: "Wocl terd o ressardments dys despesas &m decorméncla da
participapio do estudo”. Fefirar a desoripho "ok isrd o ressartimento das despesas neacionsdss. &0 seu
ransporis plblico: (Ri5E,00 - Ida & woita) do rajeto entre sua reskdincla & o local dessa pesquisa, O qual ser
eniFfegue apis A consuila de enfermagem®, pols o valor pode variar de aoordo com o acal de moradia do
partidpant=, bem como com & necessidsds de .ilml:rrla-;ﬁu ol T

Bl Pl Sbices BHcos.

Conclderagbsc Finalc a ortbérlo do CEF:
Esh= CEP Informa & recessidade de reglsto dos resultsdos parcials & finals na Plataforma Brasll. Esb
aprywacho mo substtul & autortzacio da IrsSwicko coparticipant=, antes do Inicio da Cobeta de dadios.

Ects parscer fol slaborado bacsado ROt dosumaning abaing relackonasos:

Tipo Dooumenio Arquivoe Fosiagem Auor El.npln-
Inforraies Basicas| PE_INFORMADDES_BAZICAS_ DO F | ITOSC01S A et
g ProjEin ROJETS _1105833.pdl g ]

Brochura Pesquiss | Prol_Pesq_Canoiine_Asforiscss_CREBD ZT0SED1E |[CARGLIME A s
Enino g Z1:53 34 |FIGUERA FEREIRA

TCLE ! Temos de | Chefnalparticipanbes. docr ZTOSEDE |CARCLIMNE A et

|Assentimenis | 214720  |FIGUERA FEREIRA

Erdampz: Ay Lr. Lréas & Carvalhc Aguar, 419

Balrre:  Cargusirs Cassr CEP: o oo
L1 Eunicipio: A0 PELD
Talefona (]| 0BRSS Email: cscesfump b

gk £ dn T4
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LUSP - ESCOLA DE
ENFERMAGEM DA
UNIVERSIDADE DE SAD

FHFERMACIFEN

R

Contirmmgiia 4o Pecss 3 743 BH

Jusificathva de lefinalparticipanies dory ZTIOSI0ME | CARCILNE A st

Ausincia 21473  |FIGUERA FEREIRA

Cronograma Srupofocal. docy ZENI0E | CARDILINE Ao
Z1:11:16 | FIGUERA FEREIRA

Projeio Detalado /| | projetofinal.docx ZEO4E0HE | CARCLUNE Areiin

Erochura 438 |FIGUERA FEREIRA

InvesSgador

TCLE ! Temos de | ci=fnalenfermeins. docr ZEO4E0ME | CARCLINE Areito

Assentmendo / I 314 |FIGUERA FEREIRA

Jusificathva de

| ALSincis

Foiha de Rosio Tolhadernsio pdf EO4EI01E | CARCLNE A st
1851:18  |FIGUERA FEREIRA

2Husgdo do Farsosr:

Aprowado

Heoscola Aprecisgdo da COMER:
Hio

SAD PAULD, 14 de Janho de 2018

Agcinado por
Marols Aparscdds Ferrelra de Cllvalra
(Coordenador

Erdarspe: Ay v, Dréms o Cervelhe Spuar, 410

Ealrro:  Cergpusine Ceser CEP: & g1

(L = Euniipio D80 PELD

Talsfona ]| P08 SR E-mall: cecesdfusy b

gk Bl don B
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ANEXO 4 — Parecer consubstanciado do Comité de Etica em Pesquisa da Secretaria Municipal
da Saude de S&o Paulo

O cwrx  SECRETARIA MUNICIPAL DA

‘t 1ICa SAUDE DE SAQ PAULO - w ma

- o
£M PLEGUISA - SMS SM3ISP

PARECER CONSUBSTANCIADD DD CEP
Elaborado peia inctitulglio Copartiolpants
DADCE OO FROJETO DE FESGUIZA
Thuilo da Pecquilks: Reiscionamento nterpessoal breve em enfermspe™ paa equipar usuancs de oocaina

ma maneamenio ds ansiedade: um estudo de seequiblidade
Pecguicador: CARCLUNE FIZUEIRA FEREIRA
Arsa Temdtioa:
Verclo: 3
CAAE: BEA48418 4 3001 0055
Incittulgdo Proponamis: COCRDENADDRLA REGIINAL DE SAUDE CENTRO-DESTE
Patrocinador Prickcipal: Financamento Priprio

DADCE DO PARECER
Homars do Pansger 2,789 402

Aprecentagdo do Projato:
O phietho deste eshido serd descrever o uso do mapeaments de intervencio no desenho de uma teora &
Intervengio complera baseada em evidénclas, para desenvolver hablidades em fomo do manejo da
ansiedade para usuaros de cocalma em ratamenio ambulaional de deperdinecia na cidade de S8o Fauio.
Mittpdos: O estude Ird wilzar seis epas da abordagem do mapeamento de intervenclo, gue sfo a
avallapho de pecessidades; criar matrizes de objetivo de desempenho; selecionar mésodos & estratkgiys
praticas; dessnvoivimenin de programas; adofio = impiementacio; = availaco.

A teorias que serd ulilzada para o modelo concelual ser a Teorda das Relsgles Inferpessoals de Peplau e
serlo seledonados alguns mtlndos de ogwiras teorias para aicangar deferminades resukados da
Intervengio.

Todos os métodes serSo baseados na teoria e as aplicagBes prabicas serdo desenwoividos no nheed
Individual, atuando no contexie comportamental, inierpessoal, orpanizacional & comunitaro.

Dbjetivo o Pacgulca:

g Primdrio:

De&envul‘mrwh‘rtermn;&:- Ccompéesa basesds no Retsclonamenio imispessoal de Peplau para o mansjo
da ansledads e usudrios de oocaina.

et Bacundania:

Erdarspe:  Num CGemerel Jerdim, 35 - 5 arcar

Balrra: Wiw Busegos CEP: przraonn
U &P Menkipio:  BAD PELLD
Talefonar (1] prEEr. e E-mall:  sToospEgreil oo
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g cun  SECRETARIA MUNICIPAL DA

‘t 1ICa SAUDE DE SAQ PAULO - wm

EM PESAFUISA - SM5 SMSISFP

Cotirugh-a 4u Ferecss TS A0

Axalar a exequiblidade da I'tl:n'l:m;iubrrfeemmua.ﬁu-s-dc cocaing para mareiar ansedade.

Awaliagdo 0o Ficopo o Benafiokon:

Risoos: Duramie o grups focal, o enfermsings da unidade podem Senir desommions 30 relsiar DS prid o
profissionals com of pares; poderdc faar sigo apos o Mrmin do graso focal, monmEnde 8 responsivel pea
p=sguisa, siou poderd sarda saly do grupo focal & qualguer momento.

05 usudrios de cocainaiorack que pariciparem do estudo ndo sstarko sujetios & rscos reacknados & sua
Integridsde fizica, entretanio oo a m-lb:al;in o guestondrio de ansledade pode-t= descobrir nilvels akos
de ansiedade, o gque pode acamreiar desconforios fsioos & emoconals & ficar consclents da mesma.
Tz o participants apresende fal destonforio, serfo fomeddas, por um enfermein, ssiratdgias pam reduzir
& ansledyde apreserinds

Bepefichos: Aprender estraiégiys de oomo mans|ar ansiedads, & consequentemenie diminuir o nivel de
ansedads senbda, & wtilzar menos cocaina.

Comantirios & Concldaraglac cobre a Pacgulca:

A pEsquiss & relevanke = bastane meessane.

A melndoisgla estd Fiegurds acs objetvos. Fol apreseniado o Insrumenio de colets = andilze de dados.

A mrdcio de isoo'desconforio a0 syjefin da pesguisa fol aponisda em retsgiio & arsiedade & o posshel
desconforio de nesponder quanio a doermcas prévias.

Conslderaghec cobre oo Temmos de aprecentagdo obrigabaria:

A Foha de Rosho 25t oometamenie presnchida, Mﬁluﬂﬂﬁ:ud-us-lnm.ll,'.h proponente & copardcipante,
auforiraco para realiracho da pesguisa fol sdequadymenis apresenbda pela Coordenadona Feglons de
Badde Centro.

TGLE, Cronograrms, Crramento detainado & fomie fnanciador sstio adequados.

Conolusdss ou Pendédnolac o Licia de Insdequsgbes:
Bem pendéncias ou inadequaples.

Erdarsge: s Cerersl Jersir, 35 - 5F arciar

Balira: vin Husegpos CEF: p1.xreono
P B Municipioc  SAD PELLD
Talsfona: 1| I aed E-mall:  sTEospEgreil oo
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£tic3

EM PESUISA - S

; SMS/SP

Contirusgk do Peecss 170 &5

Conclderagiec Finals a arttéric do CEP:
Fara inido da coleta dos dados, o pEsquisador deverd s& apreseniar na mesma Instdncls que autorizou a
reakzacho do estudn (Coordenadona, Supervisbo, SMEMGab, sir).
Zali=ntamos gue o pEsguisador deve desenyoiver 3 pesguiss confome delneada nd proiodolo apmyadd.
Eventuak n'lul:ll"l-l:a-g-!ﬂ-:uer"endﬂ 50 proloooic devem sar apressnisdss a0 CEF de forma cara = sucnba,
identificands a parte do profocoio 3 sar modicads & suas |ustficativas. Lembrames que esta modficagio
rescessitard de aprovacio stica do CEF anies de ser implementada.
D acordo com & Res. CHE 486MZ, 0 pesguisador deve apreseniar a esh= CEFEME oz relabdrios
semestrals. O neiabinio inal deverd seremiado araves da Platxiorma Brasl, icone Motficacio. Uma oopia
digital { COWDD | dio projedon Tiralxsds dewerd ser snvisds & rstnciy ques suioinowg 2 rednn;iu o estudo,
wia oomeio ou enfregue pessoalmente, logo gue o mesmo eshver comciubdo.

Exte parscsr fol slaborado bacsado moc dosumanios abales relsclonados:

SECRETARIA MUNICIPAL DA
SAUDE DE 5A0 PALILO -

Qe

Tipo Docarmenio Amuhe Fostagem Aufor Skusgio
Inforracles Basicas| PE_INFORMAGOES_BASICAS DO_F | Z=Orzois Moo
do Progeio RORETC 1158835 paf 14-3507
Cutros Respostydoparescenil. jocy ZSOTIOE | CARCLIMNE Aoeiio

14320 |
Cronograma CronogramaatualizadclEZT 18.docy OEOTE0E | CARCLMNE Moo
123751 |FIGUERA FEREIRA

TCLE ! Temaos de | clefnalparticipantesl 207 18 oo EorEoE | CARDLMNE Areito
Assentments ! 181102 |FIGUERA FEREIRA
JusEficativa de
AUSEnciy
Brochura Pesquiss | Prol Pesg Caroiine_Aotorsoss_CREBH ITOSEME |CARCLME Areito

enimo. ! 215234  |FISUERA FEREIRMA
TCLE ! Temos de | iclefinalpariicipantes. docr ZTOEE0E | CARCLMNE Areito
Assentments ! 214730  |FIGUERA FEREIRA
JusEficativa de
Ausincls
Projeio Delaltads ! | projebofinal. dock ZEOEOE | CARCLMNE Areito
Brehura 4538 |FIGUERA FEREIRMA
 Invesdgador
TCLE ! Temas 4= | clefnakenfermeins. door ZENTOE | CARCLIMNE Aoeiio
Assenbimento ! 3414 |FIGUERA FEREIRA
JusEficativa de
AUSEnciy
Ercdareps: N CGerersl Jerdim, 35 - 5" arciar

Ealrre: Win Buargos
U =r

Talefona: (|| pIoGr- 284

CEP: p1.Zronn

Munidpio:  SA0 PaULD

E-rmail:

aTeespiigmeil cor
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g curx  SECRETARIA MUNICIPAL DA
‘t ICQ  SAUDEDE SAOPAULO- %" me
Erl PESQUISA - 505 SMSISP
Corirumcia do Faneoes T TEE &

IHuagdc do Parsoesr:
Aprovado

Weoeccia &preslagdo da COMER:
Mo

EADH PALULD, 29 de Julho de 2018

Acchnado por:
S IMONE MOHOELL] DE FANTIHI
Poordenador

Erdarspe: s Cemerel Jerdim, 35 - 57 arcar
Balira: vin Husegos

L1 Eunicipio: A0 PELD
Tawiora: ]| [TEET-2884

CEF: p1Zzxoio
E-mail: wTecsplgmeil oo

S Bl S O
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Anexo 5 — Certificate of english editing

CERTIFICATE OF ENGLISH EDITING

This document certifies that the paper isted below has been edited to ensure that the

language Is dear and free of errors. The edit was performed by professional editors &t Editage,
a divigion of Cactus Communications. The intent of the author's message was not altered in any
way during the eclting process. The quaity of the edit has been guaranteed, with the

assumption that owr suggested changes have been accepted and have not been further alteced
without the knowledge of our editors.
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INTERPERSONAL THEORY OF NURSING TO ANXIETY MANAGEMENT IN
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