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RESUMO

O transtorno bipolar € um transtorno grave, geralmente associado a
elevadas taxas de inatividade fisica e comorbidades clinicas relacionadas a

essa condigéo.

Os beneficios da pratica regular de exercicio fisico para pessoas com
transtorno bipolar sdo bem documentados. Tal pratica é capaz de prevenir e
auxiliar no tratamento dessas comorbidades, além afetar desfechos criticos
para tais pacientes, como a adesdo ao tratamento, funcionamento e qualidade
de vida. Contudo, apesar dessas evidéncias, pessoas com transtorno bipolar
tendem a ser mais sedentarias que a populacdo em geral e pouco tem se
investigado, do ponto de vista do paciente, sobretudo na populagéo brasileira,

quais séo as barreiras e os facilitadores percebidos para tal pratica.

O objetivo deste estudo foi conhecer quais sdo as barreiras e os
facilitadores percebidos por pessoas com transtorno bipolar para praticar

exercicio fisico, a partir de uma abordagem qualitativa.

Foram selecionados para este estudo, de forma intencional, individuos
com diagnostico de transtorno bipolar em atendimento no Programa de
Transtorno Bipolar (PROTAHBI) e na unidade de internacdo psiquiatrica do
Hospital de Clinicas de Porto Alegre que estivessem em condi¢cdes de
consentir com a pesquisa. Esses individuos participaram de uma entrevista em
profundidade com questdes abertas relacionadas a pratica de exercicio fisico e
os cuidados com saude. A analise dos contetdos emergidos nas entrevistas foi
realizada a partir da Grounded Theory de Corbin e Strauss, e gerou quatro
principais areas de interesse: pratica e trajetoria de exercicio, cuidados com a

saude, barreiras e facilitadores para a pratica.

Apesar dos potenciais beneficios da pratica regular de exercicio fisico,
constatamos que a maioria da nossa amostra ndo pratica regularmente. Isso
indica que devemos conhecer as barreiras bem como os facilitadores

percebidos por estas pessoas para praticar exercicio fisico a fim de viabilizar



ofertas de atividades onde estes sujeitos possam participar e se beneficiar de

maneira eficaz.



ABSTRACT

Bipolar disorder is a serious disorder, generally associated with levels of

physical inactivity and rates of clinical comorbidities.

The benefits of regular exercise practice for people with bipolar disorder
are well documented. This practice is potentially capable of preventing and
helping in the treatment of these comorbidities. Besides to affect relevant
outcomes for patients, such as adherence to treatment, functioning and quality
of life. However, in spite of this evidence, people with bipolar disorder tend to be
more sedentary than the general population and little has been investigated
from the viewpoint of the patients, especially in the Brazilian population, about

the barriers and facilitators to such a practice.

The aim of this study was to know what are the barriers and facilitators
perceived for people with bipolar disorder to practice exercise, employing a

qualitative approach.

Individuals with diagnosis of bipolar disorder currently treated at the
Bipolar Disorders Program (PROTAHBI) and at the psychiatric hospitalization
unit of the Hospital de Clinicas de Porto Alegre, with conditions to provide
consent for the study were purposefully selected. These individuals participated
in an in-depth interview with open questions related to physical activity and
health care. The interviews were recorded and transcribed. The analysis of the
contents that emerged in interviews was analyzed using Corbin Strauss and
Strauss’s Grounded Theory. The analysis pointed to 4 main areas of interest:
practice and trajectory of exercise, health care, barriers and facilitators to

practice.

Despite the benefits of regular physical exercise, we noticed that most of
our sample does not practice it regularly. This indicates the benefits of knowing
the barriers and facilitators perceived by these people to practice exercise in
order to facilitate the provision of activities where they can participate and

benefit effectively.
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1 INTRODUCAO

O transtorno bipolar é um transtorno potencialmente grave, complexo, de
etiologia multifatorial, com um curso crénico e frequentemente incapacitante
(1). Estima-se que 2% da populagdo mundial sejam afetadas por esse
transtorno (2), caracterizado por episodios recorrentes de mania e depressao,
alteracbes nos sono, além de alteracbes cognitivas e comportamentais,
acarretando em prejuizos funcionais em atividades de vida diaria, profissional,

familiar e pessoal, e consequente pior qualidade de vida (3).

A prevaléncia entre homens e mulheres ndo apresenta diferenca e a
média de idade de inicio dos sintomas é por volta dos 18 anos (4). Isso gera
um impacto social e econdmico porque ocorre em um periodo produtivo do
individuo e também porque o tempo e o curso da doenca interferem no seu
prognéstico (1,5). Segundo Kapczinski et al. (6), o progndstico em longo prazo
pode ser associado a prejuizos cognitivos persistentes e a um declinio
funcional decorrentes da progressdo do transtorno. Somam-se a isso,
desfechos clinicos desfavoraveis, como pior resposta ao tratamento, risco
aumentado de hospitalizacbes e de comorbidades clinicas (7), o que eleva o
risco de mortalidade em uma populacdo que morre mais precocemente do que

a populacédo em geral (8).

Em um estudo conduzido por Magalhdes et al. (9), verificou-se que
58,8% da amostra de pacientes com transtorno bipolar do STEP-BD
apresentou alguma comorbidade clinica. Além de fatores demogréficos,
variaveis relacionadas a cronicidade da doenc¢a, como inicio precoce, mais de
10 episddios prévios e alguma comorbidade psiquiatrica, tiveram elevada
associacdo a este achado. Existem evidéncias de que a exposicdo a
determinados psicofarmacos também contribui com essa condigédo,
aumentando o risco para comorbidades e para uma pior adesao ao tratamento,

tendo como desfecho um pior prognaostico para o transtorno (8,10).

E importante ressaltar que a crescente presenca de comorbidades
clinicas oferece, além do aumento do risco de mortalidade, prejuizos

econdmico-sociais, pois a cronicidade exige tratamentos longos e diminui a
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produtividade dos pacientes, causando um impacto econémico para as familias

e para a saude publica (11).

Na populagdo brasileira, esta condicdo também é preocupante. Ao
avaliar pacientes com transtorno bipolar de dois grandes centros de tratamento
brasileiros, Gomes et al. (12) encontraram elevadas taxas de hipertensao,
diabetes e obesidade entre a amostra. Além de estarem relacionadas entre si,
essas doencas tém relacdo direta com a inatividade fisica (13), fator de risco
presente em 65% dos pacientes da amostra do estudo conduzido por Gomes et
al. (12). Esse achado sugere um olhar atento para esta questao, pois é sabido
que apesar das evidéncias de que o exercicio fisico é capaz de atuar na
promoc¢do da saude em geral, pessoas com transtorno bipolar tendem a ser
mais sedentérias do que a populacdo em geral (13,14).

7z

Diante dessa realidade, é extremamente relevante conhecermos a

relacdo que estes pacientes estabelecem com a prética de exercicio fisico.

O exercicio fisico pode ser definido como qualquer atividade fisica
estruturada que tem como objetivo melhorar ou manter a aptidao fisica do
individuo, com intensidade e volume planejados e controlados (15,16). Isso o
diferencia da atividade fisica, que € definida como qualquer movimento corporal
que resulta em gasto energético acima do nivel base (16), mas ainda
insuficiente para gerar alteracdo ou melhora na aptidao fisica do individuo. A
atividade fisica ndo tem como objetivo produzir alteracdes fisioldgicas e, na

maioria das vezes, é utilizada de forma recreacional.

Dessa forma, quando se busca obter resultados efetivos para a melhora
e manutencao da saude, indica-se a pratica regular de exercicio fisico (16 - 20).
E para tal, espera-se uma mudan¢ca comportamental, com uma reorganizagao
pessoal, onde o sujeito exergca a sua autonomia ao escolher qual atividade
praticar e como ela podera ser incluida gradualmente em sua rotina, projetando

sua continuidade e, a partir disso, usufruir de seus beneficios.

Dentre eles, o controle do peso e da gordura corporal, prevengcao e
auxilio no tratamento de doencas como obesidade, diabetes melittus I,

sindrome metabdlica, hipertensdo, entre outras doencas cronicas nao
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transmissiveis (16,20-22). Soma-se a isso, beneficios para o0 sistema
imunoldgico, melhorias na qualidade do sono, na aptiddo cardiorrespiratoria,
aumento da massa e da forca muscular, melhora da densidade 6ssea, melhora
da flexibilidade e mobilidade articular, melhora da coordenacdo motora,
equilibrio e agilidade, aspectos fundamentais para manter a funcionalidade
global do sujeito. Assim, contribuindo para melhores desfechos clinicos, o
exercicio fisico acaba influenciando na qualidade de vida desses sujeitos (23).

Aspectos motivacionais oriundos dessa pratica sdo igualmente
importantes, especialmente em pacientes com transtorno bipolar. Introduzir o
exercicio fisico na rotina € uma conquista pessoal que permite ao sujeito a
oportunidade de cuidar de si e optar pelo seu bem estar, adquirindo autonomia,
melhorando a sua autoconfianca e a sua autoestima (24). Além disso, esses
individuos aumentam as possibilidades de socializacgdo em um ambiente
seguro, superando estigmas e oportunizando a construcdo de uma rede social

e de apoio (25).

Outro fator importante relacionado a pratica de exercicio fisico diz
respeito a melhoras nas condi¢cdes mentais do individuo, em especial nos
sintomas de humor e de ansiedade. (26-28). Em uma andlise qualitativa
fenomenoldgica, os pacientes referiram que o exercicio fisico estruturado
contribui para a regulacdo do humor e para organizar o pensamento, auxiliando
a estabelecer uma rotina e uma estrutura em meio ao processo de

desorganizagéo decorrente da doenga (29).

Especificamente no transtorno bipolar, algumas evidéncias indicam que
o exercicio fisico atua como um neuroprotetor, atuando no aumento dos niveis
do fator neurotréfico derivado do cérebro (BDNF), responsavel pela
neurogénese e plasticidade sinaptica (30). Essa relacdo € extremamente
importante uma vez que a literatura sugere que os niveis de BDNF estao
diminuidos em episédios maniacos e depressivos. Além disso, esses niveis
também se relacionam com a gravidade da doenca, pois, em episddios mais
graves, 0s hiveis se apresentam ainda mais baixos. A idade do sujeito e o
tempo da doenca também estéo relacionados a diminuicdo nos niveis de BDNF
(31).
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Contudo, entre pacientes com transtorno bipolar a adesdo a pratica
regular de exercicio fisico é baixa e pouco se sabe sobre quais fatores
dificultam ou facilitam a tomada de decisdo dessas pessoas para inserir em

suas rotinas o exercicio fisico.

Conhecer as barreiras que dificultam esse processo é fundamental a fim
de propor praticas adaptadas as demandas desses pacientes e garantir a
eficacia destas intervengfes. Barreiras sdo potenciais obstaculos que podem
limitar ou impedir o inicio, a manuteng¢do ou a continuagdo da participacdo em
uma atividade (32). Dentre essas barreiras, existem variaveis interpessoais,
como a falta de um suporte social, que possa estimular o sujeito a aderir e
manter a atividade. Varidveis intrapessoais, que sdo as caracteristicas
emocionais, cognitivas e biolégicas do sujeito, muitas vezes influenciadas pelos
sintomas da doenca ou pelas comorbidades associadas. E questdes socio-
ambientais, como a baixa escolaridade, pertencer a uma minoria étnica, a
distancia até o local de prética, os custos financeiros e o tipo de local onde se
oferece a atividade. (32,33). Essas questbes apresentam forte associacdo com
a adesao a um estilo de vida ativo pela populacdo em geral (34,35). Portanto,
deve-se conhecer quais sdo 0s obstaculos sociais, pessoais, ambientais e
econdbmicos, levando em consideracdo fatores como a histéria passada, a

percepc¢ao que o sujeito tem de risco e do apoio social recebido.

Além disso, compreender os pontos que facilitam e estimulam a adeséo
a pratica também pode influenciar na eficacia das intervencdes (33). Sao
chamados facilitadores, fatores que viabilizam a insercdo do sujeito em alguma
atividade (36). Dentre esses fatores, encontram-se 0 ambiente fisico e social
em que este individuo esta inserido, a qualidade técnica e cientifica dos
profissionais envolvidos, além da elaboracdo de politicas publicas de saude
voltadas para este ambito que sejam capazes de diminuir as barreiras e

potencializar os facilitadores (37,38).

Conhecer essas percepgbes se mostra uma peca fundamental no
processo para auxiliar esses pacientes a utilizarem o exercicio fisico como
recurso terapéutico em suas rotinas. Alguns estudos internacionais, conduzidos

com metodologias qualitativas, buscaram conhecer quais as barreiras e os
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facilitadores percebidos pelos pacientes com transtorno bipolar para praticar

exercicio fisico regularmente, conforme ilustra o quadro abaixo:

Referéncia

Local

Barreiras

Facilitadores

McDevitt et al. (39)

Estados Unidos

Sintomas da doenca
Efeitos da medicagéo
Aumento de peso

Oferta de atividades
Presenca de um profissional/motivador

Conhecimento sobre cuidados com salde

Sintomas da doenca

Ussher et al. (40) Reino Unido Pouca autoconfianca N&o foram citados
Pouco apoio social
Sintomas da doenca Ter um grupo de apoio
Sintese Efeitos da medicagéo Receber estimulo/incentivo
Roberts e Baley (41) Narrativa Pouco apoio social Diminui¢é@o dos sintomas da doenca
Perda de peso
Ambiente Ter um acompanhante
Wright et al. (29) Reino Unido Falta de tempo Motivacéo

Falta de conhecimento

Contudo, entre a populacdo brasileira pouco tem sido investigado,

sobretudo a partir do ponto de vista do paciente, quais seriam as barreiras e 0s

facilitadores percebidos por essas pessoas para praticar exercicio fisico.




16

2 OBJETIVOS

2.1 OBJETIVO GERAL

Identificar quais s@o as barreiras e os possiveis facilitadores percebidos por

pessoas com transtorno bipolar para pratica regular de exercicio fisico.

2.2 OBJETIVOS ESPECIFICOS

1. Conhecer a historia de exercicio na vida dos sujeitos abordados;

2. Conhecer qual o entendimento que os individuos abordados tém sobre 0
gue € exercicio fisico e atividade fisica;

3. Conhecer as percepg¢des que estes sujeitos tém acerca da doenca, do
seu tratamento e dos cuidados em saude;

4. Conhecer quais os facilitadores para adesédo e continuidade da pratica
de exercicio na percepcao desses sujeitos;

5. Conhecer quais as barreiras que impedem a pratica de exercicio fisico

na percepcgao desses sujeitos.
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3 METODO

3.1 Desenho

Este € um estudo do tipo descritivo, qualitativo e exploratério. A escolha
desse delineamento se deu em razéo de ser o que melhor permite descrever e
compreender a complexidade do fendmeno estudado a partir da perspectiva de
quem o vivencia (42-44). Além disso, possibilita entender como experimentam
e quais os significados que os participantes ddo a essa experiéncia (42,43),
através de informacfes profundas sobre as suas experiéncias (45). O objetivo
€ criar teorias inovadoras, a partir dos dados coletados entre os participantes,
oriundos da percepcdo e da complexidade de suas vivéncias dentro do

contexto social (46).

De acordo com a Associacdo Americana de Psiquiatria, os protocolos de
pesquisas que envolvem pacientes com transtorno mental devem priorizar as
perspectivas desses pacientes para producdo de novos conhecimentos para a

populacdo em estudo (47).

O artigo seguiu as recomendacdes do Consolidated criteria for reporting
qualitative studies (COREQ) (anexo B), um guideline de pesquisa qualitativa,
utilizado por revistas internacionais como parametro para avaliar a qualidade

dos estudos.

3.2 Instrumento

O método de investigacdo utilizado para a coleta de dados foi uma
entrevista semiestruturada em profundidade por estar em conformidade com o
objetivo da pesquisa, ou seja, se aproximar das experiéncias e percepc¢oes dos
participantes em relacéo ao exercicio fisico, permitindo um aprofundamento em

guestdes pessoais e sociais do sujeito (46). Além disso, esse instrumento
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permite ao entrevistado a oportunidade de falar o seu ponto de vista sobre as

experiéncias que os proprios consideram relevantes.

Para este estudo, foi desenvolvido um roteiro de entrevista com
guestbes abertas (apéndice A) que foram somadas a questdes que surgiram ao
longo do diadlogo entre o entrevistador e o entrevistado. Desta forma,
conseguimos extrair historias detalhadas das experiéncias dos participantes
acerca do tema em estudo. . Este roteiro continha 4 grandes areas de interesse
discutidas a priori de acordo com a literatura: pratica de exercicio fisico,
cuidados com a saude, barreiras e facilitadores para praticar exercicio fisico.

Todas as entrevistas foram gravadas em audio e posteriormente transcritas.

3.3 Amostra

A amostra teorética por saturacao foi escolhida de forma intencional, a
fim de ser composta por individuos que pudessem representar a questdao de
pesquisa. Ou seja, pacientes que estivessem engajados de alguma forma no
tratamento da sua doenca e fossem susceptiveis de gerar dados relevantes
para desenvolver e explorar novos conceitos em profundidade (42). Dessa
forma, foram recrutados pacientes com diagnéstico de transtorno bipolar, em
atendimento no Programa de Transtorno Bipolar do Hospital de Clinicas de
Porto Alegre (PROTAHBI - HCPA) e na unidade de internacao psiquiatrica do
referido hospital. Através da colaboracdo das equipes de profissionais do
PROTAHBI e da unidade de internacao psiquiatrica, a equipe de pesquisa teve
acesso aos pacientes e seus contatos. Os pacientes do PROTAHBI foram
convidados a participar através de ligacdo telefénica. As entrevistas eram
agendadas nos dias das consultas e realizadas no Centro de Pesquisa Clinica
do HCPA. Para os pacientes da internacdo que se encontravam em uma fase
estavel do tratamento, os convites foram feitos pessoalmente pela
pesquisadora, com o consentimento da equipe responsavel pelo paciente, e as

entrevistas realizadas em salas de atendimento da internacdo. Buscou-se a
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maior variacdo sociodemografica na populacdo em estudo, a fim de encontrar

uma ampla gama de experiéncias dentro do grupo selecionado (46).

Em uma amostra teorética por saturacdo, a base da amostragem séo
conceitos e ndo pessoas, assim, a definicdo do tamanho da amostra se da pela
saturacao dos resultados encontrados na entrevista em profundidade. Ou seja,
as coletas ocorrem até que nenhum novo dado relevante para o tema de

interesse surja nos dialogos (45,48,49).

3.4 Andlise dos dados

A andlise foi conduzida por dois pesquisadores e realizada a partir da
Grounded Theory em um processo de criacdo, desenvolvimento e verificacdo

de conceitos construidos a partir da obtencdo dos dados (42).

Essa técnica foi escolhida por ser o meio mais adequado para a
construcdo de conhecimento em &reas onde pouco se sabe sobre um
fendbmeno (46), como é o caso da nossa questdo de pesquisa. Além disso, a
Grounded Theory tem a capacidade de capturar sutilezas e particularidades,
permitindo um novo olhar do fenbmeno em estudo (46). Através do seu carater
inovador, ela ndo testa novas teorias, mas busca novos conhecimentos,

atendendo as necessidades deste projeto (50).

A seguir, uma breve descricdo de alguns conceitos de ferramentas

analiticas utilizadas, segundo a definicdo de Corbin Strauss (42):

. Codificar significa extrair conceitos a partir de dados brutos, e
desenvolvé-los em todas as suas dimensfes analiticas, de modo que

representem a interpretacéo dos significados dos dados.

. Conceitos sdo as interpretacdes dos dados codificados, portanto, sdo os
produtos da analise propriamente dita.

. Cddigos sdo nomes dados aos conceitos derivados da codificacao.
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. Categorias representam fendmenos relevantes que permitem aos
pesquisadores reduzir, combinar e integrar dados de acordo com 0s seus
significados.

. Analise mdultipla e comparativa significa comparar conteddos que
emergem dos dados coletados, buscando similaridades e diferencas que
podem enriquecer 0s conceitos que estdo se formando. Itens que sao
considerados conceitualmente similares, devido suas dimensdes, s&o
organizados sob 0 mesmo cddigo, o qual vai se tornando mais rico e complexo,

se transformando em conceito e depois, em teoria.

A codificacdo passou por trés niveis, descritos de acordo com o modelo
de Fassinger (46). No primeiro, chamado open coding, se realiza a primeira
leitura dos dados brutos (transcricbes das entrevistas), identificando trechos
que sejam significativos, unidades de significagdo. Esses trechos foram
codificados e questionados em relacdo a: interpretacdes alternativas, questdes
implicadas na significacdo, outros sentidos. Essas unidades de significacao
foram comparadas umas com as outras, até que 0S conceitos emergissem

gradualmente.

O segundo nivel, axial coding, buscou organizar e explicar as relacdes
entre as categorias. Os trechos identificados foram realocados em uma nova

ordem na forma de categorias e interrelacées.

Por fim, selective coding, tratou da constru¢do das categorias. Quatro
ndcleos centrais foram selecionados para integrar as categorias; (1) barreiras
para praticar exercicio fisico, (2) facilitadores para praticar exercicio fisico, (3)
cuidados com a saude e (4) trajetdria de exercicio fisico; e as matrizes foram

elaboradas. A partir desse material, a sintese dos resultados pdde ser feita.

A andlise qualitativa foi realizada com o auxilio do programa NVivo V.10,
licenciado pela Universidade Federal do Rio grande do Sul (51). O programa foi
utilizado para armazenar as entrevistas, selecionar os fragmentos de texto para
analise, criar os codigos e areas tematicas, organizar os fragmentos por area

tematica especifica, reorganizar as entrevistas de acordo com os codigos
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criados pela analise de comparacdes; constru¢cdes de nuvens de frequéncias

de palavras e, por fim, construcdo das matrizes de codificagéo.

3.5 Aspectos éticos

Todos os pacientes foram informados sobre os objetivos, assim como
dos riscos e beneficios da participagdo neste estudo. A abordagem dos
aspectos éticos foi uma obtencdo em passos do consentimento informado.
Aléem de oferecerem o consentimento através da assinatura do Termo de
Consentimento Livre e Esclarecido, os participantes consentiram verbalmente
apos o fim da entrevista. Esse projeto foi aprovado pelo Comité de Etica e
Pesquisa do Hospital de Clinicas de Porto Alegre.
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5 RESULTADOS: ARTIGO

5.1 ARTIGO SUBMETIDO AO JOURNAL OF AFFECTIVE DISORDERS

BARRIERS AND FACILITATORS PERCEIVED BY PEOPLE WITH BIPOLAR
DISORDER FOR THE PRACTICE OF EXERCISE

Autores: Caroline Silveira Pereira, Carolina Stopinski Padoan, Lucas Franca Garcia,
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Barriers and facilitators perceived by people with bipolar disorder for the
practice of exercise

Abstract:

Background: Exercising regularly has many potential benefits for people with
bipolar disorder. Nevertheless, people with bipolar disorder tend to be more
sedentary than the general population and little has been investigated from the
viewpoint of the patients about the barriers and facilitators to such a practice.
The aim of this study was to know what are the barriers and facilitators
perceived by people with bipolar disorder for the practice of exercise, employing

a qualitative approach.

Methods: Individuals with bipolar disorder participated in an in-depth interview

with open questions related to physical activity and health care. The analysis of
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the contents that emerged in interviews was analyzed using Corbin and

Strauss’s Grounded Theory.

Results: The analysis pointed to 4 main areas of interest: practice and
trajectory of exercise, health care, barriers and facilitators to practice.
Participants indicated that interpersonal, intrapersonal and environmental
variables can act as barriers or facilitators for the regular practice of physical
exercise. Walking was overwhelmingly mentioned as the main form of exercise,
when it was practiced by the patients. Most subjects showed little knowledge
about the relationship between physical exercise and treatment for bipolar

disorder.

Limitations: inability to generalize the results

Conclusions: Most of our sample did not practice it regularly, or even knew
how it can positively influence their disorder. This indicates the benefits of
knowing the barriers and facilitators perceived by these people for the practice
of exercise in order to facilitate the provision of activities where they can

participate and benefit effectively.

Keywords: barriers, facilitators, exercise, bipolar disorder.

Introduction

The regular practice of exercise has the potential for improving the
guality of life of people with bipolar disorder. This involves behavioral changes
and contributes to improving issues associated with the disease, such as low

self-esteem and social isolation, providing opportunities for a favorable
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environment for the individual to interact, create links and regain their autonomy
and self-confidence (Mason and Holt, 2012; Richardson et al., 2005). Moreover,
this practice provides improvements in mental conditions, contributing to mood
stability (Bowen et al., 2013; Department of Health, Physical Activity, Health
Improvement and Protection, 2011). Exercise also has the potential of helping
individuals to structure their lives, providing a routine thus contributing to the
regulation of mood and to organize the thought (Wright et al., 2011). Specifically
in bipolar disorder, there are evidences that exercise can act as a
neuroprotective, increasing the levels of brain-derived neurotrophic factor

(BDNF) (Fernandes et al., 2011).

Exercise can also be a great ally to lower the clinical burden associated
with bipolar disorder. Exercise is associated with weight loss and can control
the body fat percentage, decreasing the risk of cardiovascular disease,
controlling blood pressure, glucose , and decreasing insulin resistance, thus
promoting better health in general (Jerome et al.,, 2010; Lemos et al., 2011,
Swift et al., 2013). This point is of extreme importance, since the prevalence of
clinical comorbidities in this population is very high, with more than half of
participants in some studies having at least one chronic medical comorbidity

(Gomes et al. 2013; Magalhaes et al. 2012).

Since most of the burden - and costs - related to bipolar disorder is
related to these comorbidities, there is interest in interventions that have an
impact on other outcomes, not only symptoms. The disorder and aggregate
burdens cause a drop in productivity, with negative impacts on social
relationships, work and quality of life (Fagliolini et al., 2013; Sierra et al., 2007).

Furthermore, these comorbidities increase the risk of premature mortality in a
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population that dies earlier when compared to the general population (Swartz
and Fagiolini, 2012). This implies a higher cost to public health, since people
with bipolar disorder require expenses not only for the psychiatric treatment, but
also to clinical diseases to which they are susceptible (Kupfer, 2005). Despite
these benefits, people with mental disorders tend to be more sedentary than the

general population (Compton et al., 2006).

Therefore, it is important to stimulate effective approaches, able to
prevent and treat these comorbidities, substantially reducing the economic
burden and functional wear related to this condition. In this process, the
promotion of physical exercise becomes an important ally as it helps in the long
term and more cost effective to improve and maintain the physical health of
these individuals (Park et al., 2013; Sylvia et al., 2011). This requires greater
attention to enable activities that these people can participate in and benefit

from.

For these interventions to be effective, one should know the barriers that
are perceived by these people to achieve healthy behaviors. Barriers are
potential obstructions that may limit or prevent the beginning, maintenance or
continuation of participation in an activity (Booth et al., 1997). Moreover, we
should also know what are the facilitators perceived by these individuals to
practice physical exercise regularly (Vancampfort et al., 2013). Facilitators are
factors that support the inclusion of the subject in some activity (Salmon et al.,

2002).

However, studies on perceptions of barriers and facilitators for physical

exercise in people with severe mental disorders are scarce, especially in
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developing countries. Thus, the aim of this study was to understand the
perception that people with bipolar disorder have about barriers and facilitators
to the regular practice of physical exercise. For such, we report here the results
of a qualitative study with people with bipolar disorder in treatment in a tertiary
outpatient clinic. This method allows us to approach the experiences of the
participants, and the meanings they have, from their own viewpoint (Fassinger,

2005).

Method

Design

This is a study of descriptive, qualitative and exploratory nature. A few
previous international studies addressing the perception of patients with mental
disorders about barriers and facilitators to exercise training have used this
method (Fogarty and Happell, 2005; Mason and Holt, 2012; McDevit et al.,
2006; Tetlie et al., 2009; Wright et al., 2012). ). According to the American
Psychiatric Association, the research protocols involving patients with mental
disorders should prioritize the perspectives of these patients to produce new
knowledge for the population under study (American Psychiatric Association,
2006). Thus, we can describe and understand the complexity of the
phenomenon studied from the perspective of the person who experiences and
the meanings that the phenomenon has to participants (Curry et al., 2009;

Vaismoradi et al., 2013).
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Instrument

The investigation method used for data collection was a semi-structured
in-depth interview to conform with the purpose of the research, that is,
approaching the experiences and perceptions of participants with exercise
(Bloom and Crabtree, 2006; Curry et al., 2009). Through open questions and
others that emerged from the dialogue between the interviewer and the
interviewee, we sought to extract detailed stories on the subject under study. In
addition, in-depth interviews allow a deepening in personal and social issues of
the subject, reconstructing their perceptions and experiences of the
phenomenon under study (Fassinger, 2005). A semi structured interview guide
was developed to allow the participants to tell their stories openly, in their own
words. This script contained four great areas of interest discussed a priori, and
according to the literature: physical exercise, health care, barriers and
facilitators to practice exercise. To improve the interview, 3 pilot interviews with
volunteers were carried out, in order to train the interviewer and improve subject
areas. The interviews took an average of 30 minutes and were conducted by a
master's student, physical education teacher (CP), with basic training in
conducting semi-structured interviews and a previous link with the service as
multidisciplinary resident. She was trained in the principles of in-depth
interviewing by two researchers with previous experience, a sociologist (LG)
and a psychologist (CSP). The researcher maintained a welcoming attitude,
favoring the creation of a peaceful environment, prioritizing authentic lines. All
interviews were audio-recorded and later transcribed. Due to the dynamics of
the outpatient and hospitalization settings, it was not possible to perform a

query to return the data collected initially for each of the research participants.
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Participants

Adult patients with a diagnosis of bipolar disorder, attending the Bipolar
Disorders Program of Hospital de Clinicas de Porto Alegre (PROTAHBI -
HCPA) and at the psychiatric hospitalization unit of the hospital were invited to
participate. For outpatients, the invitation was made by phone call. For
inpatients, the invitation was personally performed with the consent of the team

responsible for the patient.

The patients were chosen intentionally, that is, were selected because
they were susceptible to generate appropriate and useful data to achieve the
objectives of the study (Green and Thorogood, 2011). The theoretical sample
was composed of individuals who could represent the research question, that is,
patients who were engaged in some way in the treatment of their disease.
Using this method, sample size definition is given by the saturation of the
results found in the in-depth interview. In this process, data collection and
analysis of results occurs simultaneously while new data relevant to the study is
generated (Bloom and Crabtree, 2006; Green and Thorogood, 2011; Meyrick,
2006). All patients were informed about the objectives, as well as the risks and
benefits of participating in this study and signed a consent form. The research
project was approved by the local Research Ethics Committee of the Hospital

de Clinicas de Porto Alegre.

Data analysis

Grounded Theory was used for qualitative data analysis (Corbin and
Strauss, 2015). This technique is suitable for the construction of knowledge in

areas where little is known about a phenomenon, as is the case of our research
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question. Its main objective is to develop innovative theories based on various
individual cases, from the analysis and interpretation of data collected in the
interviews, coming from the complex experiences of the subject in its social
context (Corbin and Strauss, 2015; Fassinger, 2005). According to this theory,
the analysis of the data does not start with the research preconceived theories
or a literature review. It involves the construction of the theory, able to increase
the understanding of a social and / or psychological phenomenon, through data
analysis (Nayar, 2012). Moreover, it becomes possible to capture subtleties and
quirks, providing a new and creative perspective on the phenomenon under
study. The difference between this technique and other qualitative analysis
methods is its innovative approach able to seek new knowledge instead of

testing theories, thus meeting the project's needs.

Our analysis started with the answers of each respondent and had three
specific times in accordance with the model proposed by Fassinger (2005):
open coding, axial coding and selective coding. Qualitative analysis was
performed by two encoders (CP and LG), with the help of NVivo version 10
program, licensed by the Federal University of Rio Grande do Sul (QSR
International Pty Ltd, 2010). The software was used to store the audio and
transcripts of interviews; select text fragments for analysis; create thematic
areas and codes, and to organize fragments according to specific topics;
rearrange the interviews in accordance with the code established by
comparison analysis; build clouds of word frequencies; and to create coding

matrices.
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Results

Twenty-three people with a diagnosis of bipolar disorder participated in
this study. Participants were 9 men and 14 women, aged between 19 and 66
years. See Table 1 for a description of the participants. Twenty-one patients
reported that they do not exercise regularly. The data analysis generated four
main areas of interest adherence to regular physical exercise and the
participants' perceptions as to the exercise of trajectory and health care, as

described below.

1. Perceptions about the exercise trajectory and health care (table 2)

1.1 Practice and exercise trajectory

Only two patients practiced exercise regularly at the time of interview, but
all said they had practiced some form of physical exercise at some moment of
their life trajectory. In most cases, this practice was attributed to physical
education in school. The types of exercise practiced also were very related to
school physical education, such as volleyball and soccer. Walking was

frequently mentioned, justified by the ease of access and no cost.

Regarding motivation, the majority of respondents attributed to personal
and aesthetic gains. At this point, it is worth noting that 3 patients associated

manic symptoms with the motivation to practice exercise.

1.2 Health Care

Most respondents associated health care with the regular use of
medication. In addition, many reported they seek to maintain a healthy diet and

engage in activities that make them feel good, like reading, watching television
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programs and participating in therapeutic workshops on Psychosocial Care
Centers (CAPS). However, exercise training was little associated with the
treatment for bipolar disorder. The only benefit associated was weight loss,
citing the promotion of self-esteem as a motivating factor to maintain an activity.
And most of the sample reported never having received any indication of health

professionals to practice exercise to assist in their treatment for bipolar disorder.

2. Adherence to regular physical exercise (Table 3)

2.1 Barriers

Respondents reported that social stigma, disease symptoms, and
sometimes the fear of presenting any symptoms as significant barriers.
Associated clinical comorbidities, the lack of self-esteem, lack of a motivator,
lack of time, often associated with the demands of work or home care, the
financial situation and the difficulties of access to free activities or nearby places
of residence, as well as the weather, especially in winter were also mentioned

as factors that worsen adherence.

2.2 Facilitators

Issues cited as barriers, could also be facilitators to adherence to
exercise training. Thus the presence of a motivator to enter and remain in
practice, a more favorable financial position to allow the payment of a gym or
other center activity, time available for practice and access places that are free
or near the individuals’ residence, as well as a more favorable climate were all

cited as facilitators.



39

Discussion

This study sought to know the perceptions of people with bipolar disorder
regarding health care and barriers and facilitators for the regular practice of
physical exercise. Few participants reported physical exercise and too few knew

about its benefits for health or effects on bipolar disorder.

The lack of knowledge and indication for physical exercise as a tool in
the treatment for bipolar disorder emerged as a barrier. From the reports, it was
possible to conclude that when they have free time, other activities are
prioritized by individuals, causing the premature abandonment of activity. In a
phenomenological qualitative analysis about exercise experiences among
people with bipolar disorder, Wright et al (2012) found the lack of knowledge
about the issues of exercise and health as one of the barriers cited by
participants,. In an exploratory qualitative study using focus groups conducted
by McDevitt et al. (2006), the patients reported that they would like to receive
relevant guidelines for health in order to have guidance on how to perform an
activity. These issues could be minimized by health professionals that assess
sedentary behavior as a part of routine assessment. From this, there is an
opportunity of playing a guiding role, clarifying about the benefits and
encouraging the participation of these patients in some practice (Vancampfort et

al., 2015).

Issues closely linked to bipolar disorder were cited as barriers. In the
patients’ reports, stigma was a perception of patients, how they see themselves,
the world around them and the disease itself. As reported by McDeuvitt et al.

(2006), these people are uncomfortable to frequent different social places, and
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afraid to show any symptoms of the disease and thus be identified and labeled
as people with some mental problem. Therefore, they anticipate rejection and,
to avoid embarrassment, many develop social isolation as a protection strategy.
This barrier contributes to a lower engagement of subjects in the treatment.

(Michalak et al., 2007).

Symptoms of the disease, especially depressive symptoms, were also
described by participants as a barrier. When comparing the levels of physical
activity among individuals with bipolar disorder, major depression and no
diagnosis of mental disorder, Cairney et al. (2009) found that mood episodes in
bipolar disorder interfere and can interrupt regular exercise. Patients
interviewed by Wright et al. (2012) reported that in periods of altered mood, if
there is not someone to monitor or motivate the practice of exercise, it hardly
happens. Similar results were found by Ussher et al. (2007) in a cross-sectional
study with patients with mental disorders in hospital and outpatient treatment.
Through a structured questionnaire, these people reported that although they
believe in the benefits of exercise, they felt incapable of exercising during

depressed periods and without the support of a family member or friend.

Medication effects, particularly sedation and weight gain, have been
described by our respondents as barriers, as found in Roberts and Baley
(2011). When conducting a narrative synthesis of studies that address the
barriers and facilitators to exercise, the researchers found that these medication
effects were among the main potential barriers. The patrticipants in the focus
groups conducted by McDeuvitt et al. (2006) also associated sedation and weight
gain as effects of the medication and, consequently, factors that influence the

practice of some exercise. However, patients generally not attributed to the
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disease the greatest difficulties to practice exercise, but rather to a disability that

accompanies them.

Socio-economic aspects were also attributed considered barriers to
physical exercise. Our reports corroborate the findings of Roberts and Bailey
(2011), suggesting that poor living conditions and unemployment inhibit the
insertion in an activity. In addition, issues security-related were also discussed,
just as in the reports of participants in the study conducted by McDeuvitt et al.
(2006), which shows that people with mental disorders may be more
susceptible to risks in places where crime is higher. According to the patients
who participated in the qualitative study with focus groups conducted by
Graham et al. (2014), when alone on the street they feel anxious and

intimidated.

Finally, a regional issue often cited by the participants was the weather,
especially in winter, dominated the cold and rain. People who carry out activity
in the open air are directly affected by this situation and must stop their practice.
This point highlights the importance of providing these activities in public places

and protected, also inserted in the suburbs.

Our respondents also mention factors that could facilitate the insertion in
an exercise program. Among them, relying on social support was mentioned as
relevant to deciding to start and keep in an activity. Also with regard to social
support, the ability to get along with people and in places in your community
plays equal importance in the initiative to introduce the exercise in routine. In
studies conducted by McDeuvitt et al. (2006), Roberts and Baley (2011), Wright

et al. (2012) the participants also revealed that feel more encouraged in the
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company of someone, pointing out how the social network as a facilitator. The
possibility to perform exercises in appropriate locations, inserted in the
peripheries and preferably for the population with lower income, was often
mentioned by respondents as a facilitator. As the participants studied by
Graham et al. (2014), our respondents perceive that ease of access can cause

a change in lifestyle.

Although most were not practicing at the moment of the interview, the
patients clearly indicated walking as the preferred and more feasible type of
exercise. Among other benefits, they cited the economic advantage and the
possibility of interacting with their social environment while also allowing the
presence of family and friends in the activity and consequently in their
treatment. As we have seen in the most vulnerable groups, accessibility is one
of the environmental factors that can hampers or promote their integration in an
activity. This is an important advantage of walking, which becomes a
democratic and relevant ally in healthcare because it can cover a large number
of people from different places and financial situations, promoting healthy habits
and preventing diseases (Hanson and Jones, 2015). It appears relevant to
mention that that the practice of walking, even offering modest increases in
activity levels, can generate clinically significant health benefits (Poirier et al.,
2016). There is evidence that when performed in at least a moderate, and in as
many days of the week as possible, walking can reduce the risk of developing
chronic diseases, improve socialization and decrease treatment expenses (Lee

and Buchner, 2008).

Among relevant limitations of this study, is the inability to generalize the

results because the methodology enables creating innovative hypotheses and
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theories on the subject for the study population, not extrapolating the data.
Despite this limitation, the study provides relevant hypotheses as to the reasons
of sedentary and inactivity, from their own experiences and their meanings.
Confirmation of these findings in population-based studies should reinforce the
need for research on ways to remove barriers and provide potential solutions for

the practice of exercise by this population.

Considering that sedentary lifestyle is a public health problem and that
physical exercise is a key intervention to health outcomes, public policies that
target and encourage actions for the regular practice of physical exercise are
necessary. This study offers insights into possible ways that can be tested to
address this issue. Promotion of walking groups would be an immediate
solution, but guided physical exercise promoted by health institutions and
possibly held where patients receive their treatment also appears logical. But
perhaps a first and fundamental barrier that needs removal is the lack of public
access to information about the benefits of exercise. This suggests that there is
a need for better clarification and dissemination of potential benefits of exercise

both among patients and health professionals.



Figures and Tables:

Table 1 Characteristics of the study sample

Participant Gender Age Family Income Education Occupation Marital Status
(R$/month)

EO1 F 29 1,500 Incomplete Higher Education Intern Married
EO02 M 19 2,380 Incomplete High School Intern Single
EO3 M 41 1,000 High school Student Single
EO04 F 55 2,000 High school Retired Married
EO5 F 38 4,000 Incomplete Higher Education Employee Separated
EO06 F 51 723,00 High school On disability Married
EO7 M 30 1,000 Primary Education On disability Married
EO08 F 43 820,00 Incomplete Primary Education On disability Married
EO09 M 44 847,00 High School On disability Single
E10 F 47 2,000 High School On disability Married
E1l1l M 31 5,000 Incomplete Higher Education Employee Single
E12 F 55 1,800 High school On disability Married
E13 F 51 2,800 High School Employee Single
E1l4 F 57 724,00 Incomplete Primary Education On disability Widowed
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Table 2: Perceptions on exercise and health care

EXERCISE HISTORY AND HEALTH CARE

Topics:

Examples:

Practice and

"I don't (practice exercise) reqularly for now."
“Regularmente ndo (pratico exercicio), por enquanto.”

"Oh, | practiced (exercise) in high school and after |
got sick | did a year of walking."

history of “Ah, eu fazia (exercicio) quando estava no colégio e depois que
exercise eu figuei doente eu fiz um ano de caminhada.
"Just walking, but nothing regular.”
“S6 caminhada, mas nada fixo.”
"The easiest and most | do is walking."
“O mais f4cil pra fazer e que eu mais fago é a caminhada.”
“Taking medicine, participating in CAPS.”
“Tomando remédio, participando do CAPS.”
"Oh | try to eat well, eating always comes first. | eat
plenty of fruit, vegetables, so they are always on the
Health Care menu.”

“Ah eu procuro me alimentar bem, a alimentacido sempre em
primeiro lugar. Eu como bastante fruta, verdura, isso ai ta
sempre no cardapio.”

"No, never. Nobody suggested | do it. It is the first

time | hear about it for bipolar disorder."
“Né&o, nunca. Nem sugeriram que eu faca. E a primeira vez que
escuto sobre isso pra transtorno bipolar.”

"Because the doctor said | was overweight.”
“Porque o médico disse que eu estava com sobrepeso.”




Table 3: Adherence to regular physical exercise

ADHERENCE TO REGULAR PHYSICAL EXERCISE

Topics:

Examples:

Barriers

"The problem, you know, is that you are seen differently.”
“O problema sabe qual &, tu é enxergado diferente.”

‘I am afraid to go to the gym and, let’s say, | think there is something
wrong about someone, it’'s not going to work, it’'s going to be a problem.”

“Eu tenho medo de ir pra academia e vamos supor, tem alguém que eu ja perceba
alguma coisa meio torta ja ndo vai prestar, vai dar problema.”

"Oh there are days when | get up and I'm nauseous, you know, | can’t
do anything at home, | think it’s because of the illness as well."

“ . . .
Ah tem dias que eu me levanto enjoada sabe, nem pra fazer as coisas de casa, acho
gue por causa da funcdo da doenca também.”

"For me to go downtown, only if | go with someone, alone | cannot. Then
| lost my autonomy and this is bad. Then how could | do a physical
activity elsewhere? "

“Pra eu ir no Centro, sé vou se for com alguém, sozinha eu n&o posso. Ai eu perdi a
minha autonomia e isso é ruim. Ai como eu vou fazer uma atividade fisica em outro
lugar?”

"To start with I'm ashamed to go to the gym, | do not like it [...] | do not
like to expose myself. | do not like to be looked at too much, | get upset.
Usually you go to these places, you're cute and you have friends, you
are not an old fat lady, so | avoid it."

“Pra comecar eu tenho vergonha de ir pra academia, ndo gosto [...N&o gosto de me
expor. Nado gosto que me olhem muito, me aborreco. Geralmente tu vai pra esses
lugares tu é bonitinha e tem amiga, ndo é uma velha gorda, entdo eu me reservo.”

"I had no incentive."
“N&o tinha incentivo.”

"The lack of courage to start, depends on the person, the instructor."
“A falta de coragem pra comecar, depende da pessoa, do instrutor.”

"There was a time | was working and then | did not have time."
“Teve um tempo que eu tava trabalhando e dai eu n&o tinha tempo.”

"l lack financial conditions, like clothing. Even for me to wear on a daily
basis. "

“* -~ - . , , . .
Me faltam condi¢des financeiras, no caso é roupa. Roupa até pra eu me vestir no dia
adia.”

"And where | live there is nothing close available, only at Redencéo.
[...]. Unfortunately, at least here in Porto Alegre, there are not many
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places that you have access to do it."

“E onde eu moro ndo tem nada perto assim, que tenha acessivel, s6 na Redencéo. [...]
Infelizmente, pelo menos aqui em Porto Alegre ndo tem muito lugar que tu tenha
acesso a fazer.”

"When it is cold it is more difficult to walk in the street."
“Com frio é mais dificil de caminhar na rua.”

Facilitators

"If I had someone to tell me, “hey, let’s go and I'll go with you” | would go
for sure. Now, if you expect me to go, it's hard."
“Se eu tivesse uma pessoa que me dissesse 6 fulana vamos que eu também vou, com
certeza eu iria. Agora, se tu esperar que eu va, € dificil.”

"If | retired, my income would increase and | would be able to support
myself, get my bills on time, be able to purchase some clothes, then |
think | would exercise."

“Se eu me aposentasse ia aumentar a minha renda e eu ia conseguir me manter mais,
poder botar as contas em dia, poder compras umas roupas, acho que eu faria
exercicio.”

"l think only time and disposition."
“Acho que o tempo s6 e a disposigao.”

"I was walking in a park close to home and then started to walk in a

square near there, around the square, which was easier and closer."
“Ai eu fazia caminhada num parque |a perto de casa e depois comecei a caminhar
numa praca |4 perto, em volta da praca, que era mais facil e mais perto.”

"When the gym here at the hospital opened, | applied.”
“Foi quando abriu a academia aqui no hospital eu me inscrevi.”
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Figura 1 Nuvem de frequéncia de palavras (geral)

Este estudo buscou conhecer as barreiras e os facilitadores que pessoas com
transtorno bipolar percebem para praticar exercicio fisico regularmente. Foi
encontrada uma amostra com experiéncias com exercicio fisico em sua trajetoria,
mas quase predominantemente sedentaria. Isso indica a relevancia de conhecer as
barreiras e os facilitadores para praticar exercicio, a partir da percepcdo dos
pacientes. Nossos entrevistados, além de n&o praticarem exercicio fisico
regularmente, apresentaram pouco conhecimento acerca dos beneficios da pratica
para o tratamento do transtorno bipolar. Essa falta de conhecimento, aliada a
guestbes socioecondmicas, surgiram como principais barreiras para esses
individuos se inserirem em atividades. Além disso, situacdes relacionadas a

percepcao de estigma podem agravar essa situacao.

Diante desse cenario, se faz necessario conhecer também os facilitadores
gue poderiam diminuir essas barreiras e facilitar a adesdo e a permanéncia desses
individuos em alguma atividade. Uma rede social fortalecida, com pessoas que

possam atuar como motivadores surgiu como um dos principais facilitadores para
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iniciar uma atividade. Assim como a possibilidade de realizar atividades em um

ambiente protegido e seguro, préximo a sua residéncia.

Embora com uma maioria de sedentarios, a nossa amostra apontou a
caminhada como o tipo de exercicio de preferéncia, por ser uma atividade de facil
acesso, com baixo custo e que proporciona uma interagdo com seu meio social.
Além disso, os relatos indicam uma populacdo preocupada com os cuidados com a
sua saude, relacionando a isso o uso da medicacdo, mas sem citar outras
ferramentas de auxilio ao tratamento, como o exercicio fisico, por exemplo. Apesar
disso, os participantes referiram que gostariam de praticar mais exercicio fisico, mas
condicbes soOcioecondmicas, ambientais e relacionadas ao préprio transtorno

dificultam essa tomada de decisao.

Nosso estudo evidenciou a importancia de conhecer os obstaculos que
impedem essas pessoas de tornarem-se ativas a fim de promover atividades que se
adaptem as necessidades dessa populacdo. Informar os pacientes quanto 0s
potenciais beneficios do exercicio fisico também € uma ferramenta de auxilio a essa
adaptacao. Além disso, as politicas publicas devem direcionar sua atencdo para a
oferta de espacos que oferecam atividades, protegidos e inseridos nas periferias,

facilitando o acesso.



7 APENDICES

7.1 Apéndice A: Roteiro de entrevista

Pratica de
exercicio

Cuidados
com saude

Facilitadores

Barreiras

e Conhecer a histéria de exercicio na vida da pessoa (ja praticou, em que
momento, por que parou, por que comegou, que tipos de exercicios e
por que estes);se pessoa diferencia atividade fisica de exercicio fisico.

e Como percebem sua doenca, como percebem seus esforcos para
melhorar, associaces de idéias com cuidados com saude, associacdes
de idéias em relacdo a pratica de exercicio.

* Opinido e experiéncias pessoais em relacdo a pratica de exercicio.

» Opinido e experiéncias pessoais em relagdo a pratica de exercicio.
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7.2 Apéndice B: Termo de consentimento livre e esclarecido

Vocé esta sendo convidado (a) a participar da pesquisa: “Barreiras e facilitadores percebidos por
pessoas com transtorno bipolar para praticar exercicio fisico” que tem como pesquisador responsavel
o Prof. Pedro Magalhdes. O objetivo desta pesquisa € identificar quais sdo as barreiras e os possiveis
facilitadores percebidos por pessoas com transtorno bipolar para praticar exercicio fisico
regularmente. Caso vocé aceite participar, sera convidado (a) a responder a uma entrevista com
duracdo aproximada de 30 minutos, que sera gravada em audio e depois transcrita. O material
produzido pela transcricdo desta gravacéo ficara armazenado sob a responsabilidade do pesquisador
e sera destruido 5 anos apds o0 encerramento desta pesquisa. O beneficio deste estudo é conhecer a
opiniao e as experiéncias pessoais de pessoas com transtorno bipolar em relagdo a préatica de
exercicio fisico. Isso possibilitara estimular melhores cuidados com a salde desses pacientes,
buscando prevenir a ocorréncia de doencas relacionadas ao sedentarismo além de melhorar a
adesdo ao tratamento. Caso vocé sinta algum desconforto ao responder as perguntas relacionadas
ao tema da préatica de exercicio fisico, podera optar em nado responder a determinada questdo ou até
mesmo desistir da pesquisa sem que necessite uma justificativa. Sua participacdo nesta pesquisa €
opcional e a recusa em participar ndo interferira no seu atendimento nesta ou em qualquer outra
instituicdo. Ressaltamos que sua participagdo ndo trard nenhum custo ao seu tratamento e os
participantes ndo serao remunerados pela participacdo. Ao final desta pesquisa, nossa equipe fara
uma divulgacdo publica dos resultados encontrados, sem que ocorra a identificacdo pessoal de
nenhum dos participantes, preservando assim a sua privacidade. Este documento possui duas
cbpias, uma para o pesquisador e outra para vocé. Qualquer divida em relacéo a esta pesquisa vocé
podera entrar em contato com o pesquisador responsavel Prof. Pedro Magalhdes, Servico de
Psiquiatria HCPA, através do telefone (51) 33598021 das 8h as 17h ou com o Comité de Etica em
Pesquisa do Hospital de Clinicas de Porto Alegre (51) 33597640 das 8h as 17h.

Porto Alegre, de de 20 .

Nome do pesquisador que obteve o consentimento:

Assinatura do pesquisador que obteve o consentimento:

Nome do participante:

Assinatura do participante:




57

8 ANEXOS
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Anexo B: Consolidated criteria for reporting qualitative studies (COREQ):

Developed from: Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research
(COREQ): a 32-item checklist for interviews and focus groups. International Journal for Quality in
Health Care. 2007. Volume 19, Number 6: pp. 349 — 357.

No. Item Guide questions/description Reported
on Page #

Domain 1: Research team

and reflexivity

Personal Characteristics

1. Inter viewer/facilitator Which author/s conducted the inter view or focus | Results
group?

2. Credentials What were the researcher’s credentials? E.g. Methods
PhD, MD

3. Occupation What was their occupation at the time of the Methods
study?

4. Gender Was the researcher male or female?

5. Experience and training | What experience or training did the researcher Methods
have?

Relationship with

participants

6. Relationship established | Was a relationship established prior to study
commencement?

7. Participant knowledge of | What did the participants know about the

the interviewer researcher? e.g. personal goals, reasons for
doing the research

8. Interviewer What characteristics were reported about the inter | Methods

characteristics viewer/facilitator? e.g. Bias, assumptions,
reasons and interests in the research topic

Domain 2: study design

Theoretical framework

9. Methodological What methodological orientation was stated to 6

orientation and Theory underpin the study? e.g. grounded theory,
discourse analysis, ethnography,
phenomenology, content analysis

Participant selection

10. Sampling How were patrticipants selected? e.g. purposive, 6
convenience, consecutive, snowball

11. Method of approach How were patrticipants approached? e.g. face-to- | Methods
face, telephone, mail, email

12. Sample size How many participants were in the study? 7

13. Non-participation How many people refused to participate or N/A

dropped out? Reasons?

Setting
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14. Setting of data Where was the data collected? e.g. home, clinic, |6

collection workplace

15. Presence of non- Was anyone else present besides the participants | N/A

participants and researchers?

16. Description of sample What are the important characteristics of the Tabela 1
sample? e.g. demographic data, date

Data collection

17. Interview guide Were questions, prompts, guides provided by the | Methods
authors? Was it pilot tested?

18. Repeat interviews Were repeat inter views carried out? If yes, how N/A
many?

19. Audiolvisual recording Did the research use audio or visual recording to | Methods
collect the data?

20. Field notes Were field notes made during and/or after the Methods
inter view or focus group?

21. Duration What was the duration of the inter views or focus | Methods
group?

22. Data saturation Was data saturation discussed? Methods

23. Transcripts returned Were transcripts returned to participants for N/A
comment and/or correction?

Domain 3: analysis and

findings

Data analysis

24. Number of data coders | How many data coders coded the data? Methods

25. Description of the Did authors provide a description of the coding 7

coding tree tree? Tabelas 2 e

3

26. Derivation of themes Were themes identified in advance or derived 7

from the data? Tabelas 2 e
3

27. Software What software, if applicable, was used to manage | 7
the data?

28. Participant checking Did participants provide feedback on the findings? | 12-13

Reporting

29. Quotations presented Were participant quotations presented to illustrate | Results
the themes/findings? Was each quotation Tabelas 2 e
identified? e.g. participant number 3

30. Data and findings Was there consistency between the data 9-12

consistent presented and the findings?

31. Clarity of major themes | Were major themes clearly presented in the Tabelas 2 e
findings? 3

32. Clarity of minor themes | Is there a description of diverse cases or Tabelas 2 e
discussion of minor themes? 3




