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Validation of the Continuing Health Education Policy logical 
model in the Psychosocial Care Centers

Abstract  The study aims to describe the valida-
tion process of the Continuing Health Education 
Policy (PEPS) logical model in the Psychosocial 
Care Centers (CAPS) in Barreiras, Bahia, Brazil. 
In two rounds, this evaluability study on specia-
lists distributed in the health training four-square 
model, including management, education/rese-
arch, service, and social control, was conducted 
through the Delphi consensus technique. The 
items were consensual when they reached more 
than 80% of agreement among the participants, 
confirmed by the analysis of the median and the 
interval between the first and the third quarti-
les. The results reflect the validated logical model 
content in five technical components: Planning, 
Political Articulation, Coordination, Technical 
Qualification, and Live Work in Care Production. 
The structure and processes required to carry out 
the EPS actions at the CAPS and the expected re-
sults in the short, medium, and long terms were 
described in the logical model. Validating the ope-
rational aspect of the intervention contributes to 
organizing and adopting operability and fertility 
criteria in a formative assessment that aims to 
strengthen the practices of an educational policy 
in mental health toward comprehensive care.
Key words Continuing education, Health poli-
cies, Validation studies, Mental health, Mental 
health services
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Introduction

Health work is loaded with subjectivity in its re-
lational essence and adds the use of technologies 
during the health-disease-care process1. It is not 
a simple, unidirectional, positivist, or superficial 
process2 when looking at mental health care. It 
does not follow the path of symptoms-diagno-
sis-therapy-cure because the symptom circulates 
and is never eliminated3. Its object of interven-
tion requires transformations in the organization 
of services4.

Regarding mental health care services, the 
Psychosocial Care Network (RAPS) mission is to 
articulate the different points of health care for 
people with distress, mental disorder, or drug 
use, as follows: Primary Health Care (PHC), in 
which the PHC Units (UBS), Extended Family 
Health Centers, Street offices and Recreational 
and Culture Centers are allocated; Specialized 
Care, with Psychosocial Care Centers (CAPS) in 
their modalities; Urgent and Emergency Care; 
Transient Home Care; Hospital Care; and Dein-
stitutionalization Strategies such as Home Thera-
py Services and the Volta para Casa (Back Home) 
Program4.

The training of professionals to work in men-
tal health services is in constant construction due 
to the challenges of the Anti-asylum Struggle, 
Deinstitutionalization, Psychosocial Care, and 
frequent attacks on the Brazilian Psychiatric Re-
form (RPB)5,6. Labor management and health ed-
ucation deserve much attention from managers 
and institutions to meet the needs of the popu-
lation7. As a policy, work management allows us 
to think strategically and ensure the primary re-
quirements for valuing health professionals, and 
the qualification of health workers is an essential 
strategy for strengthening the Unified Health 
System (SUS), which far exceeds the search for 
diagnoses, care, treatment, prognosis, etiology 
and prophylaxis of diseases and illnesses8.

It is crucial to develop conditions to meet the 
health needs of people, groups, and populations, 
sectoral management, and social health control9. 
Thus, we can resize the development of people’s 
autonomy and the influence on the formulation 
of care policies. Continuing Health Education 
(EPS) is a tool for transforming practices in the 
daily life of health services10. Its primary prin-
ciple for training health professionals11 is the 
National Continuing Health Education Policy 
(PNEPS). In this sense, the PNEPS provides that 
evaluation processes can follow the EPS action 
design stages, the analysis of results, and the for-

mulation of a value judgment about the scope of 
the formulated purposes12.

An integrative review by Mattos et al.13 points 
out the need for continuing education actions in 
the CAPS and the perpetuation of practices geared 
to the traditional and fragmented model of health 
actions, which hampers the inclusion of psycho-
social practices in the setting of public health pol-
icies. In this context, the evaluation is a device that 
contributes to the renewal of health services and 
programs, where the EPS practices and developing 
groups with higher horizontality stand out. This 
strategy attaches the evaluation of the commit-
ment to intervene in a particular reality14.

Thus, evaluation processes acquire funda-
mental political functions by developing in-
struments that overcome traditional hospital 
models15. Few evaluation initiatives that include 
mental health services16,17 are available within the 
SUS management. Evaluability studies involving 
the training four-square model (management, 
education/research, service, and social control) 
and whose references are the attributes of CAPs 
to evaluate the EPS were not identified in the 
literature. The evaluability study can be used as 
a pre-assessment at some stage of developing a 
program and throughout its cycle18.   

In the meantime, it enhances the likelihood 
of assessing which results are helpful for the pro-
gram and the professionals involved. The stages 
of the evaluability plan include a) documentary 
analysis to clarify the program’s objectives and 
goals; b) interview with key informants; c) mod-
eling the intervention; d) hosting the workshop 
to agree with the logical model with those inter-
ested; and e) formulating evaluative questions19. 
In this context, it is noteworthy that modeling the 
Continuing Health Education Policy (PEPS) de-
veloped in the CAPS in Brazilian settings facili-
tates understanding the initiative in its rationality 
and logical chain from the operationalization of 
intervention and the essential components of the 
policy and its surrounding context20.

Understanding the relevance of promoting 
staff training spaces that allow workers to ad-
vance the transformation of daily practices and 
institutionalize the assessment of care and work 
processes developed in the CAPS to produce a 
change in formation, we should recognize the 
need for new “toolboxes” for knowledge pro-
duction21. This action allows feedback to reverse 
or minimize the obstacles and enhance the care 
provided22. Thus, this study aims to describe the 
validation of the PEPS logical model in the CAPS 
in Barreiras, Bahia, Brazil.
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Methods

This evaluability study for validating the PEPS 
logical model in the CAPS in Barreiras, Bahia, 
Brazil. The CAPS surveyed were CAPS II and 
CAPS Alcohol and Drugs (CAPS AD). This 
course was supported by a mixed approach23, us-
ing quantitative and qualitative techniques. The 
research is one of the stages of a doctoral thesis 
that addresses EPS actions in the CAPS from a 
participatory perspective.

The logical model (LM) is a tool to system-
atize and communicate the causal relationships 
between available resources, activities per-
formed, and expected intervention results20. Ex-
pressed through a graphic design, it explains the 
sequence of events with a synthesis of the main 
components of the intervention20. The LM does 
not pretend to be a universally applicable truth, 
especially regarding Brazilian municipalities’ so-
cial, economic, and cultural diversity. Therefore, 
it is essential to incorporate new information and 
viewpoints about convictions, experiences, and 
knowledge24 in the modeling to increase the in-
ternal validity of the model itself and strengthen 
the analytical replication of this case study and 
research designs that depart from theory to em-
piria20,25.

The preparation of the LM considered the 
implementation of the PNEPS from 2007, a pe-
riod of reformulation of the policy guidelines 
through the Ministry of Health Ordinance (MS) 
n° 1.996/200711. Official documents referring to 
the Municipal and State Management process of 
the SUS, represented by the Municipal Health 
Plan, State Health Plan, the Annual Municipal 
Management Report, the Annual State Manage-
ment Report, the Regionalization Master Plan of 
the State of Bahia and State Continuing Health 
Education Plan. We performed a bibliographic 
review13, referring to the intervention and doc-
umentary analysis to understand and identify 
its objectives and activities in Ordinance MS N° 
1.174/200526, Ordinance MS n° 854/201227, Tech-
nical Note MS n° 11/ 201928, and PNEPS11 to build 
the LM. The intervention was described and de-
limited through a data extraction roadmap, and 
aspects of thematic content analysis were used 
for document analysis29 and the identification of 
the technical components of the intervention.

Sampling was by convenience and adopted 
having academic experience or professional prac-
tice with EPS or mental health in Barreiras or the 
State of Bahia as an inclusion criterion to achieve 
consensus. Twenty experts representing man-

agement, education/research, service, and social 
control were selected and invited to participate in 
the study, as follows: a municipal mental health 
coordinator; ten CAPS health professionals; five 
representatives of higher education institutions 
(IES) (teachers and researchers); a representative 
of the technical area of mental health of the Re-
gional Health Center; a representative of the Care 
Management Directorate of the Health Secretari-
at of the State of Bahia (SESAB); and two patient 
representatives in the Municipal Health Council. 
In the first contact, we explained the study’s ob-
jective, the technique to be used, and the impor-
tance of participation. One of the twenty selected 
experts refused to participate in the survey.

Figure 1 presents the steps of the LM con-
struction and validation process. In the first 
round, held in September 2020, (1) an introduc-
tory text on the study objectives, (2) the Informed 
Consent Form, (3) the described modeling of the 
intervention in the evaluation process, (4) the 
first version of LM of the PEPS in the CAPS in 
Barreiras (Figure 2), and (5) the instructions for 
completing the instrument and returning the 
material were made available.

The second instrument was sent in October 
2020 only to the 19 participants who responded 
to the first instrument. The document consisted 
of a brief consolidation of the first instrument, 
with (1) the description of the LM incorporating 
the first round’s inputs and (2) the modified vi-
sual scheme, and (3) an instrument for analyzing 
the relevance of the items (Figure 1). Regarding 
the PEPS in the municipal CAPS, a part of the 
theory was presented through the LM concern-
ing structure, process, and results to be analyzed 
and classified by experts regarding relevance to 
items, into “yes” or “no”, and regarding the rele-
vance of the items, through Likert scale (Figure 
1). The first research instrument was organized 
into nine blocks, 1 referring to resources, 2, 3, 4, 
5, and 6 to activities, and 7, 8, and 9 to short-, 
medium- and long-term results.

The following components related to PEPS in 
the CAPS were defined and inserted in the LM: 
planning, political articulation, coordination, 
technical qualification, and live work in care pro-
duction. The “Planning” component comprises 
documents and plans that must be prepared by 
the stakeholders and the institutions involved in 
the planning and implementation of the PEPS in 
the CAPS.

The “political articulation” component re-
fers to the existence of structured stakeholders 
and institutions responsible for the EPS in the 
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CAPS, which are articulated with each other in 
a collaborative network for developing the poli-
cy. The “coordination” component addresses the 
availability and use of resources for developing 
the PEPS in the CAPS. The “technical qualifica-
tion” component comprises guidance and actions 
for developing health education. The “live work 
in care production” component comprises the 
alignment between the stakeholders involved to 
reorient conceptions about the health space, the 
production of meanings, and their interrelation-
ships.

In the first round, the 19 completed and re-
turned instruments were encoded, and the an-
swers were entered in a Microsoft Excel spread-
sheet. The data were then analyzed through 

descriptive statistics before being presented in 
the next round. There was consensus on the item 
that received at least 80% of the votes “yes” in the 
relevance aspect23,24. In this first round, the par-
ticipants judged the relevance of each item and 
could suggest and freely discuss the subject if 
they disagreed with what was presented. The par-
ticipants’ suggestions were submitted to a qual-
itative analysis using thematic content analysis 
aspects29. The irrelevant items were reformulated 
or excluded, and the considerations of the par-
ticipants were listed and categorized, resulting in 
the inclusion or reformulation of the items in the 
second instrument (Figure 1).

In the second round, participants were asked 
to analyze the visual scheme again and their de-

Figure 1. Validation process of the PEPS logical model in the CAPS. Barreiras, Bahia, Brazil, 2020.

Source: Authors.

Logical model of the Continuing Health Education Policy in Psychosocial Care Centers in Barreiras, Bahia
Validation using the Delphi technique

- Elaboration of the first research instrument containing 
the LM and the items that describe the functioning of the 

EPS in the CAPS for relevance analysis ("Yes" or "No").
- First instrument organized into nine blocks: 1 referring 
to resources; 2, 3, 4, 5, and 6 related to activities; and 7, 8 

and 9 to short-, medium-, and long-term results

TECHNICAL COMPONENTS:
Planning, political articulation, 

coordination, technical 
qualification and live work in 

care production

RATIONALITY
Structure – Process (= 

Activities) – Results (= outputs, 
results, and impact

CONTEXT
PEPS management and 

structuring model in the CAPS 
and in Barreiras, Bahia

OBJECT
PEPS in the CAPS in Barreiras, 

Bahia, Brazil

Completion of the validation 
process

PEPS logical model in the 
CAPS in Barreiras, Bahia

Convergence of relevant 
responses

- Selection of experts with academic or 
professional experience with EPS or Mental 

Health in Barreiras, Bahia, distributed in 
management, education/research, service, 

and social control
- 20 experts selected

First round
Responses and return of completed instrument (30 

days)

Second round
Responses and return of completed instrument (30 

days)

- Coding and entering the responses of 19 participants in the Microsoft Excel spreadsheets.
- Organization, categorization, and content analysis of items.

- Relevance analysis of the items presented: minimum 80% agreement

- Organization of the second instrument; presentation of the results of the first instrument; 
inclusion and reformulation of items suggested by the 19 participants

- Analysis of relevance of items according to Likert scale: (0) not at all relevant, (1) slightly 
relevant, (2) relevant and (3) very relevant

- Coding and entering the answers of the 18 participants in the Microsoft Excel spreadsheets;
- Sum of validation of each item: number of respondents versus value attributed to relevance, 

calculation of the median and interquartile range
- Consensus on the relevance of each item: > 80% of the total, median = 3, interquartile range 

= or < 1

1 especialista recusou-se a participar

1 especialista recusou-se a participar 
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scription and respond to the relevance of the in-
strument items in the nine blocks. The relevance 
level was assigned to each item, based on the 
four-point Likert scale, to determine its relevance 
value: (0) not at all relevant; (1) slightly relevant; 
(2) relevant; and (3) very relevant. The data were 
entered into the Statistical Packages for the So-
cial Sciences (SPSS) software, version 21. Then, 
the descriptive analysis was performed, calculat-
ing the sum, median, and interquartile range of 
items. There was consensus on the relevance of 
items whose final scores reached more than 80% 
of the maximum available value and had a high 
level of agreement, confirmed by the analysis of 
the median response and interquartile range23,24.

A period of 30 days was established in the 
first and second rounds to return the instruments 
duly completed, and the participants answered 
on time and sent the signed ICF with the instru-

ments. The final result of the validation process 
was sent to participants to inform them. The Re-
search Ethics Committee of the Federal Universi-
ty of Western Bahia approved this project under 
Opinion n° 4.022.337, of May 12, 2020.

Results

Using the two-round Delphi consensus tech-
nique, this study achieved the consensus of the 
relevance analysis and relevance of each LM item 
by experts, organized in nine blocks on struc-
ture, process, and results related to the PEPS in 
the CAPS in Barreiras, Bahia, Brazil. Nineteen 
of the 20 experts initially selected participated 
in the first round and 18 in the second round, 
representing all groups: management; education/
research; service; and social control.

Figure 2. Preliminary logical model of PEPS in the CAPS. Barreiras, Bahia, Brazil, 2020.

- Prepare the EPS Municipal Action Plan or 
Legal Document aligned with the EPS State 
Plan (PEEPS) that guides Continuing Health 
Education (EPS) actions in the Psychosocial 
Care Centers (CAPS) in the Municipality (e.g., 
Municipal Health Plan).
- Build collectively (workers, managers, 
higher education institution (IES), and Social 
Control) EPS actions in the municipal CAPS.
- Prepare instruments for evaluating and 
monitoring EPS actions in the CAPS.
- Encourage the Care Management Directorate 
(DGC) to record and publicize EPS actions 
in the CAPS

- Municipal EPS Action Plan or legal 
document prepared and consistent 
with PEEPS regarding health education 
(e.g., Municipal Health Plan).
- EPS actions in CAPS to be 
implemented in the municipality built 
collectively by workers, managers, IES, 
and social control.
- Standard Report Model prepared per 
the implementation and accountability, 
attached to the EPS Municipal Plan.
- DGC encouraged to record and 
disseminate EPS actions in the CAPS

- The Education-Service Integration 
Committee (CIES) participates with the IES 
per the needs of the Unified Health System 
(SUS), encouraging shared responsibility in 
psychosocial care.
- Establish an agreement on EPS activities 
between IES and CAPS.
- Establish an articulation space to develop 
EPS in the CAPS at the municipal level, with 
broad participation from regional and state 
management and health workers. 
- Create regional agreement bodies (e.g., 
regional CIES and the Education-Health 
Public Action Organizational Contract 
(COAPES) to assist in conducting education 
management in the CAPS. 
- The Municipal Health Council (CMS) 
participates in conducting and monitoring 
EPS in the CAPS.
- The Municipal Health Secretariat, through 
the Mental Health Coordination Office, 
participates in the formulation, conduction, 
and development of EPS in the CAPS

- Pedagogical plan prepared by the 
IES with the CIES, per guidelines and 
objectives related to psychosocial care.
- Agreement between IES and CAPS 
established with faculty, students and 
care bodies conducive to work in 
psychosocial care. 
- Articulation space within the defined 
municipal scope and with broad 
participation. 
- Regional agreement bodies (e.g., 
regional CIES and COAPES) 
established and training processes 
managed by the DGC.
- Regular participation of the 
municipality's representative in the 
CMS to conduct and monitor EPS in 
the CAPS.
- Formulation, conduction and 
development of EPS in CAPS carried 
out by the municipal Mental Health 
Coordination Office

- PEEPS implemented through the 
EPS Municipal Action Plan or legal 
document that guides EPS actions in 
the CAPS in the municipality (e.g., 
Municipal Health Plan).
- EPS actions in CAPS built 
collectively and put into practice in the 
municipality.
- Evaluation and monitoring of EPS 
actions in CAPS per implementation 
and accountability. 
- EPS actions in the CAPS recorded 
and disseminated by the DGC

- Modification of practices and work 
processes in psychosocial care.
- Qualified health professionals 
according to the needs of the SUS.
- Conducting EPS in CAPS carried 
out by a municipal articulation space 
and with the participation of different 
actors and institutions

- Monitoring and 
annual evaluation 
of EPS actions in 
CAPS through 

specific indicators

- Qualification of 
health professionals 

to work in CAPS 
in the municipality 

based on the 
articulation of 

several institutions

Components Activities Outputs  Results Impact

Planning

Political 
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Figure 2. Preliminary logical model of PEPS in the CAPS. Barreiras, Bahia, Brazil, 2020.

EPS: Continuing Health Education; PEEPS: EPS State Plan; CAPS: Psychosocial Care Center; IES: Higher Education Institution; DGC: Care Management 
Directorate; CIES: Education-Service Integration Committee; SUS: Unified Health System; COAPES: Education-Health Public Action Organizational 
Contract; CMS: Municipal Health Council; RAPS: Psychosocial Care Network; PNEPS: National Continuing Health Education Policy.

Source: Authors.

- Establish criteria for distributing financial 
resources for the development of EPS in the 
municipal CAPS.
- Prepare and approve the budget for EPS 
actions in the municipal CAPS.
- Recognize the preceptorship in the civil 
servants' functional progression processes

- Criteria defined for distributing 
financial resources for the development 
of EPS in the municipal CAPS. 
- Financial resources for the EPS in 
the municipal CAPS approved by the 
Municipal Health Secretary.
- Functional progression of employees 
recognized from preceptorship

- Realize the horizontal management of care 
through interprofessional practice. 
- Strengthen work in the Psychosocial Care 
Network (RAPS).
- Include regular (weekly) clinical-institutional 
supervision in the qualification program to 
advise on and monitor the CAPS team work.
- Strengthen work management with 
employee appreciation.
- Encourage the development of research in 
conjunction with the IES.
- Include home care actions and 
comprehensive monitoring with the PHC 
network in the reference territory.
- Realize internship projects and in-service 
training and integration actions with 
households and communities.
- Realize professional qualification for 
developing practices aligned with the 
psychiatric reform.
- Encourage teams and patients to play a 
leading role in decision-making.
- Promote the conceptual alignment on the 
National EPS Policy (PNEPS), especially the 
conception of EPS for CAPS professionals and 
managers.
- Qualify discussions in spaces for the mutual 
recognition of cooperation

- Horizontal management carried out 
through interprofessional practice.
- RAPS work strengthened.
- CAPS teamwork assisted by regular 
(weekly) clinical-institutional 
supervision.
- Strengthened work 
management and valued worker.                                                                                                                                          
                                                                                                                                                      
                                                        
- Research developed from articulation 
with IES.
- Home care actions and 
comprehensive monitoring carried out 
with PHC in the reference territory.
- Internships, in-service training 
and integration actions with family 
members and the community 
performed.
- Qualified professionals for practices 
aligned with the psychiatric reform.
- Team and patients play a leading role 
in decision-making.
- Conceptual alignment on PNEPS and 
EPS promoted.
- Qualified discussion processes for 
mutual recognition of cooperation

- Financial resources made available for 
developing the EPS in the municipal 
CAPS.
- Development of teamwork in EPS 
actions in the CAPS.
- Education-service integration 
performed.
- Development of skills and changes in 
the comprehensive care model.
- Strengthening the expanded and 
shared clinic in the CAPS.
- Care organized care according to 
patients' health needs.
- Managers, students, and health 
professionals qualified for the 
development of psychosocial practices 
according to their different levels of 
activity.
- Living spaces for meetings to 
recognize the potential of different 
health equipment

- Institutional 
evaluation of the 

quality of EPS 
actions offered at 
the CAPS and the 

impact on the work 
process.

- Strengthening 
the management-
service-education-

community 
relationship.
- Permanent 

qualification of 
psychosocial care in 

the CAPS.
- Constant 

restructuring of 
practices with 

greater resolution of 
actions.

- Strengthening live 
work in action

Coordination

Qualificação 
técnica

Live work 
in the care 
production

- Share experiences between professionals, 
teams and services to develop possibilities for 
coping with problems.
- Encourage the awareness of workers at 
different hierarchical levels with EPS actions 
in the production of care. 
- Develop individualized care with collective 
practices.
- Strengthen collaborative practice and 
changes in problem situations with different 
health equipment.
- Favor in-service learning capacity (action-
reflection-action), with value for the local 
context.
- Involve patients and their family in building 
therapeutic projects.
- Include educational practices in therapeutic 
projects.
- Experiencing new existential territories that 
mobilize contact with other cultures based 
on live work.
- Strengthen interprofessional care practices 
based on successful experience seminars

- Shared experiences between 
professionals, teams, and services and 
problems faced.
- Workers from different hierarchical 
levels sensitized.
- Individualized care performed from 
collective practices.
- Strengthened collaborative practice 
and changes in problem situations with 
different health equipment.
- In-service learning capacity (action-
reflection-action), with value for the 
local context.
- Patients and their family involved 
in the construction of therapeutic 
projects.
- Educational practices included in 
therapeutic projects.
- Contact with other cultures from 
the living work carried out in new 
existential territories.
- Interprofessional care practices 
strengthened from seminars on 
successful experiences.
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Regarding the analyzed items, those related 
to PEPS resources in the CAPS obtained the fol-
lowing values regarding the total sum reached, 
the median and interquartile range, respective-
ly: 54, 3, 0 (human resources); 51, 3, 0 (financial 
resources); 49, 3, 0 (material resources). Table 1 
presents the items related to the processes, repre-
sented by the activities and their respective out-
puts, organized into five technical components: 
planning, political articulation, coordination, 
technical qualification, and live work in care pro-
duction.

The marking in Table 1 corresponds to the 
item considered irrelevant by the participants, 
that is, the one that reached the sum of points 
≤ 43.2 points, confirmed by the median < 3 and 
interquartile range ≥ 1, and this item was refor-
mulated in the final LM since it was considered 
relevant concerning PEPS activities in the mu-
nicipal CAPS. Table 2 shows the items related to 
the results and impacts of PEPS in the CAPS in 
the municipality of Barreiras, Bahia.

Applying the Delphi consensus technique 
with the experts modified the initial LM and 
allowed a better understanding of the essential 
components of the policy in the local context. In 
the first round, based on experts’ contributions 
regarding the items’ pertinence, the items related 
to activities, outputs, and results of all the com-
ponents closest to local governance in conduct-
ing the PEPS in CAPS were included and refor-
mulated.

In the second round, the experts considered 
all items related to the structure relevant. Of the 
items related to the technical component of Po-
litical Articulation concerning outputs, the item 
referring to instances of regional agreement such 
as the Education-Service Integration Committee 
(CIES) and the Education-Health Public Action 
Organizational Contract (COAPES) established 
in conducting education in the CAPS, were not 
considered relevant. All items referring to the re-
sults and impact of the five technical components 
were considered relevant by the experts.

Finally, Figure 3 presents the PEPS LM in 
the CAPS in Barreiras, Bahia, validated through 
the Delphi consensus technique, structured ac-
cording to the triad structure, process, and re-
sult, according to five components (planning, 
political articulation, coordination, technical 
qualification, and live work in care production). 
At the end of the validation process, we noticed 
that the main changes made to the LM consist-
ed of including items that reflect the structuring, 
conduction, and participation of the PEPS in the 

municipal CAPS and, consequently, its structur-
ing at the state and regional levels.

Discussion

The adequate evaluation of the PEPS in the CAPS 
requires building its LM. Its design consists of 
the first step for planning the evaluation with the 
understanding of the intervention’s operational-
ization20. In this context, this PEPS evaluability 
study sheds light on its structure, operational-
ization, and direction in achieving the intended 
results and impacts on the qualification of pro-
fessionals in the CAPS. In the context of this re-
search, the LM stands out as a potentially helpful 
instrument for organizing training in the CAPS 
as a public policy that allows building local and 
regional spaces with the capacity to increase the 
qualification of health teams and their intersec-
toral partners. However, the setting is scarcely 
explored, and studies have yet to influence its 
macropolitical context30. The components of 
structure, process, and results that guided the LM 
elaboration will also drive the discussion of the 
results of this study.

We highlight the relevance of structural com-
ponents for developing the PEPS in the CAPS 
since they provide fundamental requirements for 
its operation, such as physical, human, and ma-
terial resources. Infrastructure must result from 
a multisectoral effort with health to develop or 
continue to multiply and apply the EPS31 to suc-
cessfully develop the policy, planning, material, 
managerial, and human and financial resources. 
In the context of the CAPS, ambiance arises with-
in a broader theoretical orientation, which refers 
to the treatment given to the physical setting that 
is a social, professional, and interpersonal rela-
tionship space, which provides welcoming, reso-
lute, and human care32.

Therefore, this validation process moves to-
ward breaking the illness processes created by 
institutionalization33. Planning, political articu-
lation, coordination, technical qualification, and 
live work in care production technical compo-
nents were all considered relevant. In the tech-
nical component of planning, intersectoriality is 
a dimension valued in public policies. It contrib-
utes to articulating knowledge and experiences 
for planning and evaluating policies, programs, 
and projects to ensure cooperative results in 
complex situations34. In this path, the political 
articulation component was fundamental for de-
veloping the EPS Policy in the CAPS. It shows the 
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diversity of social stakeholders, the challenges, 
and the need for negotiation and political agree-
ment. The EPS logic is decentralized, bottom-up, 
multidisciplinary, and transdisciplinary since the 
PNEPS management is shared9.

The inter-institutional articulation breaks 
the rule of single and hierarchical verticality of 
organizational flows. In the meantime, with the 
Administrative Reform in Bahia in 2014, the Re-
gional Health Directorates (DIRES) were extin-

guished, and the Regional Health Centers (NRS) 
were established. The latter became responsible 
for centralizing regional management35. In Bra-
zil, health regionalization is an organizational 
strategy supported by SUS guidelines and man-
ifests the need to establish healthcare networks 
in a complex political process involving different 
stakeholders36. In the context of maintenance 
and municipal leadership and, simultaneously, 
strengthening of interdependence relationships 

Table 1. Items related to the activities and respective outputs for the PEPS in the CAPS in the municipality distributed by total 
points, median and interquartile range. Barreiras, Bahia, Brazil, 2020.
Technical 
compo-

nent
Activities to be performed Total 

points
Me-

dian

Inter-
quartile 

range
Outputs Total 

points
Me-
dian

Inter-
quartile 

range
Planning Elaborate the EPS Municipal Action 

Plan or legal document that guides 
the EPS actions in the Psychosocial 
Care Centers (CAPS) in the muni-
cipality.

50 3 0 EPS Municipal Action Plan 
or legal document elaborated 
and coherent with the PEEPS 
regarding health education 
(e.g., Municipal Health Plan).

51 3 0

EPS State Plan (PEEPS). 45 3 1
Build collectively (workers, mana-
gers, Higher Education Institution 
(IES), and social control) EPS ac-
tions in the municipal CAPS.

52 3 0 EPS actions in the CAPS to 
be implemented in the muni-
cipality, built collectively by 
workers, managers, EIS, and 
social control.

50 3 0

Elaborate instruments for evalua-
ting and monitoring EPS actions in 
the CAPS.

51 3 0 Standard report model prepared 
according to implementation 
and accountability, attached to 
the Municipal EPS Plan.

49 3 0

Create a schedule of training and 
qualification workshops by the men-
tal health technical team of the State 
Health Secretariat of Bahia (SESAB) 
for the CAPS.

51 3 0 Schedule of training and quali-
fication workshops established 
by the SESAB mental health 
technician for the CAPS.

51 3 0

Political 
articula-
tion

Promote articulation with the IES 
along with the Education-Service 
Integration Committee (CIES) in 
the construction of political-peda-
gogical plans in undergraduate and 
graduate health courses, according 
to the needs of the Unified Health 
System (SUS), encouraging a stance 
of shared responsibility in the psy-
chosocial care.

51 3 0 Political-pedagogical plan pre-
pared by the IES together with 
the CIES, according to gui-
delines and objectives related 
to the SUS and psychosocial 
care.

49 3 1

Establish an agreement on EPS 
activities in the CAPS between the 
IES and the Municipal Health Se-
cretariat (SMS).

51 3 0 Agreement of EPS activities 
in CAPS between HEIs and 
SMS instituted with faculty, 
students and assistance 
conducive to work in 
psychosocial care.

50 3 0

it continues
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Technical 
compo-

nent
Activities to be performed Total 

points
Me-

dian

Inter-
quartile 

range
Outputs Total 

points
Me-
dian

Inter-
quartile 

range
Political 
articula-
tion

Establish an agreement on EPS 
activities in regional spaces between 
the Regional Interagency Committee 
(CIR) and the Regional Health Cen-
ter (NRS) in conducting the EPS, 
including the CAPS

47 3 1 Agreement on EPS activities 
in regional spaces between the 
CIR and NRS in conducting 
the EPS that includes the 
CAPS

47 3 1

Establish the EPS Center at the 
municipal level as a training space 
for workers to guide EPS actions in 
the CAPS

48 3 1 EPS center established at the 
municipal level as a training 
space for workers to guide 
EPS actions in the CAPS

49 3 0

Create regional agreement bodies 
(e.g., regional CIES and the Educa-
tion-Health Public Action Organiza-
tional Contract (COAPES) to assist in 
conducting education management in 
the CAPS

46 3 1 Regional agreement bodies 
(e.g., regional CIES and 
COAPES) established in 
conducting education in the 
CAPS

42 2,5 1

Establish monitoring of EPS actions, 
including the CAPS, by the Munici-
pal Health Council (CMS)

48 3 1 Monitoring EPS actions by 
CMS representatives, inclu-
ding the CAPS

46 3 1

Establish the participation of the 
Municipal Health Secretariat throu-
gh the Mental Health Coordination 
in

52 3 0 Formulation, conduction and 
development of the EPS, in-
cluding the CAPS, conducted 
by the municipal Mental Heal-
th Coordination

51 3 0

Coordina-
tion

Establish criteria for distributing 
financial resources for the develop-
ment of the municipal EPS, inclu-
ding the CAPS

48 3 1 Criteria defined for the distri-
bution of financial resources 
for developing the municipal 
EPS, including the CAPS

46 3 1

Prepare and approve a budget for 
municipal EPS actions, including 
CAPS

49 3 0 Financial resources for the mu-
nicipal EPS, including CAPS, 
approved by the municipal 
health secretary

50 3 0

Recognize preceptorship in the civil 
servants' functional progression 
processes

48 3 0 Functional progression of 
employees recognized from 
preceptorship

51 3 0

Table 1. Items related to the activities and respective outputs for the PEPS in the CAPS in the municipality distributed by total 
points, median and interquartile range. Barreiras, Bahia, Brazil, 2020.

it continues

and shared health responsibility, in this study, the 
Regional Interagency Committee (CIR) is a po-
tential forum for discussing and building induc-
ing strategies to advance deinstitutionalization 
and non-institutionalization and the inexistence 
of mental health care gaps37.

The coordination component’s activities 
encourage, monitor, and strengthen the quali-
fication of health workers. PNEPS funding de-
centralization, a shared responsibility, stumbles 
upon obstacles, as the “public machine” operates 
well within health actions and “gets stuck” when 

they are education actions38. Thus, to recov-
er the funding flow and strengthen the PNEPS 
through transfers of resources from the Ministry 
of Health, Ordinance n° 3.194 of November 28, 
201739, provides for the Program for Strengthen-
ing EPS Practices in the SUS. Thus, around R$ 70 
million were transferred to states and municipal-
ities to conduct educational activities, observing 
regional and local needs40.

In the technical qualification component, 
the EPS and interprofessional education (EIP) 
are chosen to overcome the asylum model, de-
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Technical 
compo-

nent
Activities to be performed Total 

points
Me-

dian

Inter-
quartile 

range
Outputs Total 

points
Me-
dian

Inter-
quartile 

range
Coordina-
tion

Provide exchange of mental health 
coordination office with mental 
health services in other municipa-
lities

50 3 0 Intermunicipal exchange of 
mental health coordination 
offices in place

49 3 1

Establish the attributions of the 
Mental Health Coordination Office 
and the Mental Health Services 
Coordination Office at the munici-
pal level

48 3 0 Attributions of the mental 
health coordination office and 
the mental health services 
coordination office established 
without overlapping

51 3 0

Technical 
qualifica-
tion

Conducting the horizontal mana-
gement of care through interprofes-
sional practice.

50 3 0 Horizontal management of 
care carried out through inter-
professional practice.

51 3 0

Strengthen work in the Psychoso-
cial Care Network (RAPS).

52 3 0 Work at the RAPS strengthe-
ned.

54 3 0

Include regular clinical-institutional 
supervision in the qualification 
program to advise and monitor the 
CAPS team's work.

53 3 0 Teamwork in the CAPS assis-
ted by regular clinical-institu-
tional supervision.

49 3 1

Strengthen work management with 
employee appreciation.

54 3 0 Strengthened work manage-
ment and valued worker.                                                                                                                                       

53 3 0

Encourage the development of re-
search in conjunction with the IES.

48 3 1 Research developed from the 
articulation with the IES.

51 3 0

Include home care actions and 
comprehensive follow-up with the 
PHC network in the reference ter-
ritory.

51 3 0 Home care actions and 
comprehensive monitoring 
performed with PHC in the 
reference territory.

52 3 0

Conduct internship projects and 
in-service training and integration 
actions with families and commu-
nities.

51 3 0 Internships, in-service training 
and integration actions with 
family members and the com-
munity conducted.

50 3 0

Conduct professional qualification 
for developing practices aligned 
with the psychiatric reform.

50 3 0 Professionals qualified for 
practices aligned with the 
psychiatric reform.

51 3 0

Table 1. Items related to the activities and respective outputs for the PEPS in the CAPS in the municipality distributed by total 
points, median and interquartile range. Barreiras, Bahia, Brazil, 2020.

it continues

construct individualized, fragmented, mecha-
nized practices, and build mental health care. 
The CAPS need a new work and care type, chal-
lenging the teams, as most professionals need to 
be trained in the psychosocial care paradigm41. 
This situation requires training strategies such 
as EIP, which enable building learning through 
the interaction of subjects with their knowledge, 
feelings, attitudes, beliefs, and customs based on 
democratized relationships42. Moreover, we high-
light the fragility of academic training and the 
need to resume reflection on the EPS concept. 
Thus, total appropriation of its concept is rele-

vant, proposing its alignment, which facilitates 
managing and planning EPS actions43.

The final technical component, live work in 
care production, highlights items that must be 
supported by a commitment that it is possible 
to make a difference, even in situations where, 
in principle, nothing moves. The team moves 
towards thinking about another way to act, mo-
bilizing affections, creating deviations, and other 
unthinkable care possibilities44. Negotiation oc-
curs through mutual affectations in the territory 
of caring actions. This territory is influenced by 
live work in action45, which takes on a leading 
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Technical 
compo-

nent
Activities to be performed Total 

points
Me-

dian

Inter-
quartile 

range
Outputs Total 

points
Me-
dian

Inter-
quartile 

range
Technical 
qualifica-
tion

Encourage teams and users to play a 
leading role in decision-making.

49 3 0 Team and users playing a lea-
ding role in decision-making.

51 3 0

Promote conceptual alignment on 
the National EPS Policy (PNEPS), 
especially the conception of EPS for 
CAPS professionals and managers.

48 3 0 Conceptual alignment on the 
PNEPS and EPS promoted.

46 3 1

Qualify discussion processes in 
spaces for the mutual recognition of 
cooperation.

46 3 1 Qualified discussion proces-
ses for mutual recognition of 
cooperation.

48 3 0

Live work 
in care 
produc-
tion

Sharing experiences among profes-
sionals, the community, teams and 
services to develop possibilities for 
addressing issues

52 3 0 Experiences between profes-
sionals, community teams and 
services shared, and problems 
faced

51 3 0

Encourage the awareness of workers at 
different hierarchical levels with EPS 
actions in care production

50 3 0 Workers from different hierar-
chical levels sensitized

50 3 0

Develop individualized care with 
group practices

51 3 0 Individualized service perfor-
med from group practices

50 3 0

Strengthen collaborative practice 
and changes in problem situations 
with different equipment from an 
intersectoral perspective

49 3 0 Strengthened collaborative 
practice and changes in pro-
blem situations performed with 
different equipment from an 
intersectoral perspective

47 3 1

Favor in-service learning capacity 
(action-reflection-action), with 
value for the local context

51 3 0 In-service learning capacity 
(action-reflection-action) 
performed, with value for the 
local context

52 3 0

Involve the user and his family in 
the construction of therapeutic 
projects

53 3 0 Users and their family invol-
ved in the construction of 
therapeutic projects

51 3 0

Live work 
in care 
produc-
tion

Include educational practices in 
therapeutic projects

53 3 0 Educational practices inclu-
ded in therapeutic projects

49 3 0

Experiencing new existential terri-
tories that demystify deinstitutiona-
lization and deprivation of liberty in 
the CAPS

50 3 0 New existential territories 
established that demystify 
deinstitutionalization and 
deprivation of liberty in the 
CAPS

50 3 0

Strengthen interprofessional care 
practices based on successful expe-
rience seminars

50 3 0 Interprofessional care practices 
strengthened from seminars on 
successful experiences

51 3 0

Source: Authors.

Table 1. Items related to the activities and respective outputs for the PEPS in the CAPS in the municipality distributed by total 
points, median and interquartile range. Barreiras, Bahia, Brazil, 2020.

role in the work process and takes on different 
shapes based on the user’s need and the worker’s 
offer in an intense movement that accompanies 
birth or death46.

Thus, good encounters generate happy pas-
sions and favor and expand the potency of action 
between the bodies whose relationship is one of 
composition. On the other hand, bad encounters 
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Table 2. Items related to the results and impact of the PEPS in the municipal CAPS, distributed according to 
total points, median, and interquartile range. Barreiras, Bahia, Brazil, 2020.

Technical 
component Results Total 

points Median Interquartile 
range

Planning PEEPS implemented through the Municipal EPS Action 
Plan or legal document that guides the EPS actions in the 
municipal CAPS (e.g., Municipal Health Plan).

49 3 0

EPS actions in the CAPS built collectively and put into 
practice in the municipality.

51 3 0

Evaluation and monitoring of EPS actions in CAPS 
performed according to implementation and accountability.

49 3 0

Support from the mental health technical team in the 
qualification of the CAPS.

52 3 0

Political 
articulation

Modification of practices and work processes in 
psychosocial care.

47 3 1

Qualified health professionals according to the needs of the 
SUS.

53 3 0

Conducting and developing the EPS, including the CAPS, 
performed by a regional and municipal articulation space 
and with the participation of different stakeholders and 
institutions.

48 3 0

Coordination, 
technical 
qualification, 
and live 
work in care 
production

Financial resources made available for developing the EPS in 
the municipal CAPS.

51 3 0

Development of teamwork in the EPS actions in the CAPS. 50 3 0
Education-service integration performed. 48 3 1
Development of skills and changes in the care model for 
comprehensive care.

48 3 1

Strengthening of the expanded and shared clinic in the 
CAPS.

52 3 0

Care organized according to the users' health needs. 53 3 0
Managers, students, and health professionals qualified for 
the development of psychosocial practices, according to 
their different activity levels.

51 3 0

Live spaces for meetings with other cultures to recognize the 
potential in different situations.

48 3 1

Impact Monitoring, promotion, and annual evaluation of EPS 
actions in the CAPS, through specific indicators.

49 3 1

Participatory management of curricular and extracurricular 
activities in undergraduate and graduate health courses.

43 3 1

Qualification of health professionals to work in the 
municipal CAPS based on the articulation of several 
institutions.

51 3 0

Institutional evaluation of the quality of EPS actions offered 
in the CAPS and of the impact on the work process.

49 3 0

Strengthening the management-service-education-community 
relationship.

52 3 0

Continuing qualification of psychosocial care in CAPS. 51 3 0
Constant restructuring of intersectoral practices with greater 
resolution of actions in health, justice, education, culture, 
and social assistance.

50 3 0

Strengthening live work in action through 
interprofessionality and deinstitutionalization of care in the 
CAPS.

49 3 0

Source: Authors.
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generate sad passions in which the potency of 
one is opposed to the other47. Deleuze48 explains 
that actions are active affections. Through them, 
we know the constitutive relationships between 
bodies; what is pleasing or displeasing, and, 
therefore, the actions would generate ideas ade-
quate to our reality. Thus, the items of each tech-
nical component described in this LM contribute 
toward PNEPS being adjusted to local contexts23. 
From this perspective, health work reveals that 
its reorganization must also include implement-
ing educational and training processes. EPS is a 
valuable strategy for reorganizing network ser-
vices and building participative management.

The intended objectives of the intervention 
were presented as outputs, results, and impacts, 

which refer to short-, medium- and long-term 
results, respectively. Regarding outputs, almost 
all items were considered relevant by experts, 
except for regional agreement bodies such as 
the regional CIES and COAPES in conducting 
the EPS in the CAPS. Some states carried out 
in several Brazilian states report deficiencies in 
physical space and logistical support to ensure 
the functioning of the CIES, besides the inexis-
tent EPS sector in the organization chart of the 
State Health Secretariats and the lack of resources 
(personnel, per diem, transportation) for the EPS 
actions38,40,49. However, the proposals in PNEPS11 
aim to encourage regional policy management 
and inter-institutional participation through the 
CIES and reflect on the articulation between the 

Figure 3. Final logical model of PEPS in the CAPS. Barreiras, Bahia, Brazil, 2020.

- Prepare the EPS Municipal Action Plan or 
Legal Document aligned with the EPS State 
Plan (PEEPS) that guides Continuing Health 
Education (EPS) actions in the Municipality 
(e.g., Municipal Health Plan).
- Build collectively (workers, managers, 
higher education institution (IES), and Social 
Control) EPS actions in the municipality.
- Prepare instruments for evaluating and 
monitoring EPS actions.
- Create a schedule of training and 
qualification workshops by the technical team 
of mental health of the Health Department 
of the State of Bahia (SESAB) based on the 
EPS needs in the western region and for the 
municipalities

- Municipal EPS Action Plan or legal 
document prepared and consistent 
with PEEPS regarding health education 
(e.g., Municipal Health Plan).
- EPS actions to be implemented in 
the municipality built collectively by 
workers, managers, IES, and social 
control.
- Standard Report Model prepared per 
the implementation and accountability, 
attached to the EPS Municipal Plan.
- Training schedule and qualification 
workshops established by SESAB's 
mental health technical team for 
municipalities in the West region

- Promote articulation between IES along and 
the Education-Service Integration Committee 
(CIES) in building the political-pedagogical 
plans in undergraduate and graduate 
health courses per the needs of the Unified 
Health System (SUS), encouraging shared 
responsibility in psychosocial care.
- Establish an agreement on EPS activities 
in the CAPS between IES and the Municipal 
Health Secretariat (SMS).
- Establish an agreement on EPS activities 
in regional spaces between the Regional 
Interagency Committee (CIR), the Regional 
Health Center (NRS), the Regional CIES 
and the Education-Health Public Action 
Organizational Contract (COAPES) in 
conducting EPS, including the CAPS.
- Establish the EPS Center at the municipal 
level as a training space for workers and 
guiding EPS actions in the CAPS.
- Establish through the Municipal Health 
Council (CMS) the monitoring of EPS actions, 
including the CAPS.
- Establish the participation of the Municipal 
Health Secretariat in the formulation, 
conduction, and development of EPS in 
the CAPS through the Mental Health 
Coordination Office

- Pedagogical plan prepared by the 
IES with the CIES, per guidelines 
and objectives related to the SUS and 
psychosocial care.
- Agreement between IES and SMS 
regarding EPS activities in the CAPS 
established with appropriate faculty, 
students, and care bodies conducive to 
work in psychosocial care. 
- Agreement on EPS activities in 
regional spaces (CIR, NRS, regional 
CIES, and COAPES) in conducting the 
EPS that includes the CAPS.
- EPS center established at the 
municipal level as a training space for 
workers and to guide EPS actions in 
the CAPS.
- CMS representatives monitoring EPS 
actions, including CAPS.
- Formulation, conduction and 
development of EPS, including CAPS, 
carried out by the municipal Mental 
Health Coordination Office

- PEEPS implemented through the 
EPS Municipal Action Plan or legal 
document that guides EPS actions 
in the municipality (e.g., Municipal 
Health Plan).
- EPS actions built collectively and put 
into practice in the municipality.
- Evaluation and monitoring of EPS 
actions per implementation and 
accountability. 
- Mental health technical team support 
in qualifying mental EPS actions

- Modification of practices and work 
processes in psychosocial care.
- Qualified health professionals 
according to the needs of the SUS.
- Conducting and developing EPS, 
including in CAPS, carried out by a 
regional and municipal articulation 
space and with the participation of 
different actors and institutions

- Monitoring and 
annual evaluation of 
EPS actions through 

specific indicators

- Participatory 
management of 
curricular and 
extracurricular 

activities of 
undergraduate and 

graduate health 
courses

- Qualification of 
health professionals 

to work in CAPS 
in the municipality 

based on the 
articulation of 

several institutions.

Components Activities Outputs Outputs Impact

Planning

Political 
articulation
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Figure 3. Final logical model of PEPS in the CAPS. Barreiras, Bahia, Brazil, 2020.

EPS: Continuing Health Education; PEPS: EPS State Plan; CAPS: Psychosocial Care Center; IES: Higher Education Institution; CIES: Education-Service 
Integration Committee; SUS: Unified Health System; COAPES: Education-Health Public Action Organizational Contract; CMS: Municipal Health Council; 
RAPS: Psychosocial Care Network; PNEPS: National Continuing Health Education Policy; CIR: Regional Interagency Committee; NRS: Regional Health 
Center; and SESAB: Bahia State Health Secretariat.

Source: Authors.

- Establish criteria for distributing financial 
resources for the development of municipal 
EPS including the CAPS.
- Prepare and approve the budget for 
municipal EPS actions including CAPS.
- Recognize the preceptorship in the civil 
servants' functional progression processes.
- Provide exchange of the mental health 
coordination office with the mental health 
services in other municipalities. 
- Establish the attributions of the Mental 
Health Coordination Office and the mental 
health services coordination office at the 
municipal level

- Criteria defined for distributing 
financial resources for the development 
of municipal EPS including the CAPS. 
- Financial resources for the municipal 
EPS including the CAPS approved by 
the Municipal Health Secretary.
- Functional progression of employees 
recognized from preceptorship.
- Intermunicipal exchange of mental 
health coordination offices.
- Attributions of the mental health 
coordination office and the mental 
health services coordination office 
established and without overlapping

- Realize the horizontal management of care 
through interprofessional practice. 
- Strengthen work in the Psychosocial Care 
Network (RAPS).
- Include regular clinical-institutional 
supervision in the qualification program to 
advise on and monitor the CAPS team work.
- Strengthen work management with 
employee appreciation.
- Encourage the development of research in 
conjunction with the IES.
- Include home care actions and 
comprehensive monitoring with the PHC 
network in the reference territory.
- Realize internship projects and in-service 
training and integration actions with 
households and communities.
- Realize professional qualification for 
developing practices aligned with the 
psychiatric reform.
- Encourage teams and patients to play a 
leading role in decision-making.
- Promote the conceptual alignment on the 
National EPS Policy (PNEPS), especially the 
conception of EPS for CAPS professionals and 
managers.
- Qualify work processes based on discussions 
in practice settings

- Horizontal management of care 
carried out through interprofessional 
practice.
- RAPS work strengthened.
- CAPS teamwork assisted by regular 
clinical-institutional supervision.
- Strengthened work 
management and valued worker.                                                                                                                                          
                                                                                                                                                      
                                                        
- Research developed from articulation 
with IES.
- Home care actions and 
comprehensive monitoring carried out 
with PHC in the reference territory.
- Internships, in-service training 
and integration actions with family 
members and the community 
performed.
- Qualified professionals for practices 
aligned with the psychiatric reform.
- Team and patients play a leading role 
in decision-making.
- Conceptual alignment on PNEPS and 
EPS promoted.
- Qualified work processes based on 
discussion in the setting of practices

- Financial resources made available for 
developing the EPS in the municipal 
CAPS.
- Development of teamwork in EPS 
actions in the CAPS.
- Education-service integration 
performed.
- Development of skills and changes in 
the comprehensive care model.
- Strengthening the expanded and 
shared clinic in the CAPS.
- Care organized care according to 
patients' health needs.
- Managers, students, and health 
professionals qualified for the 
development of psychosocial practices 
according to their different levels of 
activity.
- Living spaces for encounters with 
other cultures to recognize the 
potential in different situations

- Institutional 
evaluation of the 

quality of EPS actions 
offered at the CAPS 
and the impact on 
the work process.
- Strengthening 

the management-
service-education-

community 
relationship.
- Permanent 

qualification of 
psychosocial care in 

the CAPS.
- Constant 

restructuring 
of intersectoral 

practices with greater 
resolution of actions 

in health, justice, 
education, culture 

and social assistance.
- Strengthening 

live work in 
action through 

interprofessionality 
and 

deinstitutionalization 
of care in the CAPS.

Coordination

Technical 
qualification

Live work 
in the care 
production

- Share experiences among professionals, 
community, teams and services to develop 
possibilities for coping with problems.
- Encourage the awareness of middle and 
higher-level workers with EPS actions in the 
production of care. 
- Develop individualized care with collective 
practices.
- Strengthen collaborative practice and 
changes in problem situations with different 
equipment from an intersectoral perspective.
- Favor in-service learning capacity (action-
reflection-action), with value for the local 
context.
- Involve patients and their family in building 
therapeutic projects.
- Include educational practices in therapeutic 
projects.
- Experiencing new existential territories 
that demystify deinstitutionalization and 
deprivation of liberty in the CAPS.
- Strengthen interprofessional care practices 
based on successful experience seminars

- Experiences between professionals, 
community teams and services shared, 
and problems faced.
- Middle- and higher-level workers 
sensitized.
- Individualized service carried out 
from collective practices.
- Strengthened collaborative practice 
and changes in problem situations 
carried out with different equipment 
from an intersectoral perspective.
- In-service learning capacity (action-
reflection-action), with value for the 
local context.
- Patients and their family involved 
in the construction of therapeutic 
projects.
- Educational practices included in 
therapeutic projects.
- New existential territories that 
demystify deinstitutionalization and 
deprivation of liberty in the CAPS 
established.
- Interprofessional care practices 
strengthened from seminars on 
successful experiences
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several institutions that comprise the EPS9 four-
square model.

Establishing the regional CIES as a mem-
ber of the local COAPES management commit-
tee40 is recommended to strengthen the PNEPS. 
COAPES is a continuous articulation instrument 
that signals the intentionality of several stake-
holders in building an educational model that 
values the education-service-community inte-
gration required for health undergraduate and 
residency courses50. It proposes a flow to guide 
and formalize intersectoral and interinstitution-
al relationships. Its adoption shows several ad-
vantages for states, municipalities, IES, workers, 
and students, as it qualifies them for the SUS de-
mands and collaborates for its improvement40,50. 
COAPES should transcend the bureaucratic lim-
its and develop a permanent negotiation to de-
fend the qualification of care and training in the 
SUS in articulation with the EPS premises51.

All items referring to the results and impact 
of the EPS Policy on the CAPS in Barreiras, Ba-
hia, were relevant. When recognizing the po-
tential of education in transforming practices, 
a vital competency is developing pedagogical 
methodologies that allow dialogical relationships 
and broaden the perspective of changing prac-
tices and organizing services42,52. Constructivist 
training in SUS management was identified as a 
catalyst for this process52,53. Despite this indica-
tion, we should reinforce that the EPS process for 
training in mental health to work in the CAPS 
must be concomitantly guided by the RPB prin-
ciples. Thus, workers should rethink their care 
practices since they are not only human “resourc-
es” or inputs, and care production is not alien to 
the subjective dimension of work54.

The items in the final LM presented in this 
study show the multiple and complex factors and 

relationships involving PEPS in the CAPS. Only 
two rounds were necessary for this study due to 
the high consensus among experts. The expect-
ed loss in the validation study in the first round 
was 30% to 50% and 20% to 30% in the second 
round23,55. Thus, the validation of internal consis-
tency was intact, as the loss was only 5% in both 
rounds.

Final considerations

This evaluability study presented the validation 
process of the LM referring to the EPS Policy in 
the CAPS in Barreiras, Bahia, Brazil. The LM de-
sign shed light on how the intervention was con-
ducted, understood the PEPS as a valuable tool in 
mental health training, and agreed on the possi-
ble development of the intervention. The collec-
tive construction with experts distributed in the 
four-square model for health education through 
the Delphi consensus technique was essential. It 
is an important step in the involvement of po-
tential stakeholders in the evaluation process to 
strengthen the management of policy education 
at the local level. Furthermore, the validated LM 
can be revised and applied in other contexts if 
they fulfill the necessary adaptations and influ-
ences related to the intervention.	

Developing the PEPS in the CAPS is essential 
to avoid bureaucratization and inefficient clinical 
practices. Operability and fertility criteria were 
adopted in a formative evaluation to strengthen 
mental health practices toward comprehensive 
care. This research aims to guide future investi-
gations in the planning and evaluating mental 
health training policies and qualify care in differ-
ent RPB settings.
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