
3693

Cross-cultural adaptation of the Recovery Self-Assessment 
RSA-R Family/Brazil: Validity evidence based on test content

Abstract  In the cross-cultural adaptation of ins-
truments, the qualitative component of adapta-
tion is generally poorly reported, sometimes being 
superficially addressed. In this study we aimed to 
describe the qualitative component of the cross-
cultural adaptation process and to demonstra-
te validity evidence based on test content of the 
Recovery Self-Assessment-RSA-R Family/Brazil. 
We conducted a qualitative study that included 
the steps of preparation, translation, back-trans-
lation, expert’s assessment, workshop with a rese-
archer from Yale University, and two pilot studies 
involving family members of patients attended 
at mental health services. Among the results, we 
found considerable validity evidence based on 
test content with a percentage of agreement abo-
ve 80%. Pilot studies contributed to accentuating 
this evidence, assisting in the cultural adequacy of 
the statements and in the operational equivalence 
of the instrument. The adaptation process of the 
RSA-R Family/Brazil proved to be complex. From 
this experience, we concluded that presenting va-
lidity evidence based on test content is important 
to ensure the applicability tools to the target cul-
ture. The instrument will still be evaluated as for 
psychometric characteristics through statistical 
techniques.
Key words  Recovery, Mental Health Services, Fa-
mily, Validation studies, Qualitative analysis
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Introduction

According to the Standards for Educational and 
Psychological Testing, established by the American 
Educational Research Association, validity evi-
dence based on test content, also generally known 
as content validity, is one of the five sources of 
validity evidence of an instrument. Test content 
refers to themes, words and format of the items, 
administration, and test scores1,2.

Validity evidence based on test content, in 
turn, refers to the level at which the content is 
congruous with the purposes of a test1, i.e., “it 
evaluates the degree to which each element of an 
assessment instrument is relevant and represen-
tative for a specific construct with a particular 
evaluation purpose”3(p.3063, free translation).

Overall, cross-cultural adaptation studies are 
focused on providing statistical evidences for 
demonstrating the validity and reliability of an 
instrument. Therefore, they lack emphasis on va-
lidity evidence based on test content and on the 
qualitative process of adapting a questionnaire 
to a new culture. However, this process must be 
equally important to statistical evidence, consid-
ering that a good adaptation cannot disregard 
differences arising from language, cultural con-
text, and lifestyle, since results of this process will 
be reflected on the statistical results3.

In this study we address the cross-cultural 
adaptation of an instrument for assessing the 
recovery-oriented practices of mental health ser-
vices, with special emphasis on the qualitative 
process involved in adapting it to the Brazilian 
context. Within this context, recovery, in the field 
of mental health, is understood “as a deeply per-
sonal, unique process of changing one’s attitudes, 
values, feelings, goals, skills, and/or roles. It is a 
way of living a satisfying, hopeful, and contrib-
uting life even with limitations caused by ill-
ness”4(p.525).

We chose the Recovery Self-Assessment RSA-R 
Family instrument to involve family members of 
users of mental health services in their care, since, 
after the psychiatric reform in Brazil, the family 
became the most responsible people for provid-
ing care in recovery. Thus, providing tools that 
include them would allow establishing a partner-
ship between relatives and services, enabling them 
to participate in decisions, and sharing the time 
and responsibility dedicate to care with them5.

RSA is one of the most used scales to as-
sess the recovery-oriented practices of mental 
health services6. Such use favors the reflection on 

strengths and on limitations of the services with-
in this scope7. This scale has good psychometric 
properties and is commonly used in evaluations 
of mental health services in other countries8-18.

In our study we aimed to describe the qual-
itative component of the cross-cultural adap-
tation process of the RSA-R Family/Brazil and 
to demonstrate validity evidence based on test 
content of the instrument. We present the main 
results of the instrument adaptation process by 
analyzing how the qualitative component was 
treated. Our study becomes relevant for review-
ing methodological processes in cross-cultural 
adaptation research, based on the experience re-
ported in each step, thus showing the consider-
able bonding potential of the target population 
in this type of research.

In addition, investing in the adaptation of 
instruments for assessing mental health services, 
within the recovery-oriented focus, shall bring 
gains in the field of public health. Among these 
gains we can mention that the instrument allows 
knowing the degree to which mental health ser-
vices involve users and family members in the 
treatment; likewise, there is the gain of enabling 
the implementation of services that promote the 
autonomy of people with mental disorders, since 
authors of studies conducted so far19-21 point to 
reducing the chronicity of the disease and the 
disabilities arising from it, thus improving health 
conditions and increasing the quality of life of 
people with mental disorders and their family 
members. 

Methods

This is a qualitative study that involved family 
members of persons in recovery attended at Psy-
chosocial Support Centers (Centros de Atenção 
Psicossocial - CAPS) and Community Centers 
(Centros de Convivência - CECOs) located in 
Campinas, state of São Paulo, Brazil, from June 
2016 to December 2017. Family members of us-
ers attended at these services for a period longer 
than three months, aged over 18 years, who were 
able to communicate in Brazilian Portuguese, 
without any cognitive impairment, and who 
agreed to participate were eligible for the study. 
In this convenience sampling, individuals were 
invited to participate in the study as voluntar-
ies and did not receive financial incentives. The 
study was approved by the Research Ethics Com-
mittee of the University of Campinas.
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Assessment Instrument

RSA-R was designed by Yale University, from 
the United States of America, and contains 32 
items for each stakeholders (person in recovery, 
family member, provider, and CEO and direc-
tors). However, in the versions concerning family 
members and CEO and directors, the instrument 
contains appendixes with 8 and 4 additional 
items, respectively, for assessing 6 domains of re-
covery7,22.

The RSA-R Family version consists of 32 
items and 8 appendixes, with five response op-
tions to be chosen: 1 (strongly disagree) to 5 
(strongly agree), and two additional options, 
D/K (do not know) and N/A (not applicable). It 
is divided into six factors: life goals, involvement, 
diversity of treatment options, choices, individ-
ually-tailored services, inviting, and the family 
only appendix7,22.

Procedure

The cross-cultural adaptation of the RSA-R 
Family scale for the Brazilian context was car-
ried out mainly following the Principles of Good 
Practice for the Translation and Cultural Adap-
tation Process for Patient-Reported Outcomes23 
and other guidelines proposed in the literature2,3. 
It involved a total of seven steps, as described next. 

Preparation
Authorization was obtained from the main 

author of the scale, in such a way it could be 
translated and adjusted to Brazilian Portuguese. 
A literature review was also conducted on the 
concept of “recovery” and its equivalence with 
the notion of psychosocial rehabilitation, gener-
ally used in Brazil24.

Ideally, the process of cross-cultural ad-
aptation of an instrument should achieve the 
maximum equivalence between the original in-
strument and its adapted version. According to 
Gorenstein et al.25, “equivalence implies that the 
effectively observed differences between samples 
from different cultures result from cultural dif-
ferences, which are not caused by the form or the 
evaluation of the constructs of interest”25(p.13, 
free translation). Equivalence is divided into sev-
eral categories. There is no consensus in the liter-
ature on the categories and their denominations; 
nevertheless, overall, equivalences associated 
with conceptual definitions, instrument trans-
lation, application, and psychometric properties 
are included25.

Translation and Back-translation
Initially, a bilingual translator, whose moth-

er tongue was Brazilian Portuguese and who was 
aware of the research objectives, translated the 
scale from English to Portuguese. Then, a second 
bilingual translator, whose mother tongue was 
English and who did not know the objectives of 
the research, did the back translation, translat-
ing the instrument back to English. From these 
two versions, the research team compared the 
back-translation with the original instrument, in 
order to identify inconsistencies and make cor-
rections.

Experts’ Evaluation
The version resulting from the previous steps 

was evaluated by five bilingual experts in the field 
of mental health, whose mother tongue was Bra-
zilian Portuguese. There were four psychologists 
and one occupational therapist, who worked in 
mental health services and were aware of the re-
covery construct. Such professionals were famil-
iar with the target population and the construct 
(Chart 1)26. They aimed at verifying the validity 
evidence based on test content by assessing con-
ceptual, semantic, idiomatic, and experiential 
equivalence, concerning the title, instructions, 
response options, and items. The agreement per-
centage in these aspects was above 80%. After 
agreement analysis and, considering the experts’ 
suggestions, the research team made a qualitative 
analysis and adapted the instrument.

Pilot I-Focus Group Assessment
A first pilot study was carried out with the 

participation of nine family members, based on 
the Focus Group (FG) technique, divided into 
three meetings. In the first two meetings, the 
objectives of the research were explained, the In-
formed Consent Form was filled in, and the items 
present in the instrument were discussed. In the 
third meeting, the already modified instrument 
was applied to the same participants, and aspects 
regarding the layout of the instrument (title, in-
structions, response options) were discussed, in 
addition to the items, in such a way to guarantee 
conceptual, semantic, and operational equiva-
lences of the instrument27.

Workshop with a researcher from Yale 
University
The “Workshop: Recovery-Oriented Mental 

Health Systems of care: assessment, indicators 
and meaning” was held with the participation 
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of Professor PhD. Maria O’Connell, from Yale 
University, United States, the main author of the 
original instrument. In this space were discussed 
items identified in the FG and deemed as chal-
lenging, which were previously back-translated, 
in order to guarantee the equivalence between 
the original instrument and the target version.

Pilot II-Interviews
The pre-final questionnaire was applied to 10 

family members, using the Cognitive Debriefing 
Interviews technique. This technique implied 
an in-depth interview, during which the partici-
pants were able to explain the questions out loud 
and comment on any difficulties in understand-
ing23,28. An education professional (graduated in 
Pedagogy), who works with Popular Education 
in the city of Campinas, participated in the dis-
cussion about the instrument to analyze the ma-
terial and propose changes. 

A harmonization step was carried out after 
each step, from which, according to the findings 
and the consensus of the research team, the in-
strument was adjusted seeking to maintain sim-

ilarities to the original content, without disre-
garding the singularity to the cultural context of 
the Brazilian Portuguese language23. These steps 
are illustrated in Figure 1.

Data Analysis
The qualitative analysis of these steps fol-

lowed the critical hermeneutic approach, ac-
cording to which several perceptions are sought 
to be articulated in an intelligible way, obtaining 
a more complex and reliable result of the object 
under study at the end of the analysis, thus estab-
lishing a dialogical relationship between partici-
pants and researchers, assuming that any analysis 
will only be performed within this articulation29.

Results

Validation involves careful attention to possi-
ble distortions of meanings resulting from the 
inadequate representation of the construct and 
measurement aspects, such as the test format 
and administration conditions or language level, 

Chart 1. Experts’ profile concerning professional education and performance, mastery of the English language, 
and experience in an English-speaking country. 

Expert Academic education
Experience in the field of 

Mental Health

Mastery of the English language/
involvement with the culture of 

an English-speaking country

1 Psychologist, specialization 
course and master’s degree in 
the field of Mental Health and 
Public Health, PhD student in 
the field of Mental Health and 
Public Health.

Experience as a resident in 
services of the Psychosocial 
Support Centers of the 
Brazilian Unified Health System 
(SUS).

Fluent in English. Lived in 
Canada for six years.

2 Occupational therapist, 
graduate student in the field 
of Mental Health and Public 
Health.

Experience as a resident in 
services of the Psychosocial 
Support Centers of SUS. 

Fluent in English. Lived in Ireland 
for one year.

3 Psychologist, specialization 
course and master’s degree in 
the field of Mental Health and 
Public Health, PhD student in 
Public Health.

Experience as a psychologist in 
Psychosocial Support Centers 
of SUS. Professor in the field 
of Mental Health and Public 
Health.

Fluent in English. Lived in 
the USA for one year. Lived in 
England for six months as part 
of the PhD program in Public 
Health.

4 Psychologist, specialization 
course in the field of Mental 
Health and Public Health.

Experience as a psychologist in 
Psychosocial Support Centers 
of SUS. Employee of the Public 
Health System.

Fluent in English. Lived in 
Canada for one year.

5 Psychologist, specialization 
course in the field of Mental 
Health and Public Health.

Experience as a psychologist 
in Psychosocial Support 
Centers of SUS. Worked with 
Therapeutic Accompaniment 
and as a Clinical Psychologist.

Fluent in English. Lived in the 
USA for one year.

Source: Pereira26.
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which may limit or qualify the interpretation of 
test scores in material terms1. The contribution 
of experts and family members in this study was 
paramount to identify these aspects.

As a result of the experts’ evaluation step, we 
obtained an agreement percentage above 80%, 
both for the layout of the instrument and for 
the items. Thus, for the RSA-R Family/Brazil, the 
minimum agreement percentage between raters 
was 87.5% (items 26 and 38), and a maximum 
agreement percentage of 100% (items 7, 8, 10, 
11, 12, 19, 20, 28, 35, and 36). Regarding the lay-
out, there was an agreement of 98.75% regard-
ing the instrument title; of 96.25% regarding the 
instructions; and of 98.75% regarding the scale 
response options (Table 1).

Nineteen family members also participated 
in this study, 9 in the Pilot I and 10 in the Pi-
lot II. We present the sociodemographic data in 
Table 2. Most participants were women, with a 
mean age of 53.22 years (±18.1) in Pilot I, and of 
57.60 (±18.4) in Pilot II. Regarding the bond es-
tablished with the user, most of the participants 
were parents, or spouses, of people diagnosed 
with schizophrenia or depression and who had 
been in treatment for more than 12 years in men-
tal health services.

We analyzed and adopted the observations 
and suggestions of experts and family members 
throughout the process of cross-cultural adapta-
tion, which resulted in five modifications to the 
RSA-R Family/Brazil scale (Chart 2).

From the analysis of Pilot studies I and II, we 
identified limitations in the operational equiva-
lence, specifically concerning the way the ques-
tionnaire was applied to the target population, 
especially with participants with low level of ed-
ucation. The first modification involved applying 
the scale in the form of an interview, and not as 
a self-administered questionnaire, as in the orig-
inal scale. We also deemed necessary to create a 
document with general guidelines containing 
instructions and response options, which the in-
terviewer should read and hand in to the partic-
ipants to facilitate their answers. The interviewer 
should also reciprocate the reading of the state-
ments and response options, noting down each 
of the responses given by the participants.

Throughout the cross-cultural adaptation 
process, we observed difficulties in adapting the 
sentence “my loved one” which, in the original 
version, was used to refer to the person in recov-
ery. Initially, we chose to translate it, into Portu-
guese, as “meu familiar” (“my relative”). However, 
in the pilot studies, we verified some difficulties 

Figure 1.  Procedure for the Cross-cultural Adaptation 
of the RSA-R Family/Brazil.

Source: Elaborated by the authors.

Original Version Recovery Self-Assessment-RSA-R 

1. Preparation

2. Translation (Original English [OE] – Portuguese)

I Version of the RSA-R Family/Br

3. Back-translation (Portuguese – Back-translation 
English [BE])

 BE Version of the RSA-R Family 

Harmonization

II Version of the RSA-R Family/Br

4. Experts’ Evaluation

Harmonization 

II Version of the RSA-R Family/Br

5. Pilot I: FG evaluation with family 
members (n=9) 

Harmonization 

IV Version of the RSA-R 
Family/Br

6. Workshop with the Yale researcher 

Harmonization 

7. Pilot II: Test with family 
members (n=10)

Final Version RSA-R Family/Brazil

V Version of the RSA-R 
Family/Br
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at the time of answering the questions, mainly on 
the part of participants whose level of education 
was low. Thus, taking advantage of the fact that 
the scale would no longer be self-administered, 
the second modification consisted in indicating, 
in the sentences, that the interviewer could say 
the user’s name instead of “my relative.” This 
modification was made in items 1, 3, 4, 5, 6, 7, 8, 
9, 10, 11, 12, 13, 14, 15, 16, 17, 18, 19, 20, 21, 22, 
23, 24, 25, 26, 27, 28, 29, 30, 31, 34, 35, and 36. 
This made the sentences more specific and eas-
ier to understand, preventing them from having 
more than one interpretation.

The third modification refers to the division 
of the scale into two parts, considering that 32 
items were related to the family member’s per-
ception of the assistance provided to the person 
in recovery, and the remaining 8 items were for-
mulated in the first person singular, investigating 
their own experience as a relative, which generat-
ed misunderstandings at the time of responding 
the questions. Therefore, we chose to insert in 
the first part of the scale the 8 items regarding 
the family member’s own experience and, in the 
second part, the remaining 32 items related to the 
participant’s perception of the user’s experience.

The fourth modification was made based on 
the experts’ suggestion and improved, later, with 
the popular education professional in the pilot 
study step. According to the experts, denominat-
ing all the response options would facilitate the 
understanding of the scale. In the original scale, 
only the response options “1=strongly disagree” 
and “5=strongly agree” were denominated. In 
the Brazilian version of the scale, all the response 
options were designated, “1=Strongly disagree,” 
“2=Disagree,” “3=Undecided,” “4=Agree,” and 
“5=Strongly agree”. We also added graphic ele-
ments to facilitate the understanding.

Sentences in the original scale were long and 
had examples to improve the understanding. 
However, in both pilot studies, this became a 
problem, because, overall, participants were only 
focused on understanding some examples and 
not the sentence as a whole. In this sense, as a fifth 
modification, we deemed necessary to shorten 
and reformulate the writing of the sentences in a 
simpler language, making them clearer and facil-
itating their understanding on the part of partic-
ipants. We also excluded the examples of items 2, 
9, 16, 19, and 22.

Furthermore, some items have become chal-
lenging throughout the cross-cultural adaptation 
process (items 13, 21, 25, 29, 30, and 32) due to 
cultural differences and, in some cases, the lack 

of certain practices in mental health services 
in Brazil. For example, item 21, which refers to 
the practice of “peers support,” was divided into 
two items that question, in general, the existence 
of these and other similar strategies in mental 
health institutions.

Finally, the use of the “recovery” construct 
– to which the scale refers – was challenging 
throughout the cross-cultural adaptation, since 
according to the experts’ evaluation, the liter-
al translation into Portuguese as “recuperação” 
could evoke a simplistic interpretation of the 
term. Initially, we considered to keep the term in 
English, an option that has been discussed in oth-
er scientific articles30,31. Nevertheless, in the first 
pilot study, the need for finding an appropriate 
term in Brazilian Portuguese remained evident. 
We discussed this aspect with the research team 
and the researcher responsible from the U.S. for 
the aforementioned workshop. We reached the 
consensus on keeping the word “recuperação” as 
a literal translation, but inserted a brief explana-
tion of the concept in the general guidelines that 
interviewers must read before filling in the ques-
tionnaire with the participants.

Discussion

Providing instruments for the assessment of 
mental health services in Brazil, which are not 
centered only on the managerial perspective, 
is an imperative task. The RSA-R Family/Brazil 
allows including a long-forgotten stakeholder in 
the country’s evaluative research. This insertion 
can contribute to improving the quality of men-
tal health services by incorporating the collected 
information into the treatment32.

The validity evidence based on test content 
was supported by the fact that, fundamentally, 
the instrument was evaluated and discussed by 
experts on the mental health field, who analyzed 
it and considered conceptual, semantic, idiomat-
ic, and experiential equivalences, which resulted 
in substantial agreement between the items and 
the construct to be measured.

The equivalence between the original in-
strument and its version adapted to Brazil was 
maintained by including family members as a 
stakeholder in both pilot studies. There was a 
special emphasis on using techniques that al-
lowed face-to-face meetings with participants, 
involving them not only as spectators who filled 
in the questionnaires, but also encouraging them 
so they could talk about the strengths, weakness-
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Table 1. Percentage of experts evaluating the RSA-R Family/Brazil, Campinas-SP 2016-2017.

EXPERTS
%

1 2 3 4 5

Title 93.75 100.00 100.00 100.00 100.00 98.75

Instructions 100.00 100.00 100.00 93.75 87.50 96.25

Response options 100.00 100.00 100.00 100.00 93.75 98.75

Item 1 81.25 100.00 87.50 100.00 100.00 93.75

Item 2 81.25 100.00 87.50 93.75 87.50 90.00

Item 3 100.00 100.00 100.00 100.00 87.50 97.50

Item 4 93.75 100.00 87.50 100.00 100.00 96.25

Item 5 100.00 100.00 93.75 100.00 100.00 98.75

Item 6 87.50 100.00 100.00 100.00 100.00 97.50

Item 7 100.00 100.00 100.00 100.00 100.00 100.00

Item 8 100.00 100.00 100.00 100.00 100.00 100.00

Item 9 93.75 100.00 87.50 100.00 87.50 93.75

Item 10 100.00 100.00 100.00 100.00 100.00 100.00

Item 11 100.00 100.00 100.00 100.00 100.00 100.00

Item 12 100.00 100.00 100.00 100.00 100.00 100.00

Item 13 87.50 100.00 81.25 93.75 81.25 88.75

Item 14 93.75 93.75 93.75 100.00 100.00 96.25

Item 15 100.00 93.75 93.75 100.00 100.00 97.50

Item 16 87.50 100.00 87.50 93.75 93.75 92.50

Item 17 100.00 100.00 100.00 100.00 93.75 98.75

Item 18 93.75 100.00 100.00 93.75 100.00 97.50

Item 19 100.00 100.00 100.00 100.00 100.00 100.00

Item 20 100.00 100.00 100.00 100.00 100.00 100.00

Item 21 93.75 93.75 87.50 100.00 87.50 92.50

Item 22 93.75 100.00 81.25 93.75 93.75 92.50

Item 23 93.75 100.00 87.50 100.00 100.00 96.25

Item 24 93.75 100.00 87.50 93.75 87.50 92.50

Item 25 93.75 100.00 75.00 93.75 87.50 90.00

Item 26 93.75 93.75 68.75 93.75 87.50 87.50

Item 27 100.00 93.75 100.00 100.00 93.75 97.50

Item 28 100.00 100.00 100.00 100.00 100.00 100.00

Item 29 100.00 100.00 81.25 93.75 81.25 91.25

Item 30 100.00 100.00 100.00 100.00 87.50 97.50

Item 31 81.25 100.00 100.00 93.75 87.50 92.50

Item 32 100.00 100.00 100.00 100.00 100.00 100.00

Item 33 87.50 100.00 100.00 100.00 87.50 95.00

Item 34 93.75 100.00 100.00 100.00 87.50 96.25

Item 35 100.00 100.00 100.00 100.00 100.00 100.00

Item 36 100.00 100.00 100.00 100.00 100.00 100.00

Item 37 81.25 100.00 87.50 100.00 100.00 93.75

Item 38 81.25 93.75 87.50 93.75 81.25 87.50

Item 39 87.50 100.00 81.25 93.75 87.50 90.00

Item 40 93.75 100 87.50 93.75 81.25 91.25
Source: Elaborated by the authors.

es, and applicability of the instrument to the Bra-
zilian context.

We made this choice aiming at maintaining 
the procedures adopted in the creation of the 

original RSA, in which there was involvement of 
stakeholders (person in recovery, family member, 
provider, and CEO and directors) who assessed 
the scale in terms of content and understand-
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Tabela 2. Características sociodemográficas dos 
familiares participantes do Piloto I e Piloto II, 
Campinas-SP 2016-2017.

Pilot I
Focus 
group

Pilot II
Interview

Age

Mean±SD 53.22 
(±18.1)

57.60 
(±18.5)

Minimum 20 21

Maximum 84 79

n % n %

Sex

Men 1 11.1 2 20.0

Women 8 88.9 8 80.0

Marital status

Single 5 55.6 6 60.0

Have a partner 4 44.4 4 40.0

Education level

Some elementary school 3 33.4 5 50.0

Some high school 1 11.1 0 0

High school 4 44.4 4 40.0

University education 1 11.1 1 10.0

Bond

Parents 5 55.6 4 40.0

Spouse 1 11.1 3 30.0

Brother (sister) 1 11.1 2 20.0

Uncle (aunt) 1 11.1 0 0

Nephew 1 11.1 0 0

Grandparents 0 0 1 10.0

User’s diagnosis

Autism 2 22.2 1 10.0

Anxiety 0 0 1 10.0

Depression 2 22.2 0 0

Schizophrenia 3 33.4 5 50.0

Bipolar disorder 0 0 1 10.0

Intellectual disability 1 11.1 0 0

Alcohol/Drugs use 0 0 1 10.0

Do not know 1 11.1 1

Treatment time

Less than 1 year 1 11.1 3 30.0

1 to 3 years 3 33.4 1 10.0

3 to 6 years 0 0 2 20.0

Over 12 years 5 55.6 4 40.0
Source: Elaborated by the authors.

ing7. This strategy was repeated in most of the 
cross-cultural adaptations of RSA performed 
in other countries, especially in the versions 
concerning providers and users10,15,33,34. In the 
process of cross-cultural adaptation of the RSA 
Family carried out in Canada and China, no in-
volvement of family members in the process was 

identified, only the participation in answering 
the questionnaire9,11. 

In Brazil, as pointed out by Vasconcelos31, 
there are socioeconomic and cultural differenc-
es (low education, difficulty in accessing citizen’s 
rights and exercising citizenship) that challenge 
the dialogue about recovery and its implemen-
tation. This statement was evidenced in the 
cross-cultural adaptation of the RSA-R Family/
Brazil in four factors. 

The first one was the participants’ difficulty 
in filling in the instrument without guidance, in 
such a way we made the Brazilian version of the 
RSA-R Family/Brazil to be applied through an 
interview. In specific studies on the family mem-
ber’s version, we found no evidence of the use 
of face-to-face strategies to fill in the question-
naire9,11. In the aforementioned Chinese study, 
the questionnaire was filled in by mail, which re-
sulted in great loss of data9.

However, we observed other strategies ad-
opted to support participants in completing the 
questionnaire – specifically in the RSA Person 
in Recovery version – such as the research team 
reading the questions to illiterate users in Chi-
na17. In addition, we observed the possibility of 
answering the questions through face-to-face 
or telephone interviews with researchers in the 
United Kingdom12,15. Also, we verified the hiring 
of providers from the peer support program, for 
the recruitment and provision of support to us-
ers, who helped users to fill in the questionnaire 
in Sweden and Canada11,14. These strategies result-
ed in positive outcomes, mainly in Sweden, since 
users reported they felt safe with the peer support 
work and appreciated the received support14.

In the original RSA-R questionnaire, item 
21 refers to the existence of peer support pro-
grams in mental health services. However, such 
programs have not yet been implemented in 
Brazil and, therefore, throughout the process of 
cross-cultural adaptation, this was a challenging 
topic. After the evaluation of experts and family 
members, we decided to keep it, considering the 
challenge of implementing practices that direct-
ly include persons in recovery and their families. 
This discussion reinforces the importance of us-
ing instruments internationally developed, which 
not only evaluate the currently available prac-
tices and strategies, but also those that mobilize 
the creation of new recovery-oriented strategies, 
knowledge, and projects in mental health ser-
vices and that enable an international dialogue.

According to our investigation, we can state 
that applying the RSA-R Family/Brazil in the 
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Chart 2. Description of the RSA-R Family/Brazil according to the process of cross-cultural adaptation. Campinas-
SP 2016-2017.

Item Portuguese final version

Title Recovery Assessment in Mental Health Services
RSA-R Family/Brazil

General 
instructions

Recovery means facing the disease, symptoms, and treatment, living a meaningful life, 
renewing hope, having control and responsibility for your own life, exercising citizenship, 
being involved in important activities, and establishing relationships with other people who 
do good for their family members.
Guidelines for filling it in: 
– Each sentence regards things about this service;
– You must respond according to your experience;
– Choose one option for each sentence;

Response 
options

Instructions 
for the first 

part

The questionnaire is divided into two parts. In this first part, give your opinion on how you 
are treated in this service.

33 Staff welcomes me well.

34 Staff encourages me to have hope for the recovery of ___ (person in recovery’s name).

35 Staff respects my opinion about the treatment of ___ (person in recovery’s name).

36 Staff facilitates my participation in the treatment of ___ (person in recovery’s name).

37 Staff asks me to assist in the creation of new groups or workshops. 

38 I am asked to evaluate the workers and the activities of this service.

39 I am asked to participate in local healthcare councils and assemblies.  

40 I can teach courses and workshops to the staff.

Instructions 
for the second 

part

In this second part, give your opinion on how ____ (person in recovery’s name) is treated in 
this service.

1 Staffs welcomes ____ (person in recovery’s name) well.

2 This environment is nice and clean.

3 Staff encourages ____ (person in recovery’s name) to have hope for his/her recovery.

4 ____ (person in recovery’s name) can change doctors or other professionals if he/she wants 
to.

5 ____ (person in recovery’s name) can see his/her medical record if he/she wants to.

6 Staff does not oblige ____ (person in recovery’s name) to do what they want.

7 Staff seems to believe that ____ (person in recovery’s name) can recover.

8 Staff believes that ____ (person in recovery’s name) is able to cope with his/her symptoms.

9 Staff believes that ____ (person in recovery’s name) can make decisions about his/her life.

10 Staff listens and respects the decisions of ____ (person in recovery’s name) regarding his/her 
treatment.

11 Staff asks ____ (person in recovery’s name) about the things he/she would like to do in the 
city.

12 Staff helps ____ (person in recovery’s name) to try new things.

13  Staff offers activities that respect the race and religion of ____ (person in recovery’s name).

14 When ____ (person in recovery’s name) wants, he/she can discuss religion.

15 When ____ (person in recovery’s name) wants, he/she can discuss sex.

16 Staff helps ____ (person in recovery’s name) to plan his/her life, in addition to the treatment.

17 Staff helps ____ (person in recovery’s name) to look for work.

18 Staff helps ____ (person in recovery’s name) to participate in physical, school, or leisure 
activities.

1
STRONGLY 
DISAGREE

2
DISAGREE

3
UNDECIDED

4
AGREE

5
STRONGLY 

AGREE

N/A

NOT 
APPLI-
CABLE

D/K

DO 
NOT 

KNOW

it continues
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Item Portuguese final version

19 Staff facilitates the participation of other people important for ____ (person in recovery’s 
name) in his/her treatment.

20 Staff introduces ____ (person in recovery’s name) to people who can be examples of recovery.

21a Staff helps ____ (person in recovery’s name) to participate in groups composed of patients 
only.

21b Staff helps ____ (person in recovery’s name) to participate in associations in defense of his/
her rights.

22 Staff helps ____ (person in recovery’s name) to collaborate with his/her community.

23 Staff asks ____ (person in recovery’s name) to help creating new groups or workshops.

24 ____ (person in recovery’s name) is asked to evaluate the workers and activities of this service.

25 ____ (person in recovery’s name) is asked to participate in local healthcare councils and 
assemblies.

26 Staff talks to ____ (person in recovery’s name) about what is required to finish the treatment.

27 Staff monitors the achievements of ____ (person in recovery’s name).

28 Staff helps ____ (person in recovery’s name) to achieve new accomplishments.

29 ____ (person in recovery’s name) can teach courses to the staff.

30 Staff listens and responds to the interests and concerns of ____ (person in recovery’s name).

31 Staff knows about groups and activities that are interesting to ____ (person in recovery’s 
name).

32 Staff is composed of workers of different race, religion, and sexual orientation.

Source: Elaborated by the authors.

Chart 2. Description of the RSA-R Family/Brazil according to the process of cross-cultural adaptation. Campinas-
SP 2016-2017.

form of an interview is a valid strategy. Further-
more, this strategy has already been employed in 
other study whose authors adapted another men-
tal health scale for users and family members in 
Brazil35,36. Nevertheless, this does not prevent re-
searchers from thinking about new strategies in 
the future – such as the implementation of peer 
support programs, both for users and family 
members –, since there are several studies whose 
authors argue that the implementation of peer 
programs (and their support in research) gen-
erates positive results for users and family mem-
bers, who usually feel less embarrassed when re-
sponding to a peer rather than to a professional34.

The second factor that made the adaptation 
of the RSA-R Family to the Brazilian context 
challenging was the number of items and the 
language used in the original version, which re-
quires great literacy skills. For the Brazilian ver-
sion, we needed to reduce the extent of the items, 
removing examples and adapting the items to a 
simpler language, with the assistance of a popu-
lar educator. This factor was acknowledged in a 
literature review6 and in previous studies carried 
out in Canada and in the United States11,34. Au-
thors of such studies recommended that, in fu-
ture attempts to develop new items for the RSA, 
one must consider the formulation of simple 

and clear questions concerning part of the con-
struct, which may not only improve the structure 
of the scale, but also facilitate the interpretation 
of future outcomes on the part of participants, 
researchers, and clinicians8. In this sense, the 
Brazilian version of the RSA-R Family would be 
the precursor in enabling the scale in a more ac-
cessible language, broadening comparison pos-
sibilities with other countries with similar social 
standards.

RSA-R, in all its versions, has a five-point 
Likert-type scale for measuring agreement. 
Adapting this scale of responses was the third 
challenging factor in the Brazilian version of the 
RSA-R Family. To do so, we needed to write sim-
pler words in each number of the scale and in-
sert graphic elements. Although we did not verify 
similar experiences in other countries, in Swe-
den, for instance, the Likert scale was repeated 
as the header on each new page of the question-
naire14. In a study conducted in the United States, 
the authors created an instrument based on the 
RSA, with the alteration to a five-point Likert-
type scale for measuring frequency34. We believe 
that changes made in the Brazilian version of the 
RSA-R Family will help family members in filling 
in the questionnaire and in its applicability, which 
will allow future studies to provide psychometric 
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evidence of variability and distribution between 
responses. Nevertheless, we do not disregard the 
possibility of adapting, in the Brazilian version 
of the RSA-R Family, the frequency scale for fu-
ture questionnaires or to reduce the number of 
response categories. According to the study on 
the brief version of the RSA, the reduced number 
of categories may be more favorable for mental 
health users, as well as for the general popula-
tion, and encourages further research for testing 
the RSA with fewer categories of responses to im-
prove the valid recovery-oriented measurement 
potential in people with mental illness8.

The adaptation of the recovery concept was 
the last challenging factor; it was inserted in most 
items as “recuperação” after consensus in the FG 
with family members. As reported in the litera-
ture, it was difficult to find an equivalent term 
in Brazilian Portuguese. Overall, the term “recu-
peração” (Portuguese term for “recovery”) is mis-
taken for “cura” (Portuguese term for “cure”). As 
well as researchers from other countries (China, 
Germany, and Sweden) who have adapted this 

scale, we believe that recovery, as a paradigm of 
mental health care, may broaden the spectrum of 
intervention and stimulate the creation of activi-
ties and practices that enable us to overcome the 
biomedical model, enhancing the autonomy of 
users and their family members in activities, such 
as job creation, educational and cultural access, 
and the implementation of strategies such as peer 
support programs9,10,14,18.

Although in this study we sought to adapt the 
RSA-R Family instrument to the Brazilian con-
text, we brought to light elements of discussion 
about the cultural differences in Brazil and the 
applicability possibilities of the construct, when 
compared with other countries. In addition, we 
sought to maintain, in this version, the highest 
level of equivalence with the original question-
naire, seeking to respect, at all steps, the culture 
to which we were adapting it. Therefore, it is 
worth stating that, in order to demonstrate evi-
dence of the reliability and validity of this scale in 
the present context, future psychometric studies 
shall be necessary. 
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