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RESUMO

SISTEMA DE SUPORTE A DECISAO CLINICA PARA INTERVENCOES
FARMACEUTICAS NA PRATICA DA AUTOMEDICACAO RESPONSAVEL.

Chiara Erminia da Rocha. Universidade Federal de Sergipe, Nucleo de P6s-Graduacdo em
Medicina, Aracaju, 2014.

Objetivo: desenvolver sistema de suporte a decisdo clinica dos farmacéuticos no manejo de
sintomas menores (SM) com medicamentos isentos de prescricio (MIPs). Meétodos:
Inicialmente, foi realizada uma revisdo sistematica, entre janeiro 1980 a agosto de 2010, nas
bases de dados Medline/Pubmed, Scopus, Lilacs € Embase. Posteriormente, uma amostra de
conveniéncia de farmacéuticos comunitarios (FC) participou de uma entrevista semi-
estruturada realizada nas farmacias comunitarias de duas grandes redes em Aracaju, no
periodo de Junho a Agosto de 2012. Em seguida, a metodologia do paciente simulado (PS) foi
aplicada a mesma amostra de FC com dois casos de SM (1 - mulher adulta com sinusite; 2 -
mulher gravida com tosse seca e dor nas costelas). As simulagdes foram avaliadas de acordo
com o instrumento desenvolvido pela Farmacopéia dos Estados Unidos (USP) chamado
"Medication Counseling Behavior Guidelines" e validado para o portugués. No periodo de
fevereiro de 2012 a janeiro de 2014, foi desenvolvido um software para auxiliar o
farmacéutico no processo de manejo de SM do trato respiratorio com MIPs. Para tanto, 7
farmacéuticos clinicos, juntamente com engenheiros de produ¢do, determinaram o contetido
dos algoritmos. Resultados: Apenas nove artigos preencheram todos os critérios de inclusdo
estabelecidos na revisdo sistematica. Foi observado que quatro estudos relataram adesdo do
paciente a orientagdo do farmacéutico. Participaram da entrevista 40 FC e destes, 62,9% nao
cursaram na graduacdo disciplina sobre o manejo de SM. As respostas dos FC sobre sua
atitude frente a automedicag@o, revelou que a depender do tempo da queixa eles indicam um
tratamento ou encaminham o paciente ao médico. Foram realizadas 80 simulagdes que
apresentaram um tempo total de atendimento farmacéutico de 91,31 segundos (DP +68,63). A
analise das simula¢des revelou que 83,3% e 72,5% dos FC recomendaram a visita ao médico
para o PS1 e para o PS2, respectivamente. Foi observado que 45% ¢ 17% dos FC revisaram a
solicitacdo do paciente antes da orientacdo. No processo de desenvolvimento do software, os
farmacéuticos especialistas apontaram que os algoritmos deveriam explorar as caracteristicas
dos SM (inicio, frequéncia, duracdo), os tratamentos farmacologicos e ndo- farmacologicos
apropriados e os parametros de encaminhamento do paciente ao médico. A versdo final do
software proporciona a determinagdo de diagnostico condizente com o conjunto de sinais e
sintomas do paciente, retornando ao farmacéutico uma pequena lista das possiveis
enfermidades. Conclusdo: O software podera melhorar as condigdes de trabalho dos
farmacéuticos comunitarios, adicionando-lhes maior evidéncia cientifica no manejo de SM
com MIPs.

Descritores: farmacéutico comunitario; sintoma menor; automedicagdo responsavel;
medicamentos isentos de prescri¢io; software.
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ABSTRACT

A CLINICAL DECISION SUPPORT SYSTEM FOR PHARMACIST INTERVENTION
ON THE PRACTICE OF RESPONSIBLE SELF MEDICATION

Chiara Erminia da Rocha. Universidade Federal de Sergipe, Nucleo de Pos-Graduagdo em
Medicina, Aracaju, 2014.

Objetive: to develop a clinical decision support system for pharmacist intervention on minor
illness (MI) with non prescription medicines (NPM). Methods: Initially, a systematic review
was performed using the articles published between January 1980 and August 2010, using the
Medline / Pubmed, Scopus, Embase, and Lilacs. Subsequently, a convenience sample of
community pharmacists (CP) participated in a semi-structured interview conducted in two
major networks community pharmacies in Aracaju, between June and August 2012. Then the
methodology of simulated patient (SP) was applied to the same sample of pharmacists with
two cases of SM (1 - an old woman with sinusitis; 2 — a pregnant woman with dry cough and
pain in the ribs). The simulations were evaluated according to the instrument developed by the
United States Pharmacopeia (USP) called 'Medication Counseling Behavior Guidelines "and
validated for the Portuguese. From February 2012 to January 2014, a software was developed
to assist the pharmacist in the management of Lower respiratory tract symptoms with
medicines. To this end, 7 clinical pharmacists, along with production engineers determined
the content of algorithms. Results: Only nine papers met all inclusion criteria in the
systematic review. It was also noted that only four studies reported patient adherence to
pharmacist intervention. Attended the interview 40 CP and of these, 62.9% of CP had not MI
management when they graduated. The responses from pharmacists about their attitude
toward self-medication revealed that depending on the time of the complaint they indicate a
treatment or refer the patient to the doctor. 80 simulations were performed and showed an
average time spent on counselling the SP of 91.31 seconds (SD + 68.63). The analysis of the
simulations demonstrated that 83.3% and 72.5% of CP recommended a visit to the doctor in
SP1 and SP2, respectively. It was observed that 45% and 17% of the CP reviewed the
patient's request before orientation. In software development process, the clinical pharmacist
pointed out that the algorithms should explore the characteristics of the MI (onset, frequency,
duration), the appropriate pharmacological and non- pharmacological treatments and
forwarding parameters of the patient to the doctor. The final version of the software provides
the determination of consistent diagnosis based on the set of signs and symptoms of the
patient, returning to the pharmacist a short list of possible diseases. Conclusion: The software
could improve the conditions of CP work by adding greater scientific evidence in managing
MI with NPM.

Keywords: Community pharmacist, minor illness, responsible self-medication, non
prescription medicines; software.
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1. INTRODUCAO

No ultimo século, os medicamentos foram um dos principais responsaveis pelo aumento da
expectativa de vida da populagdo mundial (LLIMOS, 2005). Em contraste, Llimés e Faus
(2003) afirmam que problemas relacionados aos medicamentos sdo fatores de risco a saude,
tdo perigosos quanto: alcoolismo, sedentarismo, tabagismo, etc. Nos Estados Unidos, por
exemplo, o custo das doengas relacionadas a farmacoterapia triplicou nos ultimos anos e
ultrapassou os US$ 177 bilhdes (ERNST et al., 2001; ROTTENKOLBER et al., 2011). Em
conseqiiéncia, a morbimortalidade relacionada aos medicamentos ja ¢ reconhecida como um
problema de saude publica, contribuindo de maneira importante com o incremento das s
internacdes hospitalares (VIEIRA, 2007).

O autocuidado ¢ definido como a capacidade dos individuos, familias e comunidades em
promover e manter a saide, prevenir e lidar com a incapacidade oriunda da doenca, com ou
sem o apoio de um profissional de saude (WHO, 2009). Neste sentido, € um conceito amplo
que contempla praticas de higiene, alimentacdo, estilo e habitos de vida, fatores
socioecondomicos ¢ a automedicacdo (WHO, 1998). Esta ¢ definida como o uso de
medicamentos por parte dos individuos para tratar disturbios e aliviar sintomas
autodiagnosticados, ou se refere ao uso intermitente ou continuo de um medicamento
prescrito por um médico para doengas cronicas ou recorrentes ou sintomas (WHO, 2000;
AWAD et al., 2005; FIP, 2013; WHO, 2013). A automedicagdo ¢ considerada responsavel
quando o manejo das queixas for realizado com medicamentos que poderdo vir a ser eficazes
e seguros caso sejam utilizados seguinndo as orientacdes fornecidas pelo farmacéutico
(WHO, 2013).

Na pratica, o autocuidado ¢ a automedicacdo sdo responsabilidade do paciente, a medida
que o mesmo seleciona o medicamento a ser utilizado para o tratamento o alivio dos agravos
a saide quando ndo ha contato com o farmacéutico (YOUSEEF et al., 2008). Além do acesso
facil e do baixo custo dos medicamentos que ndo requerem prescricaos, a que se soma a
reduzida oferta de servigos de satude e disponibilidade quando deles se necessta, os meios de
comunicacdo de massa constituem um dos principais fatores que estimulam a automedicacao,
aumentando os riscos advindos desta pratica (KLEMENC-KETIS et al, 2011). Em
contrapartida, € necessario que o paciente receba informagdes adequadas que subsidiem a
escolha do medicamento que cause menos riscos a saude (PORTEOUS et al., 2006;
SWEILEH et al., 2010). Desde 1998, a Organizagdo Mundial da Satde (OMS) preconiza que

a automedicacdo responsavel ¢ pratica determinante para o autocuidado, visto que o
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farmacéutico, quando presente, se responsabiliza pela provisdo de informagdes ao paciente,
possibilitando que o mesmo venha a efetuar a escolha do medicamento mais indicado, efetivo,
seguro e conveniente.

Faz-se mister que o consumo dos medicamentos ndo prescritos conte sempre com a
participac@odos profissionais de saude, sejam médicos, sejam farmacéuticos, visto que esses
produtos podem estar incriminados com a possiblidade de demandar admissdes hospitalares
decorrentes de problemas farmacoterapéuticos preveniveis (PIRMOHAMED, 2004;
LEENDERTSE, 2008). Estudos demonstram que os consumidores de analgésicos isentos de
prescri¢do ndo sabem como utiliza-los e desconhecem seus efeitos indesejaveis (WILCOX et
al., 2005; STOSIC et al.,, 2011). Além disso, ha casos de intoxicagdes por esses
medicamentos, particularmente, o paracetamol responsavel por cerca de 150 mortes/ano no
Reino Unido (HAWTON et al., 1996). E digno de nota que, no Brasil, ndo existem dados
disponiveis sobre a intoxicagdo provocada por medicamentos ndo prescritos contendo
paracetamol em sua formulagao.

Em 2007, os gastos publicos com medicamentos ndo prescritos na Unido Européia foram
da ordem de 25,9 bilhdes de euros (AESGP, 2012). Assim sendo, os medicamentos nao
prescritos ocupam lugar de destaque nas praticas profissionais e de autocuidado do paciente,
como por exemplo, na automedicacdo, que pode estar relacionada com a promocao,
manuten¢do e recuperacdo da saude, além da prevencdo de doengas. Contudo, a sua utilizagdo
¢ motivo de preocupacdo social constante, devido ao facil acesso da populagao (COOPER,
2013). Assim, medidas de restricdo a venda de medicamentos que apresentam risco potencial
a saude devem ser implementadas, a fim de promover maior seguranca ao paciente (ROUMIE
et al.,, 2004; FENDRICK et al.,, 2008; STOSIC et al.,, 2011; BADIGER et al., 2012;
BRABERS et al., 2013). Ademais, propde-se a adoc¢ao de sistemas de monitoramento junto
aos médicos e farmacéuticos a fim de que realizem a triagem do quadro clinico do paciente,
avaliem a necessidade de ser feita uma consulta médica efetivando, se for o caso, a
dispensa¢do de medicamentos que promova o seu uso racional (BADIGER et al., 2012).

O numero de medicamentos ndo prescritos disponiveis no mercado possibilitou que a
insercdo do farmac€utico comunitario no manejo de sintomas menores nos ultimos anos,
crescesse em todo o mundo, tornando essa pratica mais responsavel (GLOVER et al., 2008).
Além disso, o farmacéutico esta habilitado a informar e orientar o paciente na dispensacado,
selecionando, criteriosamente, o0 medicamento mais adequado, avaliando a necessidade da sua

utilizacdo e contribuindo para a melhoria da qualidade de vida do paciente (PARMLEY,
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2000; SOARES, 2002). Assim, a preocupagdo com a seguranga do paciente, no cenario atual,
¢ uma das prioridades dos servigcos de saude (FERRER-LOPEZ etal., 2007; BRASIL, 2013b).

Nesse quadro, a automedicagdo responsavel consiste precipuamente na orientagdo para o
manejo de medicamentos ndo prescritos voltados para o tratamento de doencas menores
(enfermidades agudas, de baixo periodo de laténcia e autolimitadas') (PARMLEY, 2000;
SOARES, 2002). Segundo a Agéncia Nacional de Vigilancia Sanitaria (Anvisa) (2003), esses
medicamentos deveriam ser usados como qualquer medicamento, de forma segura, de acordo
com as instru¢des da bula, ndo necessitando de orientacdo de profissionais de saude e nem da
apresentacao da receita médica na sua aquisi¢do. Todavia, fatores como a baixa escolaridade e
os déficits cognitivos, preponderante no grupo de idosos, influenciam diretamente na
compreensdo das informacdes e requerem suporte do farmacéutico (LUBINGA et al., 2011;
YOU et al.,, 2011; BRABERS et al., 2013).

Em 1998, a OMS e a Federagdo Internacional de Farmacéuticos publicaram,
conjuntamente, um documento que definiu o papel do farmacéutico no autocuidado e na
automedicacdo. Este documento apontou, entre seus objetivos a deteccdo dos principais
sintomas menores que acometem a populacdo e a elaboracdo do perfil das praticas de
automedicacdo e do autocuidado que devem ser usadas no seu tratamento, destacando suas
vantagens, desvantagens e os seus limites, identificando das responsabilidades, mecanismos
éticos e da regulamentacdo das fun¢des do farmacéutico junto aos usuarios, prescritores ¢ a
industria farmacéutica.

Neste contexto, o desenvolvimento de protocolos clinicos ajuda o farmacéutico no
processo de tomada de decisdo em resposta a um sintoma, na indicacdo de medicamentos ndo
prescritos e na identificagdo de situagdes de risco a saude que necessitem de diagnostico
médico ou de outros cuidados em saude (AL-EIDAN et al., 2000; MOHAN et al., 2003).
Segundo Vella (2009), o protocolo consiste de um algoritmo baseado em evidéncia aplicado
na terapia de uma condi¢do clinica que se inicia com um diagndstico confirmado para
determinada doenca e conduz o profissional de saide para as melhores opcdes disponiveis
para os pacientes.

O protocolo permite a mensuracdo do impacto da intervencao farmacéutica e a melhora da
condicdo clinica do paciente. Contudo, é essencial que o farmacéutico comunitario possua

habilidades na area da comunicagdo e competéncias na area clinica (boas praticas de

! Aquelas que promovem uma reagido com sinais o sintomas, em grau maor ou menor de evidéncia clinia, via de
regra possibilitando um auto-tratamento , tendendo, pois a serem autolimitadas tendo, via de regra curta
duragdo.
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prescricdo, fisiopatologia, semiologia, farmacologia clinica e terapéutica), uma vez que
somente o protocolo ndo suprira a caréncia a que fizemos alusdo (AZZOPARDI, 2000;
VELLA et al., 2009; BRASIL, 2013a). A qualificacdo nos aspectos para os quais chamamos a
atencdo sao relevantes para dar conta das necessidades dos pacientes quanto ao tratamento
de sintomas menores com medicamentos ndo prescritos e para desenvolver a automedicacdo
responsavel (RUTTER et al., 2004). Isto requer do profissional uma preparagdo que
contemple, igualmente, programas de educag@o continuada para aquisi¢do ou aprofundamento
de habilidades de comunicacdo e clinicas (GALATO et al., 2009).

No Brasil, o Conselho Federal de Farmacia, ao aprovar as resolugdes 357/2001 499/2008,
incluiu nas mesmas, avangos da pratica profissional, no que diz respeito a automedicacio
responsavel. Recentemente, a publicagdo das Resolugdes 585/2013, que trata das atribuicdes
clinicas do farmacéutico, e a 586/2013, que trata do ato da pescrigdo farmacéutica,
legalizaram a pratica da automedicacdo responsavel (BRASIL, 2013). No entanto, a falta de
formacgao especifica dos farmacéuticos e a necessidade de instrumentos adequados, como
pictogramas e algoritmos de tomada de decisdo contribuem para a geragdo de receios entre os
farmacéuticos no que tange a inseguranca, nele remanescente, para dar conta do manejo de
queixas clinicas, assim como da farmacoterapia.

A pratica da automedicagdo responsavel tras vantagens para os servigos publicos de satde
ao diminuir a demanda por cuidados médicos e, para o farmacéutico, pela posiillidade
oferecida para que ele faca uso das suas habilidades clinicas (HUGHES et al., 2009; VELLA
et al., 2009). No entanto, segundo Major et al. (2010), a habilidade dos farmacéuticos para
orientar os pacientes sobre a escolha da melhor alternativa terapéutica depende do cuidado
prestado, do entendimento e aceitacdo do diagnostico pelo paciente, além da necessidade de
adesdo a terapéutica.

Baseado nestes pressupostos, os farmacéuticos precisam ser capacitados e encorajados a
realizar questionamentos struturados para o paciente (a fim de obter informagdes clinicas
relevantes), prover orientacdes baseadas em evidéncia sobre os sintomas menores aprsentados
e o medicamento ndo prescrito selecionado, bem como acompanhar o efeito da intervencao
farmacéutica proposta (MEHUYS et al., 2009).

Ante ao exposto, € necessario investir em pesquisas que déem o suporte necessario para o
desenvolvimento de competéncias (conhecimentos, habilidades e atitudes) para o
farmacéutico e de ferramentas que facilitem a pratica da automedicacao responsavel. Todavia,
ndo hé estudos, pelo que nos foi possivel averiguar, no pais, que tratem desta tematica

especifica.
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1.1 ESTRUTURA DA TESE

Esta tese foi estruturada em:
CAPITULO 1 - o capitulo 1 foi desenvolvido em formato de artigo intitulado como
“Pharmacist interventions in managing minor illnesses with non-prescription medicines: a
systematic review”, seguindo as normas do periodico cientifico African Journal of Pharmacy
and Pharmacology ao qual foi submetido. Neste capitulo foi apresentada a qualidade dos
estudos sobre intervenc¢des farmacéuticas em sintomas menores com medicamentos nio
prescritos.
CAPITULO 2 - o capitulo 2 foi desenvolvido em formato de artigo intitulado “What do
brazilian community pharmacists know about self-medication for minor illnesses? a pilot
study in the northeast of Brazil”, seguindo as normas do periddico cientifico Journal of
Applied Pharmaceutical Science o qual aceitou para publicagdo. Neste capitulo foram
apresentados os resultados das entrevistas realizadas com farmacéuticos comunitarios sobre a
sua percep¢do quanto a definicdo de sintoma menor e sua atitude frente a pratica da
automedicacao.
CAPITULO 3 - o capitulo 3, foi desenvolvido em formato de artigo sob o titulo “Assessment
of the counselling practices of community pharmacists with simulated patients with minor
illness — a pilot study”, seguindo as normas do periddico cientifico Simulation in Healthcare
ao qual foi submetido. Neste capitulo foram apresentados os resultados do atendimento
farmacéutico a dois pacientes submetidos a uma simulacdo que apresentavam sintomas
menores e, para isto, nos baseamos no instrumento desenvolvido pela Farmacopéia dos
Estados Unidos intitulado "Medication Counseling Behavior Guidelines" e validado para a
lingua portuguesa por Santos et al (2013).
CAPITULO 4 - o capitulo 4 foi desenvolvido em formato de artigo denominado “Sistema de
suporte a tomada de decisdo clinica do farmacéutico na provisdo da automedicacdo
responsavel”, seguindo as normas do periddico cientifico Simulation in Healthcare o qual
sera submetido. Neste capitulo, foram apresentados os resultados do desenvolvimento do
software contendo algoritmos de tomada de decisao clinica para o farmacéutico no manejo de

sintomas menores do trato respiratorio superior com medicamentos ndo prescritos.
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2.1 A PRATICA DA AUTOMEDICACAO

A automedicagdo ¢ definida como o uso de medicamentos por parte dos individuos
para tratar distirbios e sintomas autodiagnosticados, ou 0 uso intermitente ou continuo de um
medicamento prescrito por um médico para doencas rénicas ou recorrentes ou sintomas
menores(WHO, 2000; AWAD et al., 2005; FIP, 2013; WHO, 2013). Para tanto, esta pratica
envolve a aquisi¢do de medicamentos sem receita médica ou via apresentagdo de prescri¢des
pregressas, compartilhamento de medicamentos com parentes ou membros de seu circulo social
ou o uso de sobras de medicamentos armazenados em casa (LOYOLA FILHO et al., 2004).

A automedicacdo com o uso de medicamentos ndo prescritos ¢ a forma mais prevalente de
autocuidado no mundo e, estima-se que cerca de 80% de todos os sintomas sdo resolvidos
com o uso de medicamentos sem orientagdo de um profissional de saude (ALBARRA et al.,
2008; WERTHEIMER et al., 2008). Além disso, os sintomas menores constituem o principal
motivo pelo qual o paciente procura a farmacia comunitaria (WATSON et al., 2006). Na
farmacia comunitaria, os pacientes, ao solicitarem medicamentos sem a prescrigdo de um
médico, descrevem a sua condicdo clinica ou fornecem, diretamente, o nome do produto
desejado (GRIGORYAN et al., 2006; OLCZAK et al., 2006; PAGAN et al., 2006). A
simplicidade no processo de aquisicdo destes medicamentos, atrelado ao seu baixo custo
propiciam a autmedicagdo. Além disso, os meios de comunicagdo e a internet geram
comportamentos arriscados na automedicagdo na medida em que pregam a falsa autonomia do
paciente (KLEMENC-KETIS et al., 2011).

O aumento da publicidade dos medicamentos, apesar de propiciar acesso a informagdes
via de regra tendenciosas, ao privilegiar os aspectos positivos do que se quer propagandear,
sobre o autocuidado, ndo deixa de representar uma ameaca a populagdo em geral, haja vista a
reificagdo do medicamento como unico meio de se manter ou obter saide (LEFEVRE, 1997;
GUL et al., 2007). O raciocinio do individuo que se automedica n3o considera diagnosticos
erroneos — visto que sdo leigos em virtude do fato de ndo possuirem competéncia clinica —
nem tao pouco informagdes a respeito de interacdes medicamentosas, selecdo e uso de
medicamentos ou que ultrapassem suas indicagdes originais (BURAK et al., 2000; YOU et al., 2011).
Vale salientar que a publicidade intensiva sobre os medicamentos nao prescritos, indicados para
serem usados no alivio e tratamento rapido de sintomas menores, sem mencionar qualquer
efeito indesejavel advindo do seu uso, pode confundir os consumidores ou criar a falsa
impressdo de que determinado tipo de medicamento ¢ necessario e essencial (BOND et al .,

2003).
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A automedicagdo ¢ parte integrante das praticas de autocuidado (HEALTH
GUIDANCE, 2013), e ela pode ser reconhecida como recurso da atencdo primdria a satde
(WHO, 2000). Estudos demonstram que a escolha pela automedicagdo se deve ao
reconhecimento da queixa como simples e ndo grave pelo paciente, o longo tempo de espera
pela consulta médica e o carater agudo da queixa (KAYALVIZHI et al., 2010; GUPTA et al.,
2011; KUMAR et al., 2013). Além disso, a percep¢do do paciente na crenca de que a
automedicacdo compde as praticas de autocuidado ensejam atitudes de desejo em se
automedicar ¢ de manter esta pratica (KUMAR et al, 2013). A automedicagdo com
medicamentos nao prescritos ¢ comum em muitas culturas, notadamente, em paises em
desenvolvimento (NUNES DE MELO et al., 2006; SEDIGHI et al., 2006; KAGASHE et al.,
2011; HUSSAIN et al., 2012; PHAM et al., 2013). Esta tendéncia ¢ justificada devido a pouca
oferta de servicos de atengdo a saiide a que vem somar-se a auséncia de médicos com
compromisso € em ir para os rincdes do pais, aliado, ainda, ao grane contigentes de
destituidos de condi¢cdes minimas de vida. Assim, os individuos procuram, em primeiro lugar,
a farmacia comunitaria para auxilia-los na resolu¢do das suas queixas em saude (AWAD et
al., 2006; OLCZAK et al., 2006).

Contudo, ¢ importante enfatizar que a automedicacdo sem a orientagdo de um
profissional de satide incrementa os riscos na utilizacdo de medicamentos vencidos e de
indicacdes terapéuticas equivocadas realizadas por parentes, amigos e vizinhos (LOYOLA
FILHO et al., 2004). No cotidiano, o uso irracional de medicamentos culmina em reacgoes
indesejaveis e acidentais apesar de alguns pacientes reconhecerem a ocorréncia de interagdes
medicamentosas, a necessidade de atendimento clinico especializado e o risco de compartilhar
medicamentos para sintomas semelhantes com terceiros (YOU et al., 2011; KUMAR et al.,
2013).

Importante destacar ¢ que a automedicagdo apresenta vantagens e desvantagens, a
depender de quem a pratica (individuos leigos com baixo ou alto grau de escolaridade ou
profissionais de saude) e de como e qual o medicamento ¢ escolhido (HEALTH GUIDANCE,
2013). Em consequéncia, as instituicdes de saude e seus profissionais tém despendido
diversos esforcos a fim de aumentar a responsabilidade dos individuos pela sua condi¢ao de
saude, por meio do estimulo as praticas de autocuidado para prevencdo de doengas e
manutengao da saade (WHO, 2013).

Quando praticada corretamente, as principais vantagens da automedicag@o sdo o alivio
dos sintomas ¢ a redugdo da demanda dos sistemas de saude (ALBARRA et al., 2008). Desta

forma, a OMS (1995) assinala que a automedicacao responsavel pode ser 1til na prevencao e
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no tratamento de doencas que ndo requerem consulta médica, sendo uma alternativa menos
onerosa para o tratamento de doengas comuns.

Quanto as desvantagens, a morbimortalidade relacionada aos medicamentos ¢ um dos
problemas mais graves da automedicagdo (PORTEOUS et al., 2006; FREI et al., 2010;
COOPER, 2013). Na pratica, a escolha autonoma de determinados medicamentos pelo
paciente pode mascarar sinais e sintomas, gerando prejuizos a saude (COOPER, 2013) e altos
custos dos sistemas de atencao sanitaria (PORTEOUS et al., 2006; FREI et al., 2010). Apesar
disso, o uso de medicamentos ndo prescritos ¢ aceito como parte integrante do sistema de
saude (OMS, 1998). Estes medicamentos podem ser adquiridos pelo paciente sem a
apresentacdo de uma prescricdo médica (ANVISA, 2003). Todavia, a sua utilizacdo ¢
preocupagdo social constante, devido ao facil acesso da populagdo que, em muitas ocasioes,
os adquire sem que ocorra contato com o profissional de satide no manejo da condigéo clinica
e na indicagdo do medicamento (BISSEL et al., 2001; CHANG et al., 2003; MELO et al.,
2007; TYTGAT et al., 2008).

Diante dessas vantagens e desvantagens, os pacientes precisam distinguir os limites destas
praticas e reconhecer quando a intervencdo de um profissional de satde, como o
farmacéutico, ¢ necessaria (SPROTT et al., 2006). Importante destacar que farmacéutico
comunitario ¢ o profissional de saude mais acessivel para prestar cuidados em saude,

inclusive no autocuidado e na automedicagio (OMS, 1993; GUL et al., 2007).
2.2 PAPEL DO FARMACEUTICO NA AUTOMEDICACAO

No final da década de 1990, Nimmo e Holland (1999) diferenciaram os tipos de servicos
prestados pelo farmacéutico na farmacia comunitaria. No modelo de distribuicdo de
medicamentos, o foco do farmacéutico ¢ fazer o medicamento correto chegar no tempo certo
para o paciente adequado, provendo apenas orientacdes basicas sobre sua utilizagdo. Por outro
lado, o modelo de dispensagdo farmac€utica foca na provisdo de informacgdes mais
aprofundadas sobre medicamentos ¢ educacdo em satde para mudanca do estilo de vida e
prevencdo de doencas passando a constituir um servigo cognitivo € ndo mais, apenas, um
servigo técnico (NIMMO et al., 1999). Nesse contexto, o farmacéutico ¢ um promotor da
saude e deve prover informagdes ao usuario a fim de que o mesmo escolha o melhor produto
para prevenir e tratar doencas (OMS, 1995; HASSELL et al., 2001; YOU et al., 2011).

Desde a década de 1960, nos Estados Unidos, iniciou-se a mudanca de paradigma da

profissdo farmacéutica no sentido de adotar atividades clinicas em sua rotina de atividades.
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Em consequéncia, o farmacéutico passou a ser visto como um prestador de servigos
cognitivos (dispensagdo, orientacdo, promog¢do e educagdo em saude, administracdo de
medicamentos e de vacinas, deteccdo e acompanhamento de doencas cronicas,
acompanhamento do uso de medicamentos para tratamento da AIDS, programas de cessacdo
do tabagismo e acompanhamento domiciliar) que atua em contato direto com os pacientes, no
atendimento das suas necessidades clinicas, humanisticas e economicas (SILVESTRE et al.,
2012).

Diante disso, pode-se afirmar que os servigos cognitivos sdo aqueles voltados ao paciente
que exigem conhecimento especifico do farmacéutico com o objetivo de melhorar tanto o
processo de wuso dos medicamentos quanto os resultados da farmacoterapia
(GASTELURRUTIA et al., 2009). A prestagdo destes servicos ¢ comum nos Estados Unidos,
Bélgica, Italia, Holanda, Portugal, Australia, Gana, Bangladesh e o Paquistao (BENRIMOJ et
al., 2004; AZHAR et al., 2009; MANOLAKIS et al., 2010; CHISHOLM-BURNS et al., 2010;
ADDO-ATUAH, 2011; ANF, 2011).

Por outro lado, a maioria dos paises da América do Sul ainda adota o modelo distributivo
de medicamentos. No Brasil, este modelo propiciou, de certa maneira, que os farmacéuticos
priorizassem a realizacdo de atividades de gestdo em detrimento a prestacdo dos servigos
técnico-assistenciais. Todavia, na Argentina e no Chile, a farmacia ¢ considerada um posto
avancado de saude e, algumas redes e farmacias independentes, fazem propaganda da
qualidade e da credibilidade dos seus farmacéuticos comunitarios (PAULOS et al., 2005;
ARMANDO et al., 2007; UEMA et al., 2008).

De modo geral, a procura pela orientacdo do farmacéutico comunitario ocorre pela
existéncia de duvidas quanto a escolha do medicamento ndo prescrito apropriado para
determinada condicdo clinica (PIECUCH et al., 2013). Cabe ao farmacéutico constatar sinais
¢ sintomas de doencas autolimitadas ¢ a tomada de decisdo, na escolha do medicamento nio
prescrito ou no encaminhamento do usuario para outro membro da equipe, principalmente,
quando forem identificadas situa¢des de risco a saude (YOU et al., 2011). Além disso, os
farmacéuticos comunitarios devem dispensar o medicamento solicitado, ofertando
informagdes confiaveis sobre cuidados a saiide e a farmacoterapia, requerendo mais tempo
para interagir com o paciente (CAAMANO-ISORNA et al., 2005; WERTHEIMER et al.,
2008; AL-ARIFI, 2012).

Ante ao exposto, o farmacéutico esta em posi¢cdo impar para indicar produtos e orientar os
pacientes sobre atividades de autocuidado apropriadas (NCPIE, 2003a; NCPIE, 2003b;
COVINGTON, 2006). Estudos demonstram que alguns comportamentos adotados pelos
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pacientes no processo de tratamento de doencas e de utilizacdo do medicamento aumentam os
riscos a saude (SHELLEY et al., 2009; YOU et al., 2011; RUIZ, 2010; PAN et al., 2012).
Assim como acontece nas demais profissides de satude, a interacdo farmac€utico-paciente,
com o objetivo de melhorar o processo de cuidado, permite estabelecer vinculos e obter
informagdes clinicas e farmacoterapéuticas do paciente, proporcionando a identificacdo de
situagdes de risco a satde advindas das praticas do autocuidado ¢ automedicacdo (AL-ARIFI,
2012). A partir deste papel alguns paises ja reconhecem as vantagens advindas da prescri¢cdo
farmacéutica.

A prescrigdo farmacéutica estd regulamentada em nivel nacional no Reino Unido
(DEPARTMENT OF HEALTH, 2006) ¢ no Canada (LAW et al., 2012). Nestes paises, o
farmacéutico habilitado e licenciado pode prescrever medicamento de forma dependente ou
independente, tanto para condi¢des diagnosticadas como nao diagnosticadas, solicitar exames
laboratoriais, realizar exame fisico e manejar a farmacoterapia de condigdes de saude agudas
ou cronicas (EMMERTON et al., 2005; TONNA, 2007).

No Brasil, o ato da prescricao farmacéutica estd prevista na legislacdo vigente para plantas
medicinais e fitoterapicos de venda livre, bem como medicamentos manipulados (BRASIL,
2008; BRASIL, 2011). Mais recentemente, as atribuigdes clinicas do farmacéutico foram
regulamentadas com a Resolu¢do do Conselho Federal de Farmacia n? 585, de 29 de agosto
de 2013, que aponta a prescricdo farmacéutica como um dos fins da prestacao de cuidados
farmacéuticos (BRASIL, 2013a). Esta resolucdo destaca, entre outras atribuigdes clinicas do
farmacéutico, a realizacdo e o registro das intervencdes farmacéuticas junto ao paciente,
familia, cuidadores e sociedade, da suporte ao paciente, aos cuidadores, a familia e a
comunidade com vistas ao processo de autocuidado, incluindo o manejo de problemas de
saude autolimitados e prescrever, conforme legislacdo especifica, no ambito de sua
competéncia profissional (BRASIL, 2013a).

A prescricdo farmacéutica, no Brasil, foi também, recentemente, regulamentada pela
Resolucdo do Conselho Federal de Farmacia n? 586, de 29 de agosto de 2013. A referida
resolucdo determina em quais situagdes, lugares e condi¢des deverdo ocorrer a prescri¢do
farmacéutica. Entre estas, o ato da prescricdo se aplica aos medicamentos cuja dispensacao
ndo exija a prescricdo médica, adquiridos via automedicacdo (BRASIL, 2013b). Logo, a
aprovacao destas resolucdes atende a evolugdo e a capilarizagdo do cuidado em satde antes e,
exclusivamente, no cerne da pratica médica.

Em todo o mundo, as demais profissdes de satde também ofertam assisténcia

especializada ao paciente e proporciona o alivio da pressao por cuidados médicos (HASSELL
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et al., 1999; YOUSEF et al., 2009; WERTHEIMER et al., 2008). Tal assertiva ndo ¢ diferente
a pratica farmacéutica quando se trata do cuidado com os medicamentos (AL-ARIFI, 2012).
No entanto, a falta de formagdo especifica (comunicacdo interpessoal, semiologia
farmacéutica, farmacoterapia, etc.) e instrumentos (algoritmos, protocolos, etc.) que otimizem
a atuacao do farmacéutico comunitario obstaculizam a concretizagao desta atribuigdo clinica
(BUCKLEY et al., 2006; MESQUITA et al., 2013).

A utilizacdo de algoritmos e protocolos ¢ interpretada, de forma positiva, no tocante ao
manejo de doengas autolimitadas pelo farmacéutico comunitdrio e pelos médicos (SMITH,
1996; ARADOTTIR et al.,, 2008). Para tanto, os farmacéuticos comunitarios devem
acompanhar os algoritmos, a fim de realizar a avaliacdo do paciente, julgar a necessidade do
encaminhamento, realizar investigacdes ndo invasivas e estabelecer os tratamentos
(ARADOTTIR et al., 2008). Somado a isso, os algoritmos dardo o suporte necessario para
que os pacientes sejam encaminhados ao médico caso o tratamento com o medicamento ndo
prescrito falhe ou se as condigdes clinicas do paciente forem graves (ARADOTTIR et al.,
2008). Portanto, ¢ viavel o desenvolvimento de instrumentos que auxiliem o processo de
avaliacdo e decisdo farmacéutica.

Os protocolos e algoritmos proporcionam servigos farmacéuticos baseados em evidéncia
e, consequentemente, melhoram a gestdo da automedicacdo responsavel. Além disso,
otimizam a atividade do médico que terd maior tempo com os pacientes cujos quadros
clinicos sejam mais complexos (BOND et al., 2003; ARADOTTIR et al., 2008). Assim, o
farmacéutico comunitario acessa formas de manejo com base em perguntas e resposta para
guiar suas orientagdes. Adicionalmente, o algoritmo serve de base para replicar as

recomendagdes presentes nos protocolos.

2.3 A IMPORTANCIA DOS ALGORITMOS E PROTOCOLOS DE DECISAO NA
PRATICA DO FARMACEUTICO COMUNITARIO

Viérios estudos apontam que o tratamento de sintomas menores pode ser realizado de
forma satisfatéria nas farmacias comunitarias com o uso de medicamentos ndo prescritos
(BOJKEA et al, 2004; MEHUYS et al., 2009). Porém, a escolha da melhor farmacoterapia
requer suporte do farmacéutico (WHO, 1993). A este profissional também cabe a
responsabilidade de identificar sinais e sintomas menores de agravos a saude e a tomada de
decisdo, no que diz respeito ao encaminhamento do paciente para outro membro da equipe,

principalmente, quando forem identificadas situacdes de risco a satide (WERTHEIMER,
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2008; PORTEOUS et al., 2006; WAZAIFY et al., 2008; TYTGAT et al., 2008). Para tanto, o
mesmo deve estar munido de instrumento de suporte & pratica clinica como protocolos e
algoritmos.

Os protocolos de tratamento constituem um plano que especifica os procedimentos a
serem seguidos na realizacdo de determinado exame, pesquisas ou prestagdo de cuidados a
uma condicdo particular (MOSBY'S, 2009). Por sua vez, os algoritmos de tratamento sdo
desenvolvidos para proporcionar aos profissionais de saude uma referéncia rapida a tomada
de decisdo no manejo de uma condicdo clinica presente nos protocolos (McGHAN, 1996).
Segundo Campolina (2006), o algoritmo deve ser complexo o suficiente para incorporar todos
os elementos chaves e valores que sdo importantes e, a0 mesmo tempo, simples o suficiente
para ser compreensivel e operacional.

Atualmente, os protocolos clinicos disponiveis oferecem suporte a pratica médica e,
portanto, sdo escassos os voltados para o manejo, com medicamentos ndo prescritos, de
sintomas que sdo apresentados pelos pacientes ao farmacéutico comunitario (MATHESON et
al, 1998; ARADOTTIR, 2008). Para a sua tomada de decisdo quanto a dispensagdo do
medicamento ndo prescrito indicado, efetivo, seguro e conveniente, o farmacéutico tem a sua
disposi¢@o apenas as informacdes relatadas e extraidas do paciente sobre a condi¢@o clinica
(HASSELL et al, 2001). De acordo com Holtmann (2011), o desenvolvimento de algoritmos
de tomada de decisdo proporciona melhor suporte ao farmacéutico quanto a avaliacdo do
sintoma menor apresentado pelo paciente, por exemplo, azia e cefaléia e a indicagdo adequada
do medicamento nao prescrito (HANNA et al 2010) .

No Brasil, o Conselho Federal de Farmacia, ao aprovar as resolugdes 357/2001, a
499/2008, a RDC 44/2009 e a resolugdo 586/2013 contemplaram os avangos da pratica
profissional, no que diz respeito a automedicagdo responsavel. Da mesma forma, a Resolugao
da Diretoria Colegiada 138/2003 da Anvisa trata dos medicamentos ndo prescritos destinados
ao tratamento de sintomas menores, sugerindo que o farmacéutico poderd participar
auxiliando a automedicagdo. A aprova¢do da Resolucdo 586/2013 (BRASIL, 2013)
possibilitou que esta pratica se torne uma realidade no pais. No entanto, ¢ importante
mencionar a necessidade de instrumentos adequados, como protocolos e algoritmos de
tomada de decis@o para auxiliar na prestacdo deste servigo farmacéutico, como destacado no
artigo 6° e no paragrafo 1° do mesmo artigo da Resolugdo 586/2013 (BRASIL, 2013).

Em 2009, de acordo com o Sistema Nacional de Informag¢des Toxico-Farmacologicas
(SINITOX), 2,75% dos casos de intoxicagdo registrados foram causados por automedicagao.

As pessoas que sofrem intoxicacdo por medicamentos, seja acidental ou proposital, de certa
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forma, tornam-se permanentemente dependentes dos servigcos de saude, exigindo estrutura
médico-hospitalar efetiva e aumentando os custos do setor. Portanto, todas as iniciativas que
visem reduzir o impacto deste panorama na saude publica sdo validas.

Com base nesses dados, a introducdo de novas praticas no ambito farmacéutico sdo
fundamentais para a otimizagdo do uso de medicamentos. Neste sentido, o desenvolvimento
de praticas como manejo de sintomas menores, utilizando algoritmos de decisdo, pode
fundamentar a aprendizagem dos farmacéuticos, pois os instrumentalizara para atender as

demandas sociais a partir das necessidades do paciente.
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3. OBJETIVOS

3.1. Objetivo geral
Desenvolver software de suporte a decisdo clinica para intervengdes farmacéuticas na

pratica da automedicag@o responsavel.

3.2. Objetivos especificos
= Realizar revis@o sistematica da literatura sobre as intervengdes farmacéuticas no manejo
de sintomas menores com medicamentos nao prescritos.
= Descrever o conhecimento dos farmacéuticos comunitarios sobre o manejo de sintomas
menores com medicamentos isentos de prescricao na pratica da automedicagao.
= Analisar o desempenho de farmacéuticos comunitarios no manejo de sintomas menores.
= Elaborar algoritmos para o manejo de sintomas menores com medicamentos ndo

prescritos a serem incorporados em um software de decisdo clinica.
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ABSTRACT
OBJECTIVES: Evaluate the outcomes of pharmacist interventions in managing minor illnesses with
non-prescription medicines. METHOD: The Embase, LILACS, PubMed, Scielo, EBSCO, and Scopus

databases were searched for articles published from 1980 through December 2010 with the search

” o« ” o« ” o« » o« ” o«

terms “minor ailments,” “minor illness,” “pharmacist,” “self-medication,” “pharmacist's role,” “self

» o«

limiting conditions,” “community pharmacies,” “over-the-counter,” “pharmacy information,” and “non-
prescription drug.” The inclusion criteria were research conducted in community pharmacies,
consumers of non-prescription medicines for the management of minor iliness, pharmacist intervention
for management of minor illness with non-prescription medicines, and presence of questions that
indicate management of minor illness. RESULTS: The initial search identified 1,290 publications. Of
these, only 9 met our inclusion criteria. None of the articles defined minor illness and non-prescription
drugs. Only 4 (44.4%) made any reference to pharmacist intervention. The most common pharmacist
intervention was non-prescription drugs. CONCLUSION: Most of the studies evaluated pharmacist
actions in providing appropriate care to consumers seeking non-prescription treatment for minor
illness, the level of patient adherence, and the impact of pharmacist counseling on the patient’s
complaint. However, this research revealed that pharmacist interventions were scarce and even the
articles that deal with this verified a lack of practical measures that indicate their impact.
Key words: pharmacist's intervention; non-prescription medicines; community pharmacist; minor
illness.
INTRODUCTION

A study established that 80% of medical symptoms were self-recognized and self-treated
without healthcare professionals involvement (Sobel, 2003). According to Shoemaker et al. (2008) this
behavior, called self-care, results from natural survival instinct. Levin et al. (1997) defined self-care as
“a decision-making process which involves self-observation, symptom perception and labeling,
judgment of severity, and choice and assessment of treatment options.”

Self-medication is a necessary part of healthcare systems; it is a form of self-care in which
patients assess the severity of illness and the outcomes expected from non-prescription medicines
treatment (Volmer et al., 2007). Worldwide, the management of minor illness by self-medication is a

common practice, as patients are taking more interest and feel more confident in managing their own



38

health and drug therapy (Parmentier et al., 2004; Wazaify et al., 2005; Schulz et al., 2006; Grigoryan
et al., 2006; Chin-Quee et al., 2006; Noyce, 2007; Pumtong et al., 2008; Hanna et al., 2009).

Although the advent of medication use is one of the most significant contributions to increased
life expectancy, medication-related problems, ie, negative clinical outcomes resulting from the
medication use (or lack of use), are a greater contributor to burden of disease (Llimds et al., 2003). An
example of negative clinical outcomes is the acetaminophen, recognized as a safe and effective non-
prescription analgesic and antipyretic, it is also associated with significant morbidity and mortality
(hepatotoxicity) when doses in excess of the therapeutic amount are ingested inappropriately
(Krenzelok et al., 2012). An estimated 78,414 emergency department visits for the treatment of
acetaminophen overdose occur annually in the United States (Budnitz et al., 2011). According Major
et al. (2010), the risks associated with non-prescription medicines could be particularly great because
consumers do not normally follow up with their pharmacist.

In consequence, the World Health Organization (1998) proposed guidelines for healthcare
professionals, including pharmacists, specifically intended to minimize the risk of inappropriate
medication use, primarily non-prescription medicines (WHO, 1998; Ernst et al., 2001). In recent
decades, the literature has reported that pharmacists have clinical skills and have made
pharmacotherapy interventions to help patients choose adequate non-prescription medicines (NPA,
1989; Van Duong et al., 1997; Ernst et al., 2001; Philips et al., 2001; Sobel, 2003; Marklund et al.,
2003; Westerlund et al., 2003; Wazaify et al., 2005; Chin-Quee et al., 2006; Qidwai et al., 2006;
Noyce, 2007; Westerlund et al., 2007; Smith, 2009; Vella et al., 2009; Major et al., 2010; Holtmann et
al., 2011; Kagashe et al., 2011; Hussain et al., 2012; Minh et al., 2013). The present study aimed to
evaluate the outcomes of pharmacist interventions in managing minor illnesses with non-prescription
medicines.

MATERIAL AND METHOD

A systematic review was conducted according to Cochrane methodology (Higgins et al.,
2006). Six databases were searched: Embase, LILACS, PubMed, Scielo, EBSCO, and Scopus.
Articles published from January 1980 through December 2010 were searched using different

» oo« » oo« » o«

combinations of the following terms: “minor ailments”, “minor illness”, “pharmacist”, “self-medication”,

” o« ” o« ” o«

“‘pharmacist's role”, “self limiting conditions”, “community pharmacies”, “over-the-counter medication”,
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“pharmacy information”, and “non-prescription drug”. Articles indexed in multiple databases were
considered only once.

The inclusion criteria were as follows: (1) research conducted in community pharmacies, (2)
consumers of non-prescription medicines for the management of minor illness, (3) pharmacist
intervention for management of minor iliness with non-prescription medicines, and (4) the presence of
questions that indicated management of minor illness and/or decision making about the supply of non-
prescription medicines. Letters to the editor, congress publications, systematic reviews, meta-
analyses, articles not written in English, articles without abstracts or full text available in the databases
or by the article authors, patient preferences for non-prescription medicines and attitude about minor
illness, articles focusing exclusively on medicine, and only provision of medicines (without counseling)
were excluded from this review. Studies evaluating pharmacist intervention and presenting results
obtained by pharmacy staff without specifying the results of pharmacist intervention (data stratification
or other statistical method ) were also excluded.

The selection process comprised 3 phases. The manual screening of titles (phase 1) and then
abstracts (phase 2) was performed by two independent reviewers (M.L.B. and C.E.R.). The selected
articles were then manually reviewed (phase 3) by the same reviewers of phase 1 and 2, and included
or excluded on the basis of the previously mentioned criteria. Any disagreement during phases 2 and
3 were resolved at a meeting where abstracts and articles were analized regarding the presence of
the inclusion criteria and, subsequently, included or excluded from the systematic review (M.L.B.,
C.E.R., and D.P.L.J.). The rate of agreement between the two reviewers before and after consensus
was assessed by the kappa coefficients (k). If the reviewers could not reach a consensus, a third
independent reviewer (D.P.L.J.) resolved the disagreement.

The reviewers independently abstracted critical information from selected articles, including (1)
study setting; (2) sample size (community pharmacy), participant, and participant age; (3) reference to
minor iliness; (4) reference to pharmacist intervention; (5) reference to non- prescription medicine; (6)
study design; (7) duration of the study and pharmacists’ consultations; (8) minor illness managed; (9)
non- prescription medicines used; (10) most common questions pharmacists asked; (11) type of
pharmacist intervention; (12) criteria for pharmacists’ decision to recommend a non- prescription

medicines; (13) reasons for referring a consumer to a medical practice or other services; (14) patient
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adherence to the pharmacist's advice; (15) outcomes after pharmacist intervention; and (16) study
limitations.

In this study, pharmacist intervention outcomes was identified through the attitudes of
pharmacists involving the evaluation of patient complaints and indication of a pharmacological or non-
pharmacological treatment that would modified the patient clinical condition (stabilization,
improvement or worsening of the complaint). Minor illness was considered, according Gray et al.
(2002) a self-limiting condition, e.g., a cold, which does not require referral to a clinician or
other health professional. Non- prescription medicines was defined, in this study, as drugs that do not
need a doctor's prescription, and are used in minor illness treatment or self-limiting conditions
(Wertheimer et al., 2008). Finally, patient adherence to pharmacist’'s advice was identified as patient
spontaneous acceptance of pharmacist recommendations that included, for example, non-
pharmacological treatment, medical consultation, and concordance with pharmacotherapy.

The Preferred Reporting Items of Systematic reviews and Meta-Analyses PRISMA statement
was used to make a flow chart of the selection process (Moher et al., 2009).

RESULTS

Figure 1summarizes the systematic review strategy.

The kappa calculated in phase 2, after consensus, indicates substantial agreement (k = 0.79;
p < 0.001) between our 2 reviewers (Fig. 1). A total of 95 articles were pre-selected for full-text review,
and 86 of these were excluded: 12 because the full text, after exhaustive search, was not available in
the databases or because they were not provided by the article authors and 74 because they did not
meet the inclusion criteria.

Perfect agreement (k = 1.00; p < 0.001) between our 2 reviewers was found in phase 3, after
consensus (Fig. 1). Nine articles comprised the final data set (Berih et al., 1989; Krishnan et al., 2000;
Westerlund et al., 2003; Rutter et al., 2004; Chui et al., 2005; Alte et al., 2007; Driesen et al., 2009;
Mehuys et al., 2009; Saengcharoen et al., 2010). Table 1 describes the characteristics of these
selected studies in detail.

Almost all of the studies analyzed (8/9; 88.9%) were published in pharmacy journals (Krishnan
et al., 2000; Westerlund et al., 2003; Rutter et al., 2004; Chui et al., 2005; Alte et al., 2007; Driesen et
al., 2009; Mehuys et al., 2009; Saengcharoen et al., 2010). The studies were conducted primarily in

Europe (6/9; 66.7%) (Krishnan et al., 2000; Westerlund et al., 2003; Rutter et al., 2004; Alte et al.,
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2007; Driesen et al., 2009; Mehuys et al., 2009) and Asia (2/9; 22.2%) (Chui et al., 2005;
Saengcharoen et al., 2010). Participants in 4 (44.4%) studies were simulated patients and pharmacist
(Berih et al., 1989; Rutter et al., 2004; Alte et al., 2007; Driesen et al., 2009) in the practice setting.
The simulated patient age was reported in 2 studies, and the age ranged from 26 to 55 (Berih et al.,
1989; Driesen et al., 2009). Concerning to community pharmacies sample size, the reviewed studies
presented the ranged from 6 (. Westerlund et al., 2003) to 146 (Alte et al., 2007), and more than half of
the studies (6/9; 66.7%) had community pharmacies samples smaller than 100 (Westerlund et al.,
2003; Berih et al., 1989; Krishnan et al., 2000; Rutter et al., 2004; Chui et al., 2005; Saengcharoen et
al., 2010). Only 5 (55.5%) of the articles reviewed included a sample size calculation (Alte et al., 2007;
Saengcharoen et al., 2010) or presented the sampling method (Westerlund et al., 2003; Rutter et al.,
2004; Driesen et al., 2009). The length of study period duration was shorter than 3 months (6/9;
66.7%) (Westerlund et al., 2003; Berih et al., 1989; Rutter et al., 2004; Chui et al., 2005; Alte et al.,
2007; Driesen et al., 2009) or greater than or equal to 6 months (Krishnan et al., 2000; Mehuys et al.,
2009), and 1 study did not report this information (Saengcharoen et al., 2010). The amount of time the
pharmacist spent dispensing medicines was reported in only 2 articles (1.5 min and 19 min) (Chui et
al., 2005; Driesen et al., 2009).

None of the articles in the sample pointed out what would be considered as minor illness and
non- prescription medicine (Berih et al., 1989; Krishnan et al., 2000; Westerlund et al., 2003; Rutter et
al., 2004; Chui et al., 2005; Alte et al., 2007; Driesen et al., 2009; Mehuys et al., 2009; Saengcharoen
et al., 2010) (Table 2). Only 4 (44.4%) made any reference of what would be considered as
pharmacist intervention (Krishnan et al., 2000; Alte et al., 2007; Driesen et al., 2009; Mehuys et al.,
2009). The most common minor illness managed was gastrointestinal symptoms (8) (Berih et al.,
1989; Westerlund et al., 2003; Krishnan et al., 2000; Rutter et al., 2004; Driesen et al., 2009; Mehuys
et al., 2009; Saengcharoen et al., 2010); and 5 of those were upper gastrointestinal symptoms
(Krishnan et al., 2000; Westerlund et al., 2003; Rutter et al., 2004; Chui et al., 2005; Mehuys et al.,
2009). Three studies described antacids as the non- prescription medicine recommended by the
pharmacist (Westerlund et al., 2003; Rutter et al., 2004; Mehuys et al., 2009). It was also noted that of
the 9 studies analyzed, only 4 (44.4%) (Krishnan et al., 2000; Westerlund et al., 2003; Chui et al.,

2005; Mehuys et al., 2009) reported patient adherence to the pharmacist’s advice.
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The type of study was shown in 6 (66.7%) of our sample (Krishnan et al., 2000; Rutter et al., 2004;
Chui et al., 2005; Driesen et al., 2009; Mehuys et al., 2009; Saengcharoen et al., 2010), and of those 1
(16.6%) used qualitative methods (Rutter et al., 2004) (Table 3). Eight studies thoroughly documented
the questions community pharmacists asked to patients with minor illness (Krishnan et al., 2000;
Westerlund et al., 2003; Rutter et al., 2004; Chui et al., 2005; Alte et al., 2007; Driesen et al., 2009;
Mehuys et al., 2009; Saengcharoen et al., 2010); 6 indicated the reasons for referring patients to a
medical practice or other services (for example, contraindications to self-treatment, serious illness, or
current medication use), (Table 3) (Krishnan et al., 2000; Westerlund et al., 2003; Rutter et al., 2004;
Alte et al., 2007; Driesen et al., 2009; Mehuys et al., 2009; Saengcharoen et al., 2010). Regarding
criteria for recommending non- prescription medicine, pharmacists in 5 studies assessed previous use
of these medicines (Westerlund et al., 2003; Alte et al., 2007) or minor illness symptoms (Chui et al.,
2005; Driesen et al., 2009; Mehuys et al., 2009). In this review, 10 different types of pharmacist
intervention were identified, and there was more than 1 intervention in each study (Table 4) (Berih et
al., 1989; Krishnan et al., 2000; Westerlund et al., 2003; Rutter et al., 2004; Chui et al., 2005; Alte et
al., 2007; Driesen et al., 2009; Mehuys et al., 2009; Saengcharoen et al., 2010). Positive outcomes
included patient satisfaction (3) (Westerlund et al., 2003; Krishnan et al., 2000; Chui et al., 2005). The
most often limitations cited for the articles reviewed were non- respondent bias and/or the reason (2)
(Rutter et al.,, 2004; Mehuys et al., 2009), and lack of measurement of inter and intra-observer
variation (2) (Rutter et al., 2004; Alte et al., 2007) (Table 3).
DISCUSSION

In practice, patients often go directly to community pharmacies and obtain medicines for their
minor illness. Consequently, researchers need to recognize tools for implementing new counseling
practices for the development of community pharmacist competency, as well, as ensure that the
medication supplied was indicated, effective and safe for the patient clinical condition (Basak et al.,
2010). Many of the suggestions for future research thus far lead us to explore the clinical and
consultation skills pharmacists require, for example, diagnosis and treatment of self-limiting conditions
knowledge, clinical pharmacy and therapeutics education, participation in clinical practice, structuring
of clinical decision-making, and communication skills (WHO, 2012). Innovations in pharmacy practice
tend to be reported in specialist journals, however, interdisciplinary collaboration among researchers

and community pharmacists is essential.
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Most of the studies we reviewed were conducted in Europe; we found no research from North
America that met the inclusion criteria. The role of the pharmacist in the treatment of minor illness with
non- prescription medicines in the US is different from the practice model in Europe (CHPA, 2012;
CHPA, 2013; Nissen, 2011). It should be noted that pharmacy associations in the US also campaign
for continuing education of community pharmacists and for pharmacists supplying of non- prescription
medicines. To note one example, the American Pharmacist Association (APhA) offers a multi-module
training program for pharmacists on advising patient's about over-the-counter products called Over the
Counter (OTC) Advisor® and has also campaigned for a new drug class called "Pharmacist Care
OTC" that would require patients to interact with a pharmacist to obtain certain OTC medications
(APha, 2013). Future studies should focus on collecting information about community pharmacy
practice, such as evidence-based self-care advice, and investigating effective follow-up methods.

Few studies presented a sample size calculation (Alte et al., 2007; Saengcharoen et al.,
2010) or the sampling method (Westerlund et al., 2003; Rutter et al., 2004; Driesen et al., 2009), and
there was variation in sample size (Berih et al., 1989; Krishnan et al., 2000; Westerlund et al., 2003;
Rutter et al., 2004; Chui et al., 2005; Alte et al., 2007; Driesen et al., 2009; Saengcharoen et al.,
2010). The absence of sample size calculations prevent us from detecting important effects of
pharmacist interventions (Krishnan et al., 2000; Driesen et al., 2009), and compromise the statistical
power of the study and the validity of the results (Chadha, 2006). Participants had different roles
(pharmacist, simulated patients, and patients) with broad age ranges (Berih et al., 1989; Westerlund et
al., 2003; Rutter et al., 2004; Chui et al., 2005; Alte et al., 2007; Driesen et al., 2009; Mehuys et al.,
2009; Saengcharoen et al., 2010). Participant age should be included in future studies, whether
patients or simulated patients are involved, because different minor iliness affect distinct age groups.
For example, younger patients typically needed information of their acute and minor illness, and
elderly patients needed information more about chronic major diseases such as cardiovascular or
respiratory (Kansanaho et al., 2002).

The effectiveness of pharmacist intervention was not related to the length of study period
duration, but to characteristics of the design and expected outcomes. Some studies focused on follow-
up and measured the impact of pharmacist intervention (Krishnan et al., 2000; Westerlund et al., 2003;
Mehuys et al., 2009). Nevertheless, the advice given about medicine had a positive outcome (for

example, relief of patient dyspepsia symptoms, patient satisfaction with the visit to the pharmacy or
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with pharmacists’ consultation, patient adherence to the pharmacist’'s referral advice); usually, 1
encounter was not enough to demonstrate the full scope of pharmacist counseling (Aguiar et al.,
2011). Researchers should develop more studies with two or more pharmacist encounter to
understand and measure the improvement on patient health, for example relief of patient complaint.
These studies should use artifices like future discounts on medicines purchase or telephone contact
with the patient in order to inform the pharmacist about the effect of the proposed intervention.

To recommend properly a non- prescription medicine for a patient, pharmacist requires
adequate time for gathering clinically relevant information and evaluating the need for the medicine.
The literature advocates that pharmacists designate at least 3 minutes per patient (Oh et al., 2002).
Future researchers should consider not only the duration of pharmacist-patient interaction, but also the
quality and scope of information exchange and patients’ understanding of this information.
Investigators who are experienced in qualitative research can fill these crucial gaps in our
understanding of pharmacist intervention.

Although the scope of self-medication is increasing, which encourages patients to seek out
community pharmacies, worldwide understanding of minor illness is not uniform. When a study does
not clearly define minor illness, this may lead to different interpretations of the results; the impact of
pharmacist intervention may not be measured. It is important that researchers standardize the
definition of minor iliness, because this would facilitate the exchange of pharmacist intervention data
and influence continuing education.

Likewise, few studies defined pharmacist intervention. The literature defines “intervention” as
any activity that changes a patient’s treatment (Cordina et al., 1998). Researchers need to understand
what kind of activities would be investigated to assess the real impact of pharmacist intervention at a
community pharmacy. Again, documentation (including audio and video recordings) could be a
relevant indicator of the quality and extent of pharmacist intervention.

Although a number of studies specified the non-prescription medicines supplied, none of them
defined the term non-prescription medicines. Non-prescription medicines are medications bought by
patients without a physician’s prescription. Studies have shown that self-care might empower patients
to become responsible users of medications obtained after suitable counseling and education
(Shoemaker et al., 2008). Examining patient experience with the minor illness and non-prescription

medicines will help future investigators in planning management strategies; understanding the effect of
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new information on patient experience; and understanding how partnerships influence the patient’s
adherence to the pharmacist’s advice (Shoemaker et al., 2008).

Some articles did not report the study design (Berih et al., 1989; Westerlund et al., 2003; Alte
et al.,, 2007), and several studies reported quantitative (Krishnan et al., 2000; Chui et al., 2005;
Driesen et al., 2009; Mehuys et al., 2009; Saengcharoen et al, 2010) and qualitative (Rutter et al.,
2004) methods. The selection of one design over another depends on the research question,
concerns about validity and efficiency, practical and ethical considerations, and expected outcomes
(Aschengrau et al., 2008). Future study designs must address how problems will be described and
quantified, and whether associations between variables will be assessed. Qualitative techniques, such
as focal group, in-depth interviews, and participant observation, could help future researchers
comprehend patients’ perception/understanding/interpretation of the minor iliness, and their
experience managing medication (Shah et al., 2006; Aschengrau et al., 2008). Similarly, methods like
simulated patients or the theory of planned behavior might also be used in these investigations,
depending upon the type of study being performed (Berih et al., 1989; Rutter et al., 2004; Alte et al.,
2007; Driesen et al., 2009; Saengcharoen et al., 2010).

As noted in this review, only Berih et al. (1989) did not use questions to gather evidence and
explain the minor iliness presented. Other studies showed that tools like mnemonic questions, clinical
protocols, algorithms, and software can also facilitate responsible self-medication (Krishnan et al.,
2000; Westerlund et al., 2003; Driesen et al., 2009; Mehuys et al., 2009). Watson et al. (2002) showed
that educational strategies were important to optimize management of minor illness. Also, a stringent
law enforcement component, peer influence, including education for people on the perils of irrational
use of medicines as a result of poor pharmacy prescription, needs to be further studied and
addressed. (Chuc et al., 2002; Pham et al., 2013). Therefore, in future studies it will be important to
explore the effectiveness of training or tools used by pharmacists to manage minor iliness and reduce
health risks.

Several criteria were reported as relevant to pharmacists’ decisions to refer patients to medical
practices or other services. According to Hassell and colleagues, pharmacists were considered a
“filter” to the general practitioner: someone who could advise a visit to the doctor if necessary (Hassell
et al., 1997). This is probably because pharmacists can assess the severity of the complaint and risk

factors (Krishnan et al., 2000; Westerlund et al., 2003; Rutter et al., 2004; Alte et al., 2007; Driesen et
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al., 2009; Mehuys et al., 2009). Although these competencies do qualify pharmacists to provide
treatments or referrals, studies do not address whether pharmacist referral to medical consultation is
indeed necessary for a particular patient (Berih et al., 1989; Krishnan et al., 2000; Westerlund et al.,
2003; Rultter et al., 2004; Chui et al., 2005; Alte et al., 2007; Driesen et al., 2009; Saengcharoen et
al., 2010). In the future, researchers need to design studies that consider medical opinions about
community pharmacist intervention.

One of the key findings of this study was that pharmacists selected non-prescription medicines
based on protocols or the patient’s previous experiences with the medicine (Westerlund et al., 2003;
Chui et al., 2005; Alte et al., 2007; Driesen et al., 2009; Mehuys et al., 2009). Protocols provide
guidance to help pharmacists ascertain the need for the medication and provide individualized advice
(NPA, 1989; Krishnan et al., 2000; Emmerton, 2009). Ideally, a pharmacist’s decision to recommend
non-prescription medicines should be evidence based and lead to safe and effective treatment
(Krishnan et al., 2000). Future researchers can explore the utility of treatment protocols and guidelines
at community pharmacies.

The type of pharmacist intervention varied considerably, probably because of the different
minor illness presented. “Appropriate self-care advice” was defined as “the correct product and advice
for the actual symptom, based on relevant questions by the pharmacy practitioner (Holtmann et al.,
2011). Future studies would enable us to understand how pharmacist intervention change the natural
course of a disease. However, to better understand and measure the impact of pharmacist counseling
on self-medication outcomes, such studies must include a follow-up phase.

Positive outcomes were reported, including patient satisfaction with the pharmacist’s services
(Krishnan et al., 2000; Westerlund et al., 2003; Chui et al., 2005), and symptom relief (Westerlund et
al., 2003; Mehuys et al., 2009). However, researchers cannot prove whether these positive outcomes
are related to use of the non-prescription medicines or adherence to pharmacist advice (Berih et al.,
1989; Rutter et al., 2004; Chui et al., 2005; Alte et al., 2007; Driesen et al., 2009). Because of the
ongoing changes in healthcare systems, it is essential that researchers not ignore the role of the
pharmacist in promoting health and preventing disease (Awad et al., 2010). Thus, research about
pharmacist intervention for minor illness might include follow-up. Again, a qualitative approach to
investigation of pharmacist counseling in self-medication might demonstrate that pharmacist’s

involvement improves patient health.



47

The inter-observer and intra-observer variability could not be measured in some studies
because more than 1 simulated patient was included (Rutter et al., 2004; Alte et al., 2007). Variation in
measurements could arise from various sources. In particular, an observer (i.e., simulated patient)
could fail to repeat his or her own measurements when carrying out successive observations (i.e.,
simulations), or there may be disagreement between observers (Bland et al., 1996). Measurements
may vary with choice of technique or with time. Future researchers could explore standardization of
patient simulations to guarantee the reproducibility of measurements; long-term role-playing
workshops could be conducted to standardize behavior during the interaction and minimize variability.
Some authors assert that to reduce differences in how information obtained by simulated patients is
recorded, video and audio records could be adopted (Weiss et al., 2010). Ethical issues related to
consent of the pharmacist must be considered in this regard. Future researchers must not ignore the
limitations of simulated patients, even if the same examiner and measuring techniques are used.
Furthermore, these aspects are not applicable to studies intended to simulate different scenarios and
symptoms.

Studies must distinguish between pharmacists and others pharmacy personnel to avoid
reporting inaccurate results (Driesen et al., 2009; Saengcharoen et al., 2010). Equally, the advice
concept lack was also a limitation found (Westerlund et al., 2003). These limitations are important
because they influence quality outcomes and could generate interview bias. Other reported limitations
related to the pharmacist’'s understanding of the necessity of referral and medical consultation
(Mehuys et al., 2009), the extent of their consultation (Alte et al., 2007), and the quality of their service
(Driesen et al., 2009). In future studies, these topics might be addressed with qualitative and
quantitative approaches.

The present study is not without limitations. Firstly, the use of other relevant keywords, such
as “pharmacist counseling”, “patient consultation”, “pharmacist recommendation”, “simulated patient”,
“mystery shopping” may have yielded a larger sample. Xu et al. (2012) reviewed studies that used the
simulated patient methodology, but it is not exclusive to this type of research. Secondly, researchers
did not search, because access is unavailable in Brazil, the International Pharmaceutical Abstracts
(IPAs) database, which indexes pharmacy-specific journals that are not included in any other
database. Similarly, important articles that were not indexed in the selected databases would have

been excluded. Hence, some studies that would have met inclusion criteria could have been left out of



48

the review. Finally, although articles worldwide are looking into the role of the community pharmacist in
managing minor illness, non-English published articles were omitted, current findings are limited to
countries which publish in the English language.
CONCLUSION

Most of the studies included in this systematic review evaluated pharmacist actions in
providing nonprescription medicines to treat minor iliness, the level of patient adherence, and the
impact of pharmacist counseling on the patient's complaint. However, this revealed deficits in quality
of some variables of the studies analyzed, such as: sample size calculations, participant age, and
duration of pharmacist-patient interaction. The systematic review revealed that although pharmacist
interventions occur, like indication of non prescription medicines and physician referral, these were
few and were not evaluated for their impact on improving the minor illness because there is not a
follow-up stage. As well as, the impact of patient adherence to pharmacist intervention on the minor
illness relief was not observed and even the articles that deal with this verified a lack of practical
measures that indicate their impact. Thus, even accounting for health promotion, pharmacist had not
seized indeed that non-prescription medicines provision requires systematic and critical evaluation of
the patient signs and symptoms beyond their pharmacotherapy needs. Therefore, it is necessary to
improve research methods by combining qualitative and quantitative approaches to address the
patient's perception of pharmacist attendance and the relationship on the assessment of complaints,
the medicine indicated and clinical outcome, the economic, clinical e humanist impact of pharmacist
interventions and the applicability of minor illness diagnosis and treatment protocols in community
pharmacy.
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Table 1 General characteristics of studies (n = 9) included in the systematic review (community pharmacy settings)
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Reference Country Participants Sample size Period (month) Pharmacists'
Consultation
Duration (min)
Berih et al., 1989 Sudan Pharmacist/ 63 01 NR®
Simulated clients
Krishnan et al., 2000 Germany Pharmacist/ 36 07 NR?
Patients ScP=15
CG°=21
Westerlund et al., 2003 Sweden Pharmacist/ 06 01 NR?
Patients
Rutter et al., 2004 England Pharmacist/ 36 02 NR?®
Simulated clients
Chui et al., 2005 Singapore Pharmacists/ 44 01 <10
Patients
Alte et al., 2007 German Pharmacist/ 146 01 NR?
Simulated client
Driesen et al., 2009 Belgium Pharmacist/ 101 01 1.5-19
Simulated client
Mehuys et al., 2009 Belgium Pharmacist/ NR? 06 NR?®
Patients
Saengcharoen et al., 2010 Thailand Pharmacy personnel 115 NR?® NR?®

®NR= not reported; "SG= study group; °CG= control group.
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Table 2 Definition of pharmacist intervention (Pl), type of Ml managed, NPM advice, and characteristic of patient’s adherence to the pharmacist’s advice in the

studies reviewed (n=09)

Reference PI definition MI managed NPM advice Patient’s adherence
to the pharmacist’s
advice
Berih et al., 1989™" NR? Acute diarrhoea ORS’, and antidiarrhoeal NA®
Krishnan et al., 2000"" Yes Dyspepsia NR? Yes
Westerlund et al., 2003"° NR? Dyspepsia Antacids, sodium alginate, histamine H2 - Yes
receptor antagonists, and proton-pump
inhibitors
Rutter et al., 2004'% NR? Headache and abdominal discomfort Acetaminophen, codeine phosphate, NA®
buclizine, pseudoephedrine, H2 -receptor
antagonists, antacids, and bismuth
subsalicylate
Chui et al., 2005™™° NR? Cough, gastric discomfort, cold and NR? Yes
Skin irritations
Alte et al., 2007™"" Yes Headache Aspirin, ibuprofen, acetaminophen, caffeine, NA®
and ascorbic acid
Driesen et al., 2009""* Yes Acute diarrhoea Saccharomyces boulardii, Lactobacillus NA®

acidophilus, smectite, domperidone,

lactose-free milk, and food supplements



57

a

Mehuys et al., 2009'" Yes Upper Gl symptoms Domperidone, and antacid Yes
Saengcharoen et al., NR? Acute diarrhoea Pectin, kaolin, ORS®, and antimotility NA®
2010""
NR= not reported; b ORS= oral rehydration solution; ¢ NA= not applicable
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Table 3 Methodological description of the studies (n = 9) included in the systematic review
Reference Type of Study Questions Asked Reasons to Refer to Medical Criteria to Positive Declared Limitations
Practice or Other Services Indicate non- Outcomes
prescription
medicines
Berih et al., NR?® Symptoms NR® NR® | antimicrobial use NR®
1989%
Krishnan et al., Randomized controlled How long do the Direct NR? 1 patient Sample size, Hawthorne
2000% trial symptoms exist; the Referral® and conditional satisfaction with the  effect, selection and response
character and the referral® pharmacist’s bias, unexplored the nature,
severity of the services in self- the possible causes and the
symptoms; prior medication implications of the symptoms
and current
medication use;
which actions
already has taken;
other
medical problems
Westerlund et al., NR?® Is this the first time  Nearly daily problems for more Will you use 1 patient Not define advice
2003" you have suffered than 3 weeks, difficulty this medication  satisfaction with the
from these swallowing, onset of dyspepsia yourself? Have visit to the
you used this pharmacy

symptoms? Do you symptoms after 45 years of

have difficulty medication

age, and taking aspirin or

NSAID® before? How

swallowing? Do you
have dyspepsia
symptoms daily?

have you used
this

1 relief of dyspepsia

symptoms



Rutter et al.,
2004

For how long have
you had the
symptoms? Are you
currently using
nonprescription or
prescription

painkillers?

Participant observation Duration of the
symptoms, nature
and location of the
pain, the presence
of other symptomes,
previous medical
history, specific
causes of the
symptoms,
aggravating or
precipitating
factors, pregnancy,
previous

medication tried

Previous episodes, duration of
the symptoms, suspicious
ADR®, symptom better treated
by a doctor

medication?
How well do
you think the
medication
has worked?
For what
ailments have
you used, or
do you intend
to use, the

medication?

NR?® Questions focus in
general value of the

symptom
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Pharmacists refused interview,
not measure interobserver
variabilities, results not be

generalized to other scenarios

or pharmacist practicing in the
same or other countries or
practicing on another day



Chui et al.,
2005

Alte et al., 2007**

Cross-

sectional

(prescribed or
purchased)
For whom the
medication would
be used and the
age of the user,
duration and
characteristic of the
symptoms,
previous medical
history and
medication tried
(prescribed or
purchased)
Duration,
frequency,
characteristic and
nature of the
symptoms, the
presence of other
symptoms,
previous medical
history, specific
causes of the
symptoms,

aggravating or

NR?® Whether the 1 patient
symptoms satisfaction
could be pharmacists’
relieved by the consultation
use of an OTC Appropriate
product pharmacist

information based
on effectiveness

and safety

Whether the headache Previous 1 consultation
persisted medication offered without
tried request
(prescribed or 1 professional
purchased), status— 1
allergy, consultation quality
pregnancy, (Appropriate
and breast- pharmacist
feed information based

on effectiveness

and safety)
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Not document the intervention

by the pharmacists

Not measure inter- and intra-
observer variability, not
compare the extent of

consultation, Hawthorne effect



Driesen et al.,
2009*

Mehuys et al.,
2009

36

Observational

Descriptive

precipitating
factors, medical

consulting

The age of the
patient,
identification,
nature and duration
of the symptoms,
actions, previous

medication tried

Nature, frequency,
duration, and
presence of alarm
symptoms, medical
consulting, and
medication use
over the previous

12 months

Presence of severe
dehydration, high fever,
persistent vomiting, and

uncertainty of diagnosis

Currently using aspirin,
NSAIDs ¢, or PPIs®, and/or
presenting with one or more
alarm symptoms, and/or aged
50 years or older with recent-

onset complaints

Prevention
and treatment
of dehydration-

oral
rehydration
solution,
breast
feeding, or
normal
feeding,
S.b." by about
24 h
Dyspeptic
symptoms
NPA" and 10
mg
domperidone

20 min before

each meal
Heartburn
symptoms and
dyspeptic
symptoms —

1 pharmacist’s
advice related to
dehydration and
dietary (questions
focus in general

value of the

symptom)

1 patient adherence
to the pharmacist’s
referral advice
1 symptom relief
with NPM use
1 patient adherence
to the pharmacist’s
NPA"

61

Not guarantee the quality of
pharmacy services, not
generalized results, not

distinguish between
pharmaceutical technicians

and pharmacists

Selection bias, not record the
number of refusal and the
reason, not measure the
appropriateness of the referral
decisions of the pharmacist,
not check the necessity of the
medical consultation
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NPA" antacid

plus
domperidone
Saengcharoen et  Questionnaire survey The age of the NR® NR® 1 pharmacist’s Differences between SCs in
al., 2010* patient; belief on NPM performing and/or recording
effect the information of the

characteristics and

frequency of stool; encounters, not generalized

duration of, severity results, discrepancy related to

of, and associated the pharmacy personnel who

symptoms; specific fill in the questionnaires
causes of the
symptoms;
dehydration-related
symptoms; chronic
diseases; and
previous and/or
current medication
tried
°NR = not reported; °Defined as any verbal interaction between staff and customers, where they recommend the customer to immediately visit a doctor;

°Defined as any verbal interaction between staff and customers, where they recommend the customer to see a doctor if the complain persisted after self

treatment; INSAID = non-steroidal anti-inflammatory drugs; °*ADR= adverse drug reaction; 'Sb.= Saccharomyces boulardii, 9PPI = proton-pump inhibitors;

"NPA = non-pharmacologic advice



Table 4 Types of pharmacist interventions of the studies (n = 9) included in the systematic review

Pharmacist intervention Frequency %
Indication of an NPM 7 26.9
Physician referral 7 26.9
Indication of a non-drug approach 2 7.69
Indication of antimicrobial 2 7.69
Indication of oral rehydration solution 2 7.69
Dietary advice 2 7.69
Information concerning general health advice 1 3.84
Information about lifestyle changes 1 3.84
Information about product 1 3.84

Information about treatment 1 3.84
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4.2 CAPITULO 1I - What do Brazilian community pharmacists know about self-medication

for minor illnesses? a pilot study in the northeast of Brazil
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Abstract

The benefits of self-medication are undeniable and include a decrease in the number of
medical visits. In this work, among other objectives, it sought to describe the knowledge of a
group of community pharmacists about minor illness and self-medication. This study was
quantitative and qualitative, and took place between June and August 2012 in two groups of
chain community pharmacies. All community pharmacists were interviewed face-to-face.
Thirty-five community pharmacist completed the interview. Eighty-eight percent of the
respondents were women and were aged above 25 years. A total of 88.8% said that they knew
the definition of minor illness. Pharmacists that having studied management of minor illness
as an undergraduate from private universities had more exposure to minor illness manager
subject (p = 0.0043). Regarding the definition of minor illness, pharmacists cited specific
parameters, such as duration of disease, and treatment or possible pharmacist intervention for
symptoms, which showed a way to distinguish a minor symptom from a chronic disease.
Pharmacists included detailed comments on particular aspects of the self-medication practice
or highlighted medicine-specific characteristics. Findings indicated that community
pharmacists have poor knowledge about minor illness that could explain the passive attitudes
towards self-medication.

Keywords: Community pharmacist, self-medication, minor illness, knowledge, attitude.

INTRODUCTION

According to the literature, lack of knowledge throughout the population about the

effects of non-prescription medicines allows for inappropriate selection of medications by

patients as well as duplicate therapy, overdose, and other undesirable effects (Hughes et al.,
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2002; NCPIE, 2003; Sallam et al., 2009; Cuzzolin and Benoni, 2010; Eickhoff et al., 2012).
For these reasons, as non-prescription medicines contain potent active ingredients, they must
be selected, used, and monitored with the same degree of care as with prescribed medicines
(Eickhoff et al., 2012). However, the benefits of self-medication with non-prescription
medicines are undeniable, and include a decrease in the number of medical visits per year,
increased patient autonomy, and reduced costs within the healthcare system (Hughes et al.,
2001; Brass et al., 2001).

The practice of self-medication arises when a patient perceives their clinical condition
as a minor illness (Sallam et al., 2009), as well as the absence of health risks associated with
non-prescription medicines (Covington, 2006). For this reason, the World Health
Organization (WHO, 1998) suggests that responsible self-medication is a key parameter for
self-care. However, studies claim that the benefits of self-medication are maximized when
pharmacists apply their clinical skills, since the pharmacy is often the first place that patients
seek for information about medicines (Benrimoj et al., 2008; Wilbur et al., 2010; Cuzzolin
and Benoni, 2010; Major and Vincze, 2010; Major and Vincze, 2010).

In practice, the pharmacist must be encouraged to ask patients about the characteristics
of their complaints when dispensing medicines (Cuzzolin and Benoni, 2010). Moreover, the
pharmacist assesses complaints and indicates drugs for treatment of health problems
(Cuzzolin and Benoni, 2010; Sallam et al., 2009; Major and Vincze, 2010; McConaha et al.,
2013). The ability of pharmacists to effectively persuade patients to make appropriate choices
is dependent upon how well they can help the patient understand and accept their diagnoses,
the necessity for therapeutic processes, and on how well the patient can remember the advice
and recommendations of the doctor or pharmacist (Major and Vincze, 2010).

Alternatively, community pharmacies in Latin America, especially in Brazil, have

professionals without any specific training in health care that guide patients through the
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selection and use of medicines (Kroeger et al., 2001; Turner et al., 2003; Bastos and Caetano,
2010). Despite this situation, patients have insufficient knowledge of medicines, and
therefore, pharmacists must meet this social need. According to Bastos and Caetano (2010),
there is a gap between recognition and concrete attitudes of pharmacist activities within the
community pharmacy.

In Brazil, with the increasing presence of pharmacists in private pharmacies, the
demand for counseling (mainly for non-prescription drugs) has grown in recent years (Araujo-
Janior and Vicentini, 2007; Andrade et al., 2012; Galato et al., 2012). However, there are no
national statistics on the proportion of pharmacies that provide cognitive services (de Castro
and Correr, 2007). Furthermore, most Schools of Pharmacy in Brazil are yet to implement
clinical skills in their curriculum, despite the National Guidelines for Undergraduate
Education in Pharmacy (Brazil, 2002) requirement to include formal training as an integral
part of the pharmacy curriculum (Mesquita et al., 2010).

In Brazil, there are few studies focused on the perception of the pharmacist about the
use of non-prescription medicines for management of minor illness, joint self-medication. The
objective of this study is to describe the knowledge of a group of community pharmacists

about minor illness and self-medication.

METHODS

Study design

This study was quantitative (cross sectional) and qualitative (content analysis), and
was conducted using a structured interview technique. A simple thematic analysis was applied
to identify key themes (Taylor and Bogdan, 1998). Themes were then quantified to validate
impressions. The study took place between June and August 2012. All interviews were

conducted in two groups of chain community pharmacies in Aracaju, Brazil. These
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community pharmacies were representative of different geographical areas within city.
Approval for this study was granted by the Sergipe Federal University Hospital Ethics
Committee.

Samples size

Prior to the study, we conducted a sample size calculation with a finite population
adjustment (N = 43), and assumed proportions of P = 0.16 (Hammond et al., 2004).
Approximately 36 community pharmacists (CPs) were necessary to obtain two-sided 95%
confidence intervals for single proportions, while extending five percentage points from
observed proportions. It is important to emphasize that the sample was for convenience.

Participants

All CPs in the two groups of chain community pharmacies were eligible for
participation. In consecutive order, these CPs were invited to participate in the study if they
fulfilled the following inclusion criteria: age >21 years, present in the pharmacy during the
interviewer's visit, and willing to participate in the research. This study excluded pharmacists
who were absent during the two visits by the interviewer, pharmacists based in hospital or
independent pharmacies, and individuals who were not pharmacists, as identified by the
interviewer.

CPs were informed that the questionnaire regarded non-prescription medicines and
minor illness. They were also informed that an audio and video recorded simulated patient
visit would occur after one month of the interview. Participants who agreed to participate
answered the questionnaire and complied with the simulated patient visit. All participants
gave written informed consent.

Data collection

The interviewer, who was a pharmacy student, responsible for all data collection wore

badges to identify herself as a researcher from Federal University of Sergipe. She visited
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pharmacies twice each day from Monday to Friday, in the morning and afternoon. Thus, 23
pharmacies were visited over 46 visits. To help the interviewer understand the purpose and
design of the study, a voice-recorded PowerPoint presentation was prepared and presented by
the principal researcher before the study began. This step was taken to familiarize the
interviewer with interviewing skills, and to facilitate complete documentation of the study
data.

The questionnaire was prepared, tested, evaluated, and adjusted based on a pilot study
with a small sample of CPs (n = 10); these data were not included in the final analysis. The
questionnaire was administered in a private area of the community pharmacy, and lasted 10 to
15 minutes. If the CP was not at the pharmacy, the interviewer visited again one week later.

To avoid inappropriate compilation or misinterpretation of results, CPs were
interviewed in person. This interviewer-administered approach is believed to provide more
reliable and complete information than a self-administered questionnaire, which often results
in inappropriate compilation and misinterpretation of the items (Kelsey et al., 1996).

The questionnaire consisted of 19 open and closed questions that included
demographic data such as age, gender, education, occupation, and years of work in pharmacy.
To assess knowledge about laws regarding pharmacists’ role in self-medication, perception
about minor illness, and self- medication, the participants were asked the following questions:
“Do you know any laws that allow pharmacists to indicate non-prescription medicines? If
yes, cite the law.”; “Do you know what a minor illness is? If yes, cite an example”; “Can you
define what a minor illness is?”’; ““how do you handle patients who self-medicated and ask for
pharmaceutical counseling?’’. These two last questions were evaluated by content analysis.

Data analyses

Responses were coded and entered into the WHO Word Processing Database and

Statistics Program for Public Health Epi Info, version 3.0, software package for descriptive
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statistical analysis (CDC, 2013). Associations between variables were mainly analyzed by
cross tabulating dependent (management of minor illness as an undergraduate) and
independent variables (type of university and graduation time). Fisher exact tests were used
and differences were considered to be statistically significant, if probability (p) was less than
0.05. The results are presented as frequencies and percentages. In a few cases, participants
failed to answer every question, resulting in missing data. Missing data were not estimated or
used in the analyses.

The content analysis method used in this research involves studying the vocalizations
of people, not their thoughts, intentions, emotions, beliefs, or life experiences (Ostermann and
Souza, 2009). This set of analysis techniques focuses on systematic and objective procedures
for the inference of knowledge (Bardin, 2004). From the vocalizations were extracted

meaning cores, and these in turn were classified so as to give rise to themes.

RESULTS

A total of 46 CPs were contacted during the study. Eleven CPs refused to participate
and were excluded, resulting in 35 completed interviews. Eighty-eight percent (n = 30) of the
respondents were women aged above 25 years (77.7%) (mean = 30.2; SD = 7.3), and 69.4%
had graduated less than six years before this study (Table 1). The mean work experience in
pharmacy was 4.4 years (range: 0-20 years).

Table 1 also demonstrates that 60% of CPs graduated from a private university and
focused on clinical pharmacology (42.1%), and clinical and hospital pharmacy (21%) after
graduation. The results showed that 37.1% of CPs had minor illness management when they
graduated, and of these, 61.5% used the term pharmaceutical semiology. This discipline

involves the management of minor illnesses with non-prescription medicines.
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INSERT TABLE 1

CPs were asked to define the term "minor illness." A total of 88.8% said they knew the
definition (Table 2), and from a total of 41 minor illnesses cited, fever (20%), headache

(17%), and flu (10%) were pointed out as the most frequent examples (Figure 1).

INSERT FIGURE 1

Most CPs (54.3%) did not have legislative knowledge about minor illness
management. On the other hand, among those who did have this knowledge (45.7%), 62.5%
did not know the law number, and 31.25% cited the law as n°® 44/2009 (Table 2). From a total
of 57 sources of information cited, 91.4% of the CPs have used one or more during
medication dispensing. Of these, 22.8% used the Dictionary of Pharmaceutical Specialties
(“Dicionario de Especialidades Farmacéuticas” - DEF), 21% used Vademecum, and 17.5%

used the Guanabara Therapeutic Dictionary (Table 2).

INSERT TABLE 2

Table 3 shows the factors that influence CPs’ contact with the subject of minor illness
subject at the time of graduation. Twelve (92.3%) pharmacists stated type of university to be a
positive influencing factor. When compared with their colleagues, pharmacists who graduate
from a private university had more exposure to this subject (p = 0.004) and pharmacists who
graduated less than six years ago were 2.75 times more likely to have had the subject of minor
illness management in their course (p = 0.044) (Table 3). No statistically significant

relationship was found with the other variables.
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INSERT TABLE 3

Pharmacists’ definition of minor illness

Pharmacists who claimed to know what minor illness is, were asked to define the term.
From the definitions gathered, two categories were identified, and eight sub-categories were
extracted from the 22 comments made. On the other hand, ten pharmacists did not know what
a minor illness is.

The categories and sub-categories identified, together with exemplar quotes, are
shown in Table 4. Some sub-categories were related to specific categories, such as duration
of disease (“It is a set of symptoms or an isolated symptom, momentary” - CP 30), and
treatment or possible pharmacist intervention for symptoms (“That we can intervene, are
these symptoms” - CP 24), which showed a specific way to distinguish a minor symptom
from a chronic disease. However, the most prevalent comments related equally to two
categories: emergence or manifestation (“Minor symptom that manifested quickly” - CP 12;
“Disease that develops rapidly with severe pain” - CP 13), and severity (“Symptoms that
cause some discomfort but does not hinder a person's life” - CP 15; “The simple reactions

occurring with health risk or death in debilitated patients or not” - CP 35).

INSERT TABLE 4

Pharmacists’ attitude toward self-medication

CPs also included more detailed comments about particular aspects of the self-
medication practice or highlighted medicine-specific characteristics (Table 5). For example,
some CPs reported collecting information from the patient or providing technical information

regarding the drug’s mechanism of action, when guiding self-medication ( “Explain how that
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drug will act in the body and its misuse which can occur in response to the organism” - CP
32; “I ask if he has allergies, if he has ever taken drugs, his age” - CP 3).

Others comments included screening complaint gravity, and then guides or forwards to
the doctor, such as: “Depends on the situation, if I can help I ask all the necessary questions
and guide, if not, if it’s something more advanced, I point the doctor” - CP 15; “Depending
on the problem I ask how old they are and how long they 've had the problem. I advise if it’s
not very serious, or if it is something chronic, I forward them to the doctor” - CP 35 (Table
5). Community pharmacists often refer the patient to a doctor (8.8%) or tell the patient to seek
medical advice (5.8%). On this subject, one pharmacist noted that age group would be the
determining factor about whether a patient could only be assessed by a physician:
“Depending on the disease, I refer to the physician. If the patient is elderly, I refer” - CP 24.
Other comments focused on banning the practice of self-medication despite pharmacist advice
or referral to a doctor: “I give directions, if the drug is needed, alright, otherwise I do not
agree to explain” - CP 5; “First I tell the patient not to self-medicate, speak to look for
medical advice” - CP 13 (Table 5). In contrast, there were pharmacists (5.8%) who could
assess patients’ complaints in order to help them: “If one asks for aid, I analyze his case, the

symptoms, and check if the medication he is on hand is the most effective” - CP 26 (Table 5).

INSERT TABLE 5

DISCUSSION

The current study found a higher prevalence of female CPs, which is in accordance with

theories of feminization of the profession in Brazil (Farina and Romano-Lieber, 2009). The

study found a higher frequency of pharmacists in the age group of 20-29 years, but this does
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not corroborate the findings of Farina and Romano-Lieber (2009) as well as those of Awad
and Abahussain (2010). Although the average length of experience of pharmacists as
practitioners was less than 5 years, studies showed that community pharmacists had more than
10 years of experience, as Anemblom et al (2004) Awad and Abahussain (2010) and Hanna
and Hughes (2010) demonstrated. It is noteworthy that 73% of establishments registered in
the Regional Councils of Pharmacy in Brazil are community pharmacies (BRASIL, 2012b).
These findings support the idea that community pharmacies employ recently graduated
pharmacists.

In Brazil, there are 416 pharmacy faculties, distributed at public and private universities
(Oliveira-Sa, 2011). Most pharmacists (52.75%) graduated from private institutions, which
corroborated the results obtained from Souza (2012). These institutions tend to be more
receptive and include new subjects, such as pharmaceutical semiology, while the public
institutions tend to be more conservative and are based on traditional disciplines (They have
greater pressure to meet the National Curriculum Guidelines of Graduate in Pharmacy for a
generalist pharmacy curriculum to be implemented, and tailored for the Brazilian Public
Health System) (BRASIL, 2002).

According to Oliveira Sa (2011) the curriculum of some pharmacy courses at Federal
Institutions of Higher Education on Brazil have an average workload comprised of 30.7%
basic area focused courses (Biological and Health Sciences, and Physical Sciences) compared
to 10.2% of Social Pharmacy and Clinic area courses. Yet pharmacists chose to specialize in
the Clinical Pharmacy and Hospital Pharmacy areas in an attempt to meet the national
demand in the field. This may result from deficiencies in training in these areas which, in turn,
generates concern to pharmacists when the issue is patient clinical management. Thus, it can

be stated that the CPs seeks to develop and improve their skills in identifying and minimizing
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events that cause patient health risks, such as worsening of clinical symptoms or absence of
early diagnosis.

In this study, we found that pharmacists had no exposure to subject about minor illness
management. This reflects a technicist model of Pharmacy graduation courses that do not
provide clinical experiences in addressing acute or chronic medical conditions, health
promotion activities, and education about the risks of irrational use of medicines. Studies have
systematically pointed to failures in the provision of cognitive services by public and private
community pharmacies, as well as in the training of the pharmacists in relation to clinical
activities (de Castro and Correr, 2007). Training programs and treatment guidelines seem to
have at least a transient positive effect on clinical performance. Likewise, half of the
respondents pointed to the lack of algorithms and protocols for minor illness management in
community pharmacies.

Westerlund et al.(2007) reported that clinical guidelines are of great importance in both
standardizing and improving the quality of pharmacy advice to non-prescription drug
consumers suffering from minor ailments. Considering that the process of decision making is
complex (Hanna and Hughes, 2010), these tools are essential to assess the patient’s clinical
condition, and to selection the most appropriate treatment for an individual patient as
supported by clinical evidence. According to Holtmann et al. (2011) the development of
algorithms should serve as a basis for replication in more formal guideline recommendations.
Thus, the use of therapeutic protocols that focus on disease pathophysiology and treatment
provide the best choice of drug therapy, from obtaining detailed history of the complaint.

Our findings highlight that pharmacists do not have reliable sources of information for
counseling patients. However, these results are similar to Franceschet and Rocha (2005),
where the Dictionary of Pharmaceutical Specialties was used as a source of information in

community pharmacies by 95.6% of pharmacists. However, this is not the best source of
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information being an industry source, and has a conflict of interest. In Brazil, with the
increasing presence of the pharmacists in private pharmacies, the demand for counseling
(mainly for non-prescription drugs) has grown (de Castro and Correr, 2007). Therefore, the
availability of reliable and scientifically-based sources of information, such as protocols and
algorithms for decision making, will assist CPs in exploring the signs and symptoms, and
differentiating those that require medical attention.

Many pharmacists had no knowledge of any Brazilian legislation concerning the
management of minor illness. This finding confirms the need for implementation of teaching
undergraduate disciplines that deal with pharmaceutical policies, given that the WHO (1998),
and the Brazilian Federal Council of Pharmacy (2001) acknowledged the responsibility of the
pharmacist in self-medication. Previous research has shown that the knowledge and attitudes
that pharmacists have on regulatory aspects of how they should operate, and dispensing norms
are unsatisfactory (Silva and Vieira, 2004) despite the norms of Good Dispensing Practices as
edited by the Brazilian Federal Council of Pharmacy (CFF, 2001)

The study demonstrated that CPs cited minor symptoms examples when defined it that
correspond to those reported in the medical literature (fever, pain, and diarrhea). Based on the
study of Major and Vincze (2010) the most consumed non-prescription medicines were
intended for the treatment of pain, fever, cold, and flu. Likewise, Victor et al (2008) showed
that the habit of self-medication is associated with signs and symptoms of acute illnesses such
as headache and fever. It was also noted that some CPs mentioned, on giving an example of a
minor illness, that depending on the time of onset complaint, these symptoms are no longer
considered to be minor, but indicative of a more serious disease (“Headache depending on
how many days” - CP34; “Flu if not exceeds a period of 15 days” - CP 35). As Rutter et al

(2004) demonstrated, parameters like this should be accompanied by further questions that
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confirm and clarify the symptoms as well as allow the CPs to gain a complete picture of the
patient’s problem.

A group of pharmacists claimed to understand the term ‘minor symptom’. However, they
were unable to provide a definition of the term. Alternatively, some CPs were able to target
parameters such as duration, frequency, and severity of the disease or symptom, but also
noted that isolated components such as these would not alone classify a clinical complaint as
acute or chronic (“It is a set of symptoms or an isolated symptom, momentary” - CP
30;“Pathological process non-recurring” - CP 29; “Are simplest diseases, symptoms that can
be treated without going to the doctor” - CP 3). Some characteristics of the patient's
complaint should be assessed by the pharmacist for decision making, such as age and sex of
the patient, duration, frequency and severity of symptoms, and the presence of warning signs
(Krishnan and Schaefer, 2000; Westerlund et al., 2003; Rutter et al., 2004; Chui and Li,
2005; Alte et al., 2007; Driesen and Vandenplas, 2009; Mehuys et al., 2009; Saengcharoen
and Lerkiatbundit, 2010).

Most CP comments regarding self-medication included that the physician represents a
form of professional anchoring regarding the responsibility for the patient. In other words,
there is a social representation of the doctor as the only individual responsible for diagnosing
and selecting treatment for illnesses, which reflects his ability to obtain the best clinical
outcome for the patient. This assertion is corroborated by Weiss and Sutton (2009), who noted
that some pharmacists, even with the legal mandate to prescribe, might still see themselves as
subordinates within a medically dominated hierarchy, and feel the need to receive final
approval from a medical colleague.

When the phrase “depending on...” was mentioned in the question, respondents also
expressed their views about what situations determine their next step or attitude. This

condition was particularly prevalent regarding CPs attitudes toward patients with specific
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characteristics (“Depending, if I can indicate, I indicate. And also point out natural methods
when possible, and if it is something more serious, I point the doctor, especially if they are
elderly, pregnant or are a child” - CP 16; “Depending on the disease, I refer to the physician.
If the patient is elderly, I refer” - CP 24). Krishan and Schaefer (2000) demonstrated that,
depending on the problem, the pharmacist recommended that the patient visit a physician
immediately (termed direct referral), or the pharmacist advised the patient to contact a
physician in case symptoms persisted (termed conditional referral). Therefore, regardless of
the clinical condition, the CP seeks to meet the needs of patients by acting guide and/or
someone who suggest medicines, and/or someone who refers the patient to the doctor
(“Depends on the situation, if I can help I ask all the necessary questions and guide; if not, if
it’s something more advanced, [ point the doctor” - CP 15).

Some CP comments were passive (“At first, my opinion is that he see a doctor” - CP 2;
“Inform him to see a doctor to guide him” - CP 29), while others indicated a more active
involvement and professional responsibility regarding self-medication. For example, some
CPs assume that their role is to guide the patient, and at the same time regulate the use of the
medicine (“I give directions, if the drug is needed, alright, otherwise I do not agree to explain”
- CP 5). This can be explained by the findings of Weiss and Sutton (2009), in which CPs sell
medicines over the counter to customers, and may engage in a discussion with the customer
about what medicine is most appropriate for them.

Finally, it was observed that anamnesis is a key aspect that demonstrates the
competence and performance of the professional, when assessing patient information. This
can be shown by statements that indicate the need for patient evaluation before further
decision-making regarding the most effective medicine for the patient (“If one asks for aid, 1
analyze his case, the symptoms, and check if the medication he is on hand is the most

effective” - CP 26). It is important to note that this CP described briefly the prescription
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process that should compulsorily list the most indicated, effective, safe, and convenient
medicine for a clinical condition. Furthermore, Weiss and Sutton (2009) assumed that
prescribing could be viewed as a complex series of processes with distinct tasks and decision
points. The multiple terms used to describe prescribing generates uncertainty as to whether
dose adjustments are prescriptions, and if refusal to dispense an incorrect prescription is also
prescribing (Weiss and Sutton, 2009).

This research has a number of limitations. We recruited a self-selected group of
community pharmacists who may not be representative of their professional colleagues.
However, the sample size calculation was based on the number of network pharmacies under
study. These network pharmacies were chosen because the pharmacist works during the
opening hours of the pharmacy, but this is not reflective of the community pharmacy in
Brazil. Moreover, the lack of a room for the interviews may have influenced the pharmacists’
responses. To minimize this problem, interviews were conducted during the non-peak
business hours (early morning and afternoon) and in the administrative area of the pharmacy.
The interview was not recorded, which may have affected interpretations of the responses.
However, the interviewer was trained to write down, and then repeat the answers to preserve
the respondent’s original intent. Finally, reflexivity was employed to improve the validity of
the qualitative part of the research (Malterud, 2001). As part of the reflexivity, the interviewer
debriefed with the fourth and the fifth researcher following interviews and discussed initial
findings and interpretations.

CONCLUSION

In this study, the CPs analyzed had different characteristics—for example, they had

studied at private universities, had exposure to the discipline of pharmaceutical semiology,
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specialized in the clinical area, but did not have the correct perception of what was an
evidence-based source of information.

Findings indicated that community pharmacists have poor knowledge about minor
illness that could explain the passive attitudes towards self-medication. On the other hand,
pharmacists presented several specific perceptions about minor illness, such as duration,
severity, time of onset, and the possibility of treatment or pharmaceutical intervention.
Moreover, some statements said that responsible self-medication advocates the assessment of
patient clinical signs and symptoms culminating in pharmacist intervention that included
patient orientation about the complaint and the treatment, and/or doctor referral if the patient

presented as a risk.

REFERENCES

Alte D, Weitschies W, Ritter CA. Evaluation of consultation in community pharmacies with
mystery shoppers. Ann Pharmacother. 2007; 41(6): 1023-30.

Andrade CTS, Meneses JC, Rios MC, de Sena PS. Avaliacdo dos habitos associados a
automedicacdo em uma farmdacia comunitiria em Aracaju-SE: a luz para o farmacéutico.
Cadernos de Graduagdo - Ciéncias Biologicas e da Satude. 2012; 1(15): 19-31.

Aneblom G, Lundborg CS, Carlsten A, Eurenius K, Tydén T. Emergency contraceptive pills
over-the-counter: practices and attitudes of pharmacy and nurse-midwife providers. Patient
Educ Couns. 2004; 55: 129-135.

Aratjo-Junior JC, Vicentini GE. Automedicagdo em adultos na cidade de Guairaca— PR.
Arquivos de Ciéncias da Saade da UNIPAR. 2007, 11(2): 83-88.

Awad A, Abahussain E. Health promotion and education activities of community pharmacists

in Kuwait. Pharm World Sci. 2010; 32(2): 146-53.



82

Bardin, L. 2004. Analise de contetdo. 3rd ed. Lisboa: Edi¢bes 70.

Bastos CRG, Caetano R. As percepgdes dos farmacéuticos sobre seu trabalho nas farmacias
comunitarias em uma regido do estado do Rio de Janeiro. Cien Saude Colet. 2010; 15(3):
3541-3550.

Benrimoj SI, Werner JB, Raffaele C, Roberts AS. A system for monitoring quality standards
in the provision of non-prescription medicines from Australian community pharmacies.
Pharm World Sci. 2008; 30: 147-153.

BRASIL. Conselho Federal de Farmacia. Estabelecimentos farmacéuticos no Brasil. Base de
Dados, abril, 2012b. Brasilia.

BRASIL. Ministério da Educagdo. Resolug¢do CNE/CES n° 2, de 19 de fevereiro de 2002a.
Institui diretrizes curriculares nacionais do curso de graduagdo em Farmacia. Diario Oficial da
Unido, Poder Executivo, Brasilia, DF, 04 mar. 2002. Available at:
http://www.portal.mec.gov.br/cne/arquivos/pdf/CES022002.pdf [Accessed May 10, 2013].
Brass EP. Changing the Status of Drugs from Prescription to Over-the-Counter Availability.
N Engl J Med. 2001; 345: 810-816.

Centers for Disease Control and Prevention (CDC). Epi-info produced by The Division of
Surveillance and Epidemiology, Epidemiology Program Office, Atlanta, Georgia 30333.
Available at: http://www.openepi.com/v37/TwobyTwo/TwobyTwo.htm [Accessed June 15,
2013].

Chui WK, Li SC. Advice-giving on self-medication: perspectives of community pharmacists
and consumers in Singapore. J Clin Pharm Ther. 2005; 30(3): 225-31.

Conselho Federal de Farmacia (CFF). Resolugdo n. 357 de 20 de abril de 2001. Aprova o
regulamento técnico das Boas Praticas de Farmacia. Diario Oficial da Unido, Apr 21, 2001.
Covington TR. Nonprescription drug therapy: issues and opportunities. Am J Pharm Ed.

2006; 70(6): 137.



83

Cuzzolin L, Benoni G. Safety of non-prescription medicines: knowledge and attitudes of
Italian pharmacy customers. Pharm World Sci. 2010; 32(1): 97-102.

de Castro MS; Correr CJ. Pharmaceutical Care in Community Pharmacies: Practice and
Research in Brazil. Ann Pharmacother. 2007; 41.

Driesen A, Vandenplas Y. How do pharmacists manage acute diarrhoea in an 8-month-old
baby? A simulated client study. Int J Pharm Pract. 2009; 17(4): 215- 20.

Eickhoff C, Hdmmerlein A, Griese N, Schulz M. Nature and frequency of drug-related
problems in self-medication (over-the-counter drugs) in daily community pharmacy practice
in Germany. Pharmacoepidemiol Drug Saf. 2012; 21: 254-260.

Farina SS, Romano-Lieber NS. Atencdo Farmacéutica em Farmacias e Drogarias: existe um
processo de mudanga? Satude Soc. 2009; 18(1): 7-18.

Franceschet I, Rocha FMR. Investigacdo do Perfil dos Farmacéuticos e das Atividades
Desenvolvidas em Farmacias do Setor Privado no Municipio de Florianépolis, Santa Catarina,
Brasil. Acta Farm. Bonaerense. 2005; 24(4): 590-7.

Galato D, Madalena J, Pereira GB. Automedicacdo em estudantes universitarios: a influéncia
da area de formacdo. Cien. Saude Colet. 2012, 17(12):3323-3330.

Hammond, T.; Clatworthy, J.; Horne, R. Patients’ use of GPs and community pharmacists in
minor illness: a cross-sectional questionnaire-based study. Fam Pract. 2004; 21(2): 146-9.
Hanna LA, Hughes CM. 'First, do no harm': factors that influence pharmacists making
decisions about over-the-counter medication: a qualitative study in Northern Ireland. Drug
Saf. 2010; 33(3): 245-55.

Holtmann G, Bigard M-A, Malfertheiner P, Pounder R. Guidance on the use of over-the-
counter proton pump inhibitors for the treatment of GERD. Int J Clin Pharm. 2011; 33: 493-

500.



84

Hughes CM, McElnay JC, Fleming GF. Benefits and risks of self medication. Drug Saf.
2001; 24: 1027-37.

Hughes L, Whittlesea C, Luscombe D. Patients’ knowledge and perceptions of the side-
effects of OTC medication. J Clin Pharm Ther. 2002; 27: 243-8.

Kelsey JL, Evans AS, Thompson WD. Measurement: questionnaires. In: Kelsey JL, Evans
AS, Thompson WD, editors. Methods in observational epidemiology. Oxford: Oxford
University Press, 1996, pp. 364-90.

Krishnan HS, Schaefer M. Evaluation of the impact of pharmacist's advice giving on the
outcomes of self-medication in patients suffering from dyspepsia. Pharm World Sci. 2000;
22(3): 102-8.

Kroeger A, Ochoa H, Arana B, Diaz A, Rizzo N, Flores W. Inadequate drug advice in the
pharmacies of Guatemala and Mexico: the scale of the problem and explanatory factors. Ann
Trop Med Parasitol. 2001; 95: 605 — 16

Major C, Vincze Z. Consumer habits and interests regarding non-prescription medications in
Hungary. Fam Pract. 2010; 27(3): 333-8.

Major C. Vincze Z. Self-medication in Hungary, from the perspective of pharmacy workers.
Acta Poloniae Pharmaceutica - Drug Research. 2010; 67(5): 547-554.

Malterud, K. Qualitative research: standards, challenges and guidelines. Lancet. 2001; 358:
483-8.

McConaha JL, Finoli LM, Heasley JE, Lunney PD. Assessing Student Pharmacist Impact on
Patient Over-the-Counter Medication Selection. J Pharm Pract. 2013; 26(3): 280-7.

Mehuys E, Van Bortel L, De Bolle L, Van Tongelen I, Remon JP, De Looze D. Self-
medication of upper gastrointestinal symptoms: a community pharmacy study. Ann

Pharmacother. 2009; 43(5): 890-8.



85

Mesquita AR, Lyra Jr DP, Brito GC, Balisa-Rocha BJ, Aguiar PM, de Almeida Neto AC.
Developing communication skills in pharmacy: A systematic review of the use of simulated
patient methods. Patient Educ Couns. 2010; 78: 143—148.

National Council on Patient Information and Education (NCPIE). Rockville, MD: NCPIE;
€2002-c2010. Uses and attitudes about taking over-the-counter medicines; 2003. Available at:
http://www.bemedwise.org/survey/summary_survey findings.pdf. Accessed May 10, 2013.
Oliveira-Sa, DAB. Avaliacdo das matrizes curriculares dos cursos de graduacdo em farmacia
das universidades federais brasileiras. Trabalho de Conclusdo de Curso de graduagdo em
Farmacia—Departamento de Fisiologia. Curso de Farmacia. Universidade Federal de Sergipe.
Aracaju, 2011.

Ostermann AC, Souza J. Contribuicdes da Analise da Conversa para os estudos sobre o
cuidado em saude: reflexdes a partir das atribuigcdes feitas por pacientes. Cad. Satde Publica.
2009; 25(7): 1521-33.

Rutter PM, Horsley E, Brown DT. Evaluation of community pharmacists' recommendations
to standardized patient scenarios. Ann Pharmacother. 2004; 38(6): 1080-5.

Saengcharoen W, Lerkiatbundit S. Practice and attitudes regarding the management of
childhood diarrhoea among pharmacies in Thailand. Int J Pharm Pract. 2010; 18(6): 323-31.
Sallam SA, Khallafallah NM, Ibrahim NK, Okasha AO. Pharmacoepidemiological study of
self-medication in adults attending pharmacies in Alexandria, Egypt. East Mediterr Health J.
2009;15(3): 683-91.

Silva LR, Vieira EM. Pharmacists’ knowledge of sanitary legislation and professional
regulations. Rev Saude Publica. 2004; 38: 429-37.

Souza SS. Farmacéuticos e suas atividades em farmacias comunitarias: uma analise de perfil.
Master Thesis. Programa de Pds-Graduacdo em Ciéncias Farmacéuticas. Centro de Ciéncias

da Satde. Universidade Federal do Rio Grande do Norte. Natal, 2012.



86

Taylor S., Bogdan B. Introduction to qualitative research methods: a guide book and resource.
3rd ed. New York: John Wiley and Sons, 1998.

Turner A, Ellertson C, Thomas S, Garcia S. Diagnosis and treatment of presumed STIs at
Mexican pharmacies: survey results from a random sample of Mexico City pharmacy
attendants. Sex Transm Infect. 2003; 79: 224 — 8.

Vitor, RS, Lopes CP, Menezes HS, Kerkhoff CD. Padrao de consumo de medicamentos sem
prescri¢cao médica na cidade de Porto Alegre, RS. Cien. Saude Colet. 2008; 13: 737-43.

Weiss MC, Sutton J. The changing nature of prescribing: pharmacists as prescribers and
challenges to medical dominance. Sociol Health Illn. 2009; 31(3): 406-21.

Westerlund T, Allebeck P, Marklund B, Andersson, IL, Branstad, JO, Sjoblom M. Evaluation
of a model for counseling patients with dyspepsia in Swedish community pharmacies. Am J
Health-Syst Pharm. 2003; 60: 1336-41.

Westerlund T, Andersson IL, Marklund B. The quality of self-care counselling by pharmacy
practitioners, supported by IT-based clinical guidelines. Pharm World Sci. 2007; 29(2): 67-
72.

Wilbur K, Salam SEI, Mohammadi E. Patient perceptions of pharmacist roles in guiding self-
medication of over-the-counter therapy in Qatar. Patient Preference and Adherence. 2010; 4:
87-93.

World Health Organization. The role of the pharmacist in self-care and self-medication.

Hangue: World Health Organization, 1998. 17p.



87

ACKNOWLEDGEMENTS

The authors thank all of the participating community pharmacists for making this research
possible as well as the interviewer who was fundamental for carrying out this research. The
study was supported by FAPITEC-SE, and Conselho Nacional de Desenvolvimento Cientifico

e Tecnologico (CNPq) in the form of grants.



88

Table 1. Community pharmacist characteristic in relation to gender, age range, and education.

(Aracaju, June and August 2012).

Characteristics Frequency %
Gender

Female 30 83.3
Male 5 13.8
Age range (complete years old)

<25 5 14.3
>25 27 77.1
Not informed 3 8.5
Community pharmacy experience (years)

<5 25 71.4
>5 10 28.6
Graduation

Private University 21 60
Public University 14 40
Post-graduation

Yes 19 543
No 16 45.7
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Area of post-graduation (lato sensu)

Clinical Pharmacology 8 42.1
Clinical and hospital pharmacy 4 21

Dispensing pharmacy 2 10.5
Others 5 26.3

Having studied minor illness management during pharmacy graduation

Yes 13 37.1

No 21 60

Not know 1 2.8




Table 2. Frequency of minor illness definition and legislation knowledge, and types of

information sources. (Aracaju, June to August 2012).
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Variable Frequency %
Define minor illness

Yes 31 88.6
No 4 11.4
Legislation knowledge

Yes 16 45.7
No 19 543
Information Sources

Yes 32 91.4
No 3 8.6
Type of information sources

Dictionary of Pharmaceutical 13 22.8
Specialties

Vade Mecum 12 21
Guanabara Therapeutic Dicitionary 10 17.5
Internet 5 8.8
Others 13 22.8
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Table 3. Factors that influence the community pharmacists' exposure to minor illness subject

during graduation. (Aracaju, June to August 2012).

Variables

Type of university

Private

Public

Time range of graduation (years)

<5

>5

Minor illness subject Prevalence p-

RP?

b

Yes No (%) valor
12 9 57.14 1.00
1 12 7.69 7.42 0.0043
12 12 50 1.00
2 9 18.18 2.75 0.044

 Prevalence ratio.

b p value from Fisher exact Test.
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Table 4. Categories and subcategories identified from pharmacists’ responses about minor illness definition (Aracaju, Sergipe, Brazil, June to

August 2012).

Category Subcategory Number Example
of
comments
Disease
Duration 3 “It is one disease that is chronic” (CP 5); “Diseases which do not persist” (CP 28); “It is a set of
symptoms or an isolated symptom, momentary” (CP 30)
Emergence or 4 “Disease that develops rapidly with severe pain” (CP 13); “These are diseases in the latest stage”
Manifestation (CP 10); “Sudden illness, which is not chronic” (CP 17); “Pains that appear suddenly” (CP 18)
Frequency 1 “Pathological process non-recurring” (CP 29)
Severity 4 “Are simplest diseases, symptoms that can be treated without going to the doctor” (CP 3); “

Lightest symptoms, most common, easiest to treat, which may progress if handled wrong” (CP
25); “These diseases have a lower risk of severity” (CP 31); “The simple reactions occurring with

health risk or death in debilitated patients or not” (CP 35)



Symptom

Treatment or
possible pharmacist
intervention
Emergence or

Manifestation

Frequency

Severity
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“That we can intervene, are these symptoms” (CP 24)

“Symptom immediacy”(CP 6); “Minor symptom that manifested quickly” (CP 12); “A symptom
that feels at that moment, but can disappear on treatment” (CP 32); “Recent symptom recent”’(CP
33)

“A symptom that is not constant” (CP 16)

“Symptoms that cause some discomfort but does not hinder a person's life” (CP 15); “Are
emergency symptoms that appear” (CP 20); “Are palliative symptoms that we can treat” (CP 21);

“Are simple symptoms for which people come into the pharmacy" (CP 23)
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Table 5. Themes identified from pharmacists’ attitude about self-medication (Aracaju, Sergipe—Brazil, June to August 2012).

Guidance

medication

Screening

on

self- 10

for 9

severity, and guides

or directs

doctor

to

the

“I make it clear the severity of self-medication” (CP 31); “I direct how it should medicate correctly” (CP 19); “T'll
help” (CP 18); “Give advice” (CP 7); “Explain how that drug will act in the body and its misuse which can occur
in response to the organism” (CP 32); “Advise in the best way possible, check to see if the medicine he is using
corresponds to what is appropriate” (CP 20); “T ask if he has allergies, if he has ever taken drugs, his age” (CP 3);
“Looking for ways of creating awareness and consciousness of the correct way to use the medication” (CP 1); “I
try to advise the best way to not affect it” (CP 10); “Listening to him, asking questions that may clarify the
problem to be able to guide him better” (CP 12)

“Depends on what it is: if it’s a medication associated with great risk, I advise him to see the doctor; if not, I give
advice” (CP 14); “Depends on the medication: when it is an over-the-counter medicine, I guide; when it’s not, I
refer to the doctor” (CP 11); “Depends. I advise depending on what the patient complains of, if it doesn’t
improve, | recommend that he seek medical advice” (CP 6); “Depends on the situation, if I can help I ask all the
necessary questions and guide; if not, if it’s something more advanced, I point the doctor” (CP 15); “Depending

on the problem I ask how old they are and how long they’ve had the problem. I advise if it’s not very serious, or if



Referring the patients
to the doctor
Directing the patients
to seek medical
advice

Screening the
severity, and indicate
the medicine or guide
to seek medical
advice

Advising patients
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it is something chronic, I forward them to the doctor” (CP 35); “Depending on the situation, I forward it to the
doctor, if not I advise. If they are elderly or are children, or if it is more serious, I forward them to the doctor” (CP
25); “I always seek medical advice or when something is palliative I guide him” (CP 17); “If it’s an over-the-
counter medicine I guide, but if it is a prescription, I seek medical advice” (CP 4); “When it is a more serious
problem I point the doctor, if it is a minor problem I guide” (CP 28)

“Depending on the disease, I refer to the physician. If the patient is elderly, I refer” (CP 24); “At first, my opinion
is that he see a doctor” (CP 2); “Depending on what it is, I indicate that they call the doctor” (CP 34)

“Inform him to see a doctor to guide him” (CP 29); I ask him to go to the doctor” (CP 36)

“Depending, if I can indicate, I indicate. And also point out natural methods when possible, and if it is something
more serious, I point the doctor, especially if they are elderly, pregnant or are a child” (CP 16); “Clarify that he
should not, or if it should be used, e.g., if it’s for the flu, I indicate; if it’s anything more serious, I ask to call the

doctor” (CP 27)

“Do the intervention, and advise to see a doctor” (CP 23); “Normally I check what it is, but if the patient is




before referring them
to the doctor.
Advice or not allow

the patient get the

medicine
Prohibits self-
medication and

forwards to the
doctor

Questioning patient
information—
emphasis on

anamnesis
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already making use (of medication), (then I ask them to)seek medical advice” (CP 30)

“I give directions, if the drug is needed, alright, otherwise I do not agree to explain” (CP 5); “I try to guide, often

tell him not to buy” (CP 22)

“First I tell the patient not to self-medicate, speak to look for medical advice” (CP 13); “I suggest that the patient

stop taking, and seek medical advice” (CP 21)

“If one asks for aid, I analyze his case, the symptoms, and check if the medication he is on hand is the most

effective” (CP 26); “I ask for information, and ask how long they have been feeling the symptoms” (CP 33)
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OBellyache
@ Appendicitis
@ Feeling sick

B Stomachache

B Diarrhea

BFlu

B Common cold

& Runny nose

OHeadache
@ Body pain
O Pain

B Myalgia

O Colic

@ Contusion
B Swelling
B Fever

G Notknow

Figure 1. Frequency of the minor illness cited by the sample. (Aracaju, June to August 2012).
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SUMMARY STATEMENT

e The standard of healthcare provided by the community pharmacists was generally low,
especially regarding the assessment of the characteristics of the presented complaint (symptoms, time of
onset of the complaint, associated symptoms, etc.). This could have hampered their recommendations
for palliative treatments and/or referral to the doctor for careful evaluation of the complaint.

e The community pharmacists did not introduce his/her self appropriately, explain the purpose of
the orientation, assessed whether the patient had any other medical conditions, review the patient’s
understanding, any real concerns, and/or potential patient problems. They did not provide much
information about the safe and proper use of the non-prescription medicine and the need to seek the

opinion of a medical consultant.

BACKGROUND

Studies have demonstrated that the practice of self-medication presents a possible risk of abuse and
inappropriate use of medicines, which increases the incidence of drug-related problems and may compromise
patient safety.” However, with the availability of and easier access to a wider choice of diverse non-prescription
medicines than before, it is important for the pharmacists to know that the right advice must be given when the
patient seeks their help.’

According to the WHO guidelines,*’ a community pharmacist (CP) must provide counselling to the
consumers of non-prescription medicines and promote responsible self-medication. Counselling aim is ‘to give
the patient an opportunity to explore, discover and clarify ways of living more resourcefully and towards greater
well-being’.6 Thus, pharmacists must maintain at a high standard of practice by ensuring safe, effective, and
appropriate use of non-prescription medicines.”*

One approach to guarantee this quality and to provide continuing professional development for the CPs
is by using the simulated patient (SP) technique to assess and improve practice."”'%!""? In the last decade, the SP
technique has been used around the world, as an assessment and educational method, to identify issues in current
pharmacy practice, to evaluate professional performance and to inform interventions to shape practice behaviour
of the CPs.»"*"?

According to Castro and Correr,'® no statistics are available on the proportion of pharmacies that
provide cognitive services in Brazil. Furthermore, few studies have explored the performance of the CPs with

reference to patient-centred cognitive services in community pharmacies.”'™'® Thus, quality improvement
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initiatives are needed for the responsible provision of self-medication, especially to fully integrate the Brazilian
CPs into patient-centred cognitive services. Consequently, the aim of the present study was to assess the

performance of the CPs in the management of the cases with minor symptoms, using non-prescription medicines.

METHODS

Study design

A cross-sectional design was employed and the data were collected from September to November 2012. The SP
patient method was chosen to assess the practice behaviour of CPs in Brazil, as it allowed for observing of the
pharmacists in their natural environment, uninfluenced by awareness that their behaviour was being observed.
All simulations were conducted in two chains of community pharmacies in Aracaju. These community
pharmacies were representative of different geographical areas within the city.

Sample size

Prior to the study, we conducted a sample size calculation with a finite population adjustment (N= 43)
and assumed proportions of P = 0.16."° Thus, approximately 36 CPs were necessary to obtain two-sided 95%
confidence intervals for single proportions, while extending five percentage points from observed proportions. It
is important to emphasize that the sample was for convenience.

The Laboratory of Teaching and Research in Social Pharmacy (LEPFS) on Federal University of
Sergipe, Brazil, recruited the sample of pharmacies (a total of 43 CPs was contacted, and 40 accepted
participate), based on the geographic location (metropolitan area), from the city of Aracaju in Brazil. Further, the
sample consisted of 2 pharmacists from each of the selected pharmacies. Aracaju is the capital of the State of
Sergipe in Brazil, located in the north-eastern part of the country, with a population of approximately 571,000
inhabitants, which represents approximately 33% of the state population. There are 195 pharmacies in the
Aracaju metropolitan area (chain and independent community pharmacies). Approval for this study was granted
by the Sergipe Federal University Ethics Committee.

Participants

The cough and rib pain, and sinusitis related counselling was assessed using the SP method. The LEPFS
and two private community pharmacy chains signed an agreement to participate and cooperate in the study.
Following the agreement with the management, the CPs were invited to participate in the study if they fulfilled
the following inclusion criteria: age > 21 years, were present in the pharmacy during the SP visit, and were

willing to voluntarily participate in the study. This study excluded the pharmacists who were absent during the
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two visits by the SP, the pharmacists who were based in a hospital or independent pharmacies, and individuals
who were not pharmacists, as identified by the SP.

The CPs were informed that an audio and video-recorded SP visit would be conducted some months of
the invitation made by personal contact, to eliminate the behavioural bias over time. The participants who agreed
to participate provided written informed consent. The participants were informed that they could refuse to
participate in the study at any time, and that the data gathered would be kept anonymous and strictly
confidential. The details of the scenarios and the identity of the SP were not disclosed to the participants.

The researchers explained to the eligible CPs that the study had a formalized feedback system for
detecting the SP visits, in which the CPs would have to telephone the researchers when they suspected that an SP
visit had occurred, and provide the date, time, and drug dispensed in the suspected visit. Based on this
information, the researchers could determine if a visit had been detected and consequently, eliminate it from
further study.

Pilot Study

A pilot study was carried out with 10 CPs who worked in the pharmacies that were not a part of the
study sample. The pilot study helped detect the possible shortcomings in the methodology. The SPs visited the
pharmacy using the two scenarios, i.e., cough and rib pain, and sinusitis, in order to test the scenarios and the
two SPs. In an interview that followed the last SP visit, the participating CPs stated that they did not detect any
of the SP visits. Thus, no significant deficiencies were identified in the constructed methodology for the present
study.

Scenarios

One pregnant woman and a female pharmacy student were trained to enact one of the scenarios, in an 8-
hours training session. During the training, they were informed about the methodology, the scenario, and the
rules of approaching the CPs. A considerable part of the training involved role-playing, where one of the
researchers acted as a pharmacist. The SPs enacted the scenario, which were audio recorded to enable analysis
and the further improvement of their performance. Based on their performance, further instructions and advice
was given. The SPs were informed about the ethical code designed for this study, in order to ensure the
anonymity of the participating individuals and to protect the integrity of the data obtained.

After entering the participating pharmacies, the SPs either requested the purchase of a non-prescription
medicine or the treatment for a symptom according to the scenario used. The scenarios dealt with self-

medication for a cough and rib pain, and sinusitis. The details of the scenarios have been presented in Table 1.
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The SPs would visit the participating pharmacy, ask to see the pharmacist and then seek advice, either for the
treatment of a persistent cough accompanied by rib pain, or a sinusitis complaint (sore throat, runny nose, itchy
throat, sneezing, nasal congestion and facial pain) (Table 1).

In scenario 1, the SP was instructed to request treatment for a cough and not provide any further
information unless requested by the pharmacist. On the other hand, in scenario 2, the SP was instructed to
communicate the symptoms and ask or tell anything to the pharmacist even if they were not requested for the
same by the CP. The scenarios were designed to assess the willingness and the ability of the CP to offer
appropriate advice, and the ability to solicit appropriate information to identify a hazardous health situation.

An expert panel, comprising four clinical pharmacists, was established to review current clinical
evidence in relation to the clinical scenario used in the study, and to establish what constitutes a reasonable or
desirable outcome in terms of the practice behaviour of Brazilian CPs. In both scenarios, they established that if
the CP chooses to indicate a medicine, all the information necessary to ensure the rational use of the same should
be provided to the SP. This information includes, the name of the drug, indication, dose, dosage, the mode of
administration, the duration of treatment, the onset of action, major adverse reactions and drug interactions,
action to be taken if reactions occur, storage of the medicine, and details about when to seek medical attention.

In response to Scenario 1, the panel specified that the pharmacist should explore the patient’s history,
characteristics of the complaint (including conditions other than the pregnancy), medicines the patient is taking
currently, and medicines that had already been tried to treat the cough. They also deemed it important that the CP
is able to establish if the rib pain was likely to be related to the persistent cough. Further, the expert panel agreed
that the scenario warranted the recommendation of a medical consult, and non-pharmacological therapies, such
as increasing liquid intake, humidifying the air by using humidifiers, vaporizers, or hanging wet towels in the
room, avoiding polluted environments or cigarette smoke, and using honey (if not diabetic) for the cough.

For Scenario 2, the expert panel pointed out that the CP, as in scenario 1, should explore the patient’s
history and characteristics of the complaint (the frequency and duration of the symptoms, the nature and location
of the pain, the presence of other symptoms, the specific causes of the symptoms, and the aggravating or
precipitating factors). In addition, the CP should also consider the presence of any other clinical conditions, the
medicines the patient may be taking currently, and the medicines that had already been tried to treat the
complaint. Finally, the CP should also be able to establish whether the facial pain was likely to be related to
sinusitis and then indicate a non-prescription medicine as a palliative, and emphasize the need for medical

consultation because of the suspicion of a case of sinusitis. The panel also recommended that the CP should be
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able to provide counselling regarding alternatives for the relief of symptoms prior to medical consultation, such
as, using saline solution in the form of nasal drops and the correct form of administering the same, the use of
sodium bicarbonate in warm water to gargle for sore throat relief, and recommend the adoption of non-
pharmacological measures such as cleaning the air conditioning or fan, taking adequate rest and sufficient
hydration.

Documenting the counselling process

On entering the pharmacy, the SP asked to speak directly with the pharmacist. The conversation was
initiated by the SP, by stating her symptoms. The duration of the time spent on counselling was measured from
the moment the patient was received by the pharmacist, until the moment she left the community pharmacy.
During each visit, the SP recorded the interaction with the CP using a hidden micro camera. Two investigators
analysed the recorded interactions. These investigators were pharmacists, with the knowledge of case resolution,
had undergone theory and practical training in counselling. They assessed the clinical skills of the participants
with the instrument developed by the United States Pharmacopeia (USP) called ‘Medication Counseling
Behavior Guidelines’ (MCBG) and validated to Portuguese language through a consensus method based on
registration of existing assessment tools for patient education.'® It is considered the first attempt to assess the
pharmacists’ skills of patient education, within the context of communication between pharmacists and
patients.”” Currently, it is considered the most comprehensive model for assessing patient education for its
completeness in evaluating the pharmacist’s competency in patient care.”*?"2

According to the USP model, each patient counselling encounter comprises four parts: 1) the
introduction, which aims at assessing the patient’s information needs; 2) the content of the information provided,
that should be customized according to the needs assessment; 3) the concluding part which should focus on
ensuring that the patient has understood the information provided; and 4) the communication techniques that are
needed in each step of the process. It was developed by specialists to facilitate learning and self-improvement of
pharmacists. The validity and suitability of the USP guidelines has been tested in the context of community
pharmacy (Cronbach's alpha for the whole original scale was 0.91).

This tool is composed of 35 structured items divided into four categories: introduction, content, process,
and completion of orientation. Each item is evaluated according to the pharmacist’s performance in the
interaction with the SP, measured on a ten-point Likert type scale (1= not done, 2= poor, 3—5= regular, 6—7=
good, and 8-10= excellent). It is important to highlight that one item from the category-content of orientation,

was excluded from the study (tell the patient (or agent) when he/she should go back to get the medicine again),
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because it could not be adapted to the proposed scenarios in the present study. The discrepancies in observation
between the investigators were resolved through consensus. Thus, the audio-visual records were reviewed
repeatedly and discussed until a consensus was reached.
Statitical analysis

Descriptive statistics were used to analyse most of the variables. The results were presented using mean
+ standard deviation (SD), frequency, or proportion. Statistical analysis was performed using the Biostast,
version 5.0. Since the Shapiro-Wilk test did not show a normal distribution in the data, the non-parametric test
Wilcoxon rank sum, with alpha set at p < 0.05, was used to compare the CP questionnaire ratings between the

two scenarios.

RESULTS

Of the 43 CPs contacted, 40 (93%) agreed to participate in the current study. The pharmacies were
located in the metropolitan area in different districts of the city. None of the SP visits was excluded from the
analysis as none of the CPs called to inform the researchers of a suspected SP visit during the study. The two
scenarios were enacted for all the 40 participating CPs. Thus, 80 simulations were conducted. Most of the CPs
were female in both the scenarios (90% in the cough scenario and 95% in the sinusitis scenario). Altogether, the
average time spent on the counselling of the SP was 91.31 seconds or 1.52 minutes (SD + 68.63 seconds), and
the lowest and highest duration spent on counselling was 18 seconds and 554 seconds, respectively. The
pregnant SP with dry cough and rib pain had to wait for an average of 27.2 seconds before being served in 27.5%
of the visits. On the other hand, the SP presenting with sinusitis had to wait for an average of 51.5 seconds
before being served in 45% of the visits. The pharmacists provided some form of counselling without being
prompted, in 85.0 % of the visits in the scenario involving the pregnant SP with cough and rib pain, and in
92.5% of the visits in the scenario involving the SP with sinusitis.

It was observed that 20% (8/40) of the CPs did not perceive that the SP was pregnant. On the other
hand, 12.5% (5/40) observed that she was pregnant, and subsequently changed the intervention by referring the
SP to the doctor. The most commonly recommended medicines for 37.5% (15/40) of the CPs in Scenario 1 were,
expectorants (oxomomezanin + guaifenesin + potassium iodide) (1), peripheral antitussive (dropropizin) (4),
central antitussive (cloperastin) (1), herbal remedies (honey and cress) (2), and tablets (benzocaine +
cetilpiridineo) (2). Apart from these, some pharmacists recommend topical medications to relieve the rib pain,

i.e. diethylamine hydrochloride gel (1), or methyl salicylate + camphor + menthol (1), or recommended an oral
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antiinflammatory (paracetamol, ibuprofen) (2) and associated medication (caffeine, carisoprodol, diclofenac, and
paracetamol) (1).

It was noted that 72.5% (29/40) of the CPs recommend that the SP should visit a clinician, and only
10% (4/40) highlighted the adoption of non-pharmacological measures like ginger lozenge (2) and aerosolized
saline solution (1) for the cough, and warm moist compresses for the pain (1). Among the CPs who
recommended drugs for the cough, 26.67% (4/15) also recommended medical consultation, and 6.67% (1/15)
suggested the adoption of non-pharmacological measures such as warm moist compresses to relieve the pain in
the ribs.

With reference to Scenario 2 with the young woman with sinusitis, 60% (24/40) of the CPs
recommended treatment with non-prescription medicines. Further, only 37.5% (15/40) of them mentioned the
name of the medicines [26.7% (4/15) paracetamol, 13.3% (2/15) maintenance dipyrone therapy, 6.7% (1/15)
diclofenac, 6.7% (1/15) ibuprofen, and 6.7% (1/15) ketoprofen, with associated drugs like 6.7% (1/15)
paracetamol + pseudoephedrine, 6.7% (1/15) paracetamol + ephedrine, 6.7% (1/15) paracetamol + caffeine,
6.7% (1/15) caffeine + dipyrone + chlorphenamine, and 13.3% (2/15) phenylephrine + brompheniramine]. One
of the CPs indicated a combination of dexclofeniramina + betamethasone. Overall, 85% of the CPs
recommended consulting a physician to ensure accurate diagnosis and treatment that could include antibiotics.
Among the CPs who indicated non-prescription medicines, 83.3% (20/24) mentioned the need for medical
consultation. Interestingly, none of the CPs recommended any non-pharmacological measures for this SP.

Importantly, 65% (26/40) of CPs identified the sinusitis by asking the SP of Scenario 2 about the
characteristics of the complaints, such as, sneezing, rhinorrhoea, nasal congestion, presence and appearance of
the secretion, headache, facial pain, fever, and cough. Further, they investigated the location of the pain, the
duration and frequency of the symptoms, previous experience with the complaint, and if changes in the weather
or temperature caused the nasal congestion (precipitating factor). However, one CP suggested the possibility of
dengue, because the SP reported to have a headache and prostration. Among these CP, all showed paranasal
sinus, especially the maxillary, when generating the diagnostic hypothesis of sinusitis case.

Part 1 - Introduction to the orientation

The MCBG tool had eight items in the section on introduction. For Scenario 1, it was observed that
none of the CPs (100%) had fulfilled the first item, ‘explain the purpose of the orientation’. With reference to the
other seven items, they had been performed by a low proportion of the CPs, to a level ranging from satisfactory

to excellent. Specifically, the following behaviours were observed: ‘at the beginning, leads the orientation,
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presenting and identifying who the patient is or the person responsible for him/her’ (10%), ‘reviewed the
patient’s drug request before the orientation (17.5%)’, and ‘obtained preliminary and pertinent information
related to the drug request’ (55%). Details of the findings have been presented in Table 2.

In Scenario 2, none of the CPs (100%) were observed to exhibit the behaviours mentioned in two of the
items, specifically, ‘explain the purpose of the orientation’, and ‘warned the patient about the use of other drugs
or substances, including non-prescription medicines, and herbal and alcoholic beverages, which could interact
with the requested drug (increasing, decreasing or cancelling its action)’. Similar to the findings in Scenario 1, a
low proportion of the CPs exhibited the rest of the behaviours assessed to a satisfactory or excellent level.
Specifically, the following behaviours were observed: ‘at the beginning, leads the orientation, presenting and
identifying who the patient is or who is responsible for him/her’ (5%), ‘reviewed the drug request before the
orientation’ (45%), and ‘obtained preliminary and pertinent information related to the request for the drug’ (5%).
Details of the findings have been presented in Table 2.

Part 2 — The content of the orientation

Concerning the behaviours related to the content of the orientation, out of the 14 items or behaviours in
the MCBG tool, five behaviours were not observed in any of the CPs (100%) in Scenario 1. These were,
‘explained how long it takes for the drug to take effect’, ‘discussed the recommendations for storage and
additional instructions (e.g. shake well, keep refrigerated)’, ‘emphasized the benefits of using the medication as
directed’, ‘discussed the significant interactions between drug-drug, drug-food, and drug-disease’, and explained
in precise terms what to do if the patient misses a dose. Further, a low proportion of the CPs were observed to
exhibit the other behaviours to a satisfactory or excellent level. Specifically, these the following behaviours were
observed: ‘discussed the name and the indication of the drug’ (22.5%), ‘explained the dosing, including the time
of use and duration of therapy, when appropriate’ (10%), and ‘assisted the patient (or agent) to develop a care
plan to incorporate into his/her routine pharmacotherapy’ (2.5%). Details of the findings have been presented in
Table 3.

Again, the findings with reference to the content of the orientation in Scenario 2 were similar to those in
Scenario 1. The analysis revealed that none of the CPs (100%) was observed to exhibit the behaviour measured
in six of the 14 items. Some of these items were: ‘discussed storage recommendations, ancillary instructions
(e.g., shake well, refrigerate, etc.)’, ‘discussed the precautions associated with the medication (e.g. avoid
operating machinery or driving)’, ‘explained in precise terms what to do if the patient misses a dose’, and

‘discussed with the patient (or agent) the potential problems in taking your medicine as directed (e.g. cost,
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access)’. Note that one of the items were the same as in Scenario 1. Further, a low proportion of the CPs
exhibited the behaviours assessed in the rest of the items to a satisfactory or excellent level. Specifically, these
the following behaviours were observed: ‘discussed the name and the indication of the drug’ (37.5%), ‘explained
the dosing, including the time of use and duration of therapy, when appropriate’ (20%), and ‘explained how long
it takes for the drug to take effect’ (5%). Details of the findings have been presented in Table 3.

Part 3 -—The orientation process

The analysis of the process items revealed that, in Scenario 1, out of the 12 items, one behaviour were
not exhibited 100% of the CPs. This was, ‘investigated additional information (e.g. lifestyle, beliefs)’. However,
contrary to the findings of the previously discussed sections of the MCBG tool, for most of the remaining items,
a high proportion of the CPs exhibited the behaviour assessed, to a satisfactory or excellent level. Specifically,
these the following behaviours were observed: ‘used accessible language with the patient (agent)’ (75%), ‘used
the knowledge based on the literature, to support patient (or agent) orientation’ (30%), ‘responded with
understanding and empathy’ (50%), ‘the facts and concepts were presented in a logical order’ (52.5%), and
‘maintained control and direction of the orientation’ (85%). Details of the findings have been presented in Table
4.

In scenario 2, 100% of the CPs did not exhibit the behaviour assessed in the same item as those
discussed for Scenario 1. With reference to the behaviours exhibited to a satisfactory or excellent level, most CPs
were found to exhibit such behaviours: ‘used accessible language with the patient (or agent)’ (67.5%), ‘used the
knowledge based on the literature to support patient (or agent) orientation’ (67.5%), ‘responded with
understanding and empathy’ (70%), ‘the facts and concepts were presented in a logical order’ (62.5%),
‘maintained control and direction of the orientation’ (85%). Refer to Table 4 for details.

Part 4 —— Completion of the orientation

With respect to behaviours related to the completion of the orientation, analysis for Scenario 1 showed
that 100% of the CPs did not exhibit the behaviours assessed in four of the items (see Table 5). In contrast, for
Scenario 2, the behaviour in only one item was not observed in 100% of the CPs, specifically, ‘helped the patient
(or agent) to plan the next steps and follow-up of the pharmacotherapy’. Further, in Scenario 2, it was observed
that the CPs exhibited the behaviours assessed in some of the items to a satisfactorily or excellent level. These
items were, ‘resumed, recognizing, and/or emphasizing the key points of information’ (47.5%), ‘provided an
opportunity for questions or concerns’ (7.5%), and ‘assessed the patient’s (or agent’s) understanding through

feedback’ (2.5%) (Table 5).
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Finally, the difference between the performances of the CPs in both the scenarios in the present study

was not statistically significant for any of the items analysed.

DISCUSSION

The study showed that the CPs lacked some clinical and communication skills. The scope of the
information they provided to the SP focused on pharmacotherapy characteristics, instead of assessing the
patient’s complaint first, which further proves the CPs’ poor performance regarding clinical assessment of the
complaint and interpersonal communication.”* Other studies that used the SP method in community pharmacies,
have also demonstrated ‘insufficient questioning’ as a problem associated with non-prescription medicine
consultations.*'*!”

The present study confirms the feminization of the pharmacy profession in Brazil, corroborating the
international trend in this phenomenon.zs'29 Moreover, a study conducted in Aracaju, in 2010; with SPs who had
headache and childhood diarrhoea also revealed that majority of the CPs were women.'” In this context, as the
healthcare profession is aimed at providing care, which involves helping people in disease prevention,
promotion, protection, and recovery of health, females may be more attuned to the practice of care.

A pharmacist requires adequate time for gathering clinically relevant information and evaluating the
patient’s needs, in order to recommend a non-prescription medicine. The literature advocates that pharmacists
should designate at least 3 minutes per patient.** However, the amount of time the pharmacist spent in the
current study was about half the recommended duration. In a similar study,'” the CPs spent a similar amount of
time with the patient as in the present study. However, a study conducted in Slovenia presented different findings
wherein the duration of consultation was 52.4 to 65.3 seconds.” One of the reasons that may explain these
findings is the lack of emphasis on health communication in the academic disciplines. This deficiency leads the
students to believe that Pharmacy is a profession where they will not communicate with patients or their
guardians.>"*?

We acknowledge that some pharmacists in the study provided some good advice to the SPs. For
example, most of pharmacists referred the pregnant SP to a physician, a behaviour which was in keeping with
the guidelines on expected outcomes provided by the expert panel in the present study. However, there were
individual differences in the non-pharmacological therapies suggested by the CPs (ginger lozenge for the cough,

and warm moist compresses for the pain) Further, the results showed that the standard of healthcare provided by

the CPs was generally low, especially regarding the assessment of the characteristics of the presented complaint
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(symptoms, time of onset of the complaint, associated symptoms, etc.). This could have hampered their
recommendations for palliative treatments and/or referral to the doctor for careful evaluation of the complaint.
Thus, it is important that community pharmacies improve the quality of their consultations in areas such as,
pregnancy, particularly with regard to the in-depth elicitation of symptoms and details of the patients’ situation.”

Similarly, in Scenario 2, the CPs failed to investigate the complaint with which the SP approached
them.** Such information would help them confirm their suspected diagnosis (type of complaint) and steer the
decision making to meet the principles of pharmaceutical practice, i.e. to manage or detect health problems.**
Thus, it is clear that pharmacists need to know the principles of patient counselling, health education, and
clinical evaluation and be able to implement these competencies into their practice to ensure appropriate decision
making. **

It is important to note that one of CPs chose to prescribe a medicine for the treatment of sinusitis that is
not allowed in Brazil. In Brazil, there is not a ‘Pharmacy’ category of medicines which only pharmacists can
supply without a prescription. However, the recent resolution 586/2013* points out that the pharmacist can
prescribe medicines which do not require prescription for dispensing. In this sense, the recommendation of this
category of medicines would fit for the relief of symptoms reported by the SP as performed by CP.

In Scenario 2, the CPs only stated the name of the medication or mentioned the indication. Deschamps
et al*® examined the order in which information was presented to the patient by pharmacists. They highlighted
that the order might be a reflection of the relative priority of what the pharmacists hope to accomplish with their
consultation. An assertion like the one observed in the present study refers to the fact that pharmacists may meet
the patients’ health needs, but should also provide information about the medicines they use and about the
health-related issues related to the medication prescribed.37 Thus, it is important to mention the reason for the use
of certain pharmacotherapy, as well as the substances present in the medicine. In contrast to guidelines provided
by the expert panel in the present study, most of the pharmacists did not provide the information related to the
MCBG tool’s category of content of the orientation.

During patient counselling in a pharmacy, the pharmacist must observe, ask questions, discuss, and
evaluate the patient in many ways, in order to obtain a comprehensive view of the guidance the patient requires.
This is the first of the four principles suggested in the ‘Optimization of Medicines’ aimed to support patients to
get the best outcomes from their use of medicines.*®

Patients go to a pharmacy to seek reassurance, for example, to confirm a suspicion about an ailment, to

reaffirm that they are taking their medication correctly, or to confirm the need to visit a general practitioner.***’
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Therefore, it is important for the CP to possess the expertise in identifying health risks or clinical conditions
which need medical attention. However, the present study revealed that the CPs did not assess the patients’ needs
for information in a critical consciousness level,***' because their performance in the category ‘introduction to
the orientation’ was low.

For example, the CPs did not introduce his/her self appropriately, explain the purpose of the orientation,
assessed whether the patient had any other medical conditions, review the patient’s understanding, any real
concerns, and/or potential patient problems. These variables contribute to the recognition of the pharmacist as a
health professional by the society and the understanding that the pharmacy is not a place that only sells medicine,
but also provides treatment.*” These findings differ from those of Chui et al* in which the pharmacists were
found to question patients about their medical and medication history. In addition, the pharmacists informed
them about the possible side effects and ways of dealing with them. Moreover, pharmacists played a useful role
in helping patients assess their medical needs and determine whether a physician’s visit was Ilf:cessary.3’43

It is noteworthy that a high proportion of the CPs in the present study were found to obtain preliminary
and pertinent information related to the drug request for Scenario 1. This may have occurred because the SP’s
pregnant status was overtly visible. Similarly, in Scenario 2, a considerable proportion of the CPs reviewed the
SP’s drug request before orientation, probably because the patient showed signals related to the ailment (facial
pain on finger pressure and forward bending of the head). The pharmacists’ focus on the product instead of the
patient implies that the quality of pharmacist intervention was compromised;’?* therefore acting as an
impediment to choosing the best treatment option that guarantees the well-being of the patient. Moreover, the
absence of instruments such as clinical protocols and algorithms to guide pharmaceutical intervention may also

have compromised the performance of the CPs.** According to Mehuys et al**

, the use of such counselling
protocol for patients efficiently assisted pharmacists in appropriate triage and selection of therapy.

With reference to the content of the orientation, a majority of the CPs merely provided basic
information about the medication, which was brief and non-individualized. They did not provide much
information about the safe and proper use of the non-prescription medicine and the need to seek the opinion of a
medical consultant. In addition, the CPs exhibited low scores on providing information about the name and
indication of the medicine, its dose and frequency, warnings regarding side effects, and helping the patient (or
agent) to generate solutions to potential problems. They did not provide important pieces of information that

141

would ensure the rational use of these medicines. As reported by Kasanaho et al®™ the pharmacists use

disconnected empirical knowledge, without analysing their actions in relation to such information. For example,
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one CP prescribed a combination of an anti-inflammatory drug along with a muscle relaxant to treat the rib pain
of the pregnant SP, without considering the risks to the health of the patient and the foetus. This combination of
drugs contains substances that can cause uterine inertia and/or premature closure of the ductus arteriosus,
particularly in the last three months of pregnancy,” which was the gestational age of the SP at the time of the
study. Thus, these CPs need educational interventions* which impart basic clinical knowledge (disease
management and therapeutic), patient counselling, and communication skills. The information need to be
adapted to increase patient knowledge regarding proper and safe use of medication for the specific
condition, 1517364143

Effective communication with patients depends greatly on the degree of empathy demonstrated during
the course of the conversation. It was rewarding to note that the CPs in the present study demonstrated a good
level of empathy that could influence the use of open questions, and verbal and nonverbal behaviour. The
pharmacist should use proper verbal and non-verbal communication skills during the counselling session,'” in
order to establish a trustful relationship with the patient, and to ensure comprehension of the information
provided by the CP. It is noteworthy that, the manipulation of the ‘shopper’ role (passive and active) in market
studies of pharmacist-patient communication is strong evidence that the type of patient plays an important role in
the pharmacist’s content and style, and extent of communication.*” However, contrary to these findings cited
above, in the present study, there was no significant difference between the two scenarios for any of the items
analysed.

Deschamps et al*® pointed out that most of the time pharmacists did not explore the psychosocial
concerns surrounding an illness. Probably the CPs who participated in the present study, were not aware of their
responsibility as a healthcare professional, to promote, maintain and restore health, and prevent diseases.”* To
help achieve this, they need to interact with patients and facilitating positive experiences. Patients create positive
or negative attitudes about the healthcare professionals with reference to their experience with the disease,
treatment, and services provided.*? Considering these experiences is critical to meeting the patients’ needs.***’

Thus, the role of the pharmacists should change from that of a paternalistic counsellor, towards a
counsellor who supports the patient emotionally, and helps them to combine actions, knowledge, and
feelings.***"*” In our study, we observed that, in both the scenarios, a high level of patient-pharmacist
interactions leave the pharmacist in control, which does not provide an opportunity to the patient to express
concerns or questions about their complaint. This indicates that the pharmacists may have been focused on

prescribing the medicine alone. Moreover, the CPs may have believed that the patient does not contribute to the
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process of providing effective pharmacist interventions. However, Deschamps et al*® purported that allowing the
patient to describe his/her situation and/or reason for receiving the current prescription is a good start to
relationship building, and to patient-centred care.

The pharmacists’ counselling regarding self-medication should include a logical line of questioning and
two-way communication before the pharmacist recommends a product, and gives instructions and advice.* On
the other hand, in both the scenarios, the CPs did not inquire with the SP about additional information that would
enable them to establish a good therapeutic relationship, and to steer the care and share the decision-making
between the patient and the pharmacist. Therefore, it may be concluded that the pharmacist’s function of
dispensing medication, while vital for patient care, may be a superficial practice in the profession. It does not
utilize the CP’s knowledge or skills sufficiently.’® Such an assertion applies to this study, since it was evident
that the communication model adopted did not focus on counselling patients. Thus, there is a need to adopt a
problem-solving approach through which each patient’s needs and level of understanding are taken into
account.”’ Further, the patients can use the expertise of pharmacists as a value added information resource on the
use of non-prescription medicine and the management of minor ailments. "

The ‘Medication Counseling Behavior Guidelines’ suggested by the USP™, introduce practitioners to
the principles of two-way communication and self-assessment of performance. As confirmed by Kasanaho et
al*!, this instrument proved to be a very practical tool to illustrate differences between the stages of counselling.
The MCBG is also utilised in tutoring pharmacy students during their practical training period, teaching the
principles of patient counselling.”® An effective counselling process will lead to the expression of several queries
by the patient. However, the CPs, especially in Scenario 1 showed very low scores for the items in the category
on ‘completion of orientation’. As the patient was a pregnant woman with a passive attitude, it was expected that
the CPs would enable the clarification of any doubt about the ailment, as well as ensure that the patient had a
complete understanding of the pharmacist intervention that had been proposed.

Perhaps, the clinical status of the SP in Scenario 1 justified the low scores of the CPs so as to avoid
generating fear and apprehension regarding the medicine indication or practices for handling the complaint.
These scores can also be justified by the lack of clinical knowledge (the exploration of the nature of the
symptoms, and the possible causes and the implications of the symptoms) and communication skills. This was
extensively explored by Berger et al’', who confirmed that communication apprehension is an impediment to
effective practice. Thus, if pharmacy professionals and schools are serious about developing a patient-centred

and service-oriented care, then communication courses must be a part of the pharmacy curriculum.** There is a
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need for emphasis on both, improving skills, and reducing communication apprehension.*!***** In addition,
simulation-based training improves students’ knowledge, as well as clinical and communication skills.***’

The current study also had some limitations. Brazil is a large country, 47 % of South America, with
widespread regional inequalities. The study included pharmacies from only one Brazilian state, and used
convenience sampling. Therefore, the practice behaviour of pharmacists in the study may not be generalizable to
other states. A random sample of all Brazilian pharmacies would be a more appropriate approach in order to
improve the generalizability of the results. In addition, practice behaviour in response to the two clinical
scenarios used in the study cannot be generalized to other clinical scenarios commonly presented in Brazilian
community pharmacies. Further, this study did not provided feedback on the performance of CPs on simulated-
patient assessment. Finally, the study did not measure behavioural change, or a lack thereof, over time.

In order to avoid bias the analysis was first done independently by the researchers, and then compared.
In case of a scoring discrepancy, the video transcriptions were reviewed again and discussed until consensus was
reached. It would be useful to repeat the study with a larger sample from different cities in Brazil, in order to
observe the type of interventions, the questions to manager health problems, the performance in providing
medicines and treatment during patient counselling.

Although a majority of the CPs offered consultation without being asked, serious deficiencies were
found in some areas (clinical and communication skills). Important questions were asked by the CPs to aid
decision-making (e.g. symptoms, characteristics); however, information regarding other important conditions or
possible doubts about the complaint and the use of other medications to treat the symptom was not sufficiently
explored.

The investigated CPs showed a lack of experience in applying theoretical knowledge in practice, and
particularly in analysing the patients’ needs (signs and symptoms), providing information about the medicines,

and supporting patients to deal with doubts about the pharmacotherapy.
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Table 1. Simulated patient scenarios

Scenario 1: Patient presenting with dry cough (symptom-based request)

The patient is a woman aged 27 years, who is 6-months pregnant. She is complaining of dry cough
accompanied by pain in the ribs. She states that she only used the medicines prescribed by the doctor for
her pregnancy. She reported that that the cough is stronger at bedtime. She had not consulted the doctor
to investigate the problem. Hence, she had gone to the pharmacy, seeking medication for her symptoms.
Scenario 2: Patient presenting with facial pain (symptom-based request)

The patient is a woman aged 30 years, who works in an office that has air conditioning. She complains
of facial pain (pointed to the maxillary sinus), a sore throat, and a stuffy and runny nose. She presents
phlegm which is greenish in colour and thick. She had taken nasal drops (nafazolin) that she generally
used when she experienced a runny nose. It improves for a while, after which the problem persists. She
states that she had also used dipyrone the night before, for the face pain, but it did not work. She reports
that when she bends to pick up something from the floor, her pain increases (pointing to the sinus). She
reports, a little fever, but did not measure the temperature. She states that she had a flu that had not been
resolved since a long time. She mentions that the facial pain appeared a month ago and points to the fact
that it is getting cold. Therefore, she had gone to the pharmacy and requested something for the facial

pain.
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Table 2. Frequency distribution of the items in the introduction category of the MCBG tool during pharmacists’ interactions with simulated patients in the two scenarios.

Aracaju-SE/Brazil, 2012.

Items Pregnant woman with dry cough (F/%) Young woman with sinusitis (F/%)

r 2 3-5¢ 6-7° 8-10° 1 2 3-5¢ 6-7° 8-10°
At the beginning, leads the orientation, presenting and identifying who the 20/50 7/17.5 9/22.5 4/10 0 23/57.5 3/7.5 12/30 2/5 0
patient is or the person responsible for him/her
Explain the purpose of the orientation 40/100 0 0 0 0 40/100 0 0 0 0
Review the patient’s drug request before the orientation 25/62.5 0 8/20 7/17.5 0 5/12.5 5/12.5 12/30 15/37.5 3/7.5
Obtain preliminary and pertinent information related to the drug request 5/12.5 0 13/32.5 15/37.5 7/11.5 35/87.5 1/2.5 2/5 2/5 0
Warns the patient about the use of other drugs or substances, including non- 32/80 0 1/2.5 4/10 3/7.5 40/100 0 0 0 0
prescription medicines, and herbal and alcoholic beverages, which could
interact with the requested drug (increasing, decreasing or cancelling its
action)
Determines whether the patient had other medical conditions which could 29/72.5 0 6/15 2/5 3/7.5 32/80 0 4/10 3/7.5 1/2.5
influence the effects of the medication requested or the probability of an
adverse reaction
Assesses the patient’s understanding (or agent) of the requested 39/97.5 0 0 1/2.5 0 31/77.5 1/2.5 6/15 2/5 0
pharmacotherapy
Assesses any real concerns and/or potential patient problems 37/92.5 0 1/2.5 1/2.5 1/2.5 35/87.5 0 0 5/12.5 0

*Not done; "Poor; “Unsatisfactory; “Satisfactory; *Excellent.
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Table 3. Frequency distribution of the items in the content category of the MCBG tool during pharmacists’ interactions with simulated patients in the two scenarios. Aracaju-

SE/Brazil, 2012.

Items Pregnant woman with dry cough (F/%) Young woman with sinusitis (F/%)

r 2 3-5¢ 6-7° 8-10° 1* 2 3-5¢ 6-7° 8-10°
Discusses the name and indication of the medication 25/62.5 0 6/15 6/15 3/7.5 20/50 1/2.5 4/10 8/20 7/17.5
Explains the dosage regimen, including scheduling and duration of therapy 16/40 0 3/7.5 1/2.5 3/7.5 26/65 0 6/15 6/15 2/5
when appropriate
Assists the patient (or agent) in developing a plan to incorporate the 21/97.5 0 0 1/2.5 0 40/100 0 0 0 0
medication regimen into his/her daily routine
Explains how long it will take for the drug to show an effect 40/100 0 0 0 0 38/95 0 0 1/2.5 1/2.5
Discusses storage recommendations, ancillary instructions (e.g., shake well, 40/100 0 0 0 0 40/100 0 0 0 0
refrigerate, etc.)
Emphasizes the benefits of completing the medication as directed 40/100 0 0 0 0 38/95 0 2/5 0 0
Warns the patient about the (significant) potential adverse effects of the 20/50 0 6/15 6/15 8/20 39/97.5 0 0 1/2.5 0
medications
Discusses how to prevent or manage the side effects of the drug if they do 38/95 0 2/5 0 0 40/100 0 0 0 0
occur
Discusses the precautions associated with the medication (activities to avoid, 38/95 0 0 2/5 0 40/100 0 0 0 0
etc.)
Discusses significant drug-drug, drug-food, and drug-disease interactions 40/100 0 0 0 0 39/95 0 0 2/5 0
Explains in precise terms what to do if the patient misses a dose 40/100 0 0 0 0 40/100 0 0 0 0
Discusses with the patient potential problems in taking the medication as 37/92.5 0 3/7.5 0 0 40/100 0 0 0 0
directed (e.g. cost, access, etc.)
Helps patient (or agent) generate solutions to potential problems 32/80 0 0 5/12.5 3/7.5 25/62.5 0 3/7.5 7/17.5 5/12.5
Provides detailed information about the pharmacotherapy 30/75 2/5 3/7.5 3/7.5 2/5 22/55 1/2.5 10/25 6/15 1/2.5

*Not done; °Poor; “Unsatisfactory; “Satisfactory; *Excellent.
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Itens Pregnant dry cough (n/%) Young woman sinusitis (n/%)

1* 2 3-5¢ 6-7° 8-10° r 2 3-5¢ 6-7° 8-10°
Uses accessible language with the patient ( or agent) 1/2.5 0 9/22.5 23/57.5 7/17.5 0 0 13/32.5 17/42.5 10/25
Uses the knowledge based on the literature, to support patient (or agent) 22/55 4/10 2/5 4/10 8/20 3/7.5 3/7.5 7/17.5 11/27.5 16/40
orientation
Responds with understanding and empathy 0 8/20 12/30 14/35 6/15 0 5/12.5 7/17.5 21/52.5 7/17.5
Presents facts and concepts in a logical order 0 7/17.5 12/30 11/27.5 10/25 1/2.5 3/7.5 11/27.5 15/37.5 10/25
Maintains control and direction of the counselling session 0 3/7.5 3/7.5 24/60 10/25 1/2.5 2/5 3/7.5 23/57.5 11/27.5
Investigates additional information (e.g. lifestyle, beliefs) 40/100 0 0 0 0 40/100 0 0 0 0
Uses open-ended questions 9/22.5 9/22.5 10/25 9/22.5 3/7.5 5/12.5 7/17.5 18/45 9/22.5 1/2.5
In general, displays effective nonverbal behaviours 0 9/22.5 14/35 12/30 5/12.5 0 7/17.5 11/27.5 18/45 4/10
Appropriate eye contact 0 1/2.5 7/17.5 19/47.5 13/32.5 0 3/7.5 9/22.5 25/62.5 3/7.5
Voice is audible; tone and pace are good 0 0 3/7.5 14/35 23/57.5 0 2/5 18/45 12/30 8/20
Body language, postures, and gestures support the spoken message 0 7/17.5 9/22.5 11/27.5 13/32.5 0 5/12.5 10/25 20/50 5/12.5
Distance between the health care professional and patient is appropriate 0 2/5 11/27.5 24/60 3/7.5 0 2/5 4/10 27/67.5 7/17.5

“Not done; °Poor; “Unsatisfactory; “Satisfactory; *Excellent.
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Table 5. Frequency distribution of the items in the category on completion of orientation of the MCBG tool during pharmacists’ interactions with simulated patients in the

two scenarios. Aracaju-SE/Brazil, 2012.

Items Pregnant woman with dry cough (F/%) Young woman with sinusitis (F/%)
1* 2" 3-5° 6-7° 8-10° r 2’ 3-5¢ 6-7 8-10°
Assesses the patient’s (or agent’s) understanding through feedback 40/100 0 0 0 0 36/90 0 3/7.5 1/2.5 0
Resumes, recognizes, and/or emphasizes the key points of information 38/95 0 0 1/2.5 1/2.5 13/32.5 1/2.5 7/17.5 12/30 7/17.5
Provides an opportunity for questions or concerns 40/100 0 0 0 0 36/90 0 1/2.5 2/5 1/2.5
Helps the patient (or agent) to plan the next steps and follow-up of the 40/100 0 0 0 0 40/100 0 0 0 0

pharmacotherapy

*Not done; "Poor; “Unsatisfactory; Satisfactory; “Excellent.
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4.4 CAPITULO IV - DEVELOPMENT OF A DECISION SUPPORT SYSTEM FOR THE

PRACTICE OF RESPONSIBLE SELFMEDICATION
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SUMMARY STATEMENT

e The developed software can increase the security of community pharmacist in the management
of self medication because it maintains patient records that allows pharmacist monitoring of patient
progress, maintaining continuity of care and reporting patient to the GP.

e The software enables the preparation of a prescription in accordance with the current
legislation on this pharmaceutical act. In the prescription will be present all the information about the
proposed treatment and observations noted during pharmaceutical care.

BACKGROUND

Self-medication with non prescription medicine is common in many cultures, especially in developing
countries.'™ This trend is justified due to low availability of health care services coupled with the lack of doctors
and poverty. On the other hand, it is important to emphasize that self medication without the advice of a health
professional, increases the risks of using expired medications and therapeutic indications mistakes made by
relatives, friends and neighbors.>® Moreover, the repetition of prescriptions is another way of self-medication. In
the United States, four in five Americans who visited the doctor left the office with at least one drug, surpassing
the 3.5 billion annual prescriptions.”” These data lead to the annual expenditure of approximately U.S. $ 234
billion with pharmacotherapy, and the impact of morbidity and mortality related to the drugs is around $ 200
billion per year since 2001.'"

According WHO, the increasing demand for health services in the last two decades justifies self-
medication that when properly practiced contributes to relieve symptoms and reduce the demand for the public
health system."® In this scenario, responsible self medication is a practice accepted as an integral part of the
health system and consists on the orientation of the patient by the community pharmacist in the treatment of
minor illness with the use solely of non prescription medicines designed to treat minor symp‘[oms.13 Thus, from
the information provided by the community pharmacist is expected that the patient can use the most appropriate
medicine, effective, safe and convenient.

In this context, information properly managed by information systems can contribute to the solution of
problems through aid in the process of diseases signs and symptoms identification and clinical decision
making.'”"” Thus, health information can also be configured as the foundation of clinical decision process
making based on evidence by community pharmacist, to choose the most suitable therapeutic goals and non

prescription medicines for obtaining clinical outcomes that improve patient quality of life.***
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In Medical and Pharmaceutical areas, management documentation has already been performed by
information systems (software), which organize in a logical and efficient way the signs and symptoms of
patients, allowing its analysis and suggesting diagnoses.”*** However, no studies are cited about this kind of
system toward community pharmacist, especially focused on the provision of responsible self-medication. With
the expansion of the therapeutic arsenal is still evidenced the need of using information technology (record
systems) that enables the community pharmacist access and use of accurate and recent information on behalf of
the promotion, protection and recovery of health and prevention and treatment of diseases.

In this sense, the development of tools for guidance and decision support such as flowcharts and
software, can assist the pharmacist in the identification process of minor illness and the choice of non
prescription medicines, minimizing errors in dispensing.lg’ 227 Hence, it is necessary to invest in research that
gives the necessary support for the development of software to facilitate the practice of responsible self-
medication by the pharmacist. Therefore, this study aimed to develop a software capable to assist community

pharmacist in clinical decision making on self-medication.

METHODS

The study was conducted from February 2012 to January 2014. The system development included the
identification of minor illness commonly treated by community pharmacists®™ and presentation of simulations
performed in community pharmacies using simulated patient methodology. Thus, it was possible to observe the
competences of the pharmacist in the management of minor symptoms with non prescription medicines and
identify the need to develop algorithms applied to the practice of responsible self-medication.?’

Thus was formed a group for the development of the tool. The members of the algorithm development
group comprised 12 members including 7 clinical pharmacists with three years of experience in management of
minor illness, 2 Production Engineering students, 2 professors (one of Clinical Pharmacy and other of
developing softwares) and the Pharmacist researcher (CER). Five algorithm development meetings were held
with this group from February 2012 to December 2013 (Figure 1). It is noteworthy that from October 2013 to
February 2014 the project team (Production Engineering students, professors and the researcher) held meetings
for finalization of the system in terms of its interface (fields needed to build the clinical and pharmacological
history of the patient, pharmacist intervention proposal and preparation of pharmacist prescription) and crossing
of information on signs and symptoms and current therapies. At the end of each meeting the researcher also

formally recorded details of the meeting (e.g. numbers and identity of attendees, and purpose).
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The purpose of the first meeting was conducted to address the question: “What are the key questions
that need to be addressed by the algorithm for the management of upper respiratory tract minor illness (flu, cold,
and sore throat) with non prescription medicines by community pharmacists?”” The pharmacists with a range of
clinical experience participated in a focus group discussion through brainstorming. During the meeting, the
responses were discussed and ranked.

Pharmacists used clinical cases of the minor illness mentioned above, to determine the questions which
should ensure proper diagnosis of the complaint and identifying situations of risk to patient health. The purpose
of the second meeting was conducted to discuss the nonprescription medicines and lifestyle measures
appropriate to treat these minor illness based on the scientific evidences. Then, drug therapy and lifestyle
treatments for each case were listed; being appointed in what situations the patient should be referred to the
doctor.

Subsequently, the collected data were translated into standard procedures represented as flowcharts and
process maps that helped the project team in the organization of information that should be obtained from the
patient questions. Thus, it was possible to ensure the inclusion of all relevant factors in the treatment of a
complaint that lead pharmacist during the identification process of the complaint and consequently, the most
appropriate decision making to improve the quality of life of the patient.

After the first drawing flowcharts and process maps the third meeting was held to optimize the outline
of the computerized system in order to increase the efficiency of pharmacist intervention as to ensure the safety
and well being of the patient. This was achieved through proper ordering of questions to patients regarding the
frequency of occurrence of positive responses to signs and symptoms defined as a risk to patient health; it would
be possible to forwarding decision or not a physician, as soon as possible by pharmacist.

When flowcharts are structured and optimized, the project team started the implementation phase
(transcription of information updating the database of a computer system, crossing the pharmacological and non-
pharmacological treatments for minor illness, test the software — 9° - 25° meeting) where all information
obtained in the previous meetings was transcribed in the database of a computer system. The purpose of the
fourth and the fifth meeting with the algorithm development group was to finalize the detailed content of the
algorithms and test the software from a simulated patient who presented flu. Again, pharmacists tested the
system version that was completed in December 2013. The final product was represented by a computerized
system that allows pharmacists access through a simple and intuitive interface, so as to motivate their use by

professionals who are not always accustomed to computational tools in their daily lives.
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RESULTS

First meeting

The 12 members of the algorithm development group participated during the first meeting. The first
stage of the focus group generated numerous issues many of which were combined following clarification
amongst group members. After the discussion and first round ranking 13 items were selected (Table 1). The
focus group pointed as main questions being carried those concerning to patient (age and sex), the general
characteristic of symptoms (fever, congestion and nasal itching, runny nose, sneezing, cough, sore throat,
headache, ear infections, facial pain, odor when sneezing, etc.), symptom onset, frequency, duration, location,
presence of other diseases or warning signs that derive the patient to the doctor, medications used or in use and
the result , allergy and triggering factors of the complaint or exacerbation of the condition. The final list of topics
for inclusion in the algorithm indicated the exact questions to be addressed by the community pharmacist to

manage properly the complaint.

Second meeting

The second meeting was attended by 10 group members. The discussions in the focus group indicated
consensus among pharmacists as the substances in the list of Groups and Specified Therapeutic Indications of
Brazilian Legislation as pharmacist interventions for the relief of complaint.®” As lifestyle measures, these have
involved cleaning the air conditioning or fan, taking adequate rest, increase increasing liquid intake, humidifying
the air by using humidifiers, vaporizers, or hanging wet towels in the room, avoiding cigarette smoke or polluted
environments, and using honey (if not diabetic) for the cough. If the patient had worsening of symptoms or had

no response to treatment suggested by the pharmacist, the patient should be referred to the doctor.

Third meeting

This meeting was attended by 12 group members. The evaluation of the system by the group found that
the questions relating to identification of risk situations to patient's health should follow the identification of the
patient (age and sex). Thus, positive responses to the presence of comorbidities, warning signs (bleeding,
lethargy, loss of consciousness, among others), negative results with the use of non prescription medicines less
than 1 week (adverse reactions, worsening or aggravation of the complaint) are parameters to refer patients to

the doctor.
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Fourth meeting

This meeting was attended by 10 group members. The algorithm was tested based on a simulated
patient with flu and sore throat with the aim to observe the order of the questions that would ensure a decision
process effective, efficient and safe for the patient. It was notice the need to differentiate between cases of
infectious and non-infectious rhinitis and sinusitis from the rhinorrhea that occur with flu. Furthermore, assess
the occurrence of sore throat frameworks that are derived from a viral infection. After these analyzes, it was
agreed that all group members would have a further opportunity to comment once the changes had been

incorporated.

Fifth meeting

This meeting was attended by ten group members. The algorithm was presented, tested based on a
simulated patient with flu, and agreed after the refinements as positive responses to the situations mentioned in
the last meeting that determine referral to the doctor. Furthermore, the software could assist the pharmacist in
finding situations of risk to patient health as the system incorporate medication and clinical data to support
review of medication for appropriateness, and document pharmacist interventions. The software was also used to

register and print pharmacist prescription.

System Development

The developed software has the function of collecting and storing information about the patient to
ensure that the diagnosis is made in the most efficient and safest way possible. The software requires a user
name and password to start, preventing it from being used by people who do not have clinical skills for manager
minor symptoms with non-prescription drugs (Figure 2). The steps for using the system for the care of a patient
are shown in Figure 3.

The first step in the process is to obtain the patient name. Through this information, the pharmacist can
check if the patient is already a user of Pharmacy and hence if he has a clinical or drug therapy history
registered. At a later stage, it is intended to have a single integrated database, so that the patient does not need to
repeat your information in pharmacies that have the software. If the patient is not registered, the pharmacist asks
the patient's age, given that this information determines whether the patient can be oriented by the pharmacist or
whether it should be referred to a physician (this recommendation is made for patients with less than two years

or over 60 years).
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Next, the diagnosis process starts from the signs and symptoms reported by the patient. The software
filter the diagnoses consistent with the set of signs and symptoms of the patient and then returns to the
pharmacist a short list of possible minor ailments. From this list, the pharmacist should choose the most likely,
based on their clinical judgment (Figure 4). It is noteworthy that the software is a support tool for pharmacist
clinical decision support and the competence to perform the final diagnosis remains o pharmacist responsibility.

After diagnosis, the software displays a list of questions that should be made to the patient prior to
treatment selection (Figure 5). The questions seek for information on chronic diseases, medications, allergies,
among others. Depending on the response and provided data on the patient's history, the content and sequence of
the questions will be personalized. Based on these answers, the software again will filter possible drug therapy
and/ or lifestyle treatments, returning to the pharmacist only those who do not present a risk to patient health
(Figure 6). This list of questions reduces the risk of irrational drug use, referring the patient to the doctor
immediately, in cases which are not regulated by the care pharmacist. Although the final decisions of diagnosis
and treatment to be recommended to the patient are pharmacist responsibility, the software takes care of filtering
the possible options so that they are consistent with those presented symptoms and offer no risk to the patient
regarding the choice of inappropriate treatments.

If the patient is already registered, the pharmacist may consult its history during dispensing. The screen
shown in Figure 7 is available along that of Figure 4, when the pharmacist clicks the "HISTORY" button. In it
are presented the symptoms and the proposed treatment (if any suggestion has been made) as referring patients to
the doctor, medication use and/ or the adoption of lifestyle measures. Thus, the pharmacist may perform a
comparative analysis of the current and previous clinical status of the patient. If the same complaint has been
presented more than once in the Pharmacy, the pharmacist can view each of the visits by selecting the
corresponding date. In summary, the software constructs the clinical and drug therapy history of the patient
which gives safety to clinics and prescription pharmacist activities. With all of this information, it is up to

pharmacists conduct their review and make the decision based on their clinical skills.

DISCUSSION
Information technology applied at Pharmacy enables, in addition to the management of medication use,
the improvement of information management and clinical decision making.*'** Hence, the application of this

artifice in teaching students of Pharmacy and the training and support of the community pharmacist practice as to
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the management of minor symptoms represent greater safety and efficiency in the provision of responsible self
medication.

Community pharmacies are potential sites where the risks involved with self medication could be
prevented, because community pharmacist have an overview of the prescription and non prescription medicines
that patients are taking.***® Also, community pharmacists possess a high level of knowledge and are easily
available to patients. This places them in a unique position to support self medication.’’?’ In this sense,
pharmacists recognized the need to educate patients about their role in self medication when managed in

accordance with guidelines and algorithms.'*%°

% a limited

Although most of these tools were developed to date have focused on Medical practice,”
number have been produced for the treatment of minor illness presented in community pharmacies that could be
manager with non prescription medicines. The developed software can increase the security of community
pharmacist in the management of self medication because it maintains patient records that allows pharmacist
monitoring of patient progress, maintaining continuity of care and reporting patient to the GP. Also, the software
could facilitate the reduction of misdiagnosis and the occurrence of drug related problems in the treatment of
minor illness. Accurate record keeping was also suggested as a means of maintaining patient confidence.'®
However, the need for clinical competence in assessing symptoms was noted.'®*'

According to Chaudhry et al.*? clinical decision support systems can improve adherence to guidelines
and support efficiency by decreasing utilization of healthcare resources. In Medical area, is essential to achieve
this purpose the availability of electronic health record that extract relevant information from the medical record
in real time and present recommendations as soon as possible in medical consultation.*™* In this sense, the
present software allows storage of clinical and drug therapy patient information to identify situations of referral
to the physician as well as contraindications for the use of certain non prescription medicines. This check would
ensure that community pharmacist have considered all of the appropriate signs and symptoms needed for an
accurate clinical decision support, and consequently, the drafting of pharmacist prescription.

You et al.** demonstrated in their study that 45.1% of the respondents agreed that community
pharmacists could play a leading role in patient self medication of chronic diseases. In this sense, the software
records the presence of other diseases in order to provide security in pharmacist decision-making process,
particularly in identifying situations of risk to health and, therefore, refer the patient to the doctor. Since the
1990s the action of the community pharmacist next to the physician was responsible for the early diagnosis of

47-49

diseases and consequently decreasing the suffering of the patient. General practitioners (GP) are generally
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positive about the pharmacists’ role in managing minor ailments but want patients to be referred if non
prescription medicines failed or if the conditions were more serious, such as chest pain.’*”* Findings confirmed
that extending the role of community pharmacists should be more convenient for patients in terms of access to a
health professional and longer opening hours and also should facilitate better use of GP time with complex
patients.'®*?

It has been demonstrated that advice on self medication and counseling by community pharmacists has
a measurable impact on health-related quality of life and that patients value the information that pharmacists
provide.** So the software meets this perspective when enable the pharmacist to obtain information about the
disease and the organization of the advice about self medication and the importance in adopting a healthy
lifestyle. Pharmacists can play an important role in self medication by providing and interpreting information
regarding appropriate health care and medication choices and they promote the rational use of drugs.”

A recent systematic review revealed that studies supported the roles of pharmacists in improving the
patient outcomes and health service utilization as well as delivering patient counseling and care regarding drug
therapy and management of their disease condition.” The software enables the preparation of a prescription in
accordance with the current legislation on this pharmaceutical act. In the prescription will be present all the
information about the proposed treatment and observations noted during pharmaceutical care.

Programs on Pharmacy education have stimulated the use of virtual tools in teaching Pharmacy students
with competence in providing independent, patient-centered, evidence-based pharmaceutical care.”**® However,
in Brazil and other develop countries the use of such tools in undergraduate Pharmacy is not cited. Thus, the
developed software may fill gaps in the academic formation of pharmacists regarding clinical process decision
making, development of knowledge and skills, patient assessment, and pharmacist prescription development.

On the other hand, it is important to emphasize that the software will help Pharmacy students and
pharmacists only in the management of symptoms and treatments proposition. The selection of intervention will
be linked to the clinical skills acquired and developed by students and pharmacists. Hands-on training
experiences are necessary to move students into deeper levels of learning (i.e., learning to understand) by
affording them practice at the application of the basic skills and knowledge necessary for provision of
independent patient care as it relates to curricular material.*’

A weakness of the study is the lack of patient or public involvement in the design of the proposed
software. Another weakness in study design was the limited numbers of clinical pharmacists who contribute.

Those who contributed were interested in develop a software that would support community pharmacists in their
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extended role in responsible self-medication. Piloting of the model will be undertaken with pharmacist students
to teach minor illness management and community pharmacist. It must also be noted that this software, a model
of care, will only be delivered by those pharmacist who feel competent to take responsibility for this extended

role in minor illness management.

CONCLUSION

The software would allow improvement in the working conditions of community pharmacists, adding
them greater scientific evidence that support its clinical decision-making on managing minor illness, and safe
dispensing of medications during self medication. Also, the software may contribute to the identification of risk
situations to patient health (potentially unsafe medications based on clinical history, clinical hazards, and adverse
events experienced by patient) that require medical treatment. Furthermore, this tool may help fill some gaps in
the training of pharmacists that could follow the proposed algorithm and undertake patient assessment, referral,
non-invasive investigation and treatment. In later stages, the assessment of usability, functionality and reliability
of the software will be made through its application in a sample of community pharmacists in order to visualize

and quantify the clinical and economic impact on responsible self medication.
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Figure 1. Framework Workflow. Aracaju-SE/ Brazil. 2012
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Table 1. List of main issues selected from first round of the focus group. Aracaju-SE/ Brazil. 2012.

Order Issue

1 Key information from patient (age, gender)
2 Contraindications (pregnancy and breast-feeding)
3 Characteristics of signals and symptoms (onset, frequency, intensity, duration, nature, location,

presence of other symptoms, specific causes and aggravating or precipitating factors)

4 List of symptoms indicating other condition (facial pain, bad breath)

5 When to refer to a physician (presence of chronic diseases, treatment failure with non prescription
medicines)

6 Medicines (continuous, prescribed, and OTC)

7 Others health problems (chronic diseases)

8 Allergies

9 Lifestyle counseling points (increasing liquid intake, humidifying the air, avoiding polluted

environments or cigarette smoke, using honey (if not diabetic) for the cough)

10 Information on medicine proper use (nasal drops)

11 Appropriate treatment (complete information about the non prescription medicines and life style

measures prescribed)

12 Pharmacist intervention (ensure patient consults clinician if treatment unsuccessful)

13 Time to evaluate the drug therapy or lifestyle outcome (after 48 hours of the pharmacist intervention)
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Figure 2. Screen access software. Aracaju-SE/ Brazil. 2014.
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Figure 3. Flowchart of the process of patient care. Aracaju-SE/ Brazil. 2014.
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Figure 4: Experimental procedure with a simulated patient (homepage of the software). Aracaju/SE, Brazil,
February to July, 2013.
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Figure 6: Experimental procedure with a simulated patient (Treatment page). Aracaju/SE, Brazil, January, 2014.
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Figure 7: Experimental procedure with a simulated patient (History page). Aracaju/SE, Brazil, February to July,

2013 to January, 2014.



149

-~ Loy~
{/V‘\ CONCLUSAO GERAL ~V_ _




150

5. CONCLUSAO GERAL

O conjunto dos resultados apresentados nesta Tese permitiu visualizar o perfil de manejo de
sintomas menores com medicamentos ndo prescritos pelo farmacéutico comunitario e a
necessidade de disponibilizar instrumentos como algoritmos para da suporte a pratica da
automedicacdo responsavel, além de ser um passo para a consolidacdo do novo paradigma
farmacéutico que estd emergindo no pais. Além disso, os resultados especificos,

demonstraram que:

1. A revisdo sistematica revelou que ocorreram intervengdes farmacéuticas escassas no
manejo de sintomas menores com medicamentos ndo prescritos, as quais nao eram avaliadas
quanto ao seu impacto na melhora do sintoma menor apresentado. Contudo, os farmacéuticos
utilizaram algoritmos e protocolos para avaliagdo das queixas e nos processos de tomada de
decisdo clinica quanto a escolha da terapia apropriada.

2. A caréncia de conhecimento farmacéutico sobre sintomas menores poderiam explicar as
atitudes passivas dos farmacéuticos comunitarios frente a automedicagao.

3. As simulagdes demonstraram que o desempenho dos farmacéuticos comunitarios no
manejo de casos de sintomas menores com o uso de medicamentos ndo prescritos ¢
insatisfatorio, provavelmente por existerem lacunas na formacdo dos farmacéuticos
(competéncias clinicas e de comunicagdo) que possivelmente comprometeram a avaliagdo das
necessidades de saude do paciente simulado ¢ a provisdo de informagdes sobre a doencga e
sobre a terapia selecionada.

4. O software podera auxiliar os farmacéuticos comunitarios na avaliagdo do paciente, pois o
algoritmo implicito favorece a investigacdo nao-invasiva, o estabelecimento do tratamento ou
o encaminhamento ao médico. Além disso, o software podera melhorar as condi¢cdes de
trabalho dos farmacéuticos, adicionando-lhes maior evidéncia cientifica e seguranga no

manejo de sintomas menores com medicamentos isentos de prescrigao.
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1. Ainda que os estudos quantitativos sejam utilizados para avaliar o perfil das intervencdes
farmacéuticas, futuras investigacdes deverdo avaliar o impacto econdémico, clinico e
humanistico destas interveng¢des em sintomas menores em nivel individual e do sistema de

saude.

2. A aplicacdo de algoritmos de tomada de decisdo clinica no manejo de sintomas menores no
ambito da farmacia comunitdria se configura como meio de instrumentalizagdo rapida dos
farmacéuticos no atendimento das necessidades de saude da populagdo. Posto isto, futuros

estudos deverdo propor o desenvolvimento e investigar a aplicabilidade destes instrumentos.

3. A tarefa das institui¢des de ensino superior na atualizacdo das estruturas curriculares devera
atender as caréncias do sistema de saude publico e as necessidades de saude prevalentes da
populacdo. Urge, entdo, acelerar o processo de mudangca, inserindo disciplinas que permitam o
desenvolvimento das competéncias clinicas (semiologia, terapéutica, farmacologia clinica) e

de comunicagao dos farmacéuticos.

4. O estabelecimento de programas de educagdo continuada constitui estratégia valida na
formag¢do dos farmac€uticos a fim de propiciar maior seguranga na provisdo da
automedicacdo responsavel. Medida esta que acompanha a recente resolugcdo n° 586/2013,

publicada pelo Conselho Federal de Farméacia que regulamenta a prescrigdo farmacéutica.

5. A aplicagdio de metodologias ativas no ensino do manejo de sintomas menores,
conjuntamente a utilizagdo de instrumentos validados que avaliam a qualidade da orientacdo
farmacéutica prestada representam estratégias vindouras para capacitar os farmacéuticos na

provisdo da automedicagao responsavel.
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8.1 APENDICE A

TERMO DE CONSENTIMENTO LIVRE E ESCLARECIDO

Prezado(a) Farmacéutico(a)

Meu nome ¢ Chiara Erminia da Rocha e sou doutoranda do Programa de Pés-graduacio em Ciéncias da
Satde da UFS e no momento desenvolvo a pesquisa do meu projeto de doutorado sobre o tema MANEJO DE
SINTOMAS MENORES NA FARMACIA COMUNITARIA, sob a orientagdo da Prof. Dr. Divaldo Pereira de
Lyra Jinior. O objetivo principal deste trabalho ¢ verificar as competéncias (conhecimento, habilidades e
atitudes) do farmacéutico para o tratamento de sintomas menores em farmacias comunitarias de Aracaju (SE).
Por este motivo convido vocé a participar da pesquisa.

Sua participagdo ¢ muito importante para a realizagdo do trabalho e espero que possa contribuir para o
aperfeicoamento e melhora da pratica farmacéutica. Se vocé aceitar participar da pesquisa isto implica que vocé
atendera pacientes simulados no decorrer dos proximos trés meses e sera convidado (a) a participar de
entrevistas coletivas junto com seus colegas farmacéuticos, o que nos chamamos de grupo focal. Estas
entrevistas serdo registradas com o auxilio de um gravador de dudio e video.

Sua participacdo é voluntaria e vocé€ tem todo o direito de ndo concordar em participar ou desistir em continuar
na pesquisa a qualquer momento sem nenhum tipo de 6nus. Planejamos todos os procedimentos da pesquisa com
o cuidado minimizar danos ou desconfortos a vocé, no entanto, se vocé ndo se sentir a vontade, vocé nio ¢
obrigado a responder qualquer pergunta formulada durante a entrevista e podera contatar a pesquisadora para
retirar 0 seu consentimento quanto a participagdo da etapa de simulagio.

Ressaltamos que os resultados da pesquisa destinam-se a finalidade académica e sera garantido o sigilo de
qualquer tipo de informagdo que possa identifica-lo (a). Bem como, que o projeto ja foi aprovado pelo Comité de
Etica em Pesquisa do Hospital Universitario da Universidade Federal de Sergipe sob protocolo n° CAAE —
0898.0000107-09, e que sua realizacdo foi autorizada por esta Rede de Farmacias. Quaisquer dividas ou
necessidade de esclarecimentos poderdo ser dirimidas junto a pesquisadora Chiara Erminia da Rocha, cujos
telefones séo (79) 8826 7087 (TIM) e (79) 8848 7978 (OI).

Eu, , RG. , informo que fui

devidamente esclarecido(a) e concordo em participar da referida pesquisa. Declaro ainda que recebi uma copia
do presente documento. Aracaju, / /

Assinatura

Nome do Pesquisador: Chiara Erminia da Nome do Orientador: Divaldo P. de Lyra Junior

Rocha
Endereco: Avenida Maria Pastora, n° 84, Bairro

Enderec¢o: Rua do Sol, n° 27, casa 11. Bairro Farolandia. CEP: 49030-210

Aeroporto. CEP: 49038-380
Telefone: (079) 21056844 / 9192-5577

Telefone: (079) 8826 7087/ 8848 7978
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8.2 APENDICE B

PESQUISA SOBRE COMPETENCIAS FARMACEUTICAS PARA O MANEJO DE SINTOMAS MENORES COM
MEDICAMENTOS ISENTOS DE PRESCRIGCAO. ARACAJU, 2012

PARTE I - DADOS DO ENTREVISTADO [ 1]
1. NOME DO ENTREVISTADO

2. ENDERECO DO TRABALHO

3. SEXO [ ]

1. 0 MASCULINO?2. [ FEMININO

4. DATA DE NASCIMENTO [ ]

PARTE II - INFORMACOES DO ENTREVISTADO

5. HA QUANTO TEMPO O Sr. (Sra.) SE GRADUOU EM FARMACIA? [ 1

6. EM QUAL IES SE GRADUOU? [ 1]

7. O Sr. (Sra.) FEZ ALGUM TIPO DE POS-GRADUACAQ? [ 1
1.0 SIM 2.0NAO

8. SE SIM, QUAL O TIPO?

9. HA QUANTO TEMPO O Sr. (Sra.) TRABALHA EM FARMACIA COMUNITARIA? [ 1
10. O Sr. (Sra.) SABE O QUE E SINTOMA MENOR/DOENCA AGUDA? [
1.0SIM 2.JNAO 9.[1NAO SABE

11. SE SIM,QUAL O CONCEITO?

12. SE SIM, O Sr. (Sra.) PODE CITAR UM EXEMPLO?

13. O Sr. (Sra.) DURANTE A GRADUAGAO TEVE ALGUMA DISCIPLINA NA AREA DE MANEJO DE SINTOMAS
MENORES/DOENCA AGUDA? [ ]

1. SIM 2.[INAO 9.[JNAO SABE

14. SE SIM, QUAL O NOME DA DISCIPLINA?
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15. O Sr. (Sra.) CONHECE ALGUMA LEI QUE PERMITE AO FARMACEUTICO INDICAR MIPs? [ ]
1.0SIM 2.0NAO 9. NAO SABE

16. SE SIM, O Sr. (Sra.) PODERIA CITAR A LEI?

17. EXISTE ALGUM TIPO DE FONTE DE INFORMACAO SOBRE MEDICAMENTOS E DOENCAS DISPONIVEL NA
FARMACIA? [ ]

1.1 SIM 2.[INAO

18. SE SIM, QUAL?

19. O QUE O Sr. (Sra.) FAZ QUANDO UM CONSUMIDOR ESTA SE AUTOMEDICANDO E PEDE A SUA

OPINIAO?
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9.2 ANEXO B

Instructions for Authors

The African Journal of Pharmacy and Pharmacology (AJPP) is an open open access
journal that provides rapid publication (weekly) of articles in all areas of Pharmaceutical
Science such as Pharmaceutical Microbiology, Pharmaceutical Raw Material Science,
Formulations, Molecular modeling, Health sector Reforms, Drug Delivery,
Pharmacokinetics and Pharmacodynamics, Pharmacognosy, Social and Administrative
Pharmacy, Pharmaceutics and Pharmaceutical Microbiology, Herbal Medicines research,
Pharmaceutical Raw Materials development/utilization, Novel drug delivery systems,
Polymer/Cosmetic Science, Food/Drug Interaction, Herbal drugs evaluation, Physical
Pharmaceutics, Medication management, Cosmetic Science, pharmaceuticals,
pharmacology, pharmaceutical research etc. The Journal welcomes the submission of
manuscripts that meet the general criteria of significance and scientific excellence.

Electronic submission of manuscripts is strongly encouraged, provided that the text,
tables, and figures are included in a single Microsoft Word file (preferably in Arial font).

Click here to Submit manuscripts online
Article Types

Three types of manuscripts may be submitted:

Regular articles: These should describe new and carefully confirmed findings, and
experimental procedures should be given in sufficient detail for others to verify the work.
The length of a full paper should be the minimum required to describe and interpret the
work clearly.
Short Communications: A Short Communication is suitable for recording the results of
complete small investigations or giving details of new models or hypotheses, innovative
methods, techniques or apparatus. The style of main sections need not conform to that
of full-length papers. Short communications are 2 to 4 printed pages (about 6 to 12
manuscript pages) in length.
Reviews: Submissions of reviews and perspectives covering topics of current interest are
welcome and encouraged. Reviews should be concise and no longer than 4-6 printed
pages (about 12 to 18 manuscript pages). Reviews are also peer-reviewed.
Review Process

All manuscripts are reviewed by an editor and members of the Editorial Board or qualified
outside reviewers. Authors cannot nominate reviewers. Only reviewers randomly selected
from our database with specialization in the subject area will be contacted to evaluate
the manuscripts. The process will be blind review.

Decisions will be made as rapidly as possible, and the journal strives to return reviewers’
comments to authors as soon as possible. The editorial board will re-review manuscripts
that are accepted pending revision. It is the goal of the AJPP to publish manuscripts
shortly after submission.

Regular articles

All portions of the manuscript must be typed double-spaced and all pages numbered
starting from the title page.

The Title should be a brief phrase describing the contents of the paper. The Title Page
should include the authors' full names and affiliations, the name of the corresponding
author along with phone, fax and E-mail information. Present addresses of authors



174

should appear as a footnote.

The Abstract should be informative and completely self-explanatory, briefly present the
topic, state the scope of the experiments, indicate significant data, and point out major
findings and conclusions. The Abstract should be 100 to 200 words in length.. Complete
sentences, active verbs, and the third person should be used, and the abstract should be
written in the past tense. Standard nomenclature should be used and abbreviations

should be avoided. No literature should be cited.
Following the abstract, about 3 to 10 key words that will provide indexing references
should be listed.

A list of non-standard Abbreviations should be added. In general, non-standard
abbreviations should be used only when the full term is very long and used often. Each
abbreviation should be spelled out and introduced in parentheses the first time it is used
in the text. Only recommended SI units should be used. Authors should use the solidus
presentation (mg/ml). Standard abbreviations (such as ATP and DNA) need not be
defined.

The Introduction should provide a clear statement of the problem, the relevant literature
on the subject, and the proposed approach or solution. It should be understandable to
colleagues from a broad range of scientific disciplines.
Materials and methods should be complete enough to allow experiments to be
reproduced. However, only truly new procedures should be described in detail; previously
published procedures should be cited, and important modifications of published
procedures should be mentioned briefly. Capitalize trade names and include the
manufacturer's name and address. Subheadings should be used. Methods in general use
need not be described in detail.
Results should be presented with clarity and precision. The results should be written in
the past tense when describing findings in the authors' experiments. Previously published
findings should be written in the present tense. Results should be explained, but largely
without referring to the literature. Discussion, speculation and detailed interpretation of
data should not be included in the Results but should be put into the Discussion section.
The Discussion should interpret the findings in view of the results obtained in this and in
past studies on this topic. State the conclusions in a few sentences at the end of the
paper. The Results and Discussion sections can include subheadings, and when
appropriate, both sections can be combined.
The Acknowledgments of people, grants, funds, etc should be brief.
Tables should be kept to a minimum and be designed to be as simple as possible. Tables
are to be typed double-spaced throughout, including headings and footnotes. Each table
should be on a separate page, numbered consecutively in Arabic numerals and supplied
with a heading and a legend. Tables should be self-explanatory without reference to the
text. The details of the methods used in the experiments should preferably be described
in the legend instead of in the text. The same data should not be presented in both table
and graph form or repeated in the text.
Figure legends should be typed in numerical order on a separate sheet. Graphics should
be prepared using applications capable of generating high resolution GIF, TIFF, JPEG or
Powerpoint before pasting in the Microsoft Word manuscript file. Tables should be
prepared in Microsoft Word. Use Arabic numerals to designate figures and upper case
letters for their parts (Figure 1). Begin each legend with a title and include sufficient
description so that the figure is understandable without reading the text of the
manuscript. Information given in legends should not be repeated in the text.
References: In the text, a reference identified by means of an author's name should be
followed by the date of the reference in parentheses. When there are more than two
authors, only the first author's name should be mentioned, followed by ‘et al'. In the
event that an author cited has had two or more works published during the same year,
the reference, both in the text and in the reference list, should be identified by a lower
case letter like ‘@ and 'b* after the date to distinguish the works.
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Examples:

Cole (2000), Steddy et al. (2003), (Kelebeni, 1983), (Bane and Jake, 1992), (Chege,
1998; Cohen, 1987a,b; Tristan, 1993,1995), (Kumasi et al., 2001)
References should be listed at the end of the paper in alphabetical order. Articles in
preparation or articles submitted for publication, unpublished observations, personal
communications, etc. should not be included in the reference list but should only be
mentioned in the article text (e.g., A. Kingori, University of Nairobi, Kenya, personal
communication). Journal names are abbreviated according to Chemical Abstracts.
Authors are fully responsible for the accuracy of the references.
Examples:

Ansell J, Hirsh J, Poller L (2004). The pharmacology and management of the vitamin K
antagonists: the Seventh ACCP Conference on Antithrombotic and Thrombolytic.
Therapy. 126:204-233

Ansell JE, Buttaro ML, Thomas VO (1997). Consensus guidelines for coordinated
outpatient oral anticoagulation therapy management. Ann Pharmacother 31 : 604-615
Charnley AK (1992). Mechanisms of fungal pathogenesis in insects with particular
reference to locusts. In: Lomer CJ, Prior C (eds) Pharmaceutical Controls of Locusts and
Grasshoppers: Proceedings of an international workshop held at Cotonou, Benin. Oxford:
CAB International, pp 181-190.
Jake OO (2002).Pharmaceutical Interactions between Striga hermonthica (Del.) Benth.
and fluorescent rhizosphere bacteria Of Zea mays, L. and Sorghum bicolor L. Moench for
Striga suicidal germination In Vigna unguiculata . PhD dissertation, Tehran University,
Iran.

Mundree SG, Farrant JM (2000). Some physiological and molecular insights into the
mechanisms of desiccation tolerance in the resurrection plant Xerophyta viscasa Baker.
In Cherry et al. (eds) Plant tolerance to abiotic stresses in Agriculture: Role of Genetic
Engineering, Kluwer Academic Publishers, Netherlands, pp 201-222.
Furmaga EM (1993). Pharmacist management of a hyperlipidemia clinic. Am. J. Hosp.
Pharm. 50 : 91-95

Witt DM, Sadler MA, Shanahan, RL (2005) Effect of a centralized clinical pharmacy
anticoagulation service on the outcomes of anticoagulation therapy. Chest 127:1515-
1522

Short Communications
Short Communications are limited to a maximum of two figures and one table. They
should present a complete study that is more limited in scope than is found in full-length
papers. The items of manuscript preparation listed above apply to Short Communications
with the following differences: (1) Abstracts are limited to 100 words; (2) instead of a
separate Materials and Methods section, experimental procedures may be incorporated
into Figure Legends and Table footnotes; (3) Results and Discussion should be combined
into a single section.
Proofs and Reprints: Electronic proofs will be sent (e-mail attachment) to the
corresponding author as a PDF file. Page proofs are considered to be the final version of
the manuscript. With the exception of typographical or minor clerical errors, no changes
will be made in the manuscript at the proof stage. Because AJPP will be published freely
online to attract a wide audience), authors will have free electronic access to the full text
(in both HTML and PDF) of the article. Authors can freely download the PDF file from
which they can print unlimited copies of their articles.
Copyright: Submission of a manuscript implies: that the work described has not been
published before (except in the form of an abstract or as part of a published lecture, or
thesis) that it is not under consideration for publication elsewhere; that if and when the
manuscript is accepted for publication, the authors agree to automatic transfer of the
copyright to the publisher.
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Fees and Charges: Authors are required to pay a $600 handling fee. Publication of an
article in the African Journal of Pharmacy and Pharmacology is not contingent upon the
author's ability to pay the charges. Neither is acceptance to pay the handling fee a
guarantee that the paper will be accepted for publication. Authors may still request (in
advance) that the editorial office waive some of the handling fee under special
circumstances.
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9.3 ANEXO C -

March 10, 2014

Dear Dr. Chiara Erminia da Rocha.

I am pleased to inform you that your manuscript titled as "WHAT DO BRAZILIAN
COMMUNITY PHARMACISTS KNOW ABOUT SELF-MEDICATION FOR MINOR
ILLNESSES? A PILOT STUDY IN THE NORTHEAST OF BRAZIL." (Manuscript Number:
JAPS-2014-03-065 was accepted for publication in the Journal of Applied Pharmaceutical
Science. You are required to submit article processing charges Rs. 1500/- INR (Indian Authors) or
USD 75 (foreign authors) within next three days of receiving this mail through Banking/Paypal.
Payment details are as follows:

For SWIFT/wire transfer:
[Please add US $ 10 extra for bank transaction charges]

ReceiverTs Name:Open Science Publishers LLP
Bank Name: ICICT bank Ltd.

Account Number:019705006848

IFSC: ICIC0000197

SWIFT: ICICINBBCTS

Email for payment through PAYPAL: editor@japsonline.com
[Do not add additional amount for paypal payment]

Please send a scanned copy of the deposition receipt of amount transferred to
editor@japsonline.com

You could check your possible publication date at your author page.
You may login to your author account page. and visit accepted articles section in order to get
offical/formal acceptance letter as PDF.

I would like to remind that you could send your future manuscripts to Journal of Applied
Pharmaceutical Science.

Sincerely yours.

Paras Sharma

Associate Editor

Journal of Applied Pharmaceutical Science
editor@japsonline.com
http://japsonline.com/index.php
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9.4 ANEXO D

Assunto: A manuscript number has been assigned to your SIH submission

De: Simulation in Healthcare (journal@ssih.org)
Para: chiara.erminia@yahoo.com.br;
Data: Sexta—feira, 28 de Margo de 2014 22:20

Mar 28, 2014

Dear Mrs. Rocha,

Your submission entitled "ASSESSMENT OF THE COUNSELLING PRACTICES OF
COMMUNITY PHARMACISTS WITH SIMULATED PATIENTS WITH MINOR ILLNESS - A
PILOT STUDY" has been assigned the following manuscript number: SIH-D-14-
00060.

You will be able to check on the progress of your paper by logging on to Editorial
Manager as an author.

http://sih.edmgr.com/

Thank you for submitting your work to Simulation in Healthcare.
Kind Regards,
Karl W. Durst

Managing Editor
Simulation in Healthcare
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9.6 ANEXO E

Simulation in Healthcare Res
Online Submission and Review System ?:3 Author ources

Instructions for Authors (this page)

Copyright Transfer and Financial Disclosure Form (PDF)
Reprint Ordering
Permissions Requests

Reprints
Editor-in-Chief: David M. Gaba, MD
ISSN: 1559-2332
Online ISSN: 1559-713X
Frequency: 6 issues / year
Ranking: 42 out of 82 in Health Care Sciences & Services

Impact Factor: 1.635

Before submitting a manuscript to Simulation in Healthcare, please read these Instructions carefully. Each
author on a manuscript submission is required to understand the material below.
Manuscripts must be submitted electronically via the Journal's online submission system
(http://www.editorialmanager.com/sih/). For problems with submissions or questions concerning these
Instructions, contact the Editorial Office.
L GENERAL EDITORIAL, LEGAL AND ETHICAL ISSUES
A. Authorship
Each manuscript must have a "Corresponding Author." However, all authors must have
participated in the design, execution, and/or analysis of the work presented, and attest to the
accuracy and validity of the contents. All persons or organizations involved in the work must
be listed as authors or acknowledged. Manuscripts are received with the understanding that
they have been written by the authors; ghostwritten papers are unacceptable.
B. Duplicate, Prior or Divided Publication
Submitted manuscripts must not have been published elsewhere, in whole or in part, on
paper or electronically. This includes personal, departmental, educational or other Web sites.
This does not apply to abstracts of scientific meetings, or to lecture handouts. Simulation in
Healthcare discourages authors from dividing the results of a single study into multiple
papers. Do not submit several small manuscripts; a single comprehensive paper is preferable.
If the authors believe that subdivision is appropriate, or if multiple articles may result from
the same study, contact the Editor-in-Chief. The Editor-in-Chief must be notified if another
manuscript derived from the same experiment has been published previously, or has been
submitted to another journal.
C. Human Studies
Human experimentation must conform to ethical standards. For any data gathering effort on
human subjects (including learners or teachers in educational activities), when an ethical
review committee (known commonly in the United States as an Institutional Review Board --
IRB) exists with sufficient knowledge and jurisdiction to judge the ethical stratus of a research
project it should be consulted. Any study must have the approval of the ethical review
committee or equivalent body, or adhere to appropriate local, regional, and national
standards and procedures. While some research approaches in simulation may qualify for
“exempt” status and/or may not require written informed consent by subjects, in general
(certainly in the United States) the ethical review committee must review the protocol and
approve the exempt status; the investigator cannot make this decision. In some regions the
policy may be different, but it will be the authors’ responsibility to document that they have
complied with all local, regional, and national standards, laws, and regulations.
A statement concerning ethical review committee (or equivalent body) approval and consent procedures MUST
appear in the Methods section of the manuscript. If there is no suitable ethical committee to submit the
research proposal to, the corresponding author must document that this is the case and include that in the
manuscript submission. The manuscript should then provide information as to the ethical care taken in the
research project. In such a case researchers should describe in the manuscript, at a minimum, the informed
consent procedure (if any), the means to ensure completely voluntary participation in the research, procedures
for the briefing of the participants, maximum avoidance of deception unless the experiment is followed by
disclosure of the truth, utmost prevention of any physical or psychological harm to the participant, and steps
taken to ensure confidentiality of data, and anonymity for participants in the manuscript.
Authors may be questioned about the details of human subjects protocols, approvals, procedures, consent
forms or the consent process. On occasion, the Editor-in-Chief may request from the author a copy of the
approved application to an ethical review committee (or equivalent body). Note that lack of appropriate
approvals, lack of appropriate consent, or inadequate documentation will be grounds for rejection. Note that
approval by an ethical review committee (or equivalent body), or conformance to local, regional, and national
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standards does not guarantee acceptability by the Journal whose standards may be higher than those of the
ethical review committee; the final decision will be made by the Editor-in-Chief.

D. Animal Studies

Experimental work on animals must conform to the guidelines laid out in the Guide for the

Care and Use of Laboratory Animals, which is available from the National Academy of

Science; a text-only version is available at http://www.nap.edu/readingroom/books/labrats/.

Adherence to all relevant regulations and/or approval of the appropriate institutional Animal

Care Committee or governmental licensure of the investigator and/or laboratory must be

obtained. A statement concerning such approval must be included at the beginning of the

Methods section. Authors may be questioned regarding the use of anesthetics, muscle

relaxants, and postoperative analgesics. On occasion, the Editor-in-Chief may request a copy

of the approved Animal Care Committee application from the author. Major issues are a) the

postoperative use of analgesics following surgical procedures, and b) the use of

neuromuscular blocking drugs, particularly in minimally sedated animals. Local committee

approval does not guarantee acceptability; the final decision will be made by the Editor-in-

Chief.

E. Conflicts of Interest and Sponsorship
The Editors of Simulation in Healthcare are concerned about any real or perceived conflicts of
interest. Authors must complete a detailed online form

(http://edmagr.ovid.com/sih/accounts/copyrightTransfer.pdf) asking about relationships
pertaining to both the work under consideration and activities outside the submitted work.
Instructions on completing this form are in the following section.
In addition to completing and electronically signing the Copyright Transfer and Financial Disclosure Online
Form, authors should include in the manuscript - after the Discussion but before the References -- a separate
paragraph (titled Financial Disclosure Summary) which clearly summarizes the financial disclosure/conflict of
interest(s) that are filed on the Disclosure form in a manner that can be understood by readers of the Journal.
The Editorial Office will copyedit the statement for compliance with Journal standards. This paragraph will
accompany the paper (typically as a footnote) should it be published. The paragraph should convey enough
information as to the nature and magnitude of any potentially conflicting interests to allow the reader to make a
judgment as to whether such relationship could have had any impact on the conduct or results of the work
described.
INSTRUCTIONS FOR COMPLETING THE FINANCIAL DISCLOSURE SECTION OF THE COPYRIGHT TRANSFER AND
FINANCIAL DISCLOSURE FORM:
The Work Under Consideration for Publication
This section asks for information about the work that you have submitted for publication. The time frame for
this reporting is that of the work itself, from the initial conception and planning to the present. The requested
information is about resources that you received, either directly or indirectly (via your institution), to enable
you to complete the work. Checking "No" means that you did the work without receiving any financial support
from any third party -- that is, the work was supported by funds from the same institution that pays your salary
and that institution did not receive third-party funds with which to pay you. If you or your institution received
funds from a third party to support the work, such as a government granting agency, charitable foundation or
commercial sponsor, check "Yes". Then complete the appropriate boxes to indicate the type of support and
whether the payment went to you, or to your institution, or both.
Relevant Financial Activities Outside the Submitted Work
This section asks about your financial relationships with entities in the bio-medical and simulation arena that
could be perceived to influence, or that give the appearance of potentially influencing, what you wrote in the
submitted work. You should disclose interactions with ANY entity that could be considered broadly relevant to
the work. For example, if your article is about testing a mannequin-based simulator in emergency medicine,
you should report ALL associations with entities pursuing simulation strategies in general, not just in the area of
mannequin-based simulation or emergency medicine. If there is any question, it is usually better to disclose
a relationship than not to do so.
Report all sources of revenue paid (or promised to be paid) directly to you or your institution on your behalf
over the 36 months prior to submission of the work. This should include all monies from sources with relevance
to the submitted work, not just monies from the entity that sponsored the research. Please note that your
interactions with the work's sponsor that are outside the submitted work should also be listed here. For grants
you have received for work outside the submitted work, you should disclose support ONLY from entities that
could be perceived to be affected financially by the published work, such as drug or device companies,
simulation centers, or foundations primarily supported by entities that could be perceived to have a financial
stake in the outcome. Public funding sources, such as government agencies, charitable foundations or academic
institutions need not be disclosed. For example, if a government agency sponsored a study in which you have
been involved and a simulator or supplies for that device were provided to you by a company, you need only
list the company.
Other Relationships
Use this section to report other relationships or activities that readers could perceive to have influenced, or that
give the appearance of potentially influencing, what you wrote in the submitted work. These are not limited to
financial relationships or activities.
F. Compliance with NIH and Other Research Funding Agency Accessibility Requirements
A number of research funding agencies now require or request authors to submit the post-
print (the article after peer review and acceptance but not the final published article) to a
repository that is accessible online by all without charge. As a service to Simulation in
Healthcare's authors, Lippincott Williams & Wilkins will identify to the National Library of
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Medicine (NLM) articles that require deposit and will transmit the post-print of an article
based on research funded in whole or in part by the National Institutes of Health, Wellcome
Trust, Howard Hughes Medical Institute, or other funding agencies to PubMed Central. The
Copyright Transfer Agreement provides the mechanism.

Study Design Issues:
Clinical Trials and Surveys
1. Clinical Trials: Authors of clinical trials involving the treatment of patients (regardless

of size) should consult the guidelines published by the CONSORT group [Moher D, et
al for the CONSORT Group: The CONSORT statement: Revised recommendations for
improving the quality of reports of parallel-group randomized trials. JAMA 2001;
285:1987-91 at http://www.consort-statement.org]

2. Surveys: Simulation in Healthcare welcomes papers based on well-done surveys.
However, the quality of the survey methodology is often a factor in the Editor-in-
Chief's decision. Interested authors should review the material contained in the
following article: Burmeister LF. Principles of Successful Sample Surveys,
Anesthesiology 2003; 99: 1251-1252.

OF PAPERS

Several types of papers are published. If in doubt regarding the suitability of a submission,
please contact the Editorial Office.

A.

Empirical Investigations. Empirical Investigations present results of original empirical
research. Articles range in length from 1,500 to 4,000 words. Abbreviated Titles, Summary
Statements, and Abstracts are required (see the section on Manuscript Preparation below).
Technical Reports. Technical reports present technical information regarding simulation
techniques or technologies, to assist others in the simulation community to replicate novel
advances in the field. These brief articles range from 1,000 to 3,000 words. Abbreviated
Titles, and Abstracts are required (see the section on Manuscript Preparation below).
Concepts and Commentaries. These are brief reviews and commentary (2,000 to 3,000
words) focused on specific topics of relevance to the simulation community. Do NOT submit
Abstracts. Abbreviated Titles and Summary Statements are required (see the section on
Manuscript Preparation below).

Case Reports and Simulation Scenarios. Case Reports and Simulation Scenarios draw
attention to important clinical situations, new treatments or complications, and how they can
be represented or replicated in simulations. They range in length from 500 to 1,500 words.
Do not submit Abbreviated Titles, Summary Statements, and Abstracts (see the section on
Manuscript Preparation below). Simulation case scenarios may follow any format that fully
describes the case and its simulation implementation. Authors are encouraged (but not
required) to use the template format promulgated by the Duke University Simulation Center,
available at http://anesthesiology.duke.edu/?page id=824799. Some elements of the
template may appear in the printed case report, while others are best suited for a Web
Addendum.

Economic or Health Policy Articles. These articles deal with the economics, organizational, or
health policy aspects of simulation. All range in length from 1,500 to 4,000 words.
Abbreviated Titles, Summary Statements, and Abstracts are required (see the section on
Manuscript Preparation below).

Review Articles. Review Articles are comprehensive papers that synthesize older ideas and
suggest new ones. They may be address knowledge in one or more of several areas, including
but not limited to: the use of simulation for education, training, performance assessment and
research; pedagogy of immersive and simulation-based learning; human factors and cognitive
science related to simulation; basic science of simulation techniques and technologies. They
may range in length from 2,000 to 8,000 words. Instead of a structured abstract, provide a
150 word, one or two paragraph summary of the key points of the article, along with
Abbreviated Title and a short Summary Statement (see the section on Manuscript Preparation
below).

Special Articles. Articles that do not readily fall into the above categories may be published as
Special Articles (e.g., history, demography, contemporary issues, etc.). Do NOT submit
Abstracts, but Abbreviated Titles and Summary Statements are required (see the section on
Manuscript Preparation below).

Correspondence. Letters-to-the-Editor should be brief (250 to 1,000 words). A few
references, a small table, or a pertinent illustration may be used. They require a Cover Letter
and an original title on a Title Page. Do NOT submit Abbreviated Titles, Summary Statements,
and Abstracts. Letters may offer criticism of published material. They must be objective and
constructive. Such letters must be received in the Editorial Office no later than three months
after the appearance of the original article that is the subject of the commentary. Letters also
may discuss matters of general interest to the simulation healthcare community, without
specific linkage to recently published articles.

Meeting Reports. Meeting Reports are scholarly outlines of the program and content of a
scientific meeting. They may be organized temporally (day by day) or thematically (topic by
topic). Authors interested in submitting meeting reports should first contact the Editor to
confirm that the meeting is of general interest to the readership. Meeting reports do NOT
have Abstracts and should not exceed 1500 words.
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J. Other Items. Simulation in Healthcare also publishes 1) Editorials, 2) Book Reviews, 3) Web
Site Reviews, and 4) Classic Papers Revisited. These are typically solicited. Please contact the
Editorial Office for further information.

III. MANUSCRIPT PREPARATION
Manuscripts must be double-spaced. Fonts should be 10 point or larger. Margins should be at least 2.5
cm (1 in) all around. If a manuscript is formatted for A4 paper, leave at least a 5 cm (2 in) margin at
the bottom of the page. Number pages consecutively beginning with the Title Page.

A. General Arrangement, All Submissions
ALL submissions should be arranged in the following order.
1. Cover Letter
2. Manuscript, as a single file, consisting of Title Page, Abstract (not required for all

article types - see Types of Papers section above), Body Text, References, Figure

Legends (if needed)

Tables (each Table should be a separate file)

Figures (each Figure should be a separate file)

Supplementary Digital Content (each SDC should be a separate file)

Appendices (each Appendix should be a separate file)

Manuscripts "In Press" Information on the preparation of electronic documents and

Figures can be found at the end of this Guide.

B. Cover Letter
The corresponding author must provide a Cover Letter indicating that all authors acknowledge
their familiarity with these Instructions and agree to the contents of the submitted paper. The
Cover Letter must also include:

Nowunhw

1. Conflict of Interest/Financial Disclosure information in a concise statement that
reflects the information contained in the Copyright Transfer and Financial Disclosure
Form.

2. A statement of acknowledgments

3. A statement of funding sources

4 Identification of any specific materials recommended for Supplementary Digital

Content (SDC)
C. Title Page
ALL submissions require a Title Page with the following information:

1. Article Title

2. First name, middle initial, and last name of each author, with their highest academic
degree (M.D., Ph.D., etc.), academic rank (Professor, Associate Professor, etc.) and
institutional affiliations.

3. Name, mailing address, phone and fax numbers, and e-mail address of the
corresponding author.

4. The department and institution to which the work should be attributed.

D. Abstract (new page)
When required (see Types of Papers section), provide an Abstract of no more than 250 words.
It should contain four labeled paragraphs: Introduction, Methods, Results, and Conclusions.
Special Articles, Review Articles, and Concepts & Commentaries require a 150 word, one or
two paragraph Summary Statement of the key points of the article (not structured). Case
Reports & Simulation Scenarios need no Abstracts or Summary Statements.

E. Manuscript Body
The body of the manuscript, submitted in one document - Figures and Tables should be
submitted as separate files - should typically be divided into four parts (except for Case
Reports & Simulation Scenarios and Correspondence) plus references and figure legends:

1. Introduction (labeled): This should rarely exceed one page in length.
2. Methods (labeled): A subsection entitled “Statistical Analysis” should appear at the
end pf the Methods section when appropriate (for comments regarding Statistics see

below).
3. Results (labeled).
4. Discussion (labeled).
F.
G. References (new page)

Number references (as superscripts) in the sequence they appear in the text. Use abbreviated
titles of  the medical journals as they appear in Index Medicus
(see http://www.nlm.nih.gov/tsd/serials/lji.html). Include only references accessible to all
readers. Do not include articles published without peer review, or material appearing in
programs of meetings or in organizational publications. Abstracts are acceptable as references
only if published within the previous 3 years. Manuscripts in preparation or submitted for
publication are never acceptable as references. If you cite accepted manuscripts "In Press" as
references, please provide one electronic copy (e.g., Word, PDF) when you submit the new
manuscript and mark them as "In Press, Reference # __."
Use the following reference formats:
1. Journal: Carli F, Mayo N, Klubien K, Schricker T, Trudel ], Belliveau P: Epidural
analgesia enhances functional exercise capacity and health-related quality of life
after colonic surgery: Results of a randomized trial. Anesthesiology 2002; 97:540-9
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2. Book: Barash PG, Cullen BF, Stoelting RK: Clinical Anesthesia, 3rd edition.
Philadelphia, Lippincott-Raven Publishers, 1997, pp 23-4.
3. Chapter: Blitt C: Monitoring the anesthetized patient, Clinical Anesthesia, 3™ edition.
Edited by Barash PG, Cullen BF, Stoelting RK. Philadelphia, Lippincott-Raven
Publishers, 1997, pp 563-85.
4. Website: Author (if one exists). International Society for Infectious Diseases.
ProMED-mail Web site. http://www.promedmail.org. Accessed April 29, 2004.
H. Tables
Number tables consecutively in order of appearance (Table 1, etc.). Each Table should be
submitted as a separate Table file. Each table must have a title and a caption. Tables should
be submitted as Word documents. Do not submit tables as image files or spreadsheets.
I. Figures
Figures should be prepared according to the professional standards of this Journal. Each
Figure should be submitted as a separate Figure file, clearly labeled with the figure number
(e.g., Figurel.tif, Figure2.eps, etc.). Number the figures consecutively in order of appearance
(Figure 1, etc.). If a single figure contains more than one panel, each panel must be identified
alphabetically (e.g., Figure 1A, Figure 1B, etc.) and should read left to right in presentation.
The figures must be cited in the text in the same, consecutive numeric order. Note: Due to
production requirements, differently formatted figures may be required for accepted articles.
Color figures are welcome during the review phase. However, while color figures can be
published, the increased cost of printing must be borne by the authors. If you do not wish for
your color figures to be published in color, please let the Editorial Office know and we’ll
convert them to black and white.
*Detailed directions regarding acceptable file formats can be found below in the SUBMISSION OF ELECTRONIC
DOCUMENTS section*
J. Figure Legends
Supply a legend for each figure; all legends should be grouped on a single page or series of
pages separate from the figures under the heading Figure Legends. Figure legends should be
submitted within the Manuscript file following the references.
K. Supplemental Digital Content (SDC)
Authors may submit supplemental digital content (SDC) to enhance their article's text and to
be considered for online-only posting. SDC may include the following types of content: text
documents, graphs, tables, figures, audio, and video.
SDC must be called out consecutively in the text. SDC call-outs should include the type of material submitted
(Audio, Figure, Table, Video, etc.), should be clearly labeled as "Supplemental Digital Content," should include a
sequential number, and should provide a brief description of the supplemental content. For example:
We performed many tests on the degrees of flexibility in the elbow (see Video, Supplemental Digital Content 1,
which demonstrates elbow flexibility) and found our results inconclusive.
Each SDC file must be composed to stand alone. For example, tables and figures must include titles, legends,
and/or footnotes, following journal style, so the viewer can fully understand the supplemental content on its
own. Production will not make any edits to the supplemental files; they will be presented as submitted.
A listing of SDC must be submitted at the end of the manuscript file following the Figure Legends (or references
if there are no figures). Include the SDC number, file type of the SDC, and a description of the SDC. This text
will be removed by our production staff and not published. For example:
Supplemental Digital Content 1. wmv, video of elbow flexibility
Authors should mask patients’ eyes and remove patients’ names from SDC unless they obtain written consent
from the patients and submit written consent with the manuscript. Copyright for video or audio SDC will be
required upon acceptance. All acceptable file types are permissible up to 10 MB’s. For audio or video files
greater than 10 MB’s, authors should first query the Journal office for approval. For a list of acceptable file
types and size limits, please review LWW's requirements for submitting SDC: http://links.lww.com/A142
L. Appendices
Number each appendix and place after the Tables and Figures. Appendices should continue
the same page number sequence as the body of the article. Each appendix must be cited
within the text, in consecutive order. If there are more than one appendices, start each on a
new page.
M. Manuscripts “In Press”
Please submit an electronic copy (Word, PDF) of any "In Press" manuscript that is cited in the
reference list, labeled as "In Press, Reference # __ ."
N. Spelling and Terminology
Per the Journal's policy [see editorial "What's in a Name"] the preferred spelling for a
simulation device known as a 'mannequin' is 'mannequin' (and NOT 'manikin'). However, if
authors prefer to use 'manikin' they may request this.
Authors should NOT use the term "human patient simulation", "human patient simulator", or the abbreviation
"HPS" except in 2 circumstances:
I) They are referring to the specific trademarked simulation device marketed by METI as the "human patient
simulator (HPS)" or II) They are making a distinction between simulation in veterinary medicine vs. simulation
in human medicine. Except for these circumstances it is assumed that all patient simulation is about human
patients, and the terms "patient simulation” or "patient simulator" should be used rather than "human patient
simulation" or "human patient simulator”. This usage will prevent confusion as to unwarranted reference to a
specific commercial product.
0. Additional Information




184

1. Units of Measurement: Use metric units. The units for pressures are mmHg or
cmH20. Diagonal slashes are acceptable for simple units, e.g., mg/kg; when more
than two items are present, negative exponents should be used, i.e., ml * kg-1 *
min-1 instead of ml/kg/min.

2. Abbreviations: Define all abbreviations except those approved by the International
System of Units for length, mass, time, temperature, amount of substance, etc. Do
not create new abbreviations for drugs, procedures, experimental groups, etc.

3. Drug Names and Equipment: Use generic names. If a brand name must be used,
insert it in parentheses after the generic name. Provide manufacturer's name, city,
state, and country. Be careful about the use of trademarked terms (e.g.,
Thrombelastography™, TEG™, etc.).

4, Statistics: Detailed statistical methodology must be reported. Describe randomization
procedures and the specific tests used to examine each part of the results; do not
simply list a series of tests. Care should be taken with respect to a) parametric vs.
nonparametric data, b) corrections for multiple comparisons, and c) rounding errors
(summary statistics should not contain more significant digits than the original data).
Median range (or percentiles) is preferred for nonparametric data.

5. Patient Identification: Do not use patients' names, initials, or hospital humbers. An
individual (other than an author) must not be recognizable in photographs unless
written consent of the subject has been obtained and is provided at the time of
submission.

6. Permissions: Written permission must be obtained from the original publisher (or
author if the author owns the copyright) if any figure or table from a previously-
published document is used. Contact the Editorial Office for further information.

Iv. SUBMISSION OF ELECTRONIC DOCUMENTS
All manuscripts must be submitted on-line using the Journal’s Editorial Manager (EM) System website
at https://sih.edmgr.com. Please read the following material carefully.

First-time users: Please click the Register button from the menu above and enter the requested information. On
successful registration, you will be sent an e-mail indicating your user name and password. Print a copy of this
information for future reference. Note: If you have received an e-mail from us with an assigned user ID and
password, or if you are a repeat user, do not register again. Just log in. Once you have an assigned ID and
password, you do not have to re-register, even if your status changes (that is, author, reviewer, or editor).

Authors: Please click the log-in button from the menu at the top of the page and log in to the system as an
Author. Submit your manuscript according to the author instructions. You will be able to track the progress of
your manuscript through the system. If you experience any problems, please contact Karl W. Durst, Managing

Editor, at journal@ssih.org.

A. File Formats, Text
Textual material (Body text, Figure Legends, etc.) can be submitted in any of the following
formats:

= Microsoft Word for Windows or Macintosh, any version (.doc)
= WordPerfect for Windows, any version (.wpf)
=  Other word processing programs can be used, but save documents in ASCII text
(.txt), RichTextFormat (.rtf), or Word (.doc)
Use standard file extensions, e.g., .doc, .rtf, .txt.
B. File Formats, Fonts
When files are received, they will be converted into PDF format. Problems can arise if the
parent document contains fonts that cannot be converted. This is a particular problem with
Asian fonts. To avoid difficulties, we ask that authors prepare their documents using one or
more of the fonts listed below. These fonts should be used in the Body Text of the paper, as
well as for all Tables and Figures. Acceptable fonts include:Arial, Palatino, Bookman, Times
Courier, Times New Roman, Georgia, Verdana, Helvetica
Special characters should be created with: Symbol, Wingdings, Webdings
Zapf Dingbat
C. File Formats, Graphics/Images
Graphics/Images (half-tones, color pictures, scientific graphics) MUST be submitted in one of
the following formats:
»  TIFF (.tif)
= Encapsulated Postscript (.eps)
= PowerPoint (.ppt)
Please note that artwork generated from office suite programs such as Corel Draw and MS Word and artwork
downloaded from the Internet (JPEG or GIF files) CANNOT be used.
Line art must have a resolution of at least 1200 DPI (Dots Per Inch), and electronic photographs—radiographs,
CT scans, etc—and scanned images must have a resolution of at least 300 DPI. If fonts are used in the artwork,
they must be converted to paths or outlines or they must be embedded in the files. Color images must be
created/scanned and saved and submitted as CMYK files, not RGB. For help with saving color figures as CMYK
files please follow the instructions at http://edmgr.ovid.com/Iww-final/accounts/5StepsforArt. pdf.
*If you can't save your color figures in CMYK and you dont want to publish them color, you can convert your
RGB files to grayscale by following these instructions:
Using Adobe Photoshop (raster):
Image->Mode->Grayscale
Using Adobe Illustrator (vector):




1

185

File->Document Color Mode->CMYK Color

2. Select All, Edit->Edit Colors->Convert to Grayscale
*If you are having problems getting your TIFF or EPS figure files to pass the EM quality control test, try saving
them as PPT files. This usually helps.

D.

File Sizes
Manuscripts will be distributed to reviewers via the Web. However, reviewers who use
telephone modems may experience unacceptable download delays if the files are too large. A
number of simple tricks can be used to avoid unnecessarily large files. Do not scan pages of
text. Do not scan printed Figures unless no original digital document exists. If a scanned
figure is unavoidable, please use Adobe PhotoShop or a similar program to edit the file and
reduce the file size (not necessarily the image size) as much as possible before submission.
For example, crop the picture to exclude surrounding "white space." Do not carelessly use
color. Black and white line drawings or gray-scale figures should not be saved as color
documents; this will increase file sizes without increasing the information content of the file.
Do not use color unless absolutely needed to convey information. Do not use compression
software (Zip, Stuffit) to reduce a final file size.

V. PRE-PUBLICATION MEDIA ATTENTION
Journal articles are embargoed until published. Do not issue press releases or hold press conferences
about articles to be published. Instruct journalists and media representatives that articles are
embargoed until the publication mailing date. Articles that are described extensively by the media prior
to publication may be pulled from the Journal of Record and the author(s) may be sanctioned by the
Journal (e.g. not be allowed to submit manuscripts for one year or more).



9.6ANEXO F- INSTRUMENTO “Medication Counseling Behavior Guidelines” (USP, 1997-1999)

ADAPTADO TRANSCULTURALMENTE PARA O PORTUGUES (Santos, 2013)

GUIA COMPORTAMENTAL DE ORIENTAGAO SOBRE MEDICAMENTOS
CATEGORIA 1: ITENS REFERENTES A INTRODUGAO DA ORIENTAGAO
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N/A N&o | Péssimo Insatisfatério Satisfatorio Excelente
feita

1. No inicio, conduz a orientagéo, apresentando-se e identificando quem é o - 1 2 4 5 6 7 9 10
paciente ou o seu responsavel
2. Explica a finalidade da orientagao - 1 2 4 5 6 7 9 10
3. Revisa a prescri¢cdo do paciente antes da orientagdo - 1 2 4 5 6 7 9 10
4. Obtém informagbes prévias e pertinentes relacionadas ao medicamento - 1 2 4 5 6 7 9 10
(por exemplo, idade, alergias, outros medicamentos, gravidez, amamentagao)
5. Adverte o paciente sobre o uso de outros medicamentos ou substancias, - 1 2 4 5 6 7 9 10
incluindo medicamentos isentos de prescricdo (MIPs), fitoterapicos e bebidas
alcoolicas, os quais poderiam interagir com o medicamento prescrito
(aumentando, diminuido ou anulando sua agao)
6. Avalia se o paciente tem outras condigbes clinicas as quais poderiam - 1 2 4 5 6 7 9 10
influenciar os efeitos desse medicamento ou a probabilidade de uma reagéo
adversa
7.Avalia a compreenséao do paciente (ou do responsavel) sobre o(s) motivo(s) - 1 2 4 5 6 7 9 10
da farmacoterapia prescrita
8. Avalia quaisquer preocupagdes reais e/ou problemas potenciais do - 1 2 4 5 6 7 9 10
paciente
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CATEGORIA 2: ITENS REFERENTES AO CONTEUDO DA ORIENTAGAO
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N/A | Nao | Péssimo Insatisfatério Satisfatério Excelente
feita

9. Discute o nome e a indicagao do medicamento - 1 2 4 5 6 7 9 10
10. Explica a posologia, incluindo o horario de utilizagdo e a duragédo da - 1 2 4 5 6 7 9 10
terapia, quando apropriado
11. Auxilia o paciente (ou o responsavel) no desenvolvimento de um plano - 1 2 4 5 6 7 9 10
de cuidados para incorporar a farmacoterapia a sua rotina
12. Explica quanto tempo levara para o medicamento fazer efeito - 1 2 4 5 6 7 9 10
13.Discute as recomendagdes de armazenamento e instrugbes - 1 2 4 5 6 7 9 10
complementares (por exemplo, agitar bem, manter refrigerado)
14.Enfatiza os beneficios da utilizagdo do medicamento conforme prescrito - 1 2 4 5 6 7 9 10
15. Alerta sobre os efeitos adversos potenciais (significativos) dos - 1 2 4 5 6 7 9 10
medicamentos
16.Discute como prevenir ou controlar os efeitos adversos do medicamento, - 1 2 4 5 6 7 9 10
caso ocorram
17. Discute as precaugdes associadas ao uso do medicamento (por - 1 2 4 5 6 7 9 10
exemplo, evitar operar maquinas ou dirigir)
18.Discute as interagbes significativas entre medicamento-medicamento, - 1 2 4 5 6 7 9 10
medicamento-alimento e medicamento-doenca
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19. Explica detalhadamente o que fazer se o paciente esquecer de utilizar - 1 2 3 4 5 6 7 9 10
uma dose
20. Discute com o paciente (ou o responsavel) os potenciais problemas em - 1 2 3 4 5 6 7 9 10
tomar o medicamento conforme prescrito (por exemplo, custo, acesso)
21. Ajuda o paciente (ou o responsavel) a gerar solugdes para os problemas - 1 2 3 4 5 6 7 9 10
potenciais
22. Fornece informacdes detalhadas sobre a farmacoterapia - 1 2 3 4 5 6 7 9 10
Copyright © 1997 - 1999 The United States Pharmacopeial Convention, Inc
CATEGORIA 3: ITENS REFERENTES AO PROCESSO DA ORIENTACAO
N/A Nado | Péssimo Insatisfatério Satisfatorio Excelente
feita
23. Usa linguagem acessivel ao paciente (ou ao responsavel) - 1 2 3 4 5 6 7 9 10
24. Usa conhecimentos embasados na literatura para dar suporte durante a | - 1 2 3 4 5 6 7 9 10
orientagao ao paciente (ou ao responsavel)
25. Responde com compreensé&o e empatia - 1 2 3 4 5 6 7 9 10
26. Apresenta fatos e conceitos em uma ordem légica - 1 2 3 4 5 6 7 9 10
27. Mantém o controle e o direcionamento da orientacao - 1 2 3 4 5 6 7 9 10
28. Investiga informagdes adicionais (por exemplo, habitos de vida, crengas) | - 1 2 3 4 5 6 7 9 10
29. Utiliza perguntas abertas - 1 2 3 4 5 6 7 9 10
30. De maneira geral, apresenta comportamentos ndo-verbais efetivos: - 1 2 3 4 5 6 7 9 10
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30 a. Contato visual apropriado 2 4 5 6 7 9 10
30 b. Voz é audivel; tom e velocidade da fala sdo bons 2 4 5 6 7 9 10
30 c. Linguagem corporal, posturas e gestos confirmam a mensagem falada 2 4 5 6 7 9 10
30 d. Distancia entre o profissional de saude e o paciente (ou o responsavel) 2 4 5 6 7 9 10
€ apropriada
Copyright © 1997 - 1999 The United States Pharmacopeial Convention, Inc
CATEGORIA 4: ITENS REFERENTES A CONCLUSAO DA ORIENTAGAO
N/A | Nao | Péssimo Insatisfatério Satisfatorio Excelente
feita

31. Verifica a compreensédo do paciente, através de feedback (retorno da | - 1 2 4 5 6 7 9 10
informagéao)

32. Resume, reconhecendo e/ou enfatizando os pontos-chave da informagéo - 1 2 4 5 6 7 9 10
33. Fornece uma oportunidade para preocupagdes ou perguntas finais - 1 2 4 5 6 7 9 10
34. Ajuda o paciente a planejar o acompanhamento e os proximos passos - 1 2 4 5 6 7 9 10

Copyright © 1997 - 1999 The United States Pharmacopeial Convention, Inc
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9.7ANEXO G. Lista de grupos e indicagdes terapéuticas especificadas (GITE).

Grupos Terapéuticos

Indicagdes Terapéuticas

Observacoes

Antiacnéicos topicos ¢

acne, acne vulgar, rosacea, espinhas

Restricao: retindides

adstringentes

Antiacidos, acidez estomacal. azia, desconforto | Restri¢des:

Antieméticos, estomacal, dor de estdmago, | metoclopramida,

E}lpépticos, Enzimas dispepsia, en;joo, ndusea, | bromoprida, mebeverina,

digestivas vOmito,epigastralgia, ma digestdo, | inibidor da bomba de
queimacao préton

Antibacterianos topicos

infecgOes bacterianas da pele

Permitidos: bacitracina e
neomicina

Antidiarréicos diarréia, desinteria Restri¢des: loperamida
infantil, opiaceos
Antiespasmodicos colica, colica menstrual, | Restricdo:Mebeverina
dismenoréia,  desconforto  pré-

menstrual,colica
biliar/renal/intestinal

Anti-histaminicos alergia, coceira / prurido, coriza, | Restricdes: adrenérgicos,
rinite alérgica, urticaria, picada de | corticoides que ndo a
inseto, ardéncia, ardor, conjuntivite | hidrocortisona de uso
alérgica, prurido senil, prurido | topico
ocular alérgico, febre do feno,
dermatite atopica, eczemas

Anti-seborréicos caspa, dermatite seborréica, _
seborréia, oleosidade

Anti-sépticos orais, | aftas, dor de garganta, profilaxia das _

anti-sépticos buco- | caries

faringeos

Anti-sépticos  nasais, | anti-sépticos nasais, fluidificantes _

fluidificantes .nasais, nasais, umectantes nasais

umectantes nasais

Anti-sépticos oculares _ Restri¢cdes: adrenérgicos,

(exceto nafazolina com
concentragdo < 0,1%),

corticoides
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Anti-sépticos da pele e
mucosas

fraldas,
dermatite

dermatite de
de contato,
amoniacal, intertrigo

assaduras,
dermatite

Anti-sépticos urinarios

distria, dor / ardor / desconforto
para urinar

Anti-sépticos vaginais
topicos

higiene intima,desodorizante

Antiinflamatorios lombalgia, mialgia, torcicolo, dor | Permitidos: naproxeno,
articular, artralgia, inflamacdo da | ibuprofeno, cetoprofeno
garganta, dor muscular, dor na
perna, dor varicosa, contusao,
hematomas, entorses

Antiflebites dor nas pernas, dor varicosa, _
sintomas de varizes, dores nas
pernas relacionadas a varizes, dores
apos escleroterpaia venosa

Antifisético, eructacgao, flatuléncia, _

antiflatulentos, empachamento, estufamento,

carminativos aerofagia  pos-operatoria,  gases,
meteorismo

Antifingico, micoses de pele, frieira, micoses de | Permitidos: topicos

antimicoticos unha, pano branco, infecgdes

fingicas das unhas, onicomicoses,
dermatomicoses

ptiriase versicolor, tinea das maos,
tinea dos pés, pé de atleta, tinea do
corpo, micose de praia, tinea da
virilha

candidiase cutdnea,  moniliase
cutdnea,  dermatite  seborréica,
dermatomicoses superficiais,

vulvovaginites, dermatite

Anti-hemorroidarios

sintomas de hemorroidas

Permitidos: topicos

Antiparasitarios orais, | verminoses Permitidos: mebendazol,
anti-helminticos levamizol.
Antiparasitarios piolhos, sarna, escabiose, carrapatos,

topicos,  escabicidas, | pediculose, 1éndea _
ectoparasiticidas

Antitabagicos alivio dos sintomas decorrente do | Restricdo: bupropiona

abandono do habito de fumar, alivio
dos sintomas da sindrome de
abstinéncia
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Analgésicos,
Antitérmicos,

Antipiréticos

dor, dor de dente, dor de cabeca, dor
abdominal e pélvica, enxaqueca,
sintomas da gripe, sintomas dos
resfriados, febre, cefaléia, dores
reumaticas, nevralgias

Permitidos: analgésicos
(exceto narcoticos

Lombalgia, mialgia, torcicolo, dor
articular, artralgia, inflamacdo da
garganta, dor muscular, contusao

hematomas, entorses, tendinites,
cotovelo de tenista, lumbago, dor
pos-traumatica, dor ciatica, bursite,
distensoes

Ceratoliticos

descamagdo, esfoliacdo da pele,
calos, verrugas, verruga plantar,
verruga vulgar

Cicatrizantes

feridas, escaras, fissuras de pele e
mucosas, rachaduras

Colagogos, Coleréticos

distirbios  digestivos, distlrbios
hepaticos

Descongestionantes congestdo nasal, obstrugdo nasal, | Restrigdes:
nasais topicos nariz entupido vasoconstritores
Descongestionantes congestdo nasal, obstru¢do nasal, | Permitido: Fenilefrina

nasais sistémicos

nariz entupido




