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RESUMO

FATORESA QUE INFLUENCIAM A IMPLEMENTAC;AO NDE SERVICOS CLINICOS
FARMACEUTICOS EM HOSPITAIS: IDENTIFICACAO E ANALISE PELO
FRAMEWORK APOTECA. Thelma Onozato, 2018.

Introducdo. A implementacdo de Servicos Clinicos Farmacéuticos (SCF) é uma acéo
estratégica para otimizar a farmacoterapia de pacientes hospitalizados. Embora muitos estudos
relatem resultados benéficos dos SCF, ainda ndo ha padronizacdo dessa pratica em hospitais,
inclusive no Brasil. Conhecer os fatores que influenciam a implementacdo de SCF e identificar
onde atuam é o primeiro passo para adocao bem-sucedida destes servicos. Objetivo. Identificar
os fatores que afetam a implementacdo da SCF no ambiente hospitalar e analisa-los utilizando
os dominios Apoteca. Metodologia. O estudo foi realizado em cinco etapas. (1)
Desenvolvimento de um framework de determinantes para anélise de fatores que influenciam
a implementacdo de SCF. Para isso, foram realizadas observagOes sistematicas durante
experiéncias de implementacdo de SCF conduzidas pelos pesquisadores e analise de modelos
conceituais fundamentados em observacOes da realidade. (2) Revisao sistematica da literatura
para identificar fatores que influenciam a implementacéo de SCF em ambiente hospitalar. Seis
bases de dados foram pesquisadas até janeiro de 2018. A estratégia de busca foi desenvolvida
usando termos relacionados a: “farmacia clinica”, “fatores influenciadores”, “implementagio”
e “hospital”. Dois revisores selecionaram artigos originais, extrairam os dados e avaliaram a
qualidade dos estudos. Apos a sintese de framework e categorizacdo dos fatores em grupos de
interesse e dominios Atitudinais, Politicos, Tecnicos e Administrativos (Apoteca), uma
abordagem diagramatica foi utilizada para apresentar os resultados. (3) Grupo focal com
farmacéuticos e entrevistas com gerentes hospitalares para conhecer as percepg¢des acerca dos
fatores que poderiam influenciar a implementacdo de SCF no hospital do estudo. (4)
Intervencgdo estruturada, com abordagens atitudinais, politicas, técnicas e administrativas. (5)
Entrevistas com os farmacéuticos e gerentes ligados aos SCF para conhecer as percepgdes
acerca dos fatores que influenciaram efetivamente a implementacdo de SCF no hospital do
estudo. Depois de coletar as informacdes, 0s registros de audio foram transcritos e analisados
usando andlise de framework e os dominios Apoteca. Resultados. Foram propostos quatro
dominios para andlise dos fatores influenciadores da implementacdo de SCF: Atitudinal,
Politico, Técnico e Administrativo - framework Apoteca. Na revisdo foram identificados 53
fatores em 21 estudos incluidos. Os fatores mais citados foram uniformemente distribuidos nos
quatro dominios Apoteca, em termos de grupos de interesse, 0 “farmacéutico” teve a maior
concentracdo de fatores. O fator mais citado foi “Habilidades e conhecimento clinico”, seguido
de “Tempo para implantar SCF”. No estudo de intervencdo, farmacéuticos relataram 19
barreiras e gerentes perceberam 16. Cerca de metade das barreiras citadas foram consideradas
superadas ou ndo-concretizadas na segunda entrevista. Gerentes e farmacéuticos mencionaram
um numero menor de facilitadores quando comparados as barreiras (onze e dez,
respectivamente), e os segundos sé conseguiram percebé-los apos a intervencdo. Em relacdo a
classificacdo Apoteca, a maioria das barreiras foi administrativa e dos facilitadores foi politico.
Conclusdo. Os resultados obtidos mostraram a natureza multifatorial do processo de
implementacdo de SCF e que farmacéuticos e gerentes anteciparam mais barreiras € menos
facilitadores quando comparados aos fatores efetivamente experimentados. Esses achados
sugerem que a implementacdo estruturada, considerando os quatro dominios Apoteca podem
auxiliar na implementacdo bem-sucedida de SCF em hospitais.

Palavras-chave: Farmacia clinica; Farmacéutico; Pesquisa de implementagdo; Fatores
influenciadores; Barreiras; Facilitadores; Hospital.



ABSTRACT

FACTORS INFLUENCING THE IMPLEMENTATION OF CLINICAL PHARMACY
SERVICES IN HOSPITALS: IDENTIFICATION AND APOTECA FRAMEWORK
ANALYSIS. Thelma Onozato, 2018.

Introduction. The implementation of Clinical Pharmacy Services (CPS) is a strategic
action to optimize the pharmacotherapy of hospitalized patients. Although many studies have
shown beneficial results for CPS, they are not uniformly established in hospitals worldwide,
including in Brazil. To know the factors that influence CPS deployment and to identify where
they act is the first step toward successful adoption of these services in hospitals. Aim. To
identify the factors that affect the CPS implementation in the hospital setting and to analyze
them using the Apoteca domains. Methods. The study was carried out in five stages. (1)
Framework development to analyze factors that influence the implementation of SCF. For this,
systematic observations were made during SCF implementation experiences conducted by the
researchers and analysis of conceptual models based on observations of reality were performed.
(2) Systematic review of the literature to identify factors that influence the implementation of
CPS in the hospital setting. Six databases were searched until January 2018. The search strategy
was developed using terms related to: “clinical pharmacy”, “influencing factors”,
“implementation” and “hospital”. Two reviewers selected original articles, extracted data and
assessed the quality of the studies. After the framework synthesis and categorization of the
factors in groups of interest and Attitudinal, Political, Technical and Administrative domains
(Apoteca), a diagrammatic approach was used to present the results. (3) Focus group with
pharmacists and interviews with hospital managers were carried out to know the perceptions
about the factors that could influence the implementation of CPS in the hospital studied. (4)
Structured implementation intervention with attitudinal, political, technical and administrative
approaches. (5) Interviews were carried out with the pharmacists who performed the CPS and
managers, to know the participants' perceptions of the factors that actually influenced the CPS
implementation in the hospital. After collecting the information, the audio records were
transcribed and analyzed using framework analysis and the Apoteca domains, in order to
compare the perceptions before and after the structured SCF implementation. Results. Four
domains were proposed to analyze the factors influencing the SCF implementation: Attitudinal,
Political, Technical and Administrative — the Apoteca framework. Fifty-three factors were
identified in the 21 studies included in the review. The most cited influencing factors were
uniformly distributed in the four Apoteca domains, but in terms of interest groups, the
“pharmacist” had the highest concentration of factors. “Clinical skills and knowledge” was the
most cited factor, followed by “Time to implement CPS”. In the intervention study, pharmacists
reported 19 obstacles in total, while managers perceived 16 different barriers. About half of the
barriers cited were considered to have been overcome or not-met in the second interview.
Managers and pharmacists mentioned fewer facilitators when compared to barriers (eleven and
ten, respectively), and the latter were only able to perceive them after the intervention.
Regarding the Apoteca classification, most of the barriers were administrative and the majority
of the facilitators were political. Conclusion. The results showed the multifactorial nature of
the CPS deployment process and that pharmacists and managers anticipated more barriers and
less facilitators when compared to the factors actually experienced. Those findings suggest that
a structure implementation, considering the four Apoteca domains, can help in planning
strategies to enable the successful implementation of CPS in a hospital setting.

Keywords: Clinical pharmacy; Pharmacists; Implementation research; Influencing
factors; Barriers; Facilitators; Hospital.
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1 INTRODUCAO

A morbimortalidade relacionada a medicamentos é um problema de saude publica
prevalente em todo o mundo (CHAN et al., 2016; MOUTON et al., 2016; OSCANOA,;
LIZARASO; CARVAJAL, 2017; PARIHAR et al, 2017). Embora medicamentos
proporcionem beneficios terapéuticos - cura, controle da evolucdo ou alivio de sintomas de
doencas - seu uso ndo € isento de riscos (CURTIN; SCHULZ, 2011). Assim, parte dos pacientes
obtém o méaximo beneficio com o uso de medicamentos, enquanto outros sofrem danos, por
vezes, evitaveis. Além disso, 0 uso sub6timo dos medicamentos pode resultar no aumento de
custos para os sistemas de satde por meio, por exemplo, de hospitaliza¢cdes causadas por erros
de prescricdo ou morbidade por baixa adeséo a farmacoterapia (FARIA et al., 2014).

Angamo et al. (2016), em revisdo de 43 estudos observacionais realizada em 21 paises,
mostram que a prevaléncia de admissdes hospitalares e mortalidade relacionadas as reacfes
adversas a medicamentos variam de 0,2 a 54,5 %, e de 0 a 10%, respectivamente. No ambiente
hospitalar, outra revisdo sistematica observou que as taxas de prevaléncia de erros de prescricéo
relacionados a medicamentos de alta vigilancia variam entre 0,24 e 89,6 erros por 100
prescricdes desses medicamentos (ALANAZI; TULLY; LEWIS, 2016). Ademais, Salmasi et
al. (2015) reportam, em revisdo sistematica, que a taxa de prevaléncia de erros de administracao
de medicamentos em hospitais do Sudeste Asiatico varia entre 15,2 e 88,6%.

Neste cenério, o farmacéutico tem atuado de maneira relevante na prevencéo de erros e
eventos adversos relacionados a medicamentos, bem como, na otimizacdo da farmacoterapia
para a promocéo da salde dos pacientes (STEED et al., 2014; WEANT et al., 2014; WIMMER,;
NEUBERT; RASCHER, 2015). Desde a década de 1960, com a reorientacdo da préatica
farmacéutica para o paciente e desenvolvimento do conceito de Farméacia Clinica, houve
expansdo das atividades do farmacéutico, da preparacao e fornecimento de medicamentos para
a avaliacdo e o gerenciamento das necessidades farmacoterapéuticas das pessoas, como também
maior integracdo e interacdo com outros profissionais de satde por meio dos servicos clinicos
farmacéuticos (SCF) (CIPOLLE; STRAND; MORLEY, 2012; PEARSON, 2007; SCHINDEL
et al., 2017).

A literatura aponta que tais servicos otimizam os resultados em salde dos pacientes
(JOKANOVIC et al., 2016; ROTTA et al., 2015). Holh et al. (2017), em estudo quase-
randomizado com 10.807 pacientes de alto risco (grupo intervencdo=6.416; grupo
controle=4.391), reportaram que um servico clinico farmacéutico reduziu em 0,48 dias a média

de dias de internacdo (1C=0,00 a 0,96; p=0,058) em trés hospitais no Canadd, quando
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comparado ao controle. Uma revisdo sistematica com meta-analise avaliou a efetividade de
programas de conciliacdo de medicamentos realizadas por farmacéuticos e verificou que
pacientes que receberam esses servigos tiveram reducdo de eventos adversos relacionados a
medicamentos (EAM) causados por reinternagdes (RR 0,33; 95% CI 0,20 to 0,53), visitas a
pronto-atendimento por todas as causas (RR 0,72; 95% CI 0,57 to 0,92) e readmissbes
hospitalares por todas as causas (RR 0,81; 95% CI 0,70 to 0,95) (MEKONNEN;
MCLACHLAN; BRIEN, 2016).

Apesar da expansao das atribui¢es do farmacéutico e das evidéncias da literatura sobre
os beneficios quando os pacientes sdo acompanhados por este profissional, os servigos clinicos
farmacéuticos ainda ndo estdo consolidados de maneira uniforme pelo mundo (DOLORESCO;
VERMEULEN, 2009; LEBLANC; SEOANE-VAZQUEZ; DASTA, 2007; PANDE et al.,
2013; WORLD HEALTH ORGANIZATION; INTERNATIONAL PHARMACEUTICAL
FEDERATION, 2006). Assim, em paises desenvolvidos como Estados Unidos e Inglaterra
estes servicos sdao consolidados (JACOBI et al., 2016). Por outro lado, em paises
subdesenvolvidos e em desenvolvimento, incluindo o Brasil, a implementacao desses servicos
é uma realidade recente (ALBEKAIRY et al., 2015; BILAL et al., 2016; IQBAL; ISHAQ, 2017;
REIS et al., 2015; SHANIKA et al., 2017).

O referencial tedrico mais utilizado pelos pesquisadores para a avaliagdo e
implementacao de servigos de satde com qualidade, incluindo os servicos de Farmacia Clinica,
é 0 preconizado por Avedis Donabedian (1966). Para tanto, o referido autor, absorveu da teoria
de sistemas a noc¢éo de indicadores de estrutura, processo e resultado, adaptando-o0s aos servicos
de saide (modelo SPO). O componente estrutura se refere as caracteristicas relativamente
estaveis e necessarias ao processo assistencial, 0s processos se relacionam as interacoes e
procedimentos envolvendo profissionais de salde e pacientes e os resultados correspondem a
alteracdo no estado de salde atribuivel a intervencdo, também as mudancas relacionadas a
conhecimentos e comportamentos, assim como a satisfacdo do usuario ligada ao recebimento
dos cuidados.

Este modelo pode ser utilizado como norteador tanto para a avaliacdo, quanto para a
implementacdo de servicos de saude qualificados, como a Farméacia Clinica
(SCHOENMAKERS et al., 2015). Neste contexto, a avaliacdo possibilita a identificacdo das
condicdes existentes e das mudancas necessarias para garantir a implementacdo de SCF com
qualidade (AGUIAR et al., 2013; RADEMAKERS; DELNOIJ; DE BOER, 2011). No Brasil, a
caréncia de dados sobre implementacdo e avaliagdo da qualidade dos SCF no ambito hospitalar

justifica a pesquisa sobre o tema, podendo contribuir para a promog¢do da seguranca e do
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cuidado ao paciente internado (ANDRADE et al, 2011; ANDRADE et al., 2015;
MAGEDANZ; SILLIPRANDI; DOS SANTOS, 2012; REIS et al., 2013).

Nos Estados Unidos e Canada, além da abordagem relativa a qualidade, estudos
denominados Pesquisa de Implementagdo (Implementation Research) tiveram inicio na década
de 1990, seu objetivo era preencher a lacuna entre o conhecimento gerado pelas evidéncias
cientificas e a utilizacdo desses conhecimentos em prol da populagdo (FIXSEN, 2005; PETERS
et al., 2013). Para isso sdo considerados varios aspectos do processo, incluindo fatores que o
influenciam, o processo em si e os resultados da implementacdo. O foco da pesquisa de
implementacao pode ser identificar problemas comuns do processo, compreender os fatores que
dificultam ou facilitam o acesso a intervencdo, desenvolver e testar solucdes para superar
barreiras no processo de incorporacdo, do uso em larga escala e da sustentabilidade das
inovacgdes. A intencdo € compreender 0 qué, por qué e como as intervencdes (politicas pablicas,
programas ou praticas profissionais) ocorrem no “mundo real” e testar abordagens para
aprimora-las (FIXSEN et al., 2005; PETERS et al., 2013).

Dentre os aspectos do processo de implementacdo, a identificacdo de barreiras e
facilitadores é uma das principais etapas do processo de implementacdo em servigos de saude,
inclusive farmacéuticos (MOULLIN; SABATER-HERNANDEZ; BENRIMOJ, 2016a). A
maioria dos estudos sobre o tema relatam fatores que influenciam a implementacao de servicos
clinicos farmacéuticos em farméacias comunitarias (DOSEA et al., 2015; FAKEYE et al., 2017;
KENNELTY et al., 2015; MOULLIN; SABATER-HERNANDEZ; BENRIMOJ, 2016b; NIK
et al., 2016; SMITH; SPIGGLE; MCCONNELL, 2017), incluindo uma revisdo sobre
facilitadores (ROBERTS et al., 2006). Entretanto, até o presente momento, S0 poucos 0S
trabalhos que exploraram esta tematica no &mbito hospitalar.

No contexto nacional, 0s servicos clinicos farmacéuticos no ambito hospitalar ganharam
impulso nos ultimos anos. As publicacdes de normativas como a Resolugdo CFF 585/ 2013 que
regulamenta as atribui¢cbes clinicas do farmacéutico (CONSELHO FEDERAL DE
FARMACIA, 2013a), a Portaria GM/MS n° 529/2013 que institui o Programa Nacional de
Seguranca do Paciente (BRASIL, 2013a) e a Portaria GM/MS n° 3.390, de 30 de dezembro de
2013 que institui a Politica Nacional de Atencdo Hospitalar (BRASIL, 2013b), bem como a
disseminacdo dos programas de residéncia multiprofissional em saude, que inclui o
farmacéutico como um dos integrantes da equipe, contribuiram para expansdo desses servigos
nos hospitais. Porém, essa ainda ndo é uma realidade estabelecida de maneira uniforme em todo
territorio nacional (MELO et al., 2017).
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Em paises como o Brasil em que os SCF ainda ndo estdo consolidados, conhecer os
fatores que influenciam a incorporagdo de préticas clinicas na rotina do farmacéutico hospitalar
pode ser fundamental para planejar o processo de implementacdo e garantir a sustentabilidade
de tais servicos (HOFSTEDE et al., 2013; HUIJG et al., 2014; MOUSAVI et al., 2014). Para
tanto, a elaboracdo de modelos de categorizacdo que considerem as caracteristicas principais
dos fatores, bem como a influéncia exercida nos grupos de interesse, podem contribuir para a
efetiva implementacdo de servicos clinicos farmacéuticos e a disseminacgdo desses servigos no

pais.

1.1 ESTRUTURA DA TESE

Esta tese foi estruturada em fundamentacéo tedrica, seguida de trés artigos distribuidos
em capitulos. O eixo central € composto pelo desenvolvimento e aplicagdo de um framework
de determinantes da implementacdo de SCF em hospitais, 0s artigos que compdem esta tese
seguem as normas dos periddicos cientificos aos quais foram submetidos ou previsto para
submisséo. Segue apresentacdo das se¢des desta tese:

REVISAO DA LITERATURA — consiste em uma revisio narrativa sobre o panorama
historico e conceitual da implementacdo de SCF em hospitais e os fatores que influenciam esse
processo.

CAPITULO 1 — apresenta o desenvolvimento do framework Apoteca (fatores
atitudinais, politicos, técnicos e administrativos), utilizando a abordagem fenomenoldgica. Esse
artigo descreve as experiéncias de implementacdo e leituras que culminaram na proposicao do
framework. O artigo “Apoteca: construindo um framework para auxiliar na implementacao
de servicos clinicos farmacéuticos”, sera submetido ao periédico RESEARCH IN SOCIAL
AND ADMINISTRATIVE PHARMACY (fator de impacto 2,315. Qualis B1), na se¢do Proposed
models.

CAPITULO 2 — apresenta os resultados de uma revisdo sistematica cujo objetivo foi
identificar fatores que influenciam a implementacdo de SCF em hospitais. As analises foram
realizadas utilizando a classificacdo Apoteca e um formato grafico inovador, que considera as
caracteristicas dos fatores e o nivel de implementacdo que estes influenciam. O artigo “Factors
influencing the implementation of clinical pharmacy services for hospitalized patients: A
mixed-methods systematic review,” foi submetido ao periédico RESEARCH IN SOCIAL AND
ADMINISTRATIVE PHARMACY (fator de impacto 2,315. Qualis B1).



18

CAPITULO 3 — o terceiro artigo € um estudo qualitativo que visa compreender os
fatores que influenciaram a implementagdo de SCF em um hospital de alta complexidade do
Nordeste do Brasil. Os dados foram coletados em dois momentos, antes e depois do processo
de implementacdo estruturada, e foram consideradas as perspectivas de farmacéuticos e
gerentes da instituicdo. O artigo “Factors influencing clinical pharmacy implementation at
a Brazilian hospital: a qualitative study” foi submetido ao periédico QUALITATIVE
HEALTH RESEARCH (fator de impacto 2,413 Qualis B1).
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2 REVISAO DA LITERATURA

2.1 MORBIMORTALIDADE ASSOCIADA A FARMACOTERAPIA NO AMBIENTE
HOSPITALAR

Levando em consideracéo a Historia da humanidade, a ideia do hospital como um local
de recuperacdo da salde é recente, avancos tecnoldgicos e o aparecimento da medicina
cientifica no final do século XVIII revolucionaram o papel e as fungdes do hospital de um lugar
para se morrer, para um local destinado a curar. A partir desse momento, tem-se o
desenvolvimento do modelo atual de instituicdes hospitalares (CATAO, 2011).

Segundo o Ministério da Saude do Brasil (2013b),

os hospitais sdo instituicdo complexas, com densidade tecnoldgica especifica, de
carater multiprofissional e interdisciplinar, responsavel pela assisténcia aos usuarios
com condi¢des agudas ou crénicas, que apresentem potencial de instabilizacdo e de
complicagBes de seu estado de sadde, exigindo-se assisténcia continua em regime de
internacdo e acdes que abrangem a promocdo da salde, a prevencdo de agravos, 0
diagnostico, o tratamento e a reabilitacdo.

Atualmente, esta instituicdo € o centro de referéncia encarregado pela recuperacao da
salde e o responsavel por devolver o individuo a sociedade em melhores condigdes fisicas e
psicoldgicas. Neste ambiente sdo realizados procedimentos de alta complexidade tecnoldgica e
inovacdo que envolve o aumento dos riscos com a terapia empregada, elevando os custos e
exigindo seguranca, qualidade, efetividade e responsabilidade (MALAGON-LODONO;
MORERA; LAVERDE, 2010).

Pacientes hospitalizados utilizam medicamentos praticamente de maneira obrigatoria,
quer seja em processos diagndsticos, de reabilitacdo da saude ou prevencdo de doencas. Apesar
desta tecnologia em saude proporcionar inimeros beneficios para os seus usuarios, quando
utilizados de forma inadequada os medicamentos trazem consigo aumento na morbimortalidade
associada a farmacoterapia, além de consequente elevacdo de custos, principalmente no
ambiente hospitalar (CABELLO et al., 2016; OSCANOA et al., 2017; PARIHAR et al., 2017).

A partir da década de 1990, a discussdo sobre a seguranca e a qualidade no cuidado ao
paciente se intensificou em todo 0 mundo. Em 1999, o Institute of Medicine dos Estados Unidos
estimou que os erros relacionados aos cuidados de satde causavam a morte de 44.000 a 98.000
norte-americanos anualmente, sendo que os erros de medicacdo seriam 0s responsaveis por

mais de 7.000 mortes anuais e ocasionavam 2% dos eventos adversos em pacientes
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hospitalizados, incrementando os gastos em salide em bilhdes de dolares todos os anos (KOHN
et al., 2000).

Dados mais recentes sugerem que este relatério pode ter subestimado a prevaléncia de
mortes por erros relacionados aos cuidados de satde. James (2013), em um artigo de revisao,
estimou que eventos adversos preveniveis seriam 0s responsaveis pela morte de 210.000 a
400.000 pacientes hospitalizados por ano nos Estados Unidos. Makary e Daniel (2016)
extrapolaram os dados de estudos anteriores para o nimero de pacientes hospitalizados no ano
de 2013, e chegaram a uma estimativa de aproximadamente 251.000 mortes anuais por eventos
adversos preveniveis, colocando esses erros como aterceira causa de morte nos Estados Unidos,
naquele ano.

Dentre 0s eventos adversos com maior incidéncia estdo aqueles relacionados ao uso de
medicamentos. Em um estudo realizado em 24 hospitais espanhdis, com uma amostra de 5.624
prontuarios, 37,4% dos eventos adversos estavam associados a medicamentos (ARANAZ-
ANDRES et al., 2008). Em uma revisio sistematica sobre o assunto, incluindo 74.485
prontuarios de pacientes hospitalizados, os eventos relacionados a medicamentos foram o
segundo tipo de evento mais frequente (15,1%) (DE VRIES et al., 2008). Mais recentemente,
Rutberg e colaboradores (2014) analisaram 960 prontuarios de pacientes de um hospital sueco,
entre os anos de 2009 e 2012, e verificaram que 24% dos eventos adversos que acometeram 0s
pacientes ndo-cirdrgicos eram relacionados a medicamentos.

Eventos adversos a medicamentos podem causar graves prejuizos para pacientes e
também para as instituicGes hospitalares. Em um estudo recente, Parihar e colaboradores (2017)
verificaram que as admissOes hospitalares devido a eventos adversos relacionados a
antidepressivos aumentaram de maneira significativa nos Estados Unidos, de 17.375 admiss6es
em 2001 para 20.588 admiss6es em 2011. A média do tempo de internacdo também teve um
incremento de 2,18 dias para 2,81 dias (p<0,01) e a média dos gastos hospitalares mais que
dobrou, de US$ 8.456,2 para US$ 21.572,5 (p<0,01). Em outro estudo, realizado em um
hospital terciario espanhol, foram analisados 1.388 prontuérios de pacientes que foram a dbito
em um periodo de 22 meses. Medicamentos foram suspeitos de provocar 146 Obitos e de
contribuir para a morte de outros 110 pacientes, comorbidades e/ou polifarmacia foram
identificados como fatores de risco para ébitos relacionados a medicamentos (CABELLO et
al., 2016).

No contexto nacional, dados sobre a morbimortalidade de medicamentos sdo escassos.
Uma recente revisao sistematica verificou alta prevaléncia de consumo de medicamentos entre

adultos brasileiros, 12 estudos mediram o consumo de medicamentos entre adultos nos 15 dias
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anteriores a coleta de dados e foi encontrada prevaléncia de 49,1% (1C95%: 48,5-49,6%; 12
=100%) (GOMES; SILVA; GALVAO, 2017). Os dados mais recentes divulgados pelo Sistema
Nacional de Informagfes Toxico-Farmacoldgicas, referentes ao ano de 2014, mostram que 0s
medicamentos foram responséaveis por 22.144 casos de intoxica¢do, resultando em 41 4bitos.
Os motivos mais frequentes de intoxicacdo por medicamentos foram: acidente individual
(36%), tentativa de suicidio (31%), erros de administracdo (11%) e uso terapéutico (11%).

No Brasil, embora ndo existam dados nacionais para prevaléncia de eventos adversos,
Mendes et al. (2009) observaram em trés hospitais do Rio de Janeiro que a incidéncia de eventos
adversos ficou proxima a média internacional de 7,6% de pacientes acometidos. Nesse sentido,
6rgdos governamentais brasileiros, baseando-se na experiéncia de outros paises, comecaram a
se empenhar na criacdo de programas e projetos com objetivos de melhorar os servicos
prestados e prevenir possiveis agravos (ADAMI, 2000).

2.1.1 Estratégias para prevengéo de eventos adversos

Na tentativa de diminuir os danos causados pelos servicos de saude, algumas iniciativas
foram instituidas. Uma das primeiras foi a acreditacao hospitalar, conceituada como a avaliacédo
desenvolvida para criar a cultura de qualidade e seguranca no interior dos servicos de salde, 0s
quais devem se aperfeicoar continuamente nos processos de cuidado ao paciente a fim de obter
os melhores resultados (MANZO; BRITO; CORREA, 2012). Dentre os critérios avaliados
pelas organizacbes acreditadoras a questdo da seguranca do paciente e a qualidade do
tratamento estdo intimamente relacionados com os servicos realizados pela Farmacia, incluindo
os SCF, como indicadores de qualidade da assisténcia prestada (CIPRIANO, 2009).

Além da acreditacdo hospitalar, podemos citar acdes preconizadas pelas politicas
publicas brasileiras, como a Politica Nacional de Assisténcia Farmacéutica que envolve um
conjunto de acbes voltadas a promocdo, protecdo e recuperacdo da salde, garantindo 0s
principios da universalidade, integralidade e equidade (BRASIL, 2004). Especificamente no
ambito hospitalar, o Ministério da Saude do Brasil, baseado nos principios e diretrizes do
Sistema Unico de Saude e na Politica Nacional de Assisténcia Farmacéutica, aprovou em 2010
a portaria 4.283 que institui as diretrizes e estratégias para organizacdo, fortalecimento e
aprimoramento das ac@es e servicos da assisténcia farmacéutica no ambito hospitalar, com o
intuito de assegurar 0 acesso da populacdo a servicos farmacéuticos de qualidade nessas
instituicbes (BRASIL, 2010).
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Dentre as diretrizes propostas estdo aquelas relacionadas a acgdes assistenciais
desenvolvidas, preferencialmente, no contexto multidisciplinar e privilegiando a interacéo
direta dos farmacéuticos com os usuarios. Segundo as diretrizes, o cuidado farmacéutico tem
como objetivos “contribuir para a promocao da atengdo integral a salde, a humanizacéo do
cuidado e a efetividade da intervencgdo terapéutica, além de promover o uso seguro e racional
de medicamentos e reduzir custos decorrentes do uso inadequado da farmacoterapia” (BRASIL,
2010).

Ademais, como parte dessa série de medidas tomadas para melhorar a qualidade da
assisténcia a satde hospitalar no ambito do Sistema Unico de Saude, foram instituidas a Politica
Nacional de Atencdo Hospitalar (BRASIL, 2013b)- que visa organizar o componente hospitalar
na Rede de Atencdo a Saude e qualificar estes servicos — e a Politica Nacional de Seguranca do
Paciente (BRASIL, 2013a) - que propde a implementagdo de protocolos com foco nos
problemas de maior incidéncia, incluindo a seguranga na prescri¢do, uso e administracdo de
medicamentos e a comunicacao entre profissionais de saude, acOes estas desempenhadas por
meio dos SCF, como elemento fundamental para garantir a seguranga dos usuarios de servicos
de saude.

Mais recentemente, a Organizacdo Mundial de Saude (2017) langou o terceiro “Desafio
Global para Seguranca do Paciente — Uso Seguro de Medicamentos (Medication without
harm)”. Lancado em mar¢o de 2017, esse desafio tem como objetivo geral reduzir em nivel
mundial 50% dos danos severos e evitaveis relacionados a medicamentos, nos proximos cinco
anos. Para isso, o documento propde melhoras em cada etapa do processo de uso do
medicamento (incluindo prescricéo, dispensacdo, administracao, monitoramento e utilizacao) e
tem como temas prioritarios situacGes relacionadas a pacientes hospitalizados, a saber:
situacOes de alto risco (pacientes internados, criangas pequenas e idosos, pacientes portadores
de enfermidades renais ou hepaticas), polifarméacia (uso de quatro ou mais medicamentos
concomitantemente) e transicéo de cuidado (entre instituicdes, setores e profissionais de salde).

Embora os SCF estejam incluidos em politicas institucionais, publicas ou de
organizagdes ndo-governamentais internacionais, a pratica e a publicacdo de estudos sobre SCF
no Brasil sdo ainda incipientes, quando comparadas aos de paises desenvolvidos. Assim, o
desenvolvimento da prética clinica do Farmacéutico juntamente com a pesquisa e a publicacdo
de estudos sobre o tema pode auxiliar sobremaneira na melhora da qualidade dos servicos de

salide e a seguranca de seus pacientes.
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2.2 QUALIDADE EM SERVICOS DE SAUDE

Como abordado anteriormente, 0s servigos e sistemas de salde tem se deparado com
uma série de desafios nas Ultimas décadas: o alto custo relacionado a incorporacdo de novas
tecnologias em saude, o envelhecimento populacional, a mudanca do perfil epidemiolégico com
a presenca de multiplas doengas cronicas, além de recursos limitados para a satde (HUSSEY;
WERTHEIMER; MEHROTRA, 2013; ZULMAN et al., 2014). Para atender as necessidades
dos usuarios e enfrentar esses desafios, as instituicbes de salde tém buscado a mais alta
qualidade técnica dos servicos ofertados, com o menor custo. Logo, a avaliacdo da qualidade
em salde tem ganhado destaque entre profissionais e gestores da area, pois estes precisam
responder a demanda da populacdo que exige cuidado seguro e de qualidade (CHUN;
BAFFORD, 2014).

2.2.1 Breve historico sobre a qualidade em servicos de saude

O conceito ocidental de qualidade em saude comecou a ser desenvolvido no inicio da
década de 1850, com o trabalho da enfermeira Florence Nightingale. Em 1854, ela foi enviada
a Turquia para cuidar dos soldados britanicos feridos na Guerra da Crimeia. As condi¢cdes
precarias das instalacdes de saude e a alta mortalidade dos soldados levaram Nightingale e sua
equipe a empreender um projeto de melhora da qualidade, baseados em a¢des de saneamento e
higiene. Seis meses ap0ds essas intervencdes, a taxa de mortalidade caiu de 42,7% para 2,2%,
resultados que sO puderam ser apresentados gracas a documentacdo meticulosa de todos os
processos e desfechos, que geraram medidas estatisticas da qualidade do servico prestado
(NEUHAUSER, 2003; SHEINGOLD; HAHN, 2014).

Por volta de 1910, o cirurgido americano Ernest Codman, iniciou os primeiros trabalhos
sobre a necessidade de garantir a qualidade das intervencGes e procedimentos médicos. Em
1913, juntamente com o também medico Edward Martin, co-fundou o American College of
Surgeons que estabeleceu o Comité de Padronizacdo Hospitalar, liderado pelo proprio Ernest
Codman. Em 1917, esta instituicdo adotou seu sistema de “desfechos finais” (end result system)
para 0 seu Programa de Padronizacdo Hospitalar, definindo um conjunto de padrées minimos
hospitalares para garantir a qualidade da assisténcia prestada aos pacientes (DONABEDIAN,
1989; ROBERTS; COALE; REDMAN, 1987).

Em 1952, o American College of Physicians, a American Hospital Association, a

American Medical Association e a Canadian Medical Association, juntaram-se a0 American
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College of Surgeons para formar a Joint Commission on Accreditation of Healthcare
Organizations, uma organizacdo independente e sem fim lucrativos, que desde janeiro de 1953
desenvolve atividades de acreditacdo hospitalar, baseada em avaliacdo, educagéo e consultoria
para instituicOes interessadas em oferecer cuidado de qualidade aos pacientes (CHUN;
BAFFORD, 2014; ROBERTS; COALE; REDMAN, 1987).

No final da década de 1980, a Joint Commission implementou um rigoroso conjunto de
padrdes de acreditacdo, que refletiam os conceitos de avaliagcdo da qualidade em cuidados de
salde, apresentadas pelo médico Avedis Donabedian no artigo “Evaluating the Quality of
Medical Care” (CHUN; BAFFORD, 2014; DONABEDIAN, 1966). Assim, 0 movimento pela
qualidade, amplamente difundido no setor industrial, foi incorporado aos cuidados com a saude,
inicialmente nas instituicdes hospitalares e ao longo dos anos vem ganhando destaque nos
varios cenarios de pratica dos sistemas de saude pelo mundo (MORRIS et al., 2002).

2.2.2 Definicéo de qualidade em servicos de saude

Definir e medir qualidade em satde ndo é uma tarefa facil, a natureza complexa do
cuidado, os distintos tipos de servicos de salde, 0s interesses e as perspectivas individuais dos
participantes envolvidos no cuidado contribuem para que ndo haja uma definicdo Unica,
universalmente aceita para este termo (MOSADEGHRAD, 2014).

Uma das primeiras definicdes de qualidade em servicos de saude foi formulada por
Avedis Donabedian, referéncia mundial na area. Segundo o autor, a qualidade em saude
corresponderia "a aplicacdo da ciéncia e tecnologia médica de uma forma que maximize seu
beneficio para a saude sem aumentar o risco de forma correspondente” (DONABEDIAN, 1980
apud MOSADEGHRAD, 2014).

Na década seguinte, o Institute of Medicine dos Estados Unidos definiu qualidade em
salide como “o grau em que os servigos de salde para individuos e populagdes aumentam a
probabilidade de desfechos de salde desejados e sdo consistentes com o conhecimento
profissional corrente”, sendo esta definicdo uma das mais comumente utilizadas (LOHR, 1990).

Posteriormente, a Agency for Healthcare Research & Quality (1997) dos Estados
Unidos definiu qualidade como “estar fazendo a coisa certa, no momento certo, da maneira
certa, para a pessoa certa e alcangar os melhores resultados possiveis”. Diante dessas varias
defini¢Bes, verifica-se que o foco da qualidade em saude evoluiu dos aspectos técnicos do

cuidado para o atendimento das necessidades dos pacientes e da sociedade (BUSARI, 2012).
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Além dessas defini¢Ges sintetizadas, alguns autores definiram a qualidade em salde por
meio de seus atributos (CAMPBELL; ROLAND; BUETOW, 2000). Um exemplo ¢ a defini¢do
mais recente da Organizacdo Mundial da Salde (2017) que descreve a qualidade em salde
como “a medida em que os servicos de salde prestados aos individuos e as populacdes
melhoram os desfechos de salde desejados. Para conseguir isso, 0s cuidados de salde devem
ser seguros, eficazes, oportunos, eficientes, equitativos ¢ centrados nas pessoas”.

Donabedian (1990), também elencou atributos especificos, denominados por ele de sete
pilares da qualidade, a saber: eficacia, efetividade, eficiéncia, otimizacdo, aceitabilidade,
legitimidade e equidade. O estabelecimento desses atributos tem importancia para o campo da
Pesquisa de Qualidade em Salde, pois além de servirem para a definicdo do termo, também
servem como indicadores de qualidade na avaliagdo do cuidado.

2.2.3 Avaliacéo da qualidade em servicos de saude

Apesar de existirem varios modelos tedricos utilizados para a avaliacdo da qualidade
em servicos de satde, como o framework de comportamento de Andersen (ANDERSEN, 1995)
e o framework de planejamento organizacional (GITTELL; WEISS, 2004), o modelo SPO
(structure - process - outcome) proposto por Donabedian (1966, 1988) é o referencial mais
utilizado mundialmente, pois fornece uma maneira conceitual, simples, intuitiva e flexivel para
avaliar, categorizar e priorizar medidas de qualidade de satde (MCDONALD et al., 2007;
SEIBERT et al., 2015). Para tanto, Donabedian absorveu da teoria de sistemas a no¢do de
indicadores de estrutura, processo e resultado adaptando-os para a avaliacdo da qualidade em
servicos de saude (D’INNOCENZO; ADAMI; CUNHA, 2006):

- O eixo estrutura corresponde as caracteristicas mais estaveis da assisténcia a satde e
compreende os fatores organizacionais do sistema de salde onde o servico é prestado. Neste
eixo estdo incluidos recursos fisicos (instalacbes e equipamentos), humanos (nimero e
capacitacdo dos individuos que prestam a assisténcia) e estrutura organizacional (organizacéo,
métodos de avaliacdo, modalidades de financiamento e instrumentos normativos técnico-
administrativos) (DONABEDIAN, 1988). Em suma, ao avaliar a estrutura, deve-se analisar
quais recursos estdo disponiveis e como eles estdo organizados (CAMPBELL; ROLAND;
BUETOW, 2000).

- Os processos, por sua vez, sdo definidos como as interacbes e procedimentos
envolvendo profissionais de salde e pacientes, e inclui o reconhecimento de problemas,

métodos diagndsticos e os cuidados prestados. (DONABEDIAN, 1988). Portanto, refere-se a
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aplicacdo das evidéncias cientificas na resolu¢cdo de um problema de salde, bem como a
elementos que compde a interacdo entre os profissionais de salde e os usuarios, incluindo
habilidades, como a comunicagdo com o paciente (CAMPBELL; ROLAND; BUETOW, 2000).

- O eixo resultados corresponde as consequéncias da assisténcia realizada, refletindo as
alteracbes observadas no estado de saude do paciente e da populacéo. Incluem a melhora do
conhecimento, as mudancas de comportamento e o grau de satisfacdo do paciente
(DONABEDIAN, 1966; DONABEDIAN, 1988). Como mencionado anteriormente, a
avaliacdo de resultados foi uma das primeiras medidas de qualidade da saide, em 1917 o
American College of Surgeons ja adotava o sistema de “desfechos finais” de Codman para
avaliar e garantir a qualidade da assisténcia prestada aos pacientes, visto que desfechos
favoréveis sdo considerados o objetivo Gltimo do cuidado em satde (DONABEDIAN, 1989).

Embora o componente resultados seja 0 mais importante a ser avaliado do ponto de
vista técnico, algumas caracteristicas ressaltam a importancia de uma avaliagdo holistica,
considerando os trés eixos do modelo SPO. Para certos procedimentos ou condigdes, as medidas
de resultados podem ser bastante evasivas, muitos ndo podem ser medidos com precisdo por
meio de testes fisicos ou exames de imagem; nestes casos, a avaliacdo baseia-se em
instrumentos que avaliam a percepcdo dos pacientes sobre seus sintomas e melhorias
funcionais. Além disso, certas complicacBes (resultados negativos), podem demorar muitos
anos para se manifestar, tornando dificil para os avaliadores determinar a eficacia das
intervencdes, a menos gque 0s pacientes sejam seguidos por muitos anos (CHUNG; SHAUVER,
2009).

Essas dificuldades levaram os analistas da saude a se voltarem para a estrutura e o
processo para medir a qualidade do cuidado. A maioria dos indicadores de estrutura e processo
podem ser avaliados com relativa facilidade e rapidez. Para fins de exemplificacdo, podem ser
citadas a informacdo sobre o volume do procedimento de uma instituicdo ou a pratica da
administracao de antibi6ticos pré-operatorios que estdo prontamente disponiveis ou podem ser
obtidas por meio de bancos de dados de pacientes, sem nenhuma dificuldade. Portanto, devido
a sua natureza direta, elas sdo geralmente consideradas como medidas de qualidade adequadas.
Existem, no entanto, inconvenientes. Em alguns casos, apesar do mau desempenho nos
indicadores de estrutura e processo, 0s resultados nem sempre sdo comprometidos. Nestas
situacOes, é preciso ter o cuidado de ndo confundir a falta de resultados negativos com boa
qualidade de atendimento (CHUNG; SHAUVER, 2009).

Diante desse contexto, é importante ressaltar que a avaliacdo em satde deve considerar

critérios nos trés eixos (estrutura, processo e resultados) e ndo deve perder de vista a eficacia,
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efetividade, eficiéncia, otimizagéo, aceitabilidade, legitimidade e equidade relacionadas ao
cuidado do paciente (DONABEDIAN, 1988). Apesar do modelo SPO proposto por Donabedian
ser 0 mais conhecido e utilizado em estudos de avaliacdo da qualidade em salde, este possui
limitages destacadas pelo proprio autor: i) a validade da abordagem depende da relagéo causal
entre os dominios da triade; ii) a interrelagcdo entre os dominios nem sempre esta presente na
pratica clinica; iii) avaliacdo separada de qualquer eixo gera dados inconsistentes, sendo
necessario utilizar indicadores representativos dos trés dominios do modelo; iv) ha reunido de
indicadores com caracteristicas muito distintas em um mesmo dominio; v) o modelo ndo inclui
aspectos emocionais e éticos do cuidado (AYANIAN; MARKEL, 2016; DONABEDIAN,
1966; 1992; 2002).

Mesmo com essas limitagdes, 0 modelo SPO se tornou o principal norteador de
programas de avaliagédo e de melhora da qualidade, inclusive em servicos clinicos farmacéuticos
(MARQUES, 2015; SANTOS JUNIOR, 2015; SHIYANBOLA; MOTT; CROES, 2016), pois
a compreensdo dos aspectos de qualidade, de acordo com este modelo, pode contribuir na
formacdo de farmacéuticos aptos para atender as necessidades de pacientes e sociedade, bem
como auxiliar na mensuracao do impacto de seus servigos clinicos (MULLINS; BALDWIN;
PERFETTO, 1996).

2.2.4. Avaliacao da qualidade em servicos farmacéuticos

No setor farmacéutico, a preocupacdo com a avaliacdo da qualidade dos servicos
prestados iniciou-se na década de 1930, com a criacdo do Comité de Farméacia da American
Hospital Association. Em 1936 foram adotados os PadrGes Minimos para Farméacias em
Hospitais e, em 1937, foi publicado o primeiro relatério sobre a situacdo das farmacias
hospitalares americanas. A partir desses resultados, foi verificada a necessidade de melhoras no
setor e de avaliagOes periodicas para garantir a qualidade do servico (ZELLMER, 2010).

Em 1975 foi publicado, o que pelo nosso conhecimento seria, o primeiro estudo sobre
avaliacdo da qualidade dos servigos farmacéuticos utilizando o modelo SPO de Donabedian.
Neste trabalho, Mikeal e colaboradores analisaram os componentes de estrutura e processos de
servicos farmacéuticos ofertados em 112 hospitais americanos. Os resultados obtidos
mostraram que quanto maior o nimero de leitos do hospital, melhor a qualidade da estrutura
dos servicos farmacéuticos. No caso da qualidade do processo, além do nimero de leitos, a

localizacdo urbana também tinha relacdo positiva. Por fim, nas instituicdes com maior nimero
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de farmacéuticos trabalhando em tempo integral era maior a percepcéo de qualidade do cuidado
(MIKEAL et al., 1975).

Para ilustrar a utilizacdo do modelo SPO na estruturacéo de servigos farmacéuticos de
qualidade, Brito (2015) reporta que o farmacéutico tem dificuldades em fornecer servigcos
clinicos sem insumos estruturais importantes, como prontuérios de pacientes. Do mesmo modo,
as acOes do farmacéutico sdo inviabilizadas caso ndo haja rotinas estabelecidas para 0 manejo
da farmacoterapia e de orientacdo ao paciente sobre o tratamento. Os resultados, como a
melhora nos padrdes clinicos, satisfacdo dos pacientes e reducéo dos custos, sdo o produto final
da assisténcia prestada e mostram o sucesso das intervengdes ou o alerta para necessidade de
adequac0es das etapas anteriores, estruturais ou de processos.

Posteriormente a proposta de Donabedian, estudos sobre a avaliacdo de resultados da
pratica farmacéutica apresentaram um modelo para avaliacdo e planejamento das acGes
denominado “modelo ECHO” (resultados econdmicos, clinicos e humanisticos). Que quando
utilizado em conjunto com o0 modelo SPO, pode oferecer aos farmacéuticos uma possibilidade
para melhor conhecer e avaliar os resultados de suas intervengbes (CHENG et al., 2013;
KOZMA; REEDER; SCHULZ, 1993).

Ao longo do tempo, varias associacdes (ZELLMER, 2010), sociedades (HAAS et al.,
2013; SOCIEDADE BRASILEIRA DE FARMACIA HOSPITALAR E SERVICOS DE
SAUDE, 2017; TAYLOR et al., 2013) e sistemas de acreditacdo (JOINT COMMISSION
INTERNATIONAL, 2013) vém aprimorando os padrdes de avaliacdo dos servigcos
farmacéuticos para garantir a qualidade e a seguranca dos pacientes atendidos. Além disso,
estudos sobre o tema da qualidade e seguranca do paciente no setor farmacéuticos também tém
crescido nas ultimas décadas (SANTOS-JUNIOR et al., 2015; SILVESTRE et al., 2017 a;
SILVESTRE et al., 2017 b; SMITH, 2009).

Neste contexto, a implementacdo de servigos clinicos farmacéuticos com qualidade
pode ser determinante para a prevencdo de erros e promoc¢ao do uso seguro de medicamentos

nos diversos cenarios de pratica, incluindo os hospitais.

2.3 SERVICOS CLINICOS FARMACEUTICOS NO AMBITO HOSPITALAR

2.3.1 Contextualizacdo histdrica dos servicos clinicos farmacéuticos hospitalares

Desde os primordios da humanidade, a Farmacia se desenvolveu de forma paralela a

Medicina, escritos sobre substancias e preparacdes utilizadas para cura de doengas foram
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reportados pelos povos sumeérios, egipcios e chineses da Antiguidade. Na cultura greco-romana
surgiram 0s primeiros centros de aconselhamento médico, prognostico e cura, os templos
dedicados ao deus Asklepios, considerados as primicias das instituicdes hospitalares. A
separacgdo das artes do boticario e do médico foi iniciativa do povo &rabe, estabelecendo em
Bagda no final do século VIII as primeiras farméacias de propriedade privada. (KREMERS;
SONNEDECKER, 1986).

Em 1495 foi fundada a primeira Farméacia Hospitalar ocidental no Hétel-Dieu de Paris,
onde os medicamentos eram preparados e distribuidos por religiosos e em 1752 foi criada a
primeira Farméacia Hospitalar nos moldes préximos aos atuais, no Hospital da Pensilvania, nos
Estados Unidos (MESLER, 1991). No Brasil, ainda na época da Colbnia, foram instaladas as
primeiras farmécias hospitalares nas Santas Casas de Misericordia e Hospitais Militares. Nestas
chamadas boticas publicas, o farmacéutico manipulava os medicamentos dispensados aos
pacientes internados, obtidos de um ervanario do proprio hospital (ROSA, 1997).

A industrializacdo nas décadas de 1920 a 1930 teve impacto em todas as atividades
desenvolvidas pelo farmacéutico. Muitos medicamentos que o farmacéutico era capaz de
produzir individualmente podiam ser fabricados pela industria a um menor custo e com
qualidade superior, ademais a industria passou a assumir a responsabilidade pela qualidade do
medicamento, que era tradicionalmente um papel do farmacéutico (MESLER, 1991).

As mudancas nas atividades deste profissional, que deixava de ser responsavel pela
coleta, preservacdo e composicdo das drogas para ser o dispensador de formulas preparadas
pela industria, iniciaram no século XIX e foram intensificadas no seculo XX (MESLER, 1991).
Em vérios paises desenvolvidos, a solucdo para essa crise foi voltar a atencédo para atividades
clinicas hospitalares nas areas de estabilidade de medicamentos industrializados,
farmacocinética e farmacodinamica, passando o Farmacéutico a ser um expert em
medicamentos e recuperando a relacdo médico-farmacéutico e farmacéutico-paciente. A sua
principal habilidade passou a ser a informacao (ROSA, 1997).

Neste contexto, a filosofia da Farméacia Clinica surgiu em meados da década de 1960,
no ambiente hospitalar dos Estados Unidos, caracterizada como a atividade farmacéutica
desenvolvida em funcéo do paciente, visando a maior eficacia do farmacoterapia (FRANCKE,
2007; SMITH, 1967). Esta nova filosofia se desenvolveu a partir das inquietudes de
farmacéuticos que haviam perdido sua funcdo de preparo dos medicamentos, quando do
surgimento das industrias farmacéuticas, permitindo novamente a esses profissionais participar

da equipe de saude e contribuir com seus conhecimentos para melhorar o cuidado ao paciente.
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Esses conceitos e praticas foram paulatinamente difundidos e incorporados pelos
farmacéuticos no mundo todo. No Brasil, porém, a solu¢éo encontrada para a crise da profissdo
foi a busca de novos caminhos de atuacdo, dando énfase principalmente as analises clinicas.
Consequéncia disso, a arte farmacéutica da orientacdo, manipulacdo e conhecimento sobre
medicamentos, ficou relegada ao segundo plano (LYRA JUNIOR, 2005; ROSA, 1997).

Na América Latina, a Farméacia Clinica foi incorporada no programa de graduacdo dos
farmacéuticos da Universidade do Chile em 1972 e, desde 1977 esta universidade tem realizado
0 Curso Latinoamericano de Farmécia Clinica, que capacitou os primeiros farmacéuticos
clinicos a atuarem no Brasil (WITZEL, 2008). Em 1979 foram criados o primeiro servigo de
Farmécia Clinica e o primeiro Centro de Informagdes de Medicamentos brasileiros, no Hospital
das Clinicas do Rio Grande do Norte, hoje Hospital Universitario Onofre Lopes (ANGONESI,
SEVALHO, 2010). Porém, o reduzido nimero de farmacéuticos clinicos para as dimensdes
continentais do pais, somado a formacgéo voltada para areas tecnoldgicas em detrimento das
disciplinas clinicas contribuiram para a lenta disseminacdo desta préatica profissional pelo Brasil
(MELO et al, 2017)

Mais recentemente, as resolucdes do Conselho Federal de Farméacia nimeros 585 e 586
(CONSELHO FEDERAL DE FARMACIA, 2013a; CONSELHO FEDERAL DE
FARMACIA, 2013b), que versam sobre as atribuicdes clinicas e a prescricio de farmacéuticos,
a Lei federal 13.021 (BRASIL, 2014), que dispGe sobre o exercicio das atividades
farmacéuticas, juntamente com novas diretrizes curriculares (BRASIL, 2017) que trazem mais
disciplinas voltadas para o cuidado, tem impulsionado a implementacéo de servicos clinicos
farmacéuticos no ambito hospitalar. Apesar desses esforgos, 0s servicos clinicos farmacéuticos

ainda ndo estdo amplamente consolidados no contexto hospitalar brasileiro (MELO et al., 2017)

2.3.2 Definicdo e competéncias para o desenvolvimento de servicos clinicos farmacéuticos

Farmaécia clinica € um termo comumente utilizado na pratica e literatura farmacéutica,
cujas definicdes mais amplamente referidas sdo descritas a seguir. A European Society of
Clinical Pharmacy define farméacia clinica como: “uma especialidade de satde que descreve as
atividades e servicos do farmacéutico clinico para desenvolver e promover o uso racional e
apropriado de medicamentos e dispositivos”. Ademais, o0 conceito ressalta: “o termo inclui
todos os servicos realizados por farmacéuticos que trabalham em hospitais, farmacias

comunitérias, lares de idosos, servigos de cuidados domiciliares, clinicas e qualquer outro
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ambiente onde medicamentos sdo prescritos e utilizados” (EUROPEAN SOCIETY OF
CLINICAL PHARMACY, 2017).
O American College of Clinical Pharmacy (2008) define que:

Farmécia clinica é uma disciplina das Ciéncias da Salde na qual farmacéuticos
proveem cuidados aos pacientes que otimizem a farmacoterapia e promova a salde, 0
bem — estar e a prevencao de doencas. A pratica da farmacia clinica engloba a filosofia
da atencdo farmacéutica, associa uma orientacdo para o cuidado com conhecimento
terapéutico especializado, experiéncia e discernimento, objetivando garantir 6timos
resultados para o paciente. Como uma disciplina, a farmacia clinica também tem uma
obrigacdo de contribuir para a geracdo de novos conhecimentos que melhorem a satde

e a qualidade de vida.

Diferencas sdo percebidas ao comparar as duas definigdes: a europeia denomina
farmacia clinica como especialidade de saude e enfatiza os cenarios de pratica do farmacéutico,
enquanto que a definicdo americana, a trata como disciplina e inclui também a pesquisa
(geracdo de novos conhecimentos) como um atributo a ser desenvolvido pelo farmacéutico
clinico.

Dentre as atividades clinicas desenvolvidas por farmacéuticos € possivel citar:
aconselhnamento ao paciente; dispensacdo; programas de rastreio de doencas; elaboracdo de
programas de educacdo sanitaria; informacao e suporte a equipe de saude; conciliacdo de
medicamentos; revisdo da farmacoterapia; acompanhamento farmacoterapéutico; deteccao e
notificacdo de eventos adversos a medicamentos; participacdo em rondas clinicas;
monitorizacao terapéutica de medicamentos (farmacocinética clinica); aconselhamento de alta;
participacdo em comiss@es clinicas multidisciplinares; participacdo em projetos de pesquisa
(ensaios clinicos e estudos de utilizacdo de medicamentos) e prescricdo independente
(CONSELHO FEDERAL DE FARMACIA, 2016; ROTTA et al., 2015; STOTT, 2001)

Para prestar qualquer um desses servicos de cuidado e ser responsavel pela qualidade
dos resultados do tratamento, o farmacéutico precisa desenvolver competéncias clinicas
(conhecimentos, habilidades e atitudes), a fim de orientar os pacientes de maneira acessivel e
compreensivel guanto ao uso seguro dos medicamentos (FUENTES; AZIZE-VARGAS,
2007; VAN, 2005). Assim, em 2008, o American College of Clinical Pharmacy publicou
cinco dominios de competéncias do farmacéutico clinico, que estabeleceram o0s
conhecimentos e habilidades necessarios para os profissionais envolvidos na préatica de SCF,

a saber: solucdo de problemas clinicos, julgamentos e tomada de decisdo; comunicacao e
educacéo; avaliacdo e gerenciamento de informacdo em saude; manejo de pacientes em uma

populacdo; conhecimento terapéutico (BURKE et al., 2008).
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Em 2017, foi publicada uma atualizacdo deste documento, que acrescenta mais dois
dominios a serem desenvolvidos pelo farmacéutico que deseja se dedicar ao cuidado do
paciente: profissionalismo e educacdo permanente. Ademais, 0s autores relatam que 0s
farmacéuticos clinicos podem precisar dominar outras areas de competéncia a medida que
progridem em suas carreiras, como lideranca ou pesquisa, mas que estabelecer todas as
competéncias que sejam necessarias para 0 sucesso em atividades clinicas especificas ndo é
uma pretensdo do documento (SASEEN et al., 2017).

2.3.3 O impacto dos servicos clinicos farmacéuticos no &mbito hospitalar

Nas ultimas décadas, varios estudos tém relatado a contribuicdo dos SCF desenvolvidos
em ambiente hospitalar na minimizacdo dos erros de medicacdo, diminuicdo de custos
hospitalares e melhora no resultado da farmacoterapia (GALLAGHER; MCCARTHY;
BYRNE, 2014; KABOLI et al., 2006).

Em 1986, Hatoum e colaboradores publicaram, o que pelo nosso conhecimento seria, a
primeira revisdo da literatura sobre o impacto dos SCF nos custos e qualidade do cuidado
prestado, bem como, nas atitudes de pacientes e outros profissionais de salde. A revisdo
encontrou 305 artigos, publicados entre 1974 e 1984, que reportaram a provisdo de SCF para
pacientes internados em hospitais para cuidados agudos. Desses, foram incluidos 93 artigos que
mostraram resultados de custo (48), melhora da qualidade do cuidado (58) ou aceitacdo dos
SCF (24), a maioria reportando resultados benéficos.

Ao longo dos anos 2000, Bond e colaboradores publicaram uma série de artigos que
avaliam a relacdo entre os SCF e a melhora de processo e resultados clinicos e econémicos em
hospitais americanos. Em 2002 Bond, Raehl e Franke verificaram que o aumento no nimero de
farmacéuticos clinicos estaria associado a reducao de erros de medicacéo e, consequentemente,
de custos hospitalares. A medida que a equipe de farmacéuticos clinicos/ leito ocupado
aumentava do 10° percentil para o percentil 90, os erros de medicacdo diminuiram de 700,98
(x 601,42) para 245,09 (+ 197,38)/ hospital/ ano, uma diminuicdo de 286%. Em 2006, Bond e
Rahel mostraram que os SCF também poderiam contribuir para a reducdo das reacdes adversas
a medicamentos. Nos hospitais em que ndo havia monitoramento de reacGes adversas por
farmacéuticos foram reportadas 4.266 reacdes adversas, 443 mortes e gastos de US$11.745.342
mais que outros com este servico. Ademais, outro estudo realizado pela mesma dupla de
pesquisadores verificou que sete atividades clinicas realizadas por farmacéuticos foram

associados a taxas de mortalidade reduzidas, os de maior impacto foram a gestao de protocolo
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de uso de medicamentos (18.401 mortes reduzidas, p = 0,017) e o monitoramento de reacdes
adversas (14.518 mortes reduzidas, p = 0,012) (BOND; RAEHL, 2007).

Kaboli e colaboradores (2006) encontraram resultados que corroboraram os achados
descritos anteriormente, ao realizar uma reviséo da literatura sobre o impacto de intervencoes
de farmacéuticos clinicos nos processos e resultados dos cuidados de pacientes adultos
internados. Foram revisados artigos publicados entre 1985 e 2005, sendo incluidos 36. Estes
verificaram que eventos adversos a medicamentos ou erros de medicacéo foram reduzidos (em
7 de 12 estudos); adesdo, informacéo e adequacgéo da farmacoterapia melhoraram (em 7 de 11
estudos) e houve reducdo de dias de internacdo (em 9 de 17 estudos). Nenhuma intervencao
causou piora dos resultados clinicos.

Mais recentemente, estudos tém confirmado o impacto positivo dos SCF em hospitais.
Os beneficios relatados incluem melhoras nos processos, como a redugéo de erros preveniveis
em pacientes hospitalizados infectados pelo HIV (EGINGER et al., 2013) ou a diminuicdo do
tempo para o tratamento do acidente vascular cerebral isquémico (RECH, BENNETT,
DONAHEY, 2017), bem como melhores resultados clinicos. Uma revisdo sistematica sobre o
efeito das intervencdes de transi¢do de cuidados apoiadas pela equipe de Farmacia sugeriu a
reducdo de mais de 30% na probabilidade de readmissées em 30 dias quando comparado com
0s cuidados habituais (RODRIGUES et al., 2017). Em relacéo aos resultados econémicos, uma
revisao sistematica de estudos publicados entre 2001 e 2005 sobre o impacto econdmico dos
SCF revelou que a maioria dos trabalhos foi realizada em ambiente hospitalar e em 69% dos
estudos com avaliagdo econdmica completa foram observados beneficios econémicos
associados aos SCF. Entre os estudos que reportaram dados necessarios para o calculo da razdo
custo-beneficio, verificou-se que em média, para cada dolar gasto houve reducdo direta ou
indireta de custos de US$4,81 (PEREZ et al, 2009).

Em 2014 foi publicada uma atualizacao desta revisao que incluiu 25 estudos publicados
entre 2006 e 2010. O cenério hospitalar continuava o mais comum nos estudos (36%). Somente
trés pesquisas forneceram dados para o calculo do custo- beneficio, que variaram de US$1,05:
US$1 a US$25,95: US$L. Os autores concluiram que, na maioria dos casos, 0s SCF
proporcionaram boa relacdo custo- beneficio ou custo-efetividade (TOUCHETTE et al., 2014).
No mesmo ano, Gallagher, McCarthy e Byrne publicaram uma revisao sistematica sobre analise
de custos relacionadas a SCF que incluiu 20 artigos, publicados entre 2008 e 2012. Esta revisao
apontou que a maioria dos estudos analisados apresentou economia relacionados aos cuidados
de saude, incluindo gastos com medicamentos e internagdo. Apesar de ndo ter sido possivel

determinar a intervengdo mais vantajosa, verificou-se que a prevencdo de eventos adversos a
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medicamentos foi responsavel por parte das economias geradas pelos SCF. E importante
ressaltar que entre essas duas Ultimas revisfes, houve o incremento de estudos em paises da
Asia (China, Taiwan, Malasia), Oriente Médio (Libano) e América Latina (Brasil), além de
paises europeus de lingua ndo-inglesa (Alemanha, Suécia e Holanda), o que reflete a recente
expansao de servicos clinicos farmacéuticos pelo mundo, e 0 consequente aumento de pesquisas
sobre tema nesses paises.

Outro estudo realizado em um hospital francés avaliou o servico de Revisdo da
Farmacoterapia para pacientes adultos, hospitalizados, diagnosticados com céncer. Foram
avaliadas 4393 prescricdes de 489 pacientes, 12,6% das prescricdes apresentaram algum
problema relacionado a medicamentos e 552 intervencdes farmacéuticas foram realizadas, 96%
delas foram aceitas e implementadas pela equipe de saide (DELPEUCH et al., 2015). Zhai et
al. (2016), em estudo com 15.197 pacientes (pré-intervencdo=5.703 pacientes; pos-
intervencdo=9.494 pacientes), reportaram reducédo significativa das taxas de mortalidade por
todas as causas em uma unidade de cardiologia de um hospital universitario na China apos
intervencdes de um servico de farmacia clinica (1,5% vs 0,9%, p=0,0005).

Outros estudos realizados em hospitais da Ardbia Saudita (ASSIRI et al., 2017), Egito
(SABRY; ABBASSI, 2014) e Etiopia (MEKONNEN et al., 2013) também mostraram efeitos
benéficos para melhora dos processos e desfechos clinicos de pacientes internados. Dentre esse
grupo de paises, pode-se incluir o Brasil, que vem aumentando as pesquisas sobre o tema, mas
ainda com publicacGes sobre SCF incipiente, quando comparada aos paises desenvolvidos.

Estudo realizado no Instituto Nacional de Traumatologia e Ortopedia, no Rio de Janeiro,
quantificou e analisou as intervencdes realizadas pelos farmacéuticos residentes junto a equipe
de saude. Os problemas foram detectados principalmente pelos préprios farmacéuticos. Dos
problemas identificados, 84,1% correspondiam a erros, dos quais 49,5% foram prevenidos com
as intervencdes. Das intervencdes realizadas, 70% foram aceitas, sendo este percentual de 60%
quando relacionada a prescricdo (NUNES et al., 2008).

Posteriormente, um estudo realizado na unidade de primeiro atendimento de um hospital
em Sdo Paulo avaliou 3.542 prescricdes médicas, que demandaram 1.238 intervencdes
farmacéuticas, classificadas em 17 tipos. As de maior incidéncia foram relativas a dose (35%),
diluicdo (9,77%), via de administracao (8,48%), tempo de infusdo (6,13%) e frequéncia (5,89%)
(MIRANDA et al., 2012). No estudo de Magedanz, Silliprandi e dos Santos (2012) foi reportada
a economia de cerca de US$8.000,00 mensais nos gastos com antibioticos quando o
farmacéutico foi incluido como parte da equipe multidisciplinar de um programa de gestédo de

antimicrobianos, em um hospital brasileiro especializado em cardiologia.
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Outro estudo realizado em um hospital universitario do Parana analisou as intervengdes
farmacéuticas em unidade de terapia intensiva e cardiologia. Durante o estudo, 6.438
prescricdes foram avaliadas e 933 intervengdes farmacéuticas foram realizadas. A aceitagéo das
intervencdes foi de 76,32%. Os dados mostraram que 14,6% das prescriches revisadas
apresentaram algum problema relacionado a medicamentos e que as intervencbes do
farmacéutico clinico promoveram mudancas benéficas em sete de cada dez prescrigdes com
algum problema (REIS et al., 2013).

Mais recentemente, Ferracini e colaboradores (2017) publicaram um estudo que avaliou
as intervengdes farmacéuticas para pacientes com cancer, internados em um hospital ensino de
Campinas, Sdo Paulo. Foram avaliadas 1874 prescricdes de 248 pacientes, 283 erros de
prescricdo foram identificados, a maioria destes referente a interagdo medicamentosa. 294
intervengdes farmacéuticas foram realizadas, com alta aceitacdo de 73,5%.

Em Sergipe, estudos publicados sobre a influéncia dos SCF na prevencao dos erros de
medicacdo apresentaram alto indice de erros e problemas nas prescricdes de pacientes
internados no setor de cardiologia (SIQUEIRA et al., 2011) e de pacientes idosos internados
(SIQUEIRA et al., 2012), eventos que poderiam ser evitados com a instituicdo de SCF
estruturados (LYRA JR. et al., 2010).

No atual contexto brasileiro, as regides Sul e Sudeste concentram 0 maior nimero de
SCF implementados €, em consequéncia, maior nimero de estudos sobre o tema, evidenciando
assim, a falta de uniformidade na implementacdo de tais servicos pelos hospitais do pais
(MELO et al, 2017). Diante desse cenario, verifica-se a necessidade de mais investigacdes sobre
os fatores que influenciam a implementacéo de servigos clinicos farmacéuticos em ambientes
complexos, como os hospitalares, a fim de contribuir para implementacdo de servicos
sustentaveis, avaliacdo da qualidade do servico ofertado e disseminacdo da pratica clinica

farmacéutica em hospitais que desejem garantir a qualidade e a seguranca de seus pacientes.

2.4 PESQUISAS SOBRE IMPLEMENTACAO DE SERVICOS DE SAUDE

Tradicionalmente, o sucesso profissional dos pesquisadores da area de salude tem se
apoiado na realizacdo de estudos descritivos, orientados a mecanismos de acdo ou estudos de
intervencdo em populacdes altamente selecionadas e publicados em periddicos académicos,
idealmente de alto fator de impacto. Para a maioria desses pesquisadores tradicionais da area
de salde ndo havia preocupacdo em verificar se 0s resultados dos estudos se traduziam em
impacto na saude publica (BAUER et al., 2015).
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Nas ultimas décadas este paradigma para o sucesso académico tem sido alvo de criticas.
Estudos sobre praticas baseadas em evidéncias estimam que sao necessarios em meédia 17 anos
para que os resultados das pesquisas sejam incorporados a pratica clinica e que apenas cerca de
metade delas atingem o uso clinico generalizado (BAUER et al., 2015; MORRIS, WOODING,
GRANT, 2011). Ademais, a diminuigdo do financiamento para pesquisa em todo o mundo
levou a debates sobre as vantagens entre investir em projetos mais conservadores com
resultados previsiveis versus pesquisas mais inovadoras, incluindo projetos envolvendo mais
amostras do “mundo real” que poderiam resultar em maior impacto na saude publica
(ALBERTS et al., 2014).

Diante desse cenario, na década de 1990 nos Estados Unidos e Canada, tiveram inicio
pesquisas que englobavam estudos com caracteristicas muito diversificadas, mas que tinham
em comum o fato de terem os servigos de salde como objeto privilegiado e uma utilidade
potencial do conhecimento produzido nos processos de decisdo de sistemas e servigos,
denominadas Pesquisas em Servicos de Saude. Dentre esses estudos, destacam-se 0s de
Pesquisa de Implementacdo, que visam preencher a lacuna entre as evidéncias geradas pelas
pesquisas cientificas e a utilizacdo desses conhecimentos em prol da populacdo (ECCLES;
MITTMAN, 2006; NOVAES, 2004; PETERS et al., 2013).

2.4.1 Definicéo e caracteristicas da Pesquisa de Implementacéao

A ciéncia de implementacdo pode ser definida como "o estudo cientifico de métodos
para promover a incorporacao sistematica de resultados de pesquisa e outras praticas baseadas
em evidéncias na pratica clinica rotineira e, portanto, melhorar a qualidade e eficacia dos
servicos de saude" (ECCLES; MITTMAN, 2006). Este campo incorpora um escopo mais amplo
do que a pesquisa clinica tradicional em saude, focando ndo apenas no paciente, mas também
no provedor de cuidado, nas organizacdes e nas politicas publicas (BAUER et al, 2015).

No Reino Unido e Europa os termos Implementation Science e Research Utilization sdo
comumente utilizados para designar os estudos de implementacdo, no Canada os termos
Knowledge Translation e Knowledge Transfer and Exchange também sdo referidos na literatura
e nos Estados Unidos da América usa-se também os termos Knowledge Transfer and Uptake e
Dissemination and Diffusion, Research Use (STRAUS; TETROE; GRAHAM, 2009).

Na lingua portuguesa, as palavras pardnimas Implantar e Implementar sdo muitas vezes
tomadas por sindnimas e utilizadas de forma indistinta. Porém, de acordo com o Dicionario

Houaiss (2009), a palavra implantar é originada do Latim IN, “em”, e PLANTARE, 0 mesmo
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que “empurrar para dentro do solo com o pé; significa portanto, “iniciar, desenvolver,
estabelecer, fixar”. Por outro lado, implementacdo vem de IMPLERE do Latim, com o sentido
de “encher, satisfazer, completar”, e em portugués seu significado é “colocar em execuc¢ao”. Na
lingua inglesa, ndo ha esta confusdo, pois implant refere-se a “agdo de inserir um dispositivo
ou tecido no corpo humano”, e implement € “ato de colocar um plano em a¢do” (CAMBRIDGE
UNIVERSITY PRESS, 2018). Considerando esta particularidade da lingua, na presente Tese
utilizamos o termo implementacédo para designar todo o processo que leva a prética efetiva dos
SCF.

Para estudar esse processo, 0s pesquisadores de implementacéo buscam responder uma
variedade de questdes, incluindo a forma como as evidéncias da pesquisa sao traduzidas para a
pratica e como as novas intervencdes sdo adotadas, entregues e se mantém em sistemas do
“mundo real” (PROCTOR, 2014). O objetivo final da pesquisa de implementacdo é construir
uma base de evidéncias sobre 0s processos e estrategias mais eficazes para melhorar a qualidade
dos cuidados. Importante ressaltar que ela deve ser precedida por pesquisas de efetividade.
Neste sentido, a pesquisa de implementacéo, seria o passo seguinte, que procura descobrir como
promover essas intervencdes baseadas em evidéncias em cenarios especificos, estendendo sua
disponibilidade, alcance e beneficios para pacientes e comunidades.

O processo de implementacdo corresponde a acdo de colocar em pratica ou integrar
inovacgdes envolvendo a avaliacdo das estratégias e os efeitos de uma intervencdo clinica sobre
resultados relevantes (MOULLIN et al., 2015). Os conceitos sobre implementacdo englobam o
processo operacional, os dominios (grupos ou niveis de influéncias) e mais trés elementos: os
fatores (também chamados de barreiras e facilitadores ou determinantes), as estratégias e as
avaliacOes.

Para isso sdo considerados varios aspectos do processo, incluindo fatores que o
influenciam, o processo em si e os resultados da implementacdo (FIXSEN et al., 2005; PETERS
et al., 2013). Dessa maneira, 0 foco deste tipo de pesquisa pode ser identificar problemas
comuns do processo, compreender os fatores que dificultam ou facilitam o acesso a intervencéo,
desenvolver e testar solugdes para superar barreiras do processo, introduzir inovacdes em
sistemas de salde ou promover seu uso em larga escala e promover sustentabilidade das
intervencdes. A intencdo é compreender o que, por que e como as intervencdes (politicas
publicas, programas ou praticas profissionais) ocorrem no “mundo real” e testar abordagens
para aprimora-las. E amplamente aceito que a implementac&o ndo é um evento Unico, mas um
processo longo e complexo. Moullin (2016) destaca que esse processo é delineado em

numerosos arranjos e diferentes denominagdes dos estagios, identificados na literatura como:
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e implantagéo/ desenvolvimento/ identificacdo/ criacdo de conhecimento/ deteccao de
problemas;

e comunicagdo: difusdo (comunicagdo passiva natural, ndo direcionada e néo
controlada) ou disseminagdo (abordagem ativa de comunicagdo para um publico
alvo, por meio de canais determinados e usando estratégias planejadas);

e exploracdo/ conscientizacdo/ conhecimento e persuasdo/ processo de decisao sobre
a inovacao;

e preparacao/ adogéo;

e implementacédo/ aplicacdo/ operacao;

e sustentabilidade/ institucionalizacdo/ implementacdo completa/ melhora da préatica/
confirmacéo/ estabilizagdo/ manutencao/ pos-implementacéo;

o utilizagdo em larga escala/ replicagéo/ propagagao.

Neste contexto de definicdo e caracterizacdo, € importante diferenciar a pesquisa de
implementacao de outros tipos de pesquisas, como estudos de efetividade de inovacgdo baseada
em evidéncia, estudos em sistemas de saude e pesquisas translacionais, pois seus objetivos estdo
voltados para os efeitos das inovacGes implementadas (novo tratamento, préatica profissional ou
politica publica) em sistemas de salde e organizacbes, e ndo no processo, influéncias e
resultados da implementacdo em si (BAUER et al., 2015; REMME et al., 2010). Diante disso,
é importante conhecer os métodos de pesquisas mais adequados para atender os objetivos da

pesquisa de implementacéo.

2.4.2 Métodos de pesquisa utilizados em estudos de Implementacéao

Como em outros tipos de estudos em sistemas de saude, a pergunta de pesquisa € a
norteadora de todo processo da pesquisa de implementacéo e a partir destas sdo determinados
0s métodos a serem utilizados nas investigac6es. Uma descricdo mais detalhada da pergunta de
pesquisa é fundamental para que pesquisadores e profissionais de salude possam determinar
quais 0s métodos de pesquisa que devem ser utilizados. A relacdo entre os principais objetivos
da pesquisa de implementacdo, suas perguntas de pesquisa e metodologias mais apropriadas
sdo apresentadas no Quadro 1 (PETERS et al., 2013).
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Quadro 1 - Tipos de objetivo de pesquisa de implementagdo, pergunta de implementagdo e métodos de pesquisa.

Pergunta de

Métodos de pesquisa e

um resultado
esperado

Com confianca | A cobertura de uma
suficiente de que a intervencdo de salde
intervencdo e os | esta mudando entre
resultados estdo | os beneficiarios da
ocorrendo intervencdo?

Com adequacéo

O resultado de salde

Com maior . . SN
é plausivel devido a

Com confianga de que o - «
I PR intervencédo
plausibilidade resultado é devido a . x
. « implementada e ndo
intervencédo
a outras causas?
rgk?ggilljirg: de E um resultado de
Com P salde devido a

elevada (calculada)
de que o resultado se
deve & intervencéo

implementacdo da
intervencdo?

probabilidade

Objetivo Descricéo . ~
J ¢ implementacéo abordagens de coleta de dados
Quais sdo 0s Métodos qualitativos: teoria fundamentada em
possiveis fatores e dados (grounded theory), etnografia,
agentes fenomenologia, estudos de caso e abordagens
Explorar uma ideia  responsaveis pela = narrativas; entrevistas com informantes-chave,
ou fendmeno para implementacdo grupos focais, analises historicas
erar hipdteses ou | bem-sucedida de . " .
Explorar g POES . x Métodos quantitativos: analise de rede, estudos
generalizagBes de | uma intervengdo de :
. transversais
exemplos salde? Para
especificos melhorar ou
expandir uma Métodos mistos: combinando métodos
intervencdo de qualitativos e quantitativos
saude?
. Métodos quantitativos: estudos transversais
Como e o contexto . e
(descritivos), analise de rede
em que a
Identificar e implementacdo | Métodos qualitativos: etnografia, fenomenologia,
descrever o ocorre? Quais 0s estudos de caso e abordagens narrativas;
Descrever fendmeno e seus | principais fatores entrevistas com informantes-chave, grupos
correlatos ou que influenciam a focais, analises histdricas
ossiveis causas | implementacdo em ) . L "
P P ¢ Métodos mistos: inquérito qualitativo e
um determinado o o
contexto? guantitativo com convergéncia de dados e
' analises
Testar se uma
. intervencdo produz
Influenciar gaop

As séries prévias ou temporais apenas em
receptores de intervencéo; pesquisa de acdo
participativa

Ensaios de agrupamento simultaneos, ndo
aleatorizados: intervencdo em salde
implementada em algumas areas e ndo em outras;
estudo prévio ou transversal em beneficiarios do
programa e ndo beneficiarios; estudos tipicos de
melhoria da qualidade

Ensaios parcialmente controlados: ensaios
clinicos randomizados e pragmaticos;
intervencdo de salide implementada em algumas
areas e ndo em outras; implementacéo hibrida de
eficicia

Fonte: Peters et al, 2013.




41

Quadro 1 - Tipos de objetivo de pesquisa de implementagdo, pergunta de implementacdo e métodos de pesquisa.

Continuagdo.

Pergunta de

Métodos de pesquisa e

para prever
eventos futuros

implementacéo?

Objetivo Descrigéo . ~
J ¢ implementacéo abordagens de coleta de dados
Métodos mistos: inquérito qualitativo e
quantitativo com convergéncia de dados e
analises
Desenvolver ou Quantitativo: medidas repetidas de contexto,
expandir uma Como e por que a atores, profundidade e amplitude de

teoria para implementacao da | jmplementagéo em subunidades; identificacdo de

_ explicar a relagio intervencdo leva a rede; pode usar desenhos para inferéncias

Explicar entre conceitos efeltoi sobret confirmatdrias; implementagéo hibrida de

: : mportamen cAci
0s motivos da comportamento, eficacia
ancia d servicos ou status de . o
ocorrenclade | .. 40 em todas as Métodos qualitativos: estudos de caso,

eventos e Como suas variagbes? | abordagens fenomenoldgicas e etnograficas com

eles ocorreram entrevistas com informantes-chave, grupos

focais, analises historicas
Pesquisa-acdo participativa
Quantitativo: modelo baseado em agente;
Usar ) modelagem de simulag&o e previsio;
conhecimentos Qual € o curso extrapolagdo de dados e analise de sensibilidade
Prever prévios ou teorias| provavel da futura

(analise de tendéncias, modelagem economeétrica)

Qualitativa: exercicios de construcdo de cenarios;

técnicas Delphi com opinido de lideres

Fonte: Peters et al., 2013.

Além das metodologias de pesquisa, é importante conhecer os desfechos mensurados

nas pesquisas de implementacdo. Proctor e colaboradores (2011) definiram os desfechos da

implementagao como “os efeitos de agdes deliberadas e intencionais para implementar novos

tratamentos, praticas e servi¢os”, cujos objetivos seriam: servir como indicadores do sucesso

da implementacdo, como indicadores proximais dos processos de implementacdo e como

desfechos intermediarios (substitutos) em relacdo a pesquisas em sistema de salde, pesquisas

clinicas e pesquisa de qualidade de cuidados. A seguir sdo descritos alguns desfechos de
implementacdo (PETERS et al., 2013; PROCTOR et al., 2011):

e Aceitabilidade: a percepcdo entre stakeholders (consumidores, provedores de

cuidado, gerentes, politicos) que uma intervencdo é aceitavel, satisfatoria.

e Adocao: a intencdo, decisdo inicial ou acdo para tentar empregar nova intervencao.

e Adequacdo: o ajuste ou relevancia percebida da intervencdo para um cenario

especifico, um determinado publico-alvo (provedor ou consumidor) ou problema.

e Viabilidade: a medida em que uma intervencdo pode ser realizada em um

determinado cenario ou organizag&o.
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e Fidelidade: o grau em que uma intervengdo foi implementada conforme foi
projetado em um protocolo, plano ou politica inicial.

e Custo de implementacdo: o custo incremental da estratégia de implementacdo ou o
custo total da implementacdo, que pode incluir o custo da prépria intervencao.

e Cobertura: 0 grau em que a populacdo que é elegivel para se beneficiar de uma
intervengdo realmente a recebe.

e Sustentabilidade: a medida em que uma intervencdo € mantida ou institucionalizada

em um determinado contexto.

2.4.3 Teorias, modelos e frameworks que norteiam a Pesquisa de Implementacéo

Os termos teoria, modelo e frameworks sdo frequentemente utilizados na literatura
cientifica de forma intercambiavel e imprecisa, apesar de se referirem a abordagens distintas
(BAUER et al., 2015). Para definir e diferenciar esses termos Nilsen (2015) realizou uma
revisdo narrativa de literatura para identificar modelos, teorias e frameworks utilizados em
Pesquisas de Implementacdo e conceitua essas diferentes abordagens como se segue:

- A teoria pode ser definida como um conjunto de principios ou afirmacdes analiticas
destinadas a estruturar a observacdo, compreensdo e explicagdo do mundo. Uma teoria €
constituida por definicBes de variaveis, um dominio em que se aplica, um conjunto de relac6es
entre variaveis e estimativas especificas. No campo da Implementacdo, a teoria implica alguma
capacidade preditiva, com tentativas de explicar os mecanismos causais do processo, ou seja,
deve fornecer uma explicacdo clara de como e por que relagdes especificas levam a eventos
especificos.

- O modelo normalmente envolve uma simplificacdo deliberada de um fenbmeno ou um
aspecto especifico de um fenémeno e pode ser descrito como uma teoria com um escopo de
explicacdo mais definido. A diferenca entre 0 modelo e a teoria é que o primeiro é geralmente
explicativo, usado para descrever ou orientar o processo de traducdo da pesquisa para a pratica,
enquanto a segunda é explicativa e descritiva, ou seja, pode prever ou analisar quais fatores
influenciam os resultados da implementacdo. Assim, a teoria pode ser operacionalizada por
meio de um modelo.

- O framework geralmente representa uma estrutura, visao geral, esquema, sistema ou
plano consistindo em varias categorias descritivas, como conceitos, constructos ou variaveis, e

as relacdes entre eles que se presume serem responsaveis por um fendémeno. Os frameworks
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ndo fornecem explicacOes, apenas descrevem fendmenos empiricos ajustando-0s a um conjunto

de categorias. Na pesquisa de implementag&o estes tem um propoésito descritivo, apontando para

fatores que podem influenciar ou influenciam de fato, os resultados da implementagé&o.

Todas essas abordagens teoricas utilizadas na pesquisa de implementacdo podem ser

classificadas nas seguintes categorias (MOULLIN et al., 2015; NILSEN, 2015):

Modelos ou frameworks de processo: seu objetivo é descrever e orientar 0 processo de
transferéncia dos resultados das pesquisas para a préatica profissional. Para isso, sdo
especificadas as etapas (passos, fases) de todo processo, desde o resultado da pesquisa
até a plena implementacdo da pratica profissional, servico ou politica publica.
Exemplos: ACE Star Model of Knowledge Transformation (STEVENS, 2013), Generic
Implementation Framework (GIF) (MOULLIN et al., 2015) Framework for the
Implementation of Services in Pharmacy (FISpH) (MOULLIN; SABATER-
HERNANDEZ; BENRIMOJ, 20163).

Frameworks de determinantes da implementacdo: especifica os tipos (classes ou
dominios) de determinantes da implementacédo (fatores de implementacéo), que atuam
como barreiras ou facilitadores e influenciam os resultados da implementacéo, podendo
também especificar relacdes entre os fatores. O objetivo geral é compreender e explicar
influéncias sobre os desfechos da implementacdo, como prever resultados ou interpretar
0s resultados retrospectivamente. Exemplos: Consolidated Framework for
Implementation Research (CFIR) (DAMSCHRODER et al.,, 2009), Theoretical
Domains Framework (TDF) (MICHIE; VAN STRALEN; WEST, 2011), Tailored
Implementation for Chronic Diseases (TICD) (FLOTTORRP et al., 2013).

Teorias classicas: teorias que se originam de disciplinas externas a ciéncia de
implementacdo, como a psicologia, sociologia e teoria organizacional, que podem ser
aplicadas para fornecer compreensdo ou explicacdo de aspectos do processo de
implementacdo. Exemplo: Theory of Diffusion (ROGERS, 1995), teorias de redes
sociais, teorias organizacionais (NILSEN, 2015).

Teorias de implementacdo: teorias que foram desenvolvidas por pesquisadores de
implementacdo (a partir do zero ou adaptando teorias e conceitos existentes) para
fornecer compreensdo ou explicacdo de aspectos de implementacdo. Exemplos:
Organizational Readiness (WEINER, 2009), Normalization Process Theory (MAY;
FINCH, 2009).



44

e Frameworks de avaliacdo: especifica aspectos da implementacdo que possam ser
avaliados para determinar o seu sucesso. Exemplos: Ex: Reach, Effectiveness, Adoption,
Implementation, and Maintenance framework (RE-AIM) (GLASGOW; VOGT,;
BOLES, 1999), framework de Proctor et al. (2011).

2.4.4 Pesquisa de Implementacao e os servigos farmacéuticos

Por ser uma area de estudo recente sdo poucos os trabalhos sobre implementacdo de
servicos farmacéuticos, sendo que a maioria dos estudos tem como objetivo avaliar dados
referentes a estrutura, processo ou resultados dos servi¢os implementados em instituicdes de
longa permanéncia para idosos (SILVA et al., 2015), farmacias comunitarias (AGUIAR;
BALISA-ROCHA; LYRA-JR, 2013; KEMPEN et al. 2014; ROCHA et al., 2015), servicos
ambulatoriais (ANDERSON et al., 2013; MANZOOR et al., 2017; SANTOS-JUNIOR et al.,
2015) e da assisténcia farmacéutica nos sistemas de salide (BARRETO, GUIMARAES, 2010;
SOUZA et al., 2017), muitas vezes analisando a intervencao e ndo o processo de implementacao
em si.

Neste contexto, varios servigos farmacéuticos tiveram sua efetividade clinica (ROTTA
et al., 2015) e beneficios econémicos (GALLAGHER; MCCARTHY; BYRNE, 2014)
demonstrados, embora a exequibilidade de alguns servicos esteja sendo questionada, visto que
muitos ndo conseguiram ser totalmente implementados com sucesso (PATWARDHAN;
AMIN; CHEWNING, 2014; ROTTA et al., 2015). Porém, poucos estudos relatam fatores que
influenciam a implementacdo de SCF em hospitais (BRAZINHA; FERNANDEZ-LLIMOS,
2014; PENM et al., 2014).

As pesquisas atuais sobre servicos farmacéuticos focam principalmente nas fases
iniciais de definicdo do servico e avaliacdo clinica e de custos (PATWARDHAN; AMIN;
CHEWNING, 2014). Todavia, para garantir a efetividade dessas praticas clinicas na “vida real”,
as investigacdes devem ser estendidas para compreensao e melhora da introducéo e integracédo
desses servicos em um contexto real, pois mesmo sendo desenvolvidos, testados, prontos para
serem aceitos e mesmo remunerados, muitas vezes acabam interrompidos em uma ou mais
etapas do processo de implementacdo. (MAKOWSKY et al., 2013; MOULLIN; SABATER-
HERNANDEZ; BENRIMOJ, 2016a).

Os resultados das pesquisas de implementacdo também tém mostrado que a utilizacéo
de estratégias de implementacdo Unicas ou voltadas para um Unico fator geralmente ndo séo

suficientes para a implementagdo bem-sucedida e com sustentabilidade (GRIMSHAW et al.,
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2001; SCOTT et al., 2012). Em outras palavras, fatores como motivacdo, conhecimento prévio,
remuneracao ou treinamento por si s6 ndo séo suficientes para garantir a implementagdo bem-
sucedida de SCF (MOULLIN, 2016). Na prética, acreditava-se que a remuneracdo e 0
treinamento seriam suficientes para impulsiona-la, porém a partir das experiéncias em paises
como Australia é possivel observar que estes fatores ndo sdo suficientes para assegurar a
qualidade do servigo implementado. Dentre outros fatores, 0 modo desarticulado das estratégias
adotadas nesse pais pode ser uma das explicacées (LINGAM, 2013; MOULLIN, 2016).

Em 2006, Roberts e colaboradores publicaram uma revisdo de modelos e frameworks
para a implementacdo de SCF em farméacias comunitarias e verificaram, que até aquele
momento, poucos estudos sobre o tema focavam no processo de implementagdo em si, a
maioria dos modelos encontrados davam muita énfase nas habilidades, conhecimento e
atitudes dos farmacéuticos e presumiam que desenvolvendo esses dominios, automaticamente
haveria uma mudanca de pratica bem sucedida. Baseados nesses achados, os autores sugeriram
que elementos organizacionais também deveriam ser considerados nestes modelos para que a
mudanca da pratica profissional farmacéutica fosse efetiva e sustentavel. Dentre os modelos
identificados, destacamos o “modelo de implementagdo do Cuidado Farmacéutico (PIPC
model)” de Odedina e colaboradores (1997) ¢ o “modelo de mudanga da pratica” de Holland
e Nimmo (1999).

Mais recentemente, frameworks, modelos conceituais e teorias tém sido aplicados em
pesquisas sobre implementacdo de praticas farmacéuticas inovadoras em Vvarios cenarios, a
maioria desses em farmacias comunitarias e servicos ambulatoriais, dentre os quais € possivel
citar: RE-AIM framework (MOTT et al., 2014); teoria do comportamento planejado (DEMIK
et al., 2013;); difusdo de inovacBes (KAAE; CHRISTENSEN, 2012; TEETER et al., 2014);
CFIR (MURPHY et al., 2014; MOULLIN; SABATER-HERNANDEZ; BENRIMOJ, 2016b;
SHOEMAKER et al., 2017); TDF e Behavioural Change Wheel (BCW) (MURPHY et al.,
2014); Ecological model (HOSSAIN et al., 2017); e FISpH (MOULLIN; SABATER-
HERNANDEZ; BENRIMOJ, 2016a).

No ambito hospitalar poucos estudos utilizam modelos conceituais para analise de
implementacdo de SCF, a saber: Six-sigma (KUMAR; KWONG, 2011), difusdo de inovacbes
(MAKOWSKY et al., 2013), teoria da mudanca organizacional de Borum, teoria da rede social
e modelo organizacional de Leavitt (BRAZINHA; FERNANDEZ-LLIMOS, 2014; PENM et
al., 2014). Desses trabalhos, os trés ultimos utilizaram modelos para analisar fatores de

implementacao.
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Os escassos modelos conceituais especificos para servigos de farmacia foram
desenvolvidos ou adaptados considerando o0s cenarios de pratica da farmécia comunitaria
(MOULLIN; SABATER-HERNANDEZ; BENRIMOJ, 2016a) ou de cuidados primarios
(BLANCHARD et al., 2017; SHOEMAKER et al, 2017), e apresentam contexto diverso em
relacdo ao ambiente hospitalar. Além disso, modelos genéricos adaptados para aplicacdo no
contexto de implementacdo de SCF em hospitais podem néo alcancar resultados satisfatorios.
Em um estudo recente sobre o CFIR adaptado a implementacdo de SCF em farmécias
comunitarias, varios fatores poderiam tanto facilitar quanto dificultar a implementacéo,

restringindo sua categorizacdo nos constructos do CFIR (SHOEMAKER et al., 2017).

2.4.5 Pesquisa de Implementacdo e o Laboratorio de Ensino e Pesquisa em Farmécia
Social (LEPFS/ UFS)

Estabelecido em 2007, o Laboratério de Ensino e Pesquisa em Farméacia Social da
Universidade Federal de Sergipe — Brasil (LEPFS/UFS) desenvolve atividades relacionadas ao
ensino, pesquisa e extensdo nas diversas vertentes da Farmacia Social. Coordenado pelo
professor Dr. Divaldo Pereira de Lyra Junior, o LEPFS/UFS tem como misséo inovar e formar
para o cuidado ao paciente e para promocdo do uso racional de medicamentos.

Ao longo desses dez anos de existéncia, as atividades de pesquisas e extensdo do
LEPFS/ UFS se concentraram em trés grandes areas de interesse: educacao farmacéutica, com
foco na comunicacdo; avaliacdo da qualidade de servigos farmacéuticos, baseada na triade
estrutura, processos e resultados (DONABEDIAN, 1966); e pesquisa de implementacdo de
servicos clinicos farmacéuticos. A farméacia comunitaria, a instituicdo de longa permanéncia
para idosos, o ambulatério e o hospital sdo os cenarios mais frequentes das atividades.

Os primeiros trabalhos sobre implementacéo de servicos farmacéuticos do grupo foram
realizados no ambulatério de um hospital universitario. Em 2011 as atividades do Servico de
Cuidados Farmacéuticos foram iniciadas a convite de professores do curso de Medicina, ainda
com um foco na avaliacdo da qualidade de servicos de salde, foram originados deste projeto
duas Dissertacdes de mestrado - de Genival Aradjo dos Santos Jinior (SANTOS JUNIOR,
2013) e de Rafaella Oliveira Santos Silva (SILVA, 2017) -, além da Tese de doutorado de
Tatiane Cristine Marques (MARQUES, 2015), em que foram avaliados diferentes aspectos dos
indicadores de qualidade necessarios para implementacdo do servico de Revisdo da

Farmacoterapia em um ambulatério-escola.
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Em 2012, o LEPFS/UFS foi convidado pela coordenacdo da Fundagdo Estadual de
Saude de Sergipe (Funesa-SE) a iniciar um projeto de implementacdo de SCF numa rede de
farméacias comunitérias publicas. Para tanto, foram realizados um estudo transversal para
avaliar a estrutura (fisica e recursos humanos), um estudo longitudinal descrevendo o processo
e o0s resultados da implementacdo dos servigos, e dois estudos qualitativos que permitiram
conhecer as percepcdes dos farmacéuticos sobre o processo de implementacdo (DOSEA et al.,
2015; HERMANSY AH; SAINSBURY; KRASS, 2018; HINDI; JACOBS; SCHAFHEUTLE,
2018). Estes trabalhos, que fizeram parte da Tese de doutorado de Gisele de Carvalho Brito
(BRITO, 2015), e da Dissertagdo de mestrado de Aline Santana Dosea (DOSEA, 2015), foram
os primeiros do LEPFS/ UFS a avaliar aspectos quali-quantitativos da implementacdo de
servicos, seguindo uma tendéncia de pesquisa internacional (CURRAN; SHOEMAKER,
2017).

Diante desses resultados, os farmacéuticos de um hospital publico de grande porte se
interessaram em firmar parceria com esta equipe de pesquisadores, a fim de replicar no hospital
0 sucesso da implementacdo de servigos descrita anteriormente. Em 2013, a convite dos
gestores da assisténcia farmacéutica da instituicdo, foram iniciadas as atividades do projeto de
implementacao da Farméacia Clinica no hospital. Este projeto, além de gerar os resultados desta
Tese de doutorado, também originou a Dissertacdo de mestrado (ALCANTARA, 2016) e o
projeto de doutorado (em andamento) de Thaciana dos Santos Alcantara. Na Dissertacdo foram
apresentados os resultados da avaliagdo diagnostica da estrutura (fisica e recursos humanos),
bem como as percepcdes antecipadas referente ao processo de implementacdo de SCF na
instituicio (ALCANTARA et al., 2018). O projeto de Doutorado pretende avaliar o processo
de implementacdo de um servico de conciliacdo de medicamentos no setor de pediatria do
referido hospital. Por fim, esta Tese desenvolveu o framework Apoteca de implementacao (cap.
1), avaliou os fatores que influenciaram a implementacdo de SCF no hospital, em momentos
diferentes do processo, e sob a ética de dois grupos distintos: farmacéuticos e gestores (cap. 3),
além de incluir os resultados de uma revisdo sistematica sobre o assunto utilizando a
categorizacdo Apoteca (cap. 2).

Mais recentemente, de julho de 2015 a marc¢o de 2016, foi firmada uma parceria entre o
Ministério da Salde do Brasil, Secretaria Municipal de Saide de uma metrépole brasileira e 0s
pesquisadores do LEPFS/UFS para implementar SCF na Rede de Atencdo a Salde de uma
metrépole do Nordeste brasileiro e avaliar esse processo. Os resultados desse estudo fazem
parte da Tese de Doutorado de Genival Aradjo dos Santos Janior defendida em 2018

(SANTOS-JUNIOR, 2018), e compreende a descricdo e avaliacdo do processo e dos resultados
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de implementacdo dos servicos (SANTOS-JUNIOR et al., 2018), além das percepcdes dos
farmacéuticos sobre fatores e estratégias que influenciaram o processo (RAMOS et al., 2018.
A inclusdo deste modelo de pesquisa nas linhas tematicas de editais do Programa
Pesquisa para 0 SUS: Gestdo Compartilhada em Saude (PPSUS 2017) de estados como
Pernambuco (GOVERNO DO ESTADO DE PERNAMBUCO, 2017), Ceara (GOVERNO DO
ESTADO DO CEARA, 2017) e Goids (FUNDACAO DE AMPARO A PESQUISA DO
ESTADO DE GOIAS, 2017), além da edicio especial tematica de setembro-outubro de 2017
do periédico Research in Social and Administrative Pharmacy, fator de impacto 2,196,
dedicado a Ciéncia da Implementacdo (CURRAN; SHOEMAKER, 2017) evidenciam a
demanda de investigacdes sobre o tema e 0 alinhamento das pesquisas do LEPFS/ UFS com as

tendéncias nacionais e internacionais.
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3 OBJETIVOS

3.1 OBJETIVO GERAL
e Analisar os fatores que afetam a implementagdo de Servigos Clinicos Farmacéuticos

(SCF) no ambiente hospitalar.

3.2 OBJETIVOS ESPECIFICOS

e Desenvolver um framework de determinantes da implementacgéo de SCF.

e ldentificar os fatores que afetam a implementacdo da SCF no ambiente hospitalar,
relatados na literatura cientifica.

e Conhecer as expectativas sobre a implementacdo de SCF em um hospital publico de
alta complexidade, percebidos por farmacéuticos e gestores.

e ldentificar os fatores que influenciaram a implementacdo de SCF em um hospital
publico de alta complexidade, percebidos por farmacéuticos e gestores.

e Testar a proposta de framework desenvolvido (Apoteca) a partir de determinantes da

implementacao de SCF.
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RESUMO

Vérios trabalhos tém relatado a contribuicdo dos servicos clinicos farmacéuticos
(SCF) na melhora das condicGes clinicas de pacientes e na diminuicdo de custos
relacionados a farmacoterapia, apesar disso, essa ainda ndao é uma pratica consolidada nos
paises em desenvolvimento. No intuito de auxiliar na identificacdo e compreensdo de
fatores que influenciam os desfechos do processo de implementacdo de SCF, este artigo
propde um framework de determinantes de implementacédo. Este framework emergiu de
discussOes entre os autores, baseada nas observac@es sistematicas dos pesquisadores e
suas experiéncias de implementacdo de SCF. Modelos conceituais fundamentados em
observacdes da realidade, como o modelo de avaliacdo da qualidade em saude de
Donabedian e 0 modelo de mudanca da pratica de Holland e Nimmo, também inspiraram
0s autores. Apds a analise de todos os aspectos relativos aos determinantes da
implementacdo de SCF, foram propostos os seguintes fatores: Atitudinais, Politicos,
Técnicos e Administrativos (Apoteca), que ja foram utilizados como referencial para trés
pesquisas de implementacdo e uma pesquisa de integracdo de servicos clinicos
farmacéuticos, mostrando seu potencial para uso no planejamento de intervengdes, na
identificacdo e avaliacdo retrospectiva de fatores determinantes para a implementacao,
alem de referencial tedrico para pesquisas sobre o tema.

Descritores: implementacao, servicos clinicos farmacéuticos, framework.

INTRODUCAO

A ciéncia da implementacdo pode ser definida como "o estudo cientifico de
métodos para promover a incorporacdo sistematica de resultados de pesquisa e outras
praticas baseadas em evidéncias na préatica clinica rotineira e, portanto, melhorar a
qualidade e eficacia dos servicos de satde"2. Nos estudos sdo considerados varios
aspectos da implementacdo, incluindo fatores que o influenciam, o processo em si € 0
impacto dos resultados na realidade onde estdo inseridos. A intencdo € compreender o
que, por que e como as intervencbes (politicas publicas, programas ou praticas
profissionais) ocorrem no “mundo real” e testar abordagens para aprimora-las 4,

Por ser uma area de estudo recente sdo poucos 0s estudos sobre implementacéao
de servigos clinicos farmacéuticos (SCF), sendo que a maioria visa relatar dados
referentes a estrutura, processo ou resultados dos servicos implementados em instituicoes
de longa permanéncia para idosos °, farmacias comunitarias®’ e servicos ambulatoriais 8

10 muitas vezes avaliando a intervencio e ndo o processo de implementagdo em si.
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Na pratica, as pesquisas atuais sobre SCF tém focado principalmente nas fases
iniciais de definicdo do servico e avaliago clinica e de custos 1. Todavia, para garantir
a sustentabilidade dessas praticas clinicas no “mundo real”, as investigagdes devem ser
alicercadas e construidas a partir da compreensdo desses servi¢cos em um contexto real,
pois mesmo sendo desenvolvidos, introduzidos, testados e mesmo remunerados, muitas
vezes sdo interrompidos em uma ou mais etapas do processo de implementacio?*3,
Situacdo verificada principalmente em paises em desenvolvimento da América Latina,
Asia, Africa e Oriente Médio, onde os SCF ainda ndo estio consolidados'*.

Nesses estudos, é possivel observar que a integracdo dos servicos é prejudicada
pela falta de uniformidade nos métodos e dos poucos modelos especificos para a
implementacdo dos SCF, limitando comparacfes e deixando pesquisadores, gestores e
farmacéuticos sem referéncia. Assim, este estudo teve como objetivo propor a construcao
de um framework de determinantes de implementacao que pode auxiliar na identificacdo
e compreensdo de fatores que influenciam os desfechos do processo de implementacao
de SCF.

DESENVOLVIMENTO DO FRAMEWORK APOTECA

Nos ultimos 15 anos, a profissdo farmacéutica evoluiu no Brasil, com legislacéo
apropriada, mudancas curriculares e maior visibilidade para os servicos clinicos
realizados em diversos cenarios de prétical®. Todavia, os pesquisadores envolvidos neste
trabalho, na interface entre 0 ambiente académico e profissional, tem observado uma
transicdo paradigmatica morosa e sem uma linha condutora definida nas instituicGes de
salde do pais. Esta situacao instigou o questionamento: “Por que, apesar de evidéncias
mostrando os beneficios proporcionados pelos SCF, estes ainda ndo estdo consolidados
no Brasil?”

Para compreender melhor esta questdo, foi proposto um framework de
determinantes simples, l6gico e de base empirica que pode ser usado para classificar e
caracterizar os fatores que influenciam a implementacdo de SCF, auxiliando na
compreensdo desses fatores, gerando insights sobre estratégias para consolidar esses
servicos e orientar futuras pesquisas. Assim, o framework Apoteca emergiu de uma série
de discussdes entre 0s autores, a partir de uma abordagem fenomenoldgica, ao considerar
as observacOes sistematicas do grupo de pesquisa (LEPFS/ UFS) e suas vivéncias de

implementacdo de SCF nos varios cenarios do sistema de satde brasileiro.
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Estabelecido em 2007, o Laboratdrio de Ensino e Pesquisa em Farmacia Social da
Universidade Federal de Sergipe — Brasil (LEPFS/UFS) tem desenvolvido atividades
relacionadas ao ensino, pesquisa e extensdo, participando da elaboracéo de legislacdes,
politicas e préticas inovadoras no pais!®. Ao longo de mais de dez anos de existéncia, as
atividades de pesquisas e extensdo do LEPFS/ UFS se concentram em trés grandes areas
de interesse: educacao farmacéutica, com foco na comunicacéo; avaliacéo da qualidade
de servicos farmacéuticos, baseada na triade estrutura, processos e resultados ’; e
pesquisa de implementacdo de servicos clinicos farmacéuticos. Os cenarios mais
frequentes das atividades sdo a farmacia comunitéria, instituicdes de longa permanéncia
para idosos, unidades de satde publica e hospitais.

Os primeiros trabalhos sobre implementacéo de servigos farmacéuticos do grupo
foram realizados no ambulatorio de um hospital universitario. Em 2011 as atividades do
Servigo de Cuidados Farmacéuticos foram iniciadas a convite de professores do curso de
Medicina, ainda com um foco na avalia¢do da qualidade de servigos de salde, em que
foram avaliados diferentes aspectos dos indicadores de qualidade necessarios para
implementacao do servigo de revisdo da farmacoterapia em um ambulatério-escola °.

Em 2012, o LEPFS/UFS foi convidado a iniciar um projeto de implementacéo de
SCF em uma rede de farmacias comunitarias publicas. Para tanto, foram realizados um
estudo transversal para avaliar a estrutura (fisica e recursos humanos), um estudo
longitudinal descrevendo o processo e os resultados da implementagdo dos servicos?®, e
um estudo qualitativo que permitiram conhecer as percepc¢des dos farmacéuticos sobre o
processo de implementagdo®®. Estes foram os primeiros estudos a avaliar aspectos quali-
quantitativos da implementacdo de servicos, seguindo a tendéncia de pesquisa
internacional®.

Diante desses resultados, foi firmada uma parceria com farmacéuticos de um
hospital pdblico de alta complexidade, a fim de replicar o modelo de implantacdo
empregado em projetos anteriores. Em 2013, foram iniciadas as atividades do projeto de
implementacdo de SCF na instituicdo com a avaliagdo diagndstica da estrutura (fisica e
recursos humanos)?, bem como das percepcdes antecipadas referentes ao processo de
implementacdo de SCF na instituicdo??. Além disso, foram avaliados os fatores que
influenciaram a implementacao de SCF no hospital, em momentos diferentes do processo
e sob a Gtica de dois grupos distintos: farmacéuticos e gestores (cap. 3 desta Tese).

Entre julho de 2015 a marg¢o de 2016, ocorreu mais um projeto de implementacgéo

de SCF, mediante parceria entre o Ministério da Salude do Brasil, Secretaria Municipal de
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Saude de uma metropole no Nordeste do pais e 0 LEPFS/UFS. Este trabalho teve o
objetivo de implementar e propor integracdo de SCF na Rede de Atencdo a Salde
municipal®®?*. Os resultados obtidos neste projeto-piloto possibilitaram que
pesquisadores do LEPFS/ UFS auxiliem gestores e farmacéuticos na implementacdo de
SCF em outros municipios brasileiros.

Além das vivéncias citadas, modelos conceituais fundamentados em observacdes
da realidade, como o “modelo SPO de avaliagdo da qualidade em saude” de Donabedian
(1966)" e 0 “modelo de mudanga da pratica” de Holland e Nimmo (1999)% serviram de
inspiracdo para a construcdo desse novo framework. Donabedian (1966)! propds a
avaliacdo da qualidade do cuidado médico, fundamentado em suas experiéncias
profissionais e na revisdo da literatura pertinente sobre o tema, considerando trés fatores:
a estrutura, 0s processos e os resultados. Holland e Nimmo (1999)%, por sua vez,
combinaram seus conhecimentos e percepg¢des, com resultados de pesquisas cientificas e
propuseram um modelo “intuitivo”, composto por trés conjuntos de condigdes que devem
ser simultaneamente satisfeitas para que a mudanca da pratica profissional seja
implementada, a saber: recursos para aprendizagem, cenario de préatica e estratégias
motivacionais.

Pesquisas empiricas ja mostraram que, fatores como motivacdo, conhecimento
prévio, remuneracdo ou treinamento por si s6 ndo sao suficientes para garantir a
implementacio bem-sucedida de SCF?5. Na prética, acreditava-se que a remuneragéo e o
treinamento seriam suficientes para impulsiona-la, porém a partir das experiéncias
relatadas em paises como Australia foi possivel observar que estes fatores ndo séo
suficientes para assegurar a qualidade do servigo implementado. Dentre outros fatores, o
modo desarticulado das estratégias adotadas pode ser uma das explicaces??’. Ao
considerar esse background, o pesquisador sénior DPLJ observou ao longo da execucéo
dos projetos citados anteriormente, que a implementacdo de servicos é afetada por
multiplos fatores que se repetiram nos cenarios trabalhados e que a compreensdo desses
fatores foi fundamental para o sucesso das iniciativas. Outros estudos corroboram que a
utilizacdo de estratégias de implementacdo Unicas ou voltadas para um Unico fator

geralmente ndo sdo suficientes para a implementagdo bem-sucedida e sustentavel?®2°,

Dentre os fatores analisados, os politicos, técnicos e administrativos pareciam ser
determinantes para implementacGes exitosas. Porém, com as observacGes realizadas

durante a execucdo do projeto no hospital, aliada a discussGes entre os autores e a leitura
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de textos sobre a tematica, TO propds agregar um novo fator relacionado a motivacéao e
atitudes dos farmacéuticos, que seria transversal aos outros trés antes identificados.
Apos a andlise de todos o0s aspectos relativos aos determinantes da implementacéao
de SCF, foram propostos os seguintes fatores: Atitudinais, Politicos, Técnicos e
Administrativos, cujas inicias coincidentemente formaram o acronimo Apoteca, muito
préximo da palavra latina apothéeca, que deu origem a palavra inglesa apothecary e, com
algumas variagOes, atualmente significa Farmacia em alemdo, holandés, em linguas
eslavas, escandinavas, entre outras. Assim, os quatro dominios do framework Apoteca

foram definidos da seguinte forma:

Fatores atitudinais: relacionados ao comportamento, agdo ou reagéo, e motivados
por um sentimento ou opinido em relacdo a um fato ou pessoa particular. Também
relacionados a motivacgdo interna e externa.

Fatores politicos: relacionados aos relacionamentos dentro de um grupo ou
organizagdo que permitem que determinados individuos ou grupos influenciem os outros
(apoio e suporte).

Fatores técnicos: relacionados as caracteristicas do SCF implementado, bem como
as habilidades e conhecimentos necessarios para realiza-los.

Fatores administrativos: relacionados aos processos administrativos (organizagédo
e gerenciamento) necessarios para execucdo dos SCF.

A compreensdo desses fatores possibilita uma implementacdo sustentavel dos
SCF, sendo assim o framework Apoteca é representado pela Figura 1, apoiada em trés
pilares fundamentais e independentes (politicos, técnicos e administrativos), porém
interligados pelos fatores atitudinais que auxiliam os profissionais a erguerem e
sustentarem os SCF a serem implementados. Deste modo, o framework Apoteca pode
auxiliar na compreensdo da influéncia desses fatores no processo de implementacdo de
SCF e ser 0 ponto de partida necessario a sua implementacédo adequada e sustentavel, com
consequente elevacdo da qualidade dos servicos de salde para atender demandas

individuais e coletivas de pacientes, profissionais e sistemas de salde.
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SERVICOS CLINICOS
FARMACEUTICOS

Figura 1. Imagem ilustrativa do Framework Apoteca.

APLICABILIDADE DO FRAMEWORK APOTECA

Desde o seu desenvolvimento, o framework Apoteca foi utilizado como
referencial para trés pesquisas de implementagfo? - 2 ¢ cap. 3 desta Tese o ymg pesquisa de
integracdo de servicos clinicos farmacéuticos®* do grupo de pesquisa LEPFS/ UFS,
mostrando seu potencial para uso no planejamento de intervengdes, na identificacdo e
avaliacdo retrospectiva de fatores determinantes para a implementacdo, além de
referencial tedrico para pesquisas sobre o tema.

E importante ressaltar que o desenvolvimento e aplicacdo deste framework
tiveram como cenario principal o sistema de salde brasileiro, por isso ndo é possivel
generalizar os resultados das analises que utilizaram o framework Apoteca. Porém, é
provavel que iniciativas conduzidas em paises que tenham condi¢cdes semelhantes ao
Brasil possam se beneficiar da utilizacdo deste framework, vide a aplicacdo do
instrumento em uma revisao sistematica que incluiu 21 estudos conduzidos na América,
Europa, Asia, Oceania e Africa (¢a-2 daTese),

Ademais deve-se considerar que o uso de modelos conceituais complementares
para analisar o processo de implementacdo de SCF (triangulacdo de métodos) pode
auxiliar na identificacdo de fatores determinantes com mais precisdo, bem como na
geracdo de insights sobre estratégias para superar barreiras e promover facilitadores.

Assim, a intencdo do presente framework ndo é refutar modelos e quadros conceituais
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propostos anteriormente, mas dar suporte e contribuir para uma compreensédo abrangente

do processo de implementacdo de SCF.
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Abstract

Background: Despite the evidence of benefits, clinical pharmacy services (CPS) are not
uniformly implemented across healthcare institutions. Understanding the influencing
factors and identifying the domains in which they act is the first step to a successful
implementation. Objective: To identify the factors that affect the implementation of CPS
for inpatients and to categorize them. Methods: Cochrane Library, Embase, CINAHL,
IPA, Medline/PubMed, and Lilacs databases were researched up until January 2018. The
search strategy was developed using text words or MESH terms related to the following
four domains: “clinical pharmacy,” “influencing factors,” “implementation,” and
“hospital.” Two reviewers selected original research articles that reported the factors
influencing the implementation of CPS in hospitals, extracted data, and assessed the
quality of the studies. After framework synthesis and categorization of the factors, a
diagrammatic approach was used to present the results. Results: Fifty-three factors were
identified in the 21 studies that were included in this review. The most cited influencing
factors were uniformly distributed across the following four domains: Attitudinal,
POlitical, TEChnical and Administrative (Apoteca domains). However, in terms of level
(pharmacist, healthcare team, patient, institution, and national organization), the
“pharmacist” group had the highest concentration of factors. “Clinical skills and
knowledge” was the most frequently cited implementation factor, followed by “time to
implement CPS.” Conclusion: Our findings showed the multifactorial nature of CPS
implementation process. We suggest that factors from all four Apoteca domains need to
be fully considered and strategies need to be addressed for all five groups of interest to
successfully implement CPS in hospitals. Future studies on the influence of

implementation stages, interrelationships of implementing factors, and strategies to



66

overcome barriers could accelerate the successful adoption of these services.

Registration: PROSPERO register CRD42016050140.

Keywords: clinical pharmacy; pharmacists; implementation research; barriers;

facilitators; hospital.

Introduction

Clinical pharmacy is defined by the American College of Clinical Pharmacy
(ACCP) as “a health science discipline in which pharmacists provide patient care that
optimizes medication therapy and promotes health, wellness, and disease prevention” *.
A variety of clinical pharmacy services (CPS) can be offered, such as patient education
and counseling, medication review, medication therapy management, and pharmacist’s
prescriptions, to serve patients with different health needs and levels of complexity 2.

The studies that evaluated CPS in the hospital setting have shown that their
implementation leads to demonstrable clinical 2 and economic benefits 6-°. A systematic
review of studies conducted in Europe found that CPS can have a positive effect in older
inpatients, in general, and, on the appropriateness of medicinal use and reduction in
medication errors, adverse drug reactions, and drug-related problems, in particular.
Moreover, all studies that evaluated costs favored this intervention °.

Another systematic review and meta-analysis demonstrated that multi-
disciplinary teams that involve pharmacists might improve prescribing appropriateness in
geriatric hospitalized patients, with a reduction in the Medication Appropriateness Index
score by 7.45 points (from admission to discharge) in the intervention group .

The economic outcomes of CPS have been assessed by the ACCP since 1988.

Most of the services analyzed were performed in the hospital setting, and all reviews have
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shown that, generally, CPS provides a return on investment by providing good benefit-
cost ratio or a cost-effective service .

However, despite the evidence of benefits when patients are followed up by the
pharmacists, CPS is not uniformly incorporated across healthcare institutions 214, There
is, therefore, a need to systematically delineate and evaluate the obstacles and enablers
for the implementation of CPS.

It is widely known that most research studies on the benefits of CPS are conducted
in a controlled setting and for a limited time **®. When such evidence is translated into
the “real world,” the same results are not always achieved, because context plays a key
role in the uptake and sustainability of the interventions that are tested. Implementation
research is an emerging field in health research that is aimed at identifying the common
problems of process and bridging the gap between research findings, as well as their
delivery in the real world *’.

Identifying these problems may help in understanding the factors that hinder or
enable the intervention, the development of solutions to overcome process barriers, the
introduction of innovations in health systems, or the promotion of their use on a large
scale and their sustainability 1’. In countries where CPS are not established,
implementation research may constitute a fundamental strategy to assure the successful
adoption and sustainability of these processes -2,

Understanding the influencing factors and identifying where they act is the first
step. Thereafter, it is possible to develop the strategies and the assessment tools that are
specific to each problem and process level 221, Although there are generic models for
categorizing the factors that influence the implementation of health services, such as

Consolidated Framework for Implementation Research (CFIR) ! and the Tailored
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Implementation for Chronic Diseases (TICD) 22, few studies report specific models being
applied to pharmaceutical services %%,

Most of the available literature on the implementation of CPS reports quality
indicators of structure, process, or outcomes (SPO) of the implemented services in
nursing homes 2, community pharmacies 4%, and ambulatory care services 26?’. Few
studies have been published on the factors that influence the implementation of CPS, most
of which have been conducted in community pharmacies 263, including a systematic
review in Australia 32 and a review of facilitators 3. To the best of our knowledge, no
reviews have been conducted that explore these factors in the hospital setting.

Given the above, this systematic review primarily aimed to answer the question
“What factors influence the implementation of CPS for hospitalized patients?” and

secondarily to categorize the identified factors.

Methods

This systematic review was performed in accordance with the Preferred Reporting
Items for Systematic Reviews and Meta-Analyses (PRISMA) statement **, as well as with
the Enhancing Transparency in Reporting the Synthesis of Qualitative Research

(ENTREQ) statement *,

Search strategy

Studies were located through a comprehensive literature search up until January 2018
in the following six databases: Cochrane Library, Embase, CINAHL, IPA,
Medline/PubMed, and Lilacs. The search strategy was designed to match the following
research question: “What factors influence the implementation of CPS for hospitalized

patients?”
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e The phenomenon of interest: “implementation” of “clinical pharmacy”;

e Evaluation: “influencing factors”;

e Setting/sample: “hospital”.

Free-text words and database-controlled vocabulary were used to determine the four
domains of the search strategy. The search terms were generated for each domain by
examining the terminology used in the papers related to the review theme and database-
controlled vocabulary thesaurus. No limits were applied to the search. The fully executed
Medline/PubMed search strategy can be found in the supplementary material (S1 Text).
The protocol of this systematic review was registered in the PROSPERO database

(registration number: CRD42016050140).

Study selection

The study’s inclusion and exclusion criteria are described in Table 1.

Table 1. Inclusion and exclusion criteria for study selection.

Inclusion criteria

i) Studies report an assessment of factors (barriers or facilitators) that influence the
implementation of CPS (as defined by the ACCP, 2008)* provided by pharmacists for the
hospitalized patients.

ii) Full-text journal articles in English, Spanish, French, or Portuguese languages.

iii) Original research results, with no restrictions on the types of study design (mixed
methods, qualitative studies or quantitative cross-sectional opinion surveys were eligible).
iv) Study participants included pharmacy personnel (pharmacists, pharmacy technicians,
pharmacy residents), hospital managers/administrators, patients, or other healthcare

professionals (nurses, medical doctors).
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Exclusion criteria

1) The services were provided exclusively for patients in ambulatory care settings, even if
they were a part of a hospital. Outpatients present more stable health conditions when
compared with inpatients. Because of that, hospitalized patients need assistance from an
intensive health care team. These particularities may influence the perceptions of barriers
and facilitators for implementing CPS and justifying the choice of the authors of focusing
this review on inpatients.

ii) Data from CPS offered for the inpatients could not be analyzed separately.

iii) The study only evaluated clinical, economic, and humanistic outcomes of CPS
implementation.

iv) The study was a summary of the literature for the purpose of gathering information or

commentary, an editorial, or a discussion paper.

Data extraction

Titles, abstracts, and full-text screenings were conducted independently by two
researchers, considering the inclusion and exclusion criteria. Consensus decided the
outcome of disagreements, and, if they persisted, a third impartial evaluator resolved
them. The primary outcomes were defined as factors that influenced the implementation
of CPS in hospitalized patients, including anticipated evaluations of barriers or facilitators
during the pre-implementation or planning phases.

The extracted information included authors and date of publication, country, study
design, setting, number and characteristics of the participants, data collection, data
analysis, implementation phase, type and characteristics of the service implemented,

barriers and facilitators to the implementation, strategies to overcome barriers (suggested
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or carried out) and factor relationships. Two researchers extracted the data independently.

Discrepancies were identified and resolved through consensus.

Data analysis and synthesis

Considering the research question, the nature of data managed, and the willingness
to produce an output directly applicable to pharmacists, hospital administrators, and
researchers, the framework synthesis %627 was the method chosen to analyze the data that
was generated by this systematic review.

An integrated approach was used to combine the data from very heterogeneous
study designs 8. The quantitative data was converted into themes, codified, and then

analyzed with qualitative data.

Apoteca framework

Following multiple readings of the papers to achieve familiarization, the
researchers decided to propose a simple, logical, and empirically-based categorization
framework that could be used to classify and report the influencing factors of CPS
implementation for inpatients.

Therefore, the Apoteca framework was designed to assist in understanding the
factors that influence the implementation of CPS, in generating insights on strategies to
consolidate these services, and guiding empirical research. The intention of the present
framework is not to disprove previous tools, but rather to support them and to contribute
to a comprehensive understanding of the CPS implementation process.

The conceptual framework has emerged from a series of discussions, led by the
senior researcher, based on the systematic observation of the authors and our research

group (Laboratory of Teaching and Research in Social Pharmacy, Brazil) through the
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experiences of implementing CPS in several organizations within the Brazilian health
system (see Reflexivity section). Conceptual models, such as the SPO model of healthcare
quality assessment % and the Holland-Nimmo practice change model *°, have also
inspired the authors.

Initially, the following four domains were developed: Attitudinal, POlitical,
TEChnical and Administrative (Apoteca). They were defined as follows:

Attitudinal factors: related to behavior, action, or reaction, and motivated by a
feeling or opinion toward or of a particular fact or person. Also, internal and external
motivation.

Political factors: related to the relationships within a group or organization that
allow particular individuals or groups to influence others (support).

Technical factors: related to the CPS’ own characteristics as well as the skills and
knowledge needed to perform them.

Administrative factors: related to the administrative processes (organization and

management) that are required to perform CPS.

Coding

The studies were manually coded, line by line, and the subsequent articles were
coded considering previous concepts; new ones were created when necessary. This
process was performed by one of the authors and independently reviewed by a second
investigator to confirm the comprehensiveness and reliability of the findings.

Because barriers and facilitators are dynamic elements (as they can switch
positions depending on the context and phase of the implementation process), a neutral
term, such as an implementation factor, may be more appropriate for better analyzing

them. In this case, the neutral element may moderate the process, either positively or
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negatively **. Therefore, the denominations of the implementation factors were developed
by the researchers from the barriers and facilitators that were identified. Afterward, the
factors were analyzed according to their characteristics and causes and categorized
according to the framework domains.

The denominations, analysis, and categorization of the implementation factors
were performed by two or more researchers, and the final results were reached by
consensus.

As the data analysis proceeded, the following novel insight was generated: the
importance of stratifying the results by five levels of implementation according to their
responsibilities over the factors identified: pharmacist, healthcare team, patients,

institution (hospital), and national organizations.

Charting data in the framework matrix

The coded data (implementation factors) were transferred to the matrix to aid
analysis. However, as the traditional table format, largely used to present systematic
reviews’ data, could not provide a comprehensive and clear visualization of the results,
the researchers opted for a diagrammatic approach, which has been used in some studies
to present complex results in a clear, visual way >*3. The concentric squares, representing
the levels of implementation, and the positioning of the domains on the figure’s sides

facilitate insight into the main results and their relations.

Interpretation
Characteristics of the data were identified, the frequency of data citation on the

primary studies was considered, connections between categories to explore relationships
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and/or causality were mapped by two or more researchers independently, and the final

results were reached by consensus.

Quality assessment

Two researchers independently assessed the quality of the included studies using
the CASP Qualitative Research Checklist #4, Critical Appraisal of a Case Study “°, and
the Critical Appraisal Checklist for Cross-Sectional Study (Survey) 6. The mixed
methods studies were assessed according to the methodology that was used to report or
analyze the implementation factors.

The articles were classified as high/moderate/low quality based on the modified
classification of Gan et al. (2016) *’. A point was allocated for each element fulfilled, up
to a maximum of 10 for the “qualitative” and “case study” checklists and 12 for the “cross-
sectional study” tool. The articles considered to be of high methodological quality had >8
and 10 points; moderate = (7-5) and (9-6) points, and low < 5 and 6 points, respectively.

Scoring disagreements were infrequent and were resolved through consensus.
Two researchers independently inferred the study designs from the articles that did not
report them. Disagreements were also infrequent and were resolved through consensus.

No studies were excluded based on quality alone.

Reflexivity

The data were interpreted based on the authors’ professional experiences who had
worked as pharmacists and tutors of CPS implementation process in several organizations
within the Brazilian health system. It is also noteworthy that the authors have studied and
worked in a professional atmosphere of pharmacy practice transition, from a product-

focused to a patient-centered care model.
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These experiences may facilitate the identification of the factors and the
interpretation of findings, but simultaneously, they may highlight the value of some
aspects over others. This information may help the readers of this article to gain a better

understanding of how data have been managed and interpreted.

Results

Search results and study characteristics

A total of 2,439 citations were identified from our literature search. After the
exclusion of duplicates and title assessment, 385 abstracts were evaluated, which yielded
60 studies for full-text reading. At the end of the selection process, 21 articles *¢-%¢ met
the specific inclusion criteria. Fig 1 describes the steps involved in the search and

selection process.

<Insert Figure 1: Flowchart with study steps adapted from Preferred Reporting

Items for Systematic Reviews and Meta-Analyses (PRISMA).>

The study characteristics of the selected articles are listed in Table 2. The included
articles were published between 2006 and 2018. The studies were conducted in America,
with the largest number of published studies °0°7:%961-6568 fo|lowed by Europe 4°-°2°860,
Asia 48245666 Oceania *%7, and Africa °%. One of the studies was conducted in countries
of Asia and Oceania *°.

Most of the selected articles used qualitative methods for data collection and
evaluation. The main services implemented were as follows: medication reconciliation

48,57,58,6265 and pharmacist prescribing activities 4526768 Considering the phase of data
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collection, most of the studies did not define the stage of implementation, i.e., they
reported information from both pre- and post-implemented services 5%°45559-63.66.68
Regarding the quality of the studies, the majority were classified as moderate

quality 4853-5557.586367 Al high-quality articles have a qualitative study design

49,51,56,60,66,68



Table 2. Characterization of the studies (n = 21) included in this systematic review.

77

Authors/ . . - Hospital Data Data analysis Implementation CPS . .
year Location Design Participants characteristics collection phase implemented Quality rating
Cross - 143 physicians, 47
Al-Hashar Oman sectional pharmaCIsts anc_i 45(_) bed, academ_lc, Survey Desc_rlp_tlve _ Pre- ) Medlt_:a_tthn Moderate
etal. (2015) Surve assistant pharmacists  tertiary care hospital statistics implementation reconciliation
Y and 274 nurses
. . Extended clinical
Auta et al. Enaland Qualitative 22 phaLrgfr(;::(t:s and 6 Not reported strsuecrt?;r-e q Thematic Post- roles, including Hidh
(2015) g study tgchniciar)]/s P interviews analysis implementation pharmacist g
prescribing.
Brazinha; . Semi-
Fernandez- Qualitative 20 practicing 20 hgspltals. The_ structured, Thematic Pre- and post- Medication .
R Portugal B . majority was public . . - High
Llimds study hospital pharmacists face-to-face analysis implementation follow-up
and < 500 beds : f
(2014) interviews
Academic tertiary
United Cross - 295 attendees of the center (71)
Clay et al. sectional 2006 Society of Community Descriptive Pre- and post- Medication
States of : - - . Survey tool o . - e Low
(2008) - Survey Hospital Medicine teaching hospital statistics implementation reconciliation
America - : -
National Meeting (84) Non-academic
hospital (139)
United 1 pharzmaigy_ refldent, 1,070-bed, private, Pharmgust-led
Deziaet al nite cnica nonprofit Authors Pre- and post- patient-
(2017) ' States of ~ Casereport  pharmacists, 1 staff tertiary aca démic report Not reported implementation controlled Moderate
America pharmacist, 1 yac P P analgesia dosing
Lo hospital i
anesthesiologist service
- United - -
Gilmore et The Johns Hopkins Authors Post- Transitions-of-
al. (2015) States of  Case report Not reported Hospital report Not reported implementation care services Low
America
. - Facilitated
Greenwald SltJart]éts?gf Qualitative P?r:fllii;g?grfo?lfl ;' Not reported discussion Not reported Not reported Medication Low
et al. (2010) - study - y P groups and P P reconciliation
America meeting

focus groups
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Authors/ Location Design Participants Hosplt_al ) Datzfl Data analysis Implementation _ CPS Quqllty
year characteristics collection phase implemented rating
Katoue; Al- - 7 senior total Six governmental Face-to-face Thematic Pre- and post- Pharmaceutical Hiah
Taweel Kuwait Qualitative parenteral nutrition hos_pltals and_ one semi- analysis implementation care ig
(2016) study pharmaCIs_,ts of prlvaFe hospital. _structyred
Kuwait Beds: 180 - 857 interviews
Audit of
9 clinical harmacist PP
Khoo; . pharmacists and 1 ir?terventions Thematic Pre- Prescribing in t_he
- . Mixed- . . - . . . area of warfarin Moderate
Bajorek Australia methods acute/post-acute Teaching hospital ~ (quanti). Focus analysis implementation management
(2006) care team group and
pharmacist interview
(quali).
Brief
questionnaire
Makowsky et Qualitative . and semi- Interpretive Pre- and post- Pharmacist -
al. (2013) Canada study 38 pharmacists Not reported structured description implementation prescribing High
telephone
interview
3 clinical
. . - Survey and :
Marr et al. United Mixed- pharmacists; 10 803-bed, tertiary, semi- Thematic Post- Compr_ehe_nswe
(2018) States_ of methods _pharmacy teaching institution structured coding implementation medication Low
America residents, and 3 - . management
pharmacy students Interview
20 participants:
o Pharmacy students Public, teaching, Semi-
M;kc()ggig)et Ethiopia Qu;'&?;'ve and heads of nurse, referral hospital. _structyred Thematic Not reported Clinical pharmacy High
' pharmacy, medical 450 beds. interviews analysis P practice
and administration
45 pharmacists,
. Cross- members of the . Supplementar
Mulholland l_Jmted sectional Neonatal and Not reported Electronic Not reported Pre- and post- andpirsldependezt Low
(2015) Kingdom L survey implementation s
Survey Paediatric prescribing

Pharmacists Group
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Authors/ L ocation Desian Particinants Hospital Data Data Implementation CPS implemented Quality
year 9 P characteristics collection analysis phase rating
4 accredited
pharmacists, 8
hospital
Padhye et al : Qualitative pharmacists, 4 Facseetrgiljace Thematic Post- — .
' Australia community Not reported . . . Medication review Moderate
(2012) study pharmacists, 4 structured analysis implementation
- ' interviews
hospital doctors, 3
general
practitioners
60 pharmacists that
Cross- participated in an . _— .
Pawluk et al. Qatar sectional Antimicrobial Not reported Survey Descriptive Pre- and post- Ant|m|crob_|al Moderate
(2014) . statistics implementation stewardship
survey Stewardship
workshop
24 pharmacy
directors, 53
clinical 29 hospitals. The
Penm et al. . Qualitative pharmacists, 47 majority was Interviews Framework . .
(2014) China study dispensing public, tertiary, > face to face analysis Not reported Clinical pharmacy High
pharmacists, and 6 500 beds
hospital
administrators
31 . . Multivariate
Penm et al countries Cross- 726 h_ospltals. Th? Online logistic and Pre- and post- Clinical pharmacy
(2015) ' from Asia sectional Not reported majority was public survey linear implementation Services Moderate
and Survey and > 500 beds reqressions
Oceania 9
Rabi et al. Sltth"tEd f c ¢ 01 pharmacy Tertiary hospital Authors Not ted Post- Medication Moderat
(2007) Ar?]egfi(?a ase repor resident ertiary hospita report ot reporte implementation reconciliation oderate
Medication
. . . reconciliation,
Somers et al. Belgium Case report H p:? arhma?rﬂ;tzs o A?aggglz,oguggfly Authors Not reported Post- medication review, Moderate
(2016) giu P pharmacy ur pital, report P implementation ward round
technicians with 1062 beds

participation and
outpatient activity.
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Authors/ . . - Hospital . Data analysis Implementation CPS implemented Qualit
vear Location Design Participants characteristics Data collection y P phase P ratingy
315 hospitals. The
d . majority was short- .
Th(;rtngls., 3 SLtJar;'et;gf seci:rt(i)gz;ll 318_pharmacy term gengral and Pre_tested survey Desc_rip_tive _Pre- and post- Colla?ﬁgﬁéglye drug Low
(2006) America Survey directors other specu_al, <100 instrument statistics implementation management
beds, private
(nonprofit)
Cross- Semi-structured Descriptive
Uema et al. . sectional . and self- statistics and Pre- and post- Pharmaceutical
(2008) Argentina descriptive 90 pharmacists Not reported administered “difficulty implemen?ation care Low
study questionnaire score’’
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Perceived factors affecting implementation of CPS in the hospital setting

The framework synthesis of the perceived factors that affect the implementation
of CPS in hospital settings is presented as a summary of the findings (Table 3), as the
frequency of citation greatly influences the Apoteca framework. However, it is important
to mention that the fact that an implementation factor was cited more often does not
necessarily imply that it takes precedence over the others that are less cited.

Fifty-three factors were identified in this review. Of the 21 studies included, 14
reported enablers of the process 48-5355:56:58,59.626467.68 and 20 mentioned barriers for the

implementation of CPS 48-5456-68 (Tgple 3).
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Table 3. Factors influencing implementation of clinical pharmacy services (CPS) in the

hospital setting. Apoteca categorization.

Apoteca Implementing . -
Domains Levels Factors* Barriers Facilitators
At Ph Confidence Pharmacist’s lack of Pharmacist
(pharmacist) confidence °*2%:%4  confidence *° % &
At Ph Motivation Pharmacist’s lack of Pharmacist
(pharmacist) motivation * %% motivation % 3.6
At H Interest (medical Disinterest from msgi?:l;l}sézig: 2:1 q
H 66
doctor) medical doctors medical doctors >
Medicolegal .
At Ph responsibility ;zagﬁ;g}?glcge!%%ﬂ _
(pharmacist) P y
At H Resistance Resistance from
(medical doctor)  medical doctors ***° -
At Pa Interest (patients) Patient 21(255 interest _
Resistance Pharmacist’s
At Ph towards change resistance towards _
(pharmacist) change
Proactive o
At Ph approach _ PharmaCISt ¥ 61
(pharmacist) proactive approach
“Key
individuals™/ “Key individuals™/
At Ph "*champions of _ "Champions of
change” change" “
(pharmacist)
At H Expectations Physician’s positive
(medical doctor) - expectations *
At Pa Expectations Patient’s positive
(patient) - expectations %
Government support
Subport Lack of (funding and
Pol Na PP governmental appropriate policies
(governmental) 0,64 6 L 5 6
support 6467 and legislation) ¢
63, 64, 66
Healthcare team
Pol H Support Lack of support from support °1 63 57,5349

(healthcare team)

medical doctors

60, 67

*Factors organized by domain, from the most to the least cited. Abbreviations: Domains —
At = attitudinal, Pol = political, Tech = technical, Adm = administrative. Levels — Ph =
pharmacist, Pa = patients, 1 = institution (hospital), H = health team, Na = national

organizations. CPS = clinical pharmacy services; MD = medical doctor.
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Table 3. Factors influencing implementation of clinical pharmacy services (CPS) in the

hospital setting. Apoteca categorization (continued).

Apoteca Implementing . -
Domains Levels Factors* Barriers Facilitators
Pol | Support Lack of support from Support from
(managers) administrators >/ hospital
administrators 54 ¢
Pol Na Support Lack of support from _
(pharmaceutical pharmaceutical
organizations) organizations - > %4
Pol | Autonomy Pharmacist’s lack of _
(pharmacist) autonomy >*
Pol Ph Support (peer Lack of peer support _
pharmacists) %0.55
Pol Pa Support (patients) _ Support from patients
63
Pol H Recommendation _ Medical doctors’
to CPS recommendation of
clinical pharmacists
to other colleagues *°
Pol Na High-income _ High-income
countries countries %
Pol | Institutional Pharmacist’s lack of _
policies autonomy due to
institutional policies
57
Tech Ph Clinical skills and  Insufficient clinical ~ Pharmacists’ clinical
knowledge skills and knowledge ~ training “° °8 6.¢7
(pharmacist) 50-53, 56, 59, 60, 62, 64, 66
Tech Ph; H CPS process Inadequate CPS More streamlined
process process &
(bureaucratic, takes Model flexibility &
too long, not worth
effort) 3525 Detailed workflow
and practice
guideline %
Tech Ph; Pa;  Communication Lack of effective Good communication
H (pharmacist, communication with , quick access to

patient, health
team, MD)

healthcare providers
and patients 48, 50, 51, 62

medical doctors %

*Factors organized by domain, from the most to the least cited. Abbreviations: Domains — At =
attitudinal, Pol = political, Tech = technical, Adm = administrative. Levels — Ph = pharmacist,
Pa = patients, | = institution (hospital), H = health team, Na = national organizations. CPS =
clinical pharmacy services; MD = medical doctor.
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Table 3. Factors influencing implementation of clinical pharmacy services (CPS) in the

hospital setting. Apoteca categorization (continued).

Apoteca Implementing . -
Domains Levels Factors* Barriers Facilitators
Tech Pa Awareness about Patient’s _
the CPS (patient)  unawareness about
the CPS 48, 51, 61, 64, 65
Tech Ph; H  Relationship with _ Collaborative
healthcare team relationship with
healthcare team °" %
66, 67
Tech Ph Awareness about Pharmacist’s _
the CPS unawareness about
(pharmacist) the CPS 0. 5%
Tech H Awareness about Healthcare team’s _
the CPS unawareness about
(healthcare team, the CPS 6% 6466
MD)
Tech H Previous _ Healthcare
experiences with professional’s prior
CPS (health team, positive experiences
MD) with pharmacists >
61, 66
Tech Ph Previous _ Pharmacist’s
experiences with legitimization of
CPS (pharmacist) previous practice %7
Tech Ph Research _ Research on CPS
(pharmacist) area performed by
the hospital
pharmacists
Research studies
documenting benefits
67
Adm Ph Time Lack of time #% %053 _
(pharmacist) 55, 58, 61, 67, 68
Adm | Number of Insufficient Appropriate number
pharmacists pharmacists 2 %8 €0 of pharmacists *
Shortage of
pharmacists “° 5467
Adm I Access to patients’  Restricted access to Access to patient

57, 66

information patients’ clinical information

information 48 50: 51 %6
66

*Factors organized by domain, from the most to the least cited. Abbreviations: Domains — At =
attitudinal, Pol = political, Tech = technical, Adm = administrative. Levels — Ph = pharmacist,
Pa = patients, | = institution (hospital), H = health team, Na = national organizations. CPS =
clinical pharmacy services; MD = medical doctor.
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Table 3. Factors influencing implementation of clinical pharmacy services (CPS) in the

hospital setting. Apoteca categorization (continued).

Apoteca Implementing . -
Domains Levels Factors* Barriers Facilitators
Pharmacists' high
Adm Ph Workload workload 50 52 55 56. 61 3
(pharmacist) 65
Adm I Source of Lack of a reliable Treatment protocols
information on source of information 6
medicines and on medicines and
treatment treatment guidelines **
guidelines %5, 64,67
Adm | Pharmacy staff Insufficient pharmacy _
(technician) staff 05> 62
Adm | Costs to Associated costs to _
implement CPS  implement CPS #°-%%3%
67
Adm | Information _ Information
technology technology, computer
system, electronic
medical record %8
67
Adm I Material Lack of resources *¢ %2 Appropriate
resources resources *
Adm | Working facilities Lack of adequate Appropriate structure
working facilities *° 6
Adm | Focus on logistical ~ Organizations focus _
activities the role of pharmacists
(hospital) on logistical activities
50, 59
Adm | Pharmacist Pharmacists practice _
practice location away from patients/
healthcare team %%
Adm | Remuneration Hospital pharmacist’s _
(pharmacist) low remuneration % &
Adm | Profit on the sales Clinical pharmacist

of medicines
(hospital)

interventions may
reduce hospitals profit
on the sales of
medicines

*Factors organized by domain, from the most to the least cited. Abbreviations: Domains — At =
attitudinal, Pol = political, Tech = technical, Adm = administrative. Levels — Ph = pharmacist,
Pa = patients, | = institution (hospital), H = health team, Na = national organizations. CPS =

clinical pharmacy services; MD = medical doctor.
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Table 3. Factors influencing implementation of clinical pharmacy services (CPS) in the
hospital setting. Apoteca categorization (continued).

Apoteca Implementing . -
Domains Levels Factors* Barriers Facilitators
Adm H Profit on the sales  Clinical pharmacist _
of medicines interventions may
(medical doctors) reduce medical
doctors’ profit on the
sales of medicines *
Adm | Career pathway _ Clinical career
(pharmacist) pathway for hospital
pharmacists
Adm | Antibiotic _ Antibiotic
stewardship stewardship
Adm | Hospital _ Hospital
accreditation accreditation
Adm | Pharmacy and _ Effective and
Therapeutics proactive Pharmacy
Committee and Therapeutics
Committee
Adm I Public hospital _ Public hospital %
Adm | Residents and _ Include residents and
graduate students graduate students in
the CPS process *®
Adm I Teaching hospital _ Teaching hospital >

*Factors organized by domain, from the most to the least cited. Abbreviations: Domains — At =
attitudinal, Pol = political, Tech = technical, Adm = administrative. Levels — Ph = pharmacist,
Pa = patients, | = institution (hospital), H = health team, Na = national organizations. CPS =
clinical pharmacy services; MD = medical doctor.

Attitudinal factors

Regarding the level of implementation, all the factors allocated in this domain
were at the following internal levels: pharmacist, healthcare team, and patients (Fig 2).
“Pharmacist’s confidence” 49°556.606367 and “Pharmacist motivation” 4°°1:5%°960 were the

most frequently mentioned factors of this domain (Table 3).
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<Insert Figure 2. Factors influencing the implementation of clinical pharmacy

services (CPS) in the hospital setting. Apoteca categorization.>

Interactions between attitudinal factors and the other three Apoteca domains have
been identified throughout the data analysis. Hospital pharmacists in Portugal considered

that lack of adequate “remuneration,” lack of “support from colleagues” and “hospital

9 ¢

managers,” and lack of “interest from physicians” influence the pharmacists’ “motivation

to implement CPS” ®°. The quote below illustrates the influence of remuneration on a

pharmacist’s motivation as follows °:

““In the hospital pharmacist career, where people have the same salary as that
of their entry year, and the Government increases the salary just by the rate of inflation

without any other compensation, what kind of stimulus do I have to invest in my

’

training?’’—Pharmacist (without experience in CPS)

“Medical doctors’ resistance” was considered to be the cause of difficulties in
“communication” and “relationship with the health team” ®°. However, this barrier could

99 ¢¢

be overcome with a more streamlined “CPS process,” “previous experiences with CPS,”

and a “proactive approach” from pharmacists 3.

Political factors

The political domain comprised 10 factors (Table 3), mostly at the following
external levels: three at the “institution” level and three at the “national organizations”

level (Fig 2). “Support from the government” was the most frequently mentioned factor
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in this domain 495255%.58-60 " fyllowed by “support from the healthcare team”

49,52,53,55,59,64,68 (Table 3)

Interrelations between political and administrative factors have been reported in
the following primary studies: in Portugal, lack of support from the government for CPS
implementation is supposed to generate “scarce human and technological resources,
pressure on cost containment, and the lack of a motivational professional and functional
career” % On the other hand, in England, several documents and legislations were
reported as key drivers, providing a better career structure for hospital pharmacists and

promoting the retention of experienced clinical staff *°.

Moreover, “support from hospital administrators” was perceived as enabling the

following other four domains: “clinical skills and knowledge (pharmacist)” ¢,

s 60

“workload” [48], “pharmacist motivation” %, and “quantity of pharmacists” °¢. This was

expressed by a Chinese director of the pharmacy °¢ as follows:

“The number of clinical pharmacists is quite large in this hospital, all because

>

we have the support of the hospital director.”—Pharmacy director

Technical factors

Amongst the 10 technical factors identified in this systematic review, the
following three were considered to operate on multiple levels: “Communication”—
pharmacist, healthcare team. and patients—“CPS process” and “relationship with the
healthcare team”—pharmacist and healthcare team. None of the factors were at the

external levels of “institution” and “national organizations” (Fig 2). “Clinical skills and
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knowledge (pharmacist)” was the most frequently cited factor of this domain #9-°2:5456:58-

60636467 followed by “CPS process™ 05360626388 (Taple 3).

Along the data analysis, some interactions between implementation factors from
different domains have been identified, particularly between technical and attitudinal
domains. “Clinical skills and knowledge (pharmacist)” was considered to affect other
implementation factors. Brazinha & Fernandez-Llimés (2014) associated lack of “clinical
skills and knowledge” with “unawareness of CPS process” . In a study in the United
Kingdom (UK), the authors reported that changes in “clinical skills and knowledge” led
to an increase in “confidence” and a decrease in “resistance towards change” “°. In China,
lack of “confidence” was perceived as a consequence of poor “clinical skills and

knowledge,” as stated by a clinical pharmacist °:

“We currently do not have that much clinical knowledge, so we do not have any

confidence when we are on patient rounds to answer a question the doctor may

’

have. ”—Clinical pharmacist

Administrative factors

Administrative factors were the most frequently reported by the included studies.
As expected, the great majority of administrative factors were at the “institutional” level
(19 factors) (Fig 2). However, the most frequently cited implementation factor of this
domain was at the “pharmacist” level as follows: “Time to provide CPS” 48:50:53:59-6164-66

followed by “number of pharmacists™ 49:°0:°2:55,5659.63

and “access to patient’s clinical
information” 48:°860626768 (Taple 3). The following quotes from hospital pharmacists

illustrate the following barriers:
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“Then, at the hospital, (...) it is due to the lack of workforce and lack of time for
so much bureaucracy that we end up being unavailable for patient-related tasks’'—

Pharmacist (with experience in CPS) &

“I used to go to the wards myself to check patients’ medical charts, but now
because of the overwhelming load that we have and lack of time, I review patients’ lab

results with their TPN orders at the TPN unit.”—TPN pharmacist

It is noteworthy that the factor “time to implement CPS” is, apparently, an effect
rather than the cause of an implementation problem. Some of the studies included in this

review have highlighted the following relations: “lack of time” was perceived as a

53,57,60

2

consequence of “high workload,” mostly bureaucratic and “insufficient workforce’

(pharmacists and pharmacy technicians) 49606166,

Brazinha & Fernandéz-LLimos (2014) suggested that other possible causes for the
“lack of time to develop CPS” were the main focus of the hospital pharmacist practice on
logistic and administrative tasks and a poor attitude toward the delegation of some

activities to pharmacy technicians and the administrative staff .

Discussion
The current review was the first, to the best of our knowledge, that identified
factors influencing the implementation of CPS for inpatients and categorized them in the

Apoteca domains.
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Only 21 studies were included in this Systematic Review, which shows that this
area has been under-researched. However, all included articles have been published since
2006 and some of them have been published in the last two years 0°863%6 syggesting the
recent growth of interest in this area. The vast majority of studies are from North America
50,57.50.62-6568 \Western Europe 49°2°860 and the Middle East *854%¢ with only a few of
them having been conducted in Oceania %%’ Asia %56 Africa °!, and Latin America 5.

Developing countries of Latin America, Africa, Asia, and the Middle East have
changed their professional practices more recently and, consequently, few works have
been published on the subject. However, there have been a growing number of
publications in the recent years 12148973 A possible explanation is the publishing of the
Institute of Medicine (IOM) reports in the early part of the 2000 decade . The IOM
alertness to the problem of patient safety and their recognition of pharmacists as an
essential resource in safe medication use may have stimulated the interest in
implementing CPS in health care institutions, including hospitals.

Most of the included articles were conducted in developed nations 49:5052:53:57-60.62-
6567.88 '\where CPS are well established ™. In these countries, the main services that were
implemented were either more specific, such as medication reconciliation, or more
complex, such as pharmacist prescribing activities ’®. A systematic review evaluated the
effectiveness of CPS delivered in primary care clinics, and most of the complex and
comprehensive interventions, such as physical assessment, monitoring, prescribing, and
face-to-face communication with physicians, were carried out in high-income countries
77_

In contrast, many included studies conducted in low- and middle-income nations
were not well defined, but were rather more generally denominated as “clinical

pharmacy" or "pharmaceutical care" 51°5°06166 Similar results were found in the
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outpatient settings. Pande et al. (2013), in a systematic review of non-dispensing
pharmaceutical services in low- and middle-income countries, showed that the most
common terminology used in the studies was “pharmaceutical care” and the majority of
the interventions involved simple patient education 3,

The most frequently cited influencing factors were uniformly distributed across

the four domains Apoteca, with no predominance of one domain over others, evidencing
the multifactorial nature of this process *'#'. They were also perceived by participants
regardless of the types of hospitals, CPS implemented, or country.
In terms of level, the “pharmacist” had the highest concentration of the most frequently
mentioned factors, which corroborates the results found in the community pharmacy
setting 2833787 However, in a recent systematic review on patients’, general
practitioners’ (GPs), and nurses’ perspectives of the factors influencing the
implementation of CPS in Australian community pharmacies, the most cited factors were
distributed across the various levels *2. One possible explanation for this is that the
pharmacists were the main participants in the studies included in our review and,
consequently, their perception of the process and self-readiness was critical.

99 ¢

Attitudinal factors, such as the pharmacist’s “confidence,” “motivation,” and
“resistance towards change” seem to be perceived as an implementation issue as much
as, for example, “workload”, “number of pharmacists”, and ‘“‘communication”.
Considering the interrelation between the factors found in this review, along with the
other Apoteca domains, the implementation of CPS should strongly consider attitudinal
factors as one of the first issues to be tackled.

In their classical series on pharmaceutical professional practice transitions,

Holland & Nimmo (1999) have highlighted the attitudes and values as a basic component

of their model, especially the intrinsic motivational aspects. According to them, if the
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pharmacist is not motivated to choose to change, the change in professional practice does
not happen “°. Brazinha & Fernandéz-LIlimds (2014) suggested in their work that change
in the pharmacists’ mindsets may influence their attitudes toward obstacles that can be
easily overcome but had been previously considered to be major barriers . Apparently,
strategies such as “clinical education and training” %°854 including coaching techniques
28 “managers support” > and “key individuals” “®% could help to enhance the
pharmacists’ confidence and motivation to implement CPS in hospitals.

Through appropriate policies and legislation, whether in a mandatory way or by
allowing the pharmacist to develop more complex clinical activities, “government
support” can be a strong motivator to implement CPS. Contrary to the factor “time to
implement CPS,” this factor was considered to be a facilitator in five of seven primary
studies of this review. The main services implemented in the primary studies, such as
medication reconciliation and pharmacist prescribing activities, received governmental
and international organizations’ support to be implemented in many countries.

The National Institute for Health and Care Excellence (NICE) endorsed policies
for medication reconciliation in UK hospitals and recommended that pharmacists should
be involved in the process . Pharmacist prescribing received government support in
Canada, the United States, and the UK through legislations that permitted this practice
498182 China and England catalyzed CPS in hospitals due to policies that mandated the
need for clinical pharmacists °® and legislations that enabled hospital pharmacists to
modify patients’ pharmacotherapy *°.

“Clinical skills and knowledge” was the most frequently cited implementation
factor, and it was considered a barrier in eight of ten primary studies. Similar results were
found in the community pharmacy scenario 22’87, The insufficient clinical training can

be explained by the poor clinical pharmacy curricula in most of the countries, which was
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virtually all product-oriented until the recent years when the incorporation of clinical
disciplines started in pharmacy schools worldwide, particularly in the emerging countries
83_

It is interesting to notice that this factor was also considered an enabler in the
studies that were conducted in countries where CPS are established “%°, Moreover, this
factor seems to stimulate other factors, such as “pharmacists confidence” “°*®, Therefore,
based on these results, “clinical skills and knowledge” should be one of the first technical
factors to be worked with, either as a barrier to be overcome or a facilitator to be
encouraged. However, it is important to mention that mitigating this factor alone does not
guarantee a successful CPS implementation. A Spanish study showed that continuous
training has shifted attitudes toward the provision of pharmacotherapy follow-up, but it
has not promoted the implementation of the service 84, suggesting once more that CPS
implementation is a multifactorial process in which the other Apoteca domains should be
considered.

The most numerous Apoteca domain was “administrative” and, as expected, was
present at the “institutional level.” Similar results were presented in a review of
facilitators in the community pharmacy 33. In addition, Penm et al. (2014) suggested that
administrative support was of greater importance in the hospital setting because of the
larger number of human resources and hierarchical levels involved when compared with
the community pharmacy 6. In our analysis, this result reflects the singularity of the
administrative process in the various institutions worldwide and the low number of
citations from each factor, corroborating this hypothesis.

“Time to implement CPS” was the second most frequently mentioned
implementation factor, and it was considered to be a barrier in all studies. Similar results

were found in the community pharmacy scenario. A survey in West Virginia, with 174
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community pharmacists, revealed that lack of time was the single greatest perceived
barrier to the provision of medication therapy management (MTM) services (3.08 + 1.88)
8, Another study with 101 community pharmacists from various states of the USA
showed that “limited time to devote to the program” was the third most significant
potential barrier to implementing personalized medicine services °.

As “time to implement CPS” is, apparently, an effect rather than the cause of an
implementation problem, understanding this causal relationship is important to choose
the best strategies to overcome this barrier. Napier et al. (2017) showed that delegating
the checking function of dispensing to the pharmacy technicians afforded more time to
the pharmacists for developing patient-focused activities. Nevertheless, the reduction in
the time spent on dispensing was not always reflected in a corresponding shift to patient-
focused activities ®°.

Brazinha & LIimés (2014) suggested that, in addition to the lack of workforce, the
main focus of the organization on logistic and administrative tasks and the pharmacist’s
poor attitude toward delegation could be considered to explain the lack of time to develop
CPS . These results reinforce the multifactorial aspect of the process and the necessity

for a comprehensive root cause analysis of the problem to target it in a multifaceted way

41

Strengths and limitations

To the best of our knowledge, this study is the first systematic review to identify
and categorize the factors that influence CPS implementation perceived in the hospital
setting. The classification developed to analyze the data is logical and simple to use, and

considered both the characteristics of the factors (Apoteca framework) and the level of
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the implementation that they influence. In addition, the graphical format (Fig 2)
developed to present the results gives a clear and comprehensive view of the main results.

Nevertheless, there are certain limitations that should be mentioned. The use of
other relevant keywords, such as “medication therapy management,” “hospitalized,”
“secondary care” and “quality improvement” may have yielded a larger sample. Grey
literature was not considered, and it is not clear how this has influenced our results. Data
analysis was reliant upon the descriptions of topics in the primary studies, which,
sometimes, were not clearly described. The majority of included studies were classified
as moderate or low quality, but as there is no consensus on the literature to exclude studies
based on quality assessment only, the authors decided to include them in this systematic
review. As with other frameworks, the Apoteca classification depends on one’s
perceptions and, sometimes, on the factors that are present on the borderline of the two

domains.

Agenda for future research

Factors that influence the implementation of CPS can be perceived differently
depending on the stage of the process, future studies should stratify the barriers and
facilitators by stage of implementation to better understand the process.

Cause—effect interactions between implementing factors have also been identified
throughout the data analysis, however, this issue has been poorly explored in the literature
1. Future studies should analyze factor relationships and root-cause of barriers, to better
design effective strategies and improve outcomes of implementation.

Validation of Apoteca framework and their application in primary implementation

studies will be considered in future studies.
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Conclusion

Fifty-three factors were identified in this review. The most cited factors were
uniformly distributed into the Attitudinal, POlitical, TEChnical and Administrative
(Apoteca) domains. Our findings lend insight into the attitudinal and political factors that
are as important as the pharmacist’s clinical skills to have a successful CPS
implementation. With regard to the groups involved, all five have at least one most cited
factor, but the “pharmacist” group had the highest concentration of factors. This
information allow for practitioners, policy makers and researchers to appreciate the
multifactorial considerations for facilitating or hindering the implementation of CPS in
hospitals.

Also, these findings may have implications for the sustainability of the
implemented service. From this data it is possible to develop the strategies and the
assessment tools that are specific to each problem and process level, which could help to
move the process forward and enable sustainable services in countries where CPS are not

consolidated.
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Figure 1: Flowchart with study steps adapted from Preferred Reporting Items for Systematic

Reviews and Meta-Analyses (PRISMA).
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Figure 2. Factors influencing the implementation of clinical pharmacy services (CPS) in the hospital setting. Apoteca categorization
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S1 Text. Medline/PubMed search strategy.

Search (((((((((((("pharmacists™) OR "pharmacist”) OR "pharmacists"[MeSH Terms]) OR
“pharmacy practice”) OR “clinical pharmacy”) OR “pharmaceutical care”) OR
“pharmaceutical services”) OR  “pharmaceutical service”) OR “pharmaceutical
services’[MeSH Terms])) AND (("implementation”) OR "practice change")) AND
((C(((“Barriers”) OR “barrier”’) OR “Enablers”) OR “enabler”’) OR “Facilitators”) OR
“facilitator”) OR “perceptions”) OR “perception””) OR “attitude”) OR ‘“attitudes”) OR
“influencing factors”) OR “opinions”) OR “opinion”) OR “attitude”[MeSH Terms]) OR
“influencing factor”)) AND ((((((((“hospitals”) OR “hospital’) OR “inpatients”) OR
“inpatient”) OR “hospitalized patient”) OR “hospitalized patients”) OR “hospitals”’[MeSH

Terms]) OR “inpatients”’[MeSH Terms])
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ABSTRACT

The aim of this study is to identify the expectations and factors that influenced the
implementation of CPS in a Brazilian hospital, through a qualitative study with a before and
after design. Initially, a focus group with pharmacists and interviews with hospital managers
were carried out. After the structured implementation phase, interviews were conducted with
the pharmacists who effectively performed the CPS and the managers. The data were analyzed
using the Framework Analysis and the Administrative, Political, Technical and Attitudinal
(Apoteca) domains. Most of the expectations were achieved by the points of view of both
groups. About half of the barriers cited were considered overcome or not concretized. Managers
and pharmacists mentioned the same number of enablers, but pharmacists could not anticipate
most of them. In terms of Apoteca domains, most of the barriers were Administrative and most

of the facilitators were Political ones.
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INTRODUCTION

Over the past 15 years, world organizations have been promoting the safety and
prevention of adverse events in health care (Makary & Daniel, 2016). In the hospital setting,
many strategies have been proposed and continuously developed to optimize the quality of the
services and safety of patients. Among which we can highlight the Clinical Pharmacy Services
(CPS) as a key element to prevent errors, in particular, those related to medications (Huynh,
Wong, Correa-West, Terry, & McCarthy, 2017; Khuri et al., 2008; Leape, Berwick, & Bates,

2002; Weaver et al., 2013; Wolpaw et al., 2018).

According to the literature, the participation of the clinical pharmacist in the healthcare
team can be effective for the prevention or decrease in medication errors, reduction of length
of hospital stay, as well as hospital costs (Abdelaziz et al., 2016; Fialova & Desplenter, 2016;
Rosenfeld et al., 2018). In the study by Assiri et al. (Assiri et al., 2017) pharmacists reduced
healthcare costs with hospital discharge interventions by 66.5% in 358 patients with heart
problems. A study conducted in the United States showed that clinical pharmacists resolved

467 medication errors of 517 high-risk patients within a month (Buckley et al., 2013).

Although many studies have shown pharmaceutical services beneficial results and the
efforts of the World Health Organization (WHO) to promote CPS worldwide, this is still not a
well-established practice in developing countries as Brazil (Melo et al., 2017; Pande, Hiller,
Nkansah, & Bero, 2013). The implementation process is complex and can be affected by several
influencing factors, also known as barriers and facilitators to the implementation of health

services (Lau et al., 2016).

Previous studies have shown that there are different behaviors, perceptions, and
motivations to change of the pharmacists throughout the CPS implementation process (Moullin,
Sabater-Hernandez, & Benrimoj, 2016; Zardain et al., 2009). In this regard, it is necessary to

understand the perceptions of influencing factors on the various stages of the process, so that
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strategies targeted to their causes can be planned and traced successfully (Garcia-Cardenas,

Perez-Escamilla, Fernandez-LIlimos, & Benrimoj, 2018).

Therefore, the aim of this study is to identify the expectations and perceived factors that
influenced the implementation of Clinical Pharmacy services in a public, high-complexity

hospital in Brazil, from the perspective of pharmacists and managers.

METHODS

Study design

A qualitative study with a before and after design was carried out from November 2014
to September 2016, with pharmacists and managers who participated in the implementation

process of CPS in a Brazilian hospital.

Context

In 1979 the first CPS was implemented in a Brazilian hospital, because of the small
number of professionals, the continental size of the country, and the lack of clinical disciplines
in the Pharmacy graduation syllabus, expansion and scale-up of CPS occurred only slowly, and
even today these services remain fragmented and insufficient in the country (Melo et al., 2017).
To change this scenario, more recent initiatives from the Brazilian government, professional
associations and institutions have been implemented to foster CPS throughout the country
(Alcantara et al., 2018; de Castro & Correr, 2007; Dosea et al., 2017; Magalhaes, Santos, Rosa,

& Noblat, 2014; Melo et al., 2017; Santos Janior et al., 2018).

The study setting was a high-complexity, large, public hospital in the Northeast of
Brazil. It has more than 500 beds distributed in adult and children's surgical centers, trauma
unit, burn therapy unit, intensive care unit (adult and pediatric), semi-intensive care unit,
oncology, pediatrics and other 11 different wards. As in many hospitals in the country, at that

time, its Pharmacy Department performed only the logistic, distributive activities.



122

Data collection
Development of the interview guides and focus group

Semi-structured, open-ended questions about participant’s expectations, as well as
difficulties and enablers of the process, were considered to develop the interview guide. The
same questions were asked to pharmacists and managers, but given the goal of the study, there
were differences between the guides used to collect data in the first and the second phase

(Supplementary material).

Procedure

The interviews and focus group were conducted by a moderator represented by one of
the researchers (TO in the first phase, DCSAA in the second phase), who had previous
experience in this type of data collection. The focus group and interviews have lasted for no

more than two hours; the entire discussion has been recorded on video and/or voice recording.

First phase

In November 2014, all the 28 hospital pharmacists of the institution were invited to
participate in the focus group with the objective of identifying the perceptions related to the
implementation of CPS in the hospital. The project was presented and then the focus group
started with the 16 pharmacists that agreed in participating. The other 12 pharmacists did not
justify their absences, but it could have been understood as a preference to perform logistical

activities, rather than clinical ones, or lack of time to attend the focus group meeting.

Regarding the managers, four professionals who had an overview of the hospital process
and influence on the representative determinant classes for the implementation of CPS were
interviewed. Therefore, the pharmacist in charge and the chief of the hospital pharmacy, the
medical chief of the epidemiological surveillance, and the nurse chief of the risk management

division were interviewed face-to-face.
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It is noteworthy that the results of the general perception of this first stage were
presented previously in the study of Alcéntara et al .(2018) and that for this article only the data
on the perceived barriers, facilitators and expectations were used as a baseline to compare with

the data collected after the initial implementation process.

Intervention

In 2014, Pharmacy Department managers from the studied hospital invited the
Laboratory of Teaching and Research in Social Pharmacy of the Federal University of Sergipe
to collaborate in the implementation of CPS in the hospital. Through a mutual interest and
partnership between the institutions, a training program (intervention) was established to

implement the service.

The intervention started with a series of meetings to present the proposition to the
hospital directors and pharmacists. Then, it was offered 40 hours of theoretical/practical
training and six meetings to define the most suitable CPS, the workflows, and the necessary

instruments to perform the service in the hospital.

In November 2015, the intervention was presented to the Intensive Care Unit health
team and the first pharmaceutical interventions began, supervised by the researchers. Technical
and motivational approach, such as “mentoring techniques”, clinical case studies, simulations
based on real-life cases, interaction through instant messages groups, and direct supervision of
the clinical activities were used in this phase. From June 2016, the institution's pharmacists

continued their clinical services without direct supervision.

Second phase

After the implementation of the CPS, in September 2016, individual face-to-face
interviews were conducted with the three pharmacists who effectively performed the CPS and

three managers who were effectively involved in the implementation process (hospital supplies
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manager — which was also responsible for the hospital pharmacy division —, chief of the hospital

pharmacy, and the pharmacist in charge).

Only one pharmacist interviewed in the second phase did not participate in the data
collection of the initial phase. Two pharmacists and one manager were involved in the two
phases, in the respective groups. Two participants were interviewed as a pharmacist in the first

phase and as a manager in the second phase.

The purpose of these interviews was to compare the perceived anticipated factors and

expectations to the real situation faced by the participants.

Analysis

The audio records were transcribed verbatim and evaluated using the Framework
Analysis (Parkinson, Eatough, Holmes, Stapley, & Midgley, 2016), as described in the article
by Gale et al. (2013) (Gale, Heath, Cameron, Rashid, & Redwood, 2013). The method was
chosen considering the comparative aim of the study, with pre-conceived categories, and the
willingness to produce results with credibility, directly applicable to hospital pharmacists,

managers, and researchers.

After familiarization with the data, the interviews were manually coded, line by line.
Subsequent quotes were coded considering previous concepts; new ones were created when
necessary. This process was performed independently by two researchers (TSA and TO in the
first phase, FCAN and ASD in the second phase), and reviewed by a third investigator (ASD
and TO, respectively) to confirm the comprehensiveness and reliability of the findings. Both

analyses had an external researcher (ASD) to improve credibility.

To compare the participant’s perceptions before and after the implementation process,
the coded data was transferred to the matrix to aid analysis. The expectations were
subcategorized in “met” and “not met”; barriers and facilitators were subcategorized in

“unreal” (anticipated issues that did not concretize), “real” (anticipated issues that became real),
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“overcome” (anticipated issues that were overcome) and “new issues” (real issues that were not

anticipated).

Additional framework analysis classified the register units in the following domains:
“administrative”, “political”, “technical” or “attitudinal” factors —the Apoteca framework. This
conceptual framework has emerged from a systematic observation and immersion of our
research group (LEPFS/ UFS) through the experiences of implementing CPS in several
organizations within the Brazilian health system (Santos Janior et al., 2018). The researchers
observed that, even in different scenarios, there were four groups of factors that influenced the

implementation of CPS:

e Attitudinal factors: related to behavior, action, or reaction, and motivated by a
feeling or opinion toward or of a particular fact or person. Including internal and
external motivation.

e Political factors: related to the relationships within a group or organization that
allow particular individuals or groups to influence others (support).

e Technical factors: related to the CPS’ own characteristics, as well as the skills
and knowledge needed to perform them.

e Administrative factors: related to the administrative processes (organization and
management) that are required to perform CPS.

It is noteworthy that some factors were allocated in more than one category because

participants were not always unanimous in their responses.

The data interpretation was performed by two researchers (ASD, FACN), who
independently identified the characteristics of the data and map relationships between
categories, considering the context of the study. The final results were reached by consensus,

with a third researcher (TO).

Reflexivity
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The authors of this work have had their Pharmacy undergraduate and working
experiences in an atmosphere of professional practice transition, from a product-focused to a
patient-centered care model. They have also been working as pharmacists and tutors of CPS
implementation process in distinct institutions within the Brazilian health system, including the
implementation project in the studied hospital, therefore the data was analyzed based on these
perspectives. This background may facilitate the identification of relevant information and the
interpretation of findings, although, at the same time, it may highlight the value of some aspects

over others.

Availability of data and material

The datasets generated and/or analysed during the current study are not publicly

available due the Committee of Ethics in Research precludes the data sharing.

Ethics approval and consent to participate

All participants signed a consent form that allowed video and voice recording and
publication of focus group and interviews data. In addition, this study was approved by the
Ethics Committee of the Federal University of Sergipe (CAAE: 36927014.4.0000.5546). All

participants signed a consent form that allowed publication of focus group and interviews data.

RESULTS

Expectations

15 different expectations were identified, all the interviewees expected a successful CPS
implementation, as the “positive impact for the patients” and the “improvement in the
medication use process”. Managers expressed more expectations than pharmacists did (12/15
and 7/15, respectively). Pharmacists had a higher expectation for changes in their own practice,

while managers also wanted institutional improvements (Table 1).

<Insert Table 1>
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Some of these expectations, such as “cost reduction” and “structural adequacy”, were
not met throughout the implementation process because they require an extended time to
present the results and major financial investments. Notwithstanding, most of them were
achieved by the points of view of both groups, such as the “qualification of the pharmacists”

and the “recognition of the pharmacist by the healthcare team”.

Pharmacists had only two unmet expectations, while managers had six. One possible
explanation is that pharmacists had more technical and attitudinal issues - which may have been
well managed by the researchers’ support — while managers expected more administrative

resolutions that need more time and financial resources to be achieved.

Barriers

25 different barriers were identified, pharmacists reported 19 obstacles and managers,
16. However, about half of the barriers cited by pharmacists (11/19) and managers (7/16) were

considered overcome or not concretized in the second interview (Table 2).
<Insert Table 2>

“Resistance of some health professionals” (including medical doctors) and the “lack of
adequate physical structure for CPS implementation” were just anticipated, and they were not
perceived as hindering the implementation process. Nevertheless, some barriers were faced by
pharmacists and managers, such as “lack of proactive attitude to perform CPS”, “lack of training
of the pharmacy assistants”, and the “organization focus the pharmacist’s role on distributive
activities”. “Lack of clinical experience and confidence of some pharmacists”, and “difficulties
in interacting/communicating with the healthcare team” were perceived as overcome barriers

during the implementation process (Table 2).

Conflicting perceptions among pharmacists and managers have emerged. “The lack of
staff training” was considered an overcome barrier for pharmacists and a new barrier for

managers. A possible explanation is that the pharmacists interviewed in the second phase had
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qualified their technician team and the managers, who tend to have a general view of the
situation, realized that all technician staff should have been qualified to optimize pharmacist’s

time, enabling the implementation of CPS in other units.

Regarding Apoteca classification, participants perceived more administrative (5/14) and
attitudinal (4/14) obstacles overcome or just anticipated (14 different hinders, considering only
these two categories). The motivational approach developed in the intervention may explain
these results, as a motivated pharmacist is capable of realizing that some administrative issues

do not interfere in the clinical activities.

About real and new barriers (14 different hinders, considering only these two
categories), 9/14 were administrative. These results may reflect the necessity of improvements
in structural resources, as well as in the work process, that tend to get a longer time and financial

requirements to be resolved (Table 2).

Facilitators

The participants reported 14 different facilitators, which were much lower when
compared to the barriers (25). Both groups reported that the “previous clinical experience of
some pharmacists” did not facilitate CPS implementation. However, new enablers were
reported, as “technical support from researchers” and “support from the trained pharmacy staff”

(Table 3).

<Insert Table 3>

The enablers “managers support” and “interest of some pharmacists in providing CPS”
were anticipated by the managers, but only reported by the pharmacists in the second interview,
probably because of pre-conceived perceptions about the managers and their colleagues. The
opposite occurred to another facilitator: the support from the “Drug Information Service at the

hospital” was already predicted by pharmacists, who worked directly with the service, but not
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by managers, that did not have much knowledge about how this service could enable CPS in

the hospital.

It is important to mention that the perception of facilitators has increased over time,
especially for pharmacists (4 anticipated and 6 new ones). This change of perception may be
attributed to the educational and motivational intervention performed by the researchers,
directly with these participants, which allowed them to improve their knowledge about the CPS

process and perceive the real situation, including the facilitators of the process.

The same did not occur with the managers, most of the facilitators identified by them in
the first phase were perceived as real (7/9), and only 2 new ones were just mentioned in the
second phase, showing that, different from the pharmacists, they had a more realistic view of

the situation.

In terms of the Apoteca framework, different from the barriers, most of the facilitators
were classified as political. After the intervention, pharmacists improved their relationship with
managers, healthcare team, and pharmacy staff. The clarification of the pharmacist’s role to the

team, the mutual trust, and the proximity to the other groups augmented the support perception.

To give the readers of this work the real dimension of the participant’s perceptions,
some representative quotes were chosen to illustrate their opinions on expectations, barriers,

and enablers of CPS implementation (Table 4).

<Insert Table 4>

DISCUSSION

To the extent of our knowledge, this is the first study to compare expectations, barriers,
and facilitators of the implementation of CPS in a hospital setting, from the perspective of both

pharmacists and managers, before and after a structured deployment intervention.
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The expectations that emerged may suggest a relationship between the pharmacist's poor
training and the desire to fill this gap. Therefore, the pharmacists saw the implementation of
CPS as something new in their practices, and an opportunity for professional evolution and
recognition by the healthcare team. Previous studies with hospital pharmacists in England and
Jordan had had similar results (Auta, Maz, & Strickland-Hodge, 2015; Hammour, Farha, &
Basheti, 2016). However, despite the presence of pharmacists with previous experience in CPS,
the expectation that this would be a facilitator was not met. In this sense, studies show that the
performance of health professionals is more influenced by personal motivation than previous
experiences or educational training (Brazinha & Fernandez-Llimos, 2014; Mak, March, Clark,

& Gilbert, 2013; Penm, Moles, Wang, Li, & Chaar, 2014).

Managers, when aware of the importance of CPS to the hospital, also tend to have
positive expectations regarding the implementation process, since they want quality
improvement in the provision of services and aim to bring positive impact to their patients and
the hospital (Parand, Dopson, Renz, & Vincent, 2014). When expectations are met, it can
motivate the professionals, as they perceive the feedback of the investment made in the previous
stage. It can also encourage managers to participate in other innovative service deployments in
any other professional area so that health services can have frequent improvements (Martelli,

Lelong, Prognon, & Pineau, 2013).

Regarding the non-met expectations, the adequacy of the structure and recruitment of
new pharmacists become a complex issue, due to the bureaucratic and financial difficulties of
the Brazilian public health care system (Rios, Cruz, Balisa-Rocha, Brito, & Lyra Jr, 2013;
Trivelato, Soares, Rocha, & Faria, 2015). However, it is noteworthy that the lack of adequate
structure was not associated with real barriers by some participants (Table 4). Similar results
were found in the study of Brazinha and LIimds (2014) (Brazinha & Fernandez-Llimos, 2014),
where lack of adequate working facilities and insufficient workforce were frequently reported

by Portuguese hospital pharmacists.
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In addition, the uncertainty perceived by managers and pharmacists on the sustainability
of service may generate insecurity in the professionals. This situation, in turn, may have become
a barrier to the service implementation. An expectation when it is not achieved, as the
discontinuance of a service, can generate demotivation in health professionals (Thu, Wilson, &
McDonald, 2015). In this context, regular mentoring sessions can help motivating professionals
and planning new strategies when expectations fail, since this method uses motivational
elements such as work supervision, autonomy stimulation and feedback to maintain the positive
attitudes even in unfavorable situations (Gandhi & Johnson, 2016; Moran et al., 2014; Okello

& Gilson, 2015).

Lack of time to manage both logistics and clinical activities was a reported barrier that
is often seen in the literature since the pharmacist professional practices are still in transition in
many countries (Gubbins et al., 2014; Luetsch, 2017). As in most of the Brazilian hospitals,
there are no fixed positions to clinical pharmacists, they need to manage both activities until
the institution recognize the importance of a full dedication to patient care. This reality
resembles that of countries in Asia (Penm, Moles, et al., 2014), the Middle East (Al-Jedali, Qaisi,
& Al-Meman, 2016), Africa (Gray, Riddin, & Jugathpal, 2016), Latin America (Uema, Vega,
Armando, & Fontana, 2008) and even Europe (Mil, Boer, & Tromp, 2001). In this regard,
studies show that it is necessary to reduce the time of the pharmacist dedicated to distributive
issues with delegation of these activities to the pharmacy team (Auta et al., 2015; Zardain et al.,

2009) and increase the pharmacy staff capacity (Moullin et al., 2016).

On that subject, lack of training of the pharmacy team becomes a barrier that influences
the aforementioned. This situation is illustrated in studies carried out in community pharmacies
around the world as a limiting factor of the pharmacist's full dedication to patient care. The
untrained staff demands attention from the pharmacists and this situation may overload them,
leading the professional to give up the CPS (Austin, Gregory, & Martin, 2010; Mil et al., 2001).

The pharmacists’ lack of motivation is another barrier widely reported in previous studies, this



132

situation can emerge from the difficult relationship with the team, insufficient working
conditions, and lack of professional training (Brazinha & Fernandez-Llimos, 2014; Dosea et
al., 2017; Zardain et al., 2009). To pharmacists and managers, the lack of proactive attitude and
collaboration among pharmacists was an actual barrier, which shows that attitude is a poorly
developed field among professionals. Unfortunately, some of them do not feel encouraged by
managers or peers to develop the clinical skills necessary to implement CPS (El Hajj, AL-

Saeed, & Khaja, 2016).

It is important to note that to overcome most of the anticipated barriers it was not
necessary a great financial investments or big changes in structure or human resources. Low-
cost strategies as educational training and use of motivational techniques, such as mentoring,
have been shown to be effective to change the perceptions of participants regarding the
challenges to implement CPS. A range of professional training methods to improve self-
confidence, knowledge, and autonomy of the pharmacist used in the training sessions of this
study has been reported as effective in the literature, such as real-life practice clinical case
studies, simulated patient sessions and educational outreach visits (Cairns, O’Brien, Corallo,
Guidone, & Dooley, 2017; Dezia, Baccus, Natavio, Conroy, & Hall, 2017; Watkins, Wood,

Schneider, & Clifford, 2015; M. C. Watson et al., 2002).

Managers and pharmacists mentioned the same number of enablers but different from
managers, pharmacists could not anticipate most of them. As reported by other authors,
pharmacists with uncertainty regarding their attitudes and lack of clinical competencies may
overestimate barriers and have their ability to perceive facilitators reduced (Brazinha &

Fernandez-Llimos, 2014; Zardain et al., 2009).

After the intervention, the support of managers and researchers was a recognized enabler
in the interviews. The literature shows that this support can contribute to the quality of the
service implemented since it provides assistance in activities including planning process,

training, and monitoring (Gubbins et al., 2014; Moullin et al., 2016; V. Watson, Sussex, Ryan,
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& Tetteh, 2012). Also, the good relationship among the healthcare team throughout the process
is reported in the literature as a facilitator for the implementation of CPS (Auta et al., 2015;
Penm, Moles, et al., 2014). Besides being a willingness of supportive managers, the integration
of the pharmacist into the clinical activities of the healthcare team generates CPS demands in a
continuous way, leading physicians, nurses and other professionals to request the CPS as part

of integrated healthcare (Farrell et al., 2013; Mekonnen, Yesuf, Odegard, & Wega, 2013).

In a general view, these results show that there was a similarity between the perceptions
of pharmacists and managers about the factors that influenced the implementation of services,
although the pharmacist's group had greater perceptions of barriers when compared to the
managers. The contrary happened to facilitators and expectations. Both groups anticipated more
barriers and fewer facilitators when compared to the factors actually experienced. We
hypothesize that this perception’s change was influenced by the educational and motivational
intervention. Besides, the participants reported that some facilitators can prevent the emergence

of new barriers and also that reached expectations can motivate professionals.

Apoteca framework

The use of Apoteca categorization brought some interesting insights to this study:
political support were the most reported facilitators of the implementation process, both as
anticipated factors as well as those perceived only after the beginning of activities. Considering
this result, we can suggest that this domain should be one of the first to be considered when
implementing CPS in hospitals, as the support of managers, pharmacy staff, and health care
team can assist in the operation of the CPS and in overcoming barriers to the implementation

of the service.

In England, where CPS is already implemented, government support through legislation
and policies was considered the initial key driver for CPS in hospitals (Auta et al., 2015). In a

hospital in Belgium, the support of doctors, requiring CPS was reported as one of the drivers
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for the implementation of service at this hospital (Somers, Claus, Vandewoude, & Petrovic,

2016).

Regarding the barriers, the administrative ones were the most perceived as real. Studies
in other developing countries showed similar results, in Argentina, lack of time, structure, and
human resources were perceived as important barriers to the implementation of Pharmaceutical
care in the country (Uema et al., 2008). In China, lack of clinical pharmacists and financial
incentives were reported as barriers to the implementation process, the authors of this work
suggest that the administrative issues are of greater importance in the hospital setting because
of the larger number of human and physical resources and hierarchical levels involved, when

compared to the community pharmacy (Penm, Moles, et al., 2014).

Attitudinal barriers were one of the most overcome, along with the administrative ones.
Studies show that modifying attitudes towards the challenges of implementation may decrease
the perception of difficulties faced by pharmacists (Gastelurrutia et al., 2009; Zardain et al.,
2009). As aforementioned, strategies such as coaching and mentoring, widely used by junior
doctors and nurses (McNamara et al., 2014; Schwellnus & Carnahan, 2014), and the

development of clinical skills (Auta et al., 2015) can help in this change of mindset.

In addition, it is important to note that both political and attitudinal strategies do not
require significant financial resources, but may help in raising funds for the implementation and
improvement of CPS in hospitals, which may consequently reduce the perception of

administrative barriers (Penm, Li, et al., 2014; Somers et al., 2016).

Strengths and limitations

To the best of our knowledge, this study is the first to evidence implementation
perceptions of both pharmacists and managers in different stages of the CPS implementation,
in a hospital setting. To promote the credibility of the results, the researcher's perspective
(including an external researcher), the perceptions of the pharmacists and managers, and the

Apoteca framework analysis were triangulated. Another strength of this work is to show the
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influence of an educational/motivational intervention in changing perceptions of the

participants.

Nevertheless, there are certain limitations that should be mentioned: there was a
reduction in the number of participants from the first to the second phase of the study, and it
was not possible to follow the same participants at the two moments, due to high rotation in
managers positions, and because we have prioritized the pharmaceutical managers views in the
second phase, as the medical and nurse managers were not so involved throughout the process.
Moreover, in the first phase, the focus group was chosen in order to understand the ‘collective’
pharmacists’ perceptions, but in the second stage, the reduced sample did not allow the use of

the same technique.

CONCLUSION

Pharmacists and managers anticipated more barriers and fewer enablers when compared
to the situations experienced. Moreover, considering the Apoteca analysis, political facilitators
were the most perceived in this study. Regarding the barriers, administrative ones were the most
perceived as real; attitudinal and technical ones were the most overcome or just anticipated.
Those results evidence the multifactorial nature of the implementation process, the usefulness
of the Apoteca framework, and the importance of a structured intervention, based on
educational and motivational approach, to promote perceptions change and facilitate the initial

steps of CPS implementation in the hospital setting.
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Table 1. Expectations of pharmacists and managers throughout the implementation of CPS in a high complexity

public hospital.

EXPECTATIONS

PHARMACISTS

PHARMACISTS/
MANAGERS

MANAGERS

Met expectations

Positive impact for
pharmacists (At)

Professional practice
focusing on the patients
(clinical activities) (T)

Support and guidance of
the research team (T)

Pharmacist appreciation
by the managers (At)

Pharmacists qualification
(through the
implementation project’s
educational training) (T)

Positive impact for
patients (P)

Improvement in the

communication process
among the healthcare

team (P)

Improvement in the

medication use process (T)

Recognition and
participation of the
pharmacist in the

healthcare team activities

(PI AY)

Not met
expectations

NR

CPS sustainability (T)

Adequacy of the physical
structure for the service (A)

Greater adherence of
pharmacists to the CPS

(AD)

Recruitment of new
pharmacists (A)

Reducing costs and

damages caused by
misuse of drugs (A/ T)

Registration of clinical and
economic impacts (T)

Abbreviatio Abbreviations: A = administrative, P = political, T = technical, At = attitudinal, CPS = clinical pharmacy
services, NR = not reported.
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Table 2. Barriers identified by pharmacists and managers throughout the implementation of Clinical Pharmacy
services in a high-complexity public hospital.

PHARMACISTS/

BARRIERS PHARMACISTS MANAGERS MANAGERS
*Drug shortage in the hospital (A)
Lack of adequate working facilities to Lack of standardization
develop CPS (A) NR of distributive activities
(A)
*Lack of pharmacist autonomy at
work (A)
Changes in the hospital
Unreal (just | +Failures of the public health system board of directors may
anticipated) in Brazil (P) NR hinder the process of
barriers CPS implementation
(P)
*Unawareness of
*Lack of experience and training of pharmacists’ clinical NR
: e : tivities by healthcar
pharmacists on clinical practice (T) acuviies by healthcare
team and managers (T)
*Difficulties in interacting/ Resistance of some
communicating with the healthcare healthcare professionals NR
team (At) to CPS (At)
Lack of standardization of
pharmacist’s work
process (A)
*Lack of experience and training of
pharmacists on clinical practice (T)
*Lack of training of pharmacy
Overcome assistants (T)
barriers . o
*Unawareness of pharmacists’ clinical NR NR

activities by healthcare team and
managers (T)

Pharmacists’ insecurity, due to poor
gualification and experience in clinical
practice (At)

*Difficulties in interacting/
communicating with the
healthcare team (At)

Lack of integration in
the healthcare team
activities (collaborative
practices) (At)

Real barriers

*Drug shortage in the hospital (A)
*Lack of pharmacist autonomy at
work (A)

Poor workforce management (A)

Lack of training of pharmacy
assistants, due to high rotation

M

*Failures of the public health system
in Brazil/ economic crisis (P)

*Lack of proactive attitude and
collaboration among pharmacists (At)

Insufficient pharmacists
to distributive and clinical
tasks (A)

The organization focus
the role of pharmacists
on distributive activities

(P)
NR

High rotation of
physicians in the
hospital (A)

*Insufficient number of
pharmacy assistants

QY

NR

NR

Abbreviations: A = administrative, P = political, T = technical, At = attitudinal, CPS = clinical pharmacy services,
NR = not reported.

* Factors have been allocated in more than one category because participants were not unanimous in their

responses.
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Table 2. Barriers identified by pharmacists and managers throughout the implementation of Clinical Pharmacy
services in a high-complexity public hospital. Continued.

BARRIER PHARMACISTS PTA'AARN'\'/L'A&(IZEIE-SFS/ MANAGERS
. .
Impossibility of exclusive dedication to Lack of execution of Dru%(?:oigg(;)m e
CPS (A) : oM ¢ p
standardized activities Overload of few
. - A
Insufficient number of pharmacy (A) pharmacists with the
assistants (A) CPS(A)
Lack of managers support (P) NR NR

New barriers

*Lack of training of
NR NR pharmacy assistants

(M

*Lack of proactive
NR NR atmude and
collaboration among
pharmacists (At)

Abbreviations: A = administrative, P = political, T = technical, At = attitudinal, CPS = clinical pharmacy services, NR
= not reported.

* Factors have been allocated in more than one category because participants were not unanimous in their
responses.
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Table 3. Facilitators identified by pharmacists and managers throughout the implementation of Clinical Pharmacy

services in a high-complexity public hospital.

FACILITATORS PHARMACISTS

PHARMACISTS/
MANAGERS

MANAGERS

Organization of the

Unreal (just NR NR healthcare team work
anticipated processes (A)
facilitators) Part of the pharmacist’s
NR team has experience in CPS NR
(T)
*Drug Information
Service at the hospital NR NR

(A)

NR

Real facilitators

Prior knowledge of other
healthcare professionals

Management support to
activities related to patient
safety program (P)
*Support from healthcare
team (P)

*Support from the pharmacy
staff (P)

Support from pharmaceutical
residents (P)

Support from medical
residents (P)

NR NR

New facilitators *Support from the trained

pharmacy staff (P)
NR

*Interest of some
pharmacists in providing
CPS (At)

on CPS (T)
Good relationship between
pharmacists and some
healthcare professionals (At)
NR NR
*Interest of some of the
pharmacists in providing CPS
(A1)
Establishment of the
Pharmaceutical NR *Drug Information Service at
Assistance working the hospital (A)
group at the hospital (A)
*Support from the
healthcare team (P)
Managers support (P) NR NR

Technical support from

researchers (T) NR

NR NR

Abbreviations: A = administrative, P = political, T = technical, At = attitudinal, CPS = clinical pharmacy services, NR

= not reported.

* Factors have been allocated in more than one category because participants were not unanimous in their

responses.



Table 4. Selected quotes by thematic categories. 146

Category

Expectations

Quotes

Positive impact for pharmacists

“When | started [the CPS] in the Intensive Care Unit, | felt excited with the clinical activities. | started
to see what was missing for me to value my profession. At this moment, | felt that | was enjoying
being a pharmacist!” (Pharmacist)

Valorization by the team

"We can see that we are becoming more visible because when we are absent from the ambiance
they ask’: 'Where's the pharmacist who did not come today?' (...) we got noticed..." (Pharmacist)

"I think there has been a greater dissemination of pharmacists role in the hospital to all healthcare
teams (...) now we are always being invited to participate in some activity, so it is something that
other health professionals already understand the need of the pharmacists with them...". (Manager)

Qualification of pharmacists

"There was evolution, mainly of the pharmacists that were committed to the process, we notice at
our meetings and when we talk to other health professionals, it is noticeable the qualification that
they had, the scientific evolution that they had in that process ..." (Manager)

Barriers Resistance of some health professionals
"At the beginning of the focus group, what was the greatest difficulty that we have listed? (...) that
we would have a lot of resistance (...) from the doctors, and we can see that it really did not
happen..." (Pharmacist)
Unawareness of pharmacists’ clinical activities by the healthcare team
"Many find it interesting because the pharmacist was never seen on the bedside, together with
them [healthcare team]... so they were curious to know what we were doing there, and when we
explained, they were fascinated...” (Pharmacist)
Lack of training and clinical experience
"We had lack of experience as a major obstacle, but as we were developing the service, we
realized that it was not a limiting factor. (...) The problem was just to start, after it started, it worked
well ... " (Pharmacist)
Drug shortage/ Inadequate working facilities
“The lack of pharmacists, their resistance, the lack of independence of the technician to assume
responsibilities in the pharmacy, all this counts... But [inadequate] physical structure? Shortage of
drugs? For me all these are pretexts! Excuses not to start the service...” (Pharmacist)
Reduced number of participating pharmacists
"The number of pharmacists and pharmacy assistants does not meet the hospital demand, (...)
several times we had to interrupt the service or had difficulty in expanding because of this human
resource deficiency of the pharmacy department.” (Manager)
Lack of support from pharmacist colleagues
"Lack of proactivity and collaboration among pharmacists, this was the first [barrier] and until today
we suffer with it..." (Pharmacist)

Facilitators Interest in performing the service

"I did not know and I still do not know, but it does not stop me from studying ... nowadays | already
know something, because I'm going to get it, as | was performing the clinical pharmacy services, |
was learning ..." (Pharmacist)

Drug Information Service

"I believe that it [drug information service] would be a great ally as a facilitator of the clinical
pharmacy, | always believed that it would give the greatest support." (Manager)

Support from the research team

"The participation of researchers was a great facilitator. It is so common to have them around that
sometimes we forget to mention them and it is important to mention their availability." (Pharmacist)

Residents' and healthcare team support

"It was due to residents that she [another pharmacist] was able to collaborate with the infectologist
in the ICU, (...) she could develop many interesting activities with him and with the trainee, we had
at the time." (Pharmacist)

Abbreviation: ICU = Intensive Care Unit.
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SUPPLEMENTARY MATERIAL

The interview guide (phase 1)

1. What are your expectations regarding the implementation of the CPS? (How do you
think they will impact your work? What are the benefits for the hospital?)

2. What are the barriers, the difficulties, that you expect to face in the implementation of
this services?

3. What does the hospital already have that you think can facilitate the implementation of
the CPS?

4. What is your expectation regarding the support of the researchers in the implementation

process?

The interview guide (phase 2)

1. What motivated you to persist, to take the implementation of Clinical Pharmacy further?
(Only for pharmacists)

2. For you, as a manager, how was the process of Clinical Pharmacy implementation at
the hospital? (Only for managers)

3. Looking at the results of the first phase, which anticipated barriers and facilitators do
you think actually influenced the implementation of CPS? (Both)

4. Would you have something to add, that has not been quoted previously? (Both)

5. How could we attract more pharmacists to the project and consolidate CPS at the

hospital? How could you contribute to this? (Both)
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5 CONSIDERACOES FINAIS

5.1 CONCLUSAO GERAL

A partir da identificagcdo na literatura especializada dos fatores que influenciam a
implementacdo de SCF no ambiente hospitalar foi possivel verificar que a efetividade deste
processo depende de multiplos determinantes, que podem ser distribuidos em dominios
Atitudinais, Politicos, Técnicos e Administrativos (framework Apoteca). Tais dominios sao
fruto de uma série de analises e discussOes realizada pela autora desta Tese e seu orientador,
com a colaboracdo de pesquisadores do Laboratorio de Ensino e Pesquisa em Farmacia Social
da Universidade Federal de Sergipe (LEPFS/ UFS), baseada em observacGes sistematicas de

experiéncias de implementacdo de SCF em varios cenarios do sistema de salde brasileiro.

Para analisar os dados coletados, foi proposto um framework com base empirica,
simples, l6gico e que pode ser usado tanto para classificar, como para relatar os fatores, pois 0s
modelos existentes ndo atendiam, de maneira adequada, as necessidades desta pesquisa. A
utilizacdo da categorizacdo com os framework Apoteca, proposta para analise dos resultados,
favoreceu insights importantes para a compreensdo do processo de implementacéo de SCF em

hospitais:

e 0s fatores identificados na literatura estavam distribuidos de maneira uniforme pelos
quatro dominios, o que sugere a necessidade de um planejamento holistico da
implementacao, considerando estratégias direcionadas a essas quatro areas (Fig. 1);

e 0 dominio Administrativo teve o maior nimero de fatores citados, tanto na literatura

quando nas entrevistas, a maioria deles percebido como barreira;

e quando as barreiras foram avaliadas ao longo do processo de implementacéo, fatores
Atitudinais e Técnicos foram 0s mais relatados como superados;

e 0s fatores do dominio Politico tiveram o maior nimero de citagdes como facilitador.
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« FATORES
POLITICOS

* FATORES
ATITUDINAIS

. SCF

* FATORES

« FATORES TECNICOS ADMINISTRATIVOS

Figura 1. Fatores que influenciam a implementacdo de SCF identificados nesta Tese.

Fonte: da autora.

Adicionalmente, ao longo do processo de implementacéo de SCF no local do estudo foi
possivel observar que inicialmente a percepcao de barreiras foi superior ao de facilitadores.
Porém, apo6s o inicio das atividades clinicas, tanto gerentes quanto farmacéuticos relataram que
a maioria das barreiras previamente referidas ndo se concretizou ou foi superada. De maneira
inversa, a percepcao de facilitadores, que era baixa no comeco do processo, aumentou apds o

inicio das atividades.

Neste contexto, as modificacfes ocorridas ao longo do processo de implementacdo de
SCF na instituicdo estudada podem ser atribuidas, em parte, ao projeto de implementacao
estruturado, que incluiu atividades de capacitacdo e técnicas motivacionais (incluindo o
mentoring), para o desenvolvimento de competéncias clinicas e outras habilidades que

permitiram a implantacdo de SCF no local de estudo.

5.2 PERSPECTIVAS

Espera-se que os resultados do percurso metodologico desenvolvido para identificar e
classificar os fatores que influenciam a implementagcdo de SCF em hospitais, descritos nesta
tese, possam nortear farmacéuticos e gestores em novos processos de implementacdo de SCF,
com o intuito de melhorar o planejamento e a efetividade do processo em institui¢des que ainda
ndo possuem esses servigos consolidados. Estas novas perspectivas de uso do framework
Apoteca poderdo gerar evidéncias adicionais e consistentes sobre as relagdes entre os dominios

e a validacdo do uso do framework proposto na implementagdo de SCF.
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Ademais, os resultados desta Tese, somados ao de outras pesquisas desenvolvidas pelo
Laboratério de Ensino e Pesquisa em Farmécia Social (LEPFS/UFS), fazem parte de um
modelo de implementacdo de SCF proposto para nortear farmacéuticos, gestores e
pesquisadores da area, no processo de implementacdo de SCF (Santos Junior et al, 2018).
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AMA Manual of Style.

Numbers. Numbers must be written as Arabic numerals unless they occur at the beginning of
a sentence, in which case the number should be spelled out. The exception to this rule is when
the number "one™ is used in isolation within the text and substituting an Arabic humber would
seem awkward (eg, "there was only one logical solution to the problem™). Anumber
containing a decimal must be styled as an Arabic number. All fractions must be written as
decimal equivalents.

Measurements. The metric system will be used for all measurements; however, conventional
units should be used insteadof SI units. Do not use periods when abbreviating units of
measure.

Submission checklist
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You can use this list to carry out a final check of your submission before you send it to the
journal for review. Please check the relevant section in this Guide for Authors for more
details.

Ensure that the following items are present:

One author has been designated as the corresponding author with contact details:
» E-mail address
* Full postal address

All necessary files have been uploaded: Manuscript; Abstract Page; Title Page; Figures &
Tables (if any); Other files

« Include abstract - abstract must be provided twice: once in the first step of submission
process in EVISE ("*Enter Manuscript Information* page) and once during **Upload
Files™ page in which a word doc containing abstract must be uploaded under the file
type ""Abstract™.

* Include keywords in submission page and also the manuscript

* All figures (include relevant captions)

* All tables (including titles, description, footnotes)

* Ensure all figure and table citations in the text match the files provided

« Indicate clearly if color should be used for any figures in print

* Please provide line numbering beginning with the Abstract and continuous throughout
the entire document.

Further considerations

* Manuscript has been 'spell checked' and 'grammar checked'

» All references mentioned in the Reference List are cited in the text, and vice versa

* Permission has been obtained for use of copyrighted material from other sources (including
the Internet)

* A competing interests statement is provided, even if the authors have no competing interests
to declare

* Journal policies detailed in this guide have been reviewed

* Referee suggestions and contact details provided, based on journal requirements

For further information, visit our Support Center.

g Before You Begin

Ethics in publishing

Please see our information pages on Ethics in publishing and Ethical guidelines for journal
publication.

Declaration of interest

All authors must disclose any financial and personal relationships with other people or
organizations that could inappropriately influence (bias) their work. Examples of potential
competing interests include employment, consultancies, stock ownership, honoraria, paid
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expert testimony, patent applications/registrations, and grants or other funding. Authors must
disclose any interests in two places: 1. A summary declaration of interest statement in the title
page file (if double-blind) or the manuscript file (if single-blind). If there are no interests to
declare then please state this: 'Declarations of interest: none'. This summary statement will be
ultimately published if the article is accepted. 2. Detailed disclosures as part of a separate
Declaration of Interest form, which forms part of the journal's official records. It is important
for potential interests to be declared in both places and that the information matches. More
information.

Submission declaration and verification

Submission of an article implies that the work described has not been published previously
(except in the form of an abstract, a published lecture or academic thesis, see 'Multiple,
redundant or concurrent publication' for more information), that it is not under consideration
for publication elsewhere, that its publication is approved by all authors and tacitly or
explicitly by the responsible authorities where the work was carried out, and that, if accepted,
it will not be published elsewhere in the same form, in English or in any other language,
including electronically without the written consent of the copyright-holder. To verify
originality, your article may be checked by the originality detection service Crossref
Similarity Check.

Copyright

Upon acceptance of an article, authors will be asked to complete a ‘Journal Publishing
Agreement' (see more information on this). An e-mail will be sent to the corresponding author
confirming receipt of the manuscript together with a ‘Journal Publishing Agreement’ form or a
link to the online version of this agreement.

Subscribers may reproduce tables of contents or prepare lists of articles including abstracts for
internal circulation within their institutions. Permission of the Publisher is required for resale
or distribution outside the institution and for all other derivative works, including
compilations and translations. If excerpts from other copyrighted works are included, the
author(s) must obtain written permission from the copyright owners and credit the source(s)

in the article. Elsevier has preprinted forms for use by authors in these cases.

For gold open access articles: Upon acceptance of an article, authors will be asked to
complete an 'Exclusive License Agreement' (more information). Permitted third party reuse of
gold open access articles is determined by the author's choice of user license.

Author rights
As an author you (or your employer or institution) have certain rights to reuse your work.
More information.

Elsevier supports responsible sharing
Find out how you can share your research published in Elsevier journals.

Role of the funding source

You are requested to identify who provided financial support for the conduct of the research
and/or preparation of the article and to briefly describe the role of the sponsor(s), if any, in
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study design; in the collection, analysis and interpretation of data; in the writing of the report;
and in the decision to submit the article for publication. If the funding source(s) had no such
involvement then this should be stated.

Funding body agreements and policies

Elsevier has established a number of agreements with funding bodies which allow authors to
comply with their funder's open access policies. Some funding bodies will reimburse the
author for the gold open access publication fee. Details of existing agreements are available
online.

After acceptance, open access papers will be published under a noncommercial license. For
authors requiring a commercial CC BY license, you can apply after your manuscript is
accepted for publication.

Open access
This journal offers authors a choice in publishing their research:

Subscription

* Articles are made available to subscribers as well as developing countries and patient groups
through our universal access programs.

* No open access publication fee payable by authors.

* The Author is entitled to post the accepted manuscript in their institution's repository and
make this public after an embargo period (known as green Open Access). The published
journal article cannot be shared publicly, for example on ResearchGate or Academia.edu, to
ensure the sustainability of peer-reviewed research in journal publications. The embargo
period for this journal can be found below.

Gold open access

* Articles are freely available to both subscribers and the wider public with permitted reuse.
* A gold open access publication fee is payable by authors or on their behalf, e.g. by their
research funder or institution.

Regardless of how you choose to publish your article, the journal will apply the same peer
review criteria and acceptance standards.

For gold open access articles, permitted third party (re)use is defined by the following
Creative Commons user licenses:

Creative Commons Attribution-NonCommercial-NoDerivs (CC BY-NC-ND)

For non-commercial purposes, lets others distribute and copy the article, and to include in a
collective work (such as an anthology), as long as they credit the author(s) and provided they
do not alter or modify the article.

The gold open access publication fee for this journal is USD 2500, excluding taxes. Learn
more about Elsevier's pricing policy: https://www.elsevier.com/openaccesspricing.

Green open access

Authors can share their research in a variety of different ways and Elsevier has a number of
green open access options available. We recommend authors see our green open access page
for further information. Authors can also self-archive their manuscripts immediately and
enable public access from their institution's repository after an embargo period. This is the
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version that has been accepted for publication and which typically includes author-
incorporated changes suggested during submission, peer review and in editor-author
communications. Embargo period: For subscription articles, an appropriate amount of time is
needed for journals to deliver value to subscribing customers before an article becomes freely
available to the public. This is the embargo period and it begins from the date the article is
formally published online in its final and fully citable form. Find out more.

This journal has an embargo period of 12 months.

Language (usage and editing services)

Please write your text in good English (American or British usage is accepted, but not a
mixture of these). Authors who feel their English language manuscript may require editing to
eliminate possible grammatical or spelling errors and to conform to correct scientific English
may wish to use the English Language Editing service available from Elsevier's WebShop.

Submission

Our online submission system guides you stepwise through the process of entering your
article details and uploading your files. The system converts your article files to a single PDF
file used in the peer-review process. Editable files (e.g., Word, LaTeX) are required to typeset
your article for final publication. All correspondence, including notification of the Editor's
decision and requests for revision, is sent by e-mail.

Submit your article
Please submit your article via https://www.evise.com/profile/api/navigate/RSAP.

Assurances

For all research manuscripts (including educational research), the author should indicate in the
cover letter that theresearch has been reviewed and approved by the appropriate human
research or ethics review committee, or that it hasbeen determined to be exempt from such
review. For research that has undergone such review and approval, a statementto that effect
should be included in the methods section.

u Preparation

Peer review

This journal operates a double blind review process. All contributions will be initially
assessed by the editor for suitability for the journal. Papers deemed suitable are then typically
sent to a minimum of two independent expert reviewers to assess the scientific quality of the
paper. The Editor is responsible for the final decision regarding acceptance or rejection of
articles. The Editor's decision is final. More information on types of peer review.

Double-blind review

This journal uses double-blind review, which means the identities of the authors are concealed
from the reviewers, and vice versa. More information is available on our website. To facilitate
this, please include the following separately:

Title page (with author details): This should include the title, authors' names, affiliations,
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acknowledgements and any Declaration of Interest statement, and a complete address for the
corresponding author including an e-mail address.

Blinded manuscript (no author details): The main body of the paper (including the
references, figures, tables and any acknowledgements) should not include any identifying
information, such as the authors' names or affiliations.

Use of word processing software

It is important that the file be saved in the native format of the word processor used. The text
should be in single-column format. Papers should be given line numbers starting with the
first page all the way through the manuscript. Keep the layout of the text as simple as
possible. Most formatting codes will be removed and replaced on processing the article. In
particular, do not use the word processor's options to justify text or to hyphenate words.
However, do use bold face, italics, subscripts, superscripts etc. When preparing tables, if you
are using a table grid, use only one grid for each individual table and not a grid for each row.
If no grid is used, use tabs, not spaces, to align columns. The electronic text should be
prepared in a way very similar to that of conventional manuscripts (see also the Guide to
Publishing with Elsevier). Note that source files of figures, tables and text graphics will be
required whether or not you embed your figures in the text. See also the section on Electronic
artwork.

To avoid unnecessary errors you are strongly advised to use the 'spell-check' and ‘grammar-
check' functions of your word processor.

Article structure

Subdivision - unnumbered sections

Divide your article into clearly defined sections. Each subsection is given a brief heading.
Each heading should appear on its own separate line. Subsections should be used as much as
possible when cross-referencing text: refer to the subsection by heading as opposed to simply
'the text'.

Introduction
State the objectives of the work and provide an adequate background, avoiding a detailed
literature survey or a summary of the results.

Methods
Provide sufficient detail to allow the work to be reproduced. Methods already published
should be indicated by a reference: only relevant modifications should be described.

Results
Results should be clear and concise.

Discussion

This should explore the significance of the results of the work, not repeat them. A combined
Results and Discussion section is often appropriate. Avoid extensive citations and discussion
of published literature.

Conclusions
The main conclusions of the study may be presented in a short Conclusions section, which
may stand alone or form a subsection of a Discussion or Results and Discussion section.
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Essential title page information

« Title. Concise and informative. Titles are often used in information-retrieval systems. Avoid
abbreviations and formulae where possible.

+ Author names and affiliations. Please clearly indicate the given name(s) and family
name(s) of each author and check that all names are accurately spelled. You can add your
name between parentheses in your own script behind the English transliteration. Present the
authors' affiliation addresses (where the actual work was done) below the names. Indicate all
affiliations with a lower-case superscript letter immediately after the author's name and in
front of the appropriate address. Provide the full postal address of each affiliation, including
the country name and, if available, the e-mail address of each author.

« Corresponding author. Clearly indicate who will handle correspondence at all stages of
refereeing and publication, also post-publication. This responsibility includes answering any
future queries about Methodology and Materials. Ensure that the e-mail address is given
and that contact details are kept up to date by the corresponding author.

* Present/permanent address. If an author has moved since the work described in the article
was done, or was visiting at the time, a 'Present address’ (or 'Permanent address’) may be
indicated as a footnote to that author's name. The address at which the author actually did the
work must be retained as the main, affiliation address. Superscript Arabic numerals are used
for such footnotes.

Structured Abstract

A structured abstract accompanies Review, Proposed Model, and Original Research
submissions. It should have the following sections: Background, Objective(s), Methods,
Results, Conclusions. Commentary papers are accompanied by a prose abstract serving as an
executive summary. Abstracts should not exceed 300 words.

Keywords

Immediately after the abstract, provide a maximum of 6 keywords, using American spelling
and avoiding general and plural terms and multiple concepts (avoid, for example, ‘and’, 'of").
Be sparing with abbreviations: only abbreviations firmly established in the field may be
eligible. These keywords will be used for indexing purposes.

Abbreviations

Define abbreviations that are not standard in this field in a footnote to be placed on the first
page of the article. Such abbreviations that are unavoidable in the abstract must be defined at
their first mention there, as well as in the footnote. Ensure consistency of abbreviations
throughout the article.

Acknowledgements

Collate acknowledgements in a separate section at the end of the article before the references
and do not, therefore, include them on the title page, as a footnote to the title or otherwise.
List here those individuals who provided help during the research (e.g., providing language
help, writing assistance or proof reading the article, etc.).

Formatting of funding sources
List funding sources in this standard way to facilitate compliance to funder's requirements:
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Funding: This work was supported by the National Institutes of Health [grant numbers xxxx,
yyyyl; the Bill & Melinda Gates Foundation, Seattle, WA [grant number zzzz]; and the
United States Institutes of Peace [grant number aaaa].

It is not necessary to include detailed descriptions on the program or type of grants and
awards. When funding is from a block grant or other resources available to a university,
college, or other research institution, submit the name of the institute or organization that
provided the funding.

If no funding has been provided for the research, please include the following sentence:

This research did not receive any specific grant from funding agencies in the public,
commercial, or not-for-profit sectors.

Embedded math equations
If you are submitting an article prepared with Microsoft Word containing embedded math
equations then please read this (related support information).

Artwork

Electronic artwork

General points

» Make sure you use uniform lettering and sizing of your original artwork.

* Embed the used fonts if the application provides that option.

» Aim to use the following fonts in your illustrations: Arial, Courier, Times New Roman,
Symbol, or use fonts that look similar.

» Number the illustrations according to their sequence in the text.

* Use a logical naming convention for your artwork files.

* Provide captions to illustrations separately.

* Size the illustrations close to the desired dimensions of the published version.

« Submit each illustration as a separate file.

A detailed guide on electronic artwork is available.

You are urged to visit this site; some excerpts from the detailed information are given
here.

Formats

If your electronic artwork is created in a Microsoft Office application (Word, PowerPoint,
Excel) then please supply ‘as is' in the native document format.

Regardless of the application used other than Microsoft Office, when your electronic artwork
is finalized, please 'Save as' or convert the images to one of the following formats (note the
resolution requirements for line drawings, halftones, and line/halftone combinations given
below):

EPS (or PDF): Vector drawings, embed all used fonts.

TIFF (or JPEG): Color or grayscale photographs (halftones), keep to a minimum of 300 dpi.
TIFF (or JPEG): Bitmapped (pure black & white pixels) line drawings, keep to a minimum of
1000 dpi.

TIFF (or JPEG): Combinations bitmapped line/half-tone (color or grayscale), keep to a
minimum of 500 dpi.

Please do not:

* Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPQG); these typically
have a low number of pixels and limited set of colors;
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* Supply files that are too low in resolution;
 Submit graphics that are disproportionately large for the content.

Color artwork

Please make sure that artwork files are in an acceptable format (TIFF (or JPEG), EPS (or
PDF), or MS Office files) and with the correct resolution. If, together with your accepted
article, you submit usable color figures then Elsevier will ensure, at no additional charge, that
these figures will appear in color online (e.g., ScienceDirect and other sites) regardless of
whether or not these illustrations are reproduced in color in the printed version. For color
reproduction in print, you will receive information regarding the costs from Elsevier
after receipt of your accepted article. Please indicate your preference for color: in print or
online only. Further information on the preparation of electronic artwork.

Illustration services

Elsevier's WebShop offers Illustration Services to authors preparing to submit a manuscript
but concerned about the quality of the images accompanying their article. Elsevier's expert
illustrators can produce scientific, technical and medical-style images, as well as a full range
of charts, tables and graphs. Image 'polishing’ is also available, where our illustrators take
your image(s) and improve them to a professional standard. Please visit the website to find
out more.

Figure captions

Ensure that each illustration has a caption. Supply captions separately, not attached to the
figure. A caption should comprise a brief title (not on the figure itself) and a description of
the illustration. Keep text in the illustrations themselves to a minimum but explain all symbols
and abbreviations used.

Tables

Please submit tables as editable text and not as images. Tables can be placed either next to the
relevant text in the article, or on separate page(s) at the end. Number tables consecutively in
accordance with their appearance in the text and place any table notes below the table body.
Be sparing in the use of tables and ensure that the data presented in them do not duplicate
results described elsewhere in the article. Please avoid using vertical rules and shading in
table cells.

References

Citation in text

Please ensure that every reference cited in the text is also present in the reference list (and
vice versa). Any references cited in the abstract must be given in full. Unpublished results and
personal communications are not recommended in the reference list, but may be mentioned in
the text. If these references are included in the reference list they should follow the standard
reference style of the journal and should include a substitution of the publication date with
either 'Unpublished results' or 'Personal communication'. Citation of a reference as 'in press'
implies that the item has been accepted for publication.

Reference links
Increased discoverability of research and high quality peer review are ensured by online links
to the sources cited. In order to allow us to create links to abstracting and indexing services,
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such as Scopus, CrossRef and PubMed, please ensure that data provided in the references are
correct. Please note that incorrect surnames, journal/book titles, publication year and
pagination may prevent link creation. When copying references, please be careful as they may
already contain errors. Use of the DOI is highly encouraged.

A DOl is guaranteed never to change, so you can use it as a permanent link to any electronic
article. An example of a citation using DOI for an article not yet in an issue is: VanDecar J.C.,
Russo R.M., James D.E., Ambeh W.B., Franke M. (2003). Aseismic continuation of the
Lesser Antilles slab beneath northeastern VVenezuela. Journal of Geophysical Research,
https://doi.org/10.1029/2001JB000884. Please note the format of such citations should be in
the same style as all other references in the paper.

Web references

As a minimum, the full URL should be given and the date when the reference was last
accessed. Any further information, if known (DOI, author names, dates, reference to a source
publication, etc.), should also be given. Web references can be listed separately (e.g., after the
reference list) under a different heading if desired, or can be included in the reference list.

Data references

This journal encourages you to cite underlying or relevant datasets in your manuscript by
citing them in your text and including a data reference in your Reference List. Data references
should include the following elements: author name(s), dataset title, data repository, version
(where available), year, and global persistent identifier. Add [dataset] immediately before the
reference so we can properly identify it as a data reference. The [dataset] identifier will not
appear in your published article.

References in a special issue
Please ensure that the words 'this issue' are added to any references in the list (and any
citations in the text) to other articles in the same Special Issue.

Reference management software

Most Elsevier journals have their reference template available in many of the most popular
reference management software products. These include all products that support Citation
Style Language styles, such as Mendeley and Zotero, as well as EndNote. Using the word
processor plug-ins from these products, authors only need to select the appropriate journal
template when preparing their article, after which citations and bibliographies will be
automatically formatted in the journal's style. If no template is yet available for this journal,
please follow the format of the sample references and citations as shown in this Guide. If you
use reference management software, please ensure that you remove all field codes before
submitting the electronic manuscript. More information on how to remove field codes.

Users of Mendeley Desktop can easily install the reference style for this journal by clicking
the following link:
http://open.mendeley.com/use-citation-style/research-in-social-and-administrative-pharmacy
When preparing your manuscript, you will then be able to select this style using the Mendeley
plug-ins for Microsoft Word or LibreOffice.

Reference style
Text: Indicate references by (consecutive) superscript arabic numerals in the order in which
they appear in the text. The numerals are to be used outside periods and commas, inside
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colons and semicolons. For further detail and examples you are referred to the AMA Manual
of Style, A Guide for Authors and Editors, Tenth Edition, ISBN 0-978-0-19-517633-9.

List: Number the references in the list in the order in which they appear in the text.
Examples:

Reference to a journal publication:

1. Van der Geer J, Hanraads JAJ, Lupton RA. The art of writing a scientific article. J Sci
Commun. 2010;163:51-59. Please do not include the issue number of the journal; only the
volume number.

Reference to a book:
2. Strunk W Jr, White EB. The Elements of Style. 4th ed. New York, NY: Longman; 2000.

Reference to a chapter in an edited book:

3. Mettam GR, Adams LB. How to prepare an electronic version of your article. In: Jones BS,
Smith RZ, eds. Introduction to the Electronic Age. New York, NY: E-Publishing Inc;
2009:281-304.

Reference to a website:

4. Cancer Research UK. Cancer statistics reports for the UK.
http://www.cancerresearchuk.org/aboutcancer/statistics/cancerstatsreport/; 2003 Accessed
13.03.03.

Reference to a dataset:

[dataset] 5. Oguro, M, Imahiro, S, Saito, S, Nakashizuka, T. Mortality data for Japanese oak
wilt disease and surrounding forest compositions, Mendeley Data, v1; 2015.
https://doi.org/10.17632/xwj98nb39r.1.

Journal abbreviations source
Journal names should be abbreviated according to the List of Title Word Abbreviations.

Video

Elsevier accepts video material and animation sequences to support and enhance your
scientific research. Authors who have video or animation files that they wish to submit with
their article are strongly encouraged to include links to these within the body of the article.
This can be done in the same way as a figure or table by referring to the video or animation
content and noting in the body text where it should be placed. All submitted files should be
properly labeled so that they directly relate to the video file's content. . In order to ensure that
your video or animation material is directly usable, please provide the file in one of our
recommended file formats with a preferred maximum size of 150 MB per file, 1 GB in total.
Video and animation files supplied will be published online in the electronic version of your
article in Elsevier Web products, including ScienceDirect. Please supply 'stills' with your
files: you can choose any frame from the video or animation or make a separate image. These
will be used instead of standard icons and will personalize the link to your video data. For
more detailed instructions please visit our video instruction pages. Note: since video and
animation cannot be embedded in the print version of the journal, please provide text for both
the electronic and the print version for the portions of the article that refer to this content.
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AudioSlides

The journal encourages authors to create an AudioSlides presentation with their published
article. AudioSlides are brief, webinar-style presentations that are shown next to the online
article on ScienceDirect. This gives authors the opportunity to summarize their research in
their own words and to help readers understand what the paper is about. More information
and examples are available. Authors of this journal will automatically receive an invitation e-
mail to create an AudioSlides presentation after acceptance of their paper.

Data visualization

Include interactive data visualizations in your publication and let your readers interact and
engage more closely with your research. Follow the instructions here to find out about
available data visualization options and how to include them with your article.

Supplementary material

Supplementary material such as applications, images and sound clips, can be published with
your article to enhance it. Submitted supplementary items are published exactly as they are
received (Excel or PowerPoint files will appear as such online). Please submit your material
together with the article and supply a concise, descriptive caption for each supplementary file.
If you wish to make changes to supplementary material during any stage of the process,
please make sure to provide an updated file. Do not annotate any corrections on a previous
version. Please switch off the "Track Changes' option in Microsoft Office files as these will
appear in the published version.

Research data

This journal encourages and enables you to share data that supports your research publication
where appropriate, and enables you to interlink the data with your published articles. Research
data refers to the results of observations or experimentation that validate research findings. To
facilitate reproducibility and data reuse, this journal also encourages you to share your
software, code, models, algorithms, protocols, methods and other useful materials related to
the project.

Below are a number of ways in which you can associate data with your article or make a
statement about the availability of your data when submitting your manuscript. If you are
sharing data in one of these ways, you are encouraged to cite the data in your manuscript and
reference list. Please refer to the "References"” section for more information about data
citation. For more information on depositing, sharing and using research data and other
relevant research materials, visit the research data page.

Data linking

If you have made your research data available in a data repository, you can link your article
directly to the dataset. Elsevier collaborates with a number of repositories to link articles on
ScienceDirect with relevant repositories, giving readers access to underlying data that gives
them a better understanding of the research described.
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There are different ways to link your datasets to your article. When available, you can directly
link your dataset to your article by providing the relevant information in the submission
system. For more information, visit the database linking page.

For supported data repositories a repository banner will automatically appear next to your
published article on ScienceDirect.

In addition, you can link to relevant data or entities through identifiers within the text of your
manuscript, using the following format: Database: xxxx (e.g., TAIR: AT1G01020; CCDC:
734053; PDB: 1XFN).

Mendeley Data

This journal supports Mendeley Data, enabling you to deposit any research data (including
raw and processed data, video, code, software, algorithms, protocols, and methods) associated
with your manuscript in a free-to-use, open access repository. During the submission process,
after uploading your manuscript, you will have the opportunity to upload your relevant
datasets directly to Mendeley Data. The datasets will be listed and directly accessible to
readers next to your published article online.

For more information, visit the Mendeley Data for journals page.

Data statement

To foster transparency, we encourage you to state the availability of your data in your
submission. This may be a requirement of your funding body or institution. If your data is
unavailable to access or unsuitable to post, you will have the opportunity to indicate why
during the submission process, for example by stating that the research data is confidential.
The statement will appear with your published article on ScienceDirect. For more
information, visit the Data Statement page.



https://www.elsevier.com/databaselinking
https://www.elsevier.com/books-and-journals/enrichments/data-base-linking/supported-data-repositories
https://www.elsevier.com/books-and-journals/enrichments/mendeley-data-for-journals
https://www.elsevier.com/authors/author-services/research-data/data-profile
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8.4 ANEXO D: REGRAS DE PUBLICACAO DO PERIODICO QUALITATIVE HEALTH

RESEARCH

1. Article types

Each issue of QHR provides readers with a wealth of information — book reviews,
commentarieson conceptual, theoretical, methodological and ethical issues pertaining
to qualitative inquiry aswell as articles covering research, theory and methods.

1.1 What types of articles will QHR accept?

. QHR accepts qualitative methods and qualitatively-driven mixed-methods,
qualitative meta- analyses, and articles addressing all qualitative methods.
. QHR isamulti-disciplinary journal and accepts articles written from a variety of

perspectives including: cross-cultural health, family medicine, health psychology,
health socialwork, medical anthropology, medical sociology, nursing, pediatric health,
physical education, public health, and rehabilitation.

. Articlesin QHR provide an array of timely topics such as: experiencing

illness, giving care, institutionalization, substance abuse, food, feeding and

nutrition, living with disabilities, milestones and maturation, monitoring health, and
children's perspectives on health and illness.

2. Editorial policies

2.1 Peer review policy

QHR strongly endorsesthe value and importance of peer review inscholarly journals
publishing. All papers submitted to the journal will be subject to comment and
external review. All manuscripts are initially reviewed by the Editors and only those
papers that meet the scientific and editorial standards ofthe journal, and fit within the
aimsand scope ofthe journal, will be sent for outside review.
QHRadherestoarigorousdouble-blindreviewingpolicyinwhichthe identityofboth
the reviewer and author are always concealed from both parties. Ensure your manuscript
does not contain any author identifying information. Please refer to the editorial on
blinding found in the Nov 2014 issue:
http://ghr.sagepub.com/content/24/11/1467 .full.

QHR maintainsatransparent review system, meaning thatall reviews, once received, are

then forwarded to the author(s) as well asto ALL reviewers.
Peer review takes an average of 6-8 weeks, depending on reviewer response.

2.2 Authorship

Papers should only be submitted for consideration once consent is given by all
contributing authors. Those submitting papers should carefully check that all those
whose work contributed to the paper are acknowledged as contributing authors.
The list of authors should include all those who can legitimately claim authorship. This
isall authors who:

(i) Made a substantial contribution to the concept and design, acquisition of

data or analysis and interpretation of data,


http://qhr.sagepub.com/content/24/11/1467.full

(ii) Drafted the article or revised it critically for important intellectual content,
(iii) Approved the version to be published.

Authorsshould meetthe conditionsofallofthe pointsabove. Eachauthorshould have
participated sufficiently in the work to take public responsibility for appropriate
portionsof the content.

When a large, multicenter group has conducted the work, the group should identify
the individuals who accept direct responsibility for the manuscript. These individuals
should fully meet the criteria for authorship.

Acquisition of funding, collection of data, or general supervision of the research group
alone does not constitute authorship, although all contributors who do not meet the
criteria for authorship should be listed in the Acknowledgments section.

Please refer to the International Committee of Medical Journal Editors (ICMJE)
authorship guidelines for more information on authorship.

2.3 Acknowledgements

All contributors who do not meet the criteria for authorship should be listed in an
Acknowledgements section. Examples of those who might be acknowledged include a
person who provided purely technical help, or a department chair who provided only
general support.

2.3.1 Writing assistance

Individuals who provided writing assistance, e.g., from a specialist communications
company, do not qualify as authors and should only be included in the
Acknowledgementssection.

Authors must disclose any writing assistance — including the individual’s name, company
and level of input — and identify the entity that paid for this assistance.

It is not necessary to disclose use of language polishing services.

Please supply any personal acknowledgements separately from the main text to
facilitate anonymous peerreview.

2.3.2 Funding

QHRrequiresallauthorsto acknowledge their funding inaconsistent fashion under a
separate heading. Please visit the Funding Acknowledgements page to confirm the
format of the acknowledgement text in the event of funding. Otherwise, state that:
This research received no specific grant from any funding agency in the public,
commercial, or not-for- profit sectors.

2.4 Declaration of conflicting interests
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http://www.icmje.org/recommendations/browse/roles-and-responsibilities/defining-the-role-of-authors-and-contributors.html
http://www.icmje.org/recommendations/browse/roles-and-responsibilities/defining-the-role-of-authors-and-contributors.html
http://www.icmje.org/recommendations/browse/roles-and-responsibilities/defining-the-role-of-authors-and-contributors.html
https://us.sagepub.com/en-us/nam/funding-acknowledgements

It is the policy of QHR to require a declaration of conflicting interests from all
authors enabling a statement to be carried within the paginated pages of all published
articles. Please ensure that a ““Declaration of Conflicting Interests” statement is
included at the end of your manuscript, after any acknowledgements and prior to the
references. Ifno conflict exists, please state that “The Author(s) declare(s) that there is
no conflict of interest.”
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For guidance on conflict of interest statements, please see the ICMJE recommendations here.

25 Research ethics and patient consent
Medical research involving human subjects must be conducted according to the World
Medical Association Declaration of Helsinki.

Submitted manuscripts should conform to the ICMJE Recommendations for the
Conduct, Reporting, Editing, and Publication of Scholarly Work in Medical Journals,
andall papers reporting animaland/or human studies must state in the methods section
that the relevant Ethics Committee or Institutional Review Board provided (or waived)
approval. Please ensure that you have provided the full name and institution of the
review committee, inaddition to the approvalnumber.

For research articles, authors are also required to state in the methods section whether
participants provided informed consent and whether the consent was written or verbal.

In terms of patient privacy, authors are required to follow the ICMJE
Recommendations for the ProtectionofResearchParticipants. Patientshavearightto
privacy that should not be infringed without informed consent. Identifying
information, including patients' names, initials, or hospitalnumbers, should not be
published inwrittendescriptions, photographs, and pedigreesunlessthe information
isessential for scientific purposesandthe patient (or parent or guardian) gives written
informed consent for publication. Informed consent for this purpose requires that a
patient who is identifiable be shown the manuscript to be published. Participant
descriptors should not be listed individually. Because qualitative research is
descriptive, it isrecommended that participant quotations not be linked to identifiers
inthe manuscript.

2.6 Clinical trials

QHR conforms to the ICMJE requirement that clinical trials are registered in a WHO-
approved public trials registry at or before the time of first patient enrolment as a
condition of consideration for publication. The trial registry name and URL, and
registration number must be included at the end of the abstract.

2.7 Reporting guidelines

Therelevant EQUATOR Network reporting guidelinesshould be followed depending on
the type of study. For example, all randomized controlled trials submitted for
publication should include a completed Consolidated Standards of Reporting Trials
(CONSORT) flow chartas a cited figure, and a completed CONSORT checklist as a
supplementary file.



http://www.icmje.org/recommendations/browse/roles-and-responsibilities/author-responsibilities--conflicts-of-interest.html#two
http://www.wma.net/en/30publications/10policies/b3/
http://www.wma.net/en/30publications/10policies/b3/
http://www.wma.net/en/30publications/10policies/b3/
http://www.icmje.org/icmje-recommendations.pdf
http://www.icmje.org/icmje-recommendations.pdf
http://www.icmje.org/icmje-recommendations.pdf
http://www.icmje.org/icmje-recommendations.pdf
http://www.icmje.org/recommendations/browse/roles-and-responsibilities/protection-of-research-participants.html
http://www.icmje.org/recommendations/browse/roles-and-responsibilities/protection-of-research-participants.html
http://www.icmje.org/recommendations/browse/roles-and-responsibilities/protection-of-research-participants.html
http://www.icmje.org/recommendations/browse/publishing-and-editorial-issues/clinical-trial-registration.html
http://www.equator-network.org/
http://www.consort-statement.org/downloads
http://www.consort-statement.org/downloads
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Other resources can be found at NLM’s Research Reporting Guidelines and Initiatives.

2.8 Data

SAGE acknowledgestheimportance of research dataavailability asan integral part of the
research and verification process for academic journal articles.

QHR requests all authors submitting any primary data used in their research articles
alongside their article submissions to be published in the online version of the
journal, or provide detailed information in their articles on how the data can be
obtained. This information should include links to third-party data repositories or
detailed contact information for third- party data sources. Data available only on an
author-maintained website will need to be loaded onto either the journal’s platform
or a third-party platform to ensure continuing accessibility. Examples of data types
include but are not limited to statistical data files, replication code, text files, audio
files, images, videos, appendices, and additional charts and graphs necessary to
understand the original research. [The editor(s) may consider limited embargoes on
proprietary data.] The editor(s) [can/will] also grant exceptions for data that cannot
legally or ethically be released. All datasubmitted should complywith Institutional or
Ethical Review Board requirements and applicable government regulations. For
further information, please contact the editorial office at vshannonghr@gmail.com.

3. Publishing Policies

3.1 Publication ethics

SAGE is committed to upholding the integrity of the academic record. We encourage
authors to refer to the Committee on Publication Ethics’ International Standards for
Authorsand view the Publication Ethics page onthe SAGE Author Gateway.

3.1.1 Plagiarism

QHR and SAGE take issues of copyright infringement, plagiarism or other breaches of
best practice in publication very seriously. We seek to protect the rights of our authors
and we always investigate claims of plagiarism or misuse of articles published in the
journal. Equally, we seek to protect the reputation of the journal against malpractice.
Submittedarticlesmay be checked using duplication-checking software. Where an
article is found to have plagiarized other work, or included third-party copyright
material without permission, or with insufficient acknowledgement, or where
authorship ofthearticle is contested, we reserve the right to take action including, but
not limited to: publishing an erratum or corrigendum (correction); retracting the
article (removing it fromthe journal); taking up the matter with the head ofdepartment
or dean of the author’s institution and/or relevant academic bodies or societies;
banning the author frompublication inthe journal orall SAGE journals, or appropriate
legalaction.

32 Contributor’s publishing agreement
Before publication, SAGE requires the author as the rights holder to sign a Journal
Contributor’s Publishing Agreement. SAGE’s Journal Contributor’s Publishing Agreement


https://www.nlm.nih.gov/services/research_report_guide.html
mailto:vshannonqhr@gmail.com
http://publicationethics.org/files/International%20standards_authors_for%20website_11_Nov_2011.pdf
http://publicationethics.org/files/International%20standards_authors_for%20website_11_Nov_2011.pdf
http://www.uk.sagepub.com/journalgateway/ethics.htm
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is an exclusive license agreement which meansthat the author retainscopyright inthe
work but grants SAGE the sole and exclusive right and license to publish for the full
legal term of copyright. Exceptions may exist where an assignment of copyright is
required or preferred by aproprietorotherthan SAGE. Inthiscase copyright inthe work
will be assigned from the author to the society. For more information please visit our
Frequently Asked Questionson the SAGE Journal Author Gateway.

3.3 Open access and author archiving

QHR offers optional open access publishing via the SAGE Choice program. For
more information please visit the SAGE Choice website. For information on
funding body compliance,anddepositingyourarticleinrepositories, pleaseVvisitSAGE
PublishingPolicies on our Journal Author Gateway.

3.4 Permissions

Authors are responsible for obtaining permission from copyright holders for reproducing
any illustrations, tables, figuresor lengthy quotations previously published elsewhere. For
further information including guidance on fair dealing for criticism and review, please
visit our Frequently Asked Questions onthe SAGE Journal Author Gateway.

4, Preparing your manuscript

4.1 Article Format (see previously published articles in QHR for style):

. Title page: Title should be succinct; list all authors and their affiliation;

keywords. Please upload the title page separately from the main document.

. Blinding: Do not include any author identifying information in your manuscript,

including author’s own citations. Do not include acknowledgements until your article is
accepted andunblinded.

. Abstract: Unstructured, 150 words. Thisshould be the first page of the

main manuscript, and it should be on its own page.

. Length: QHR does not have aword or page count limit. Manuscripts should

be as tightaspossible, preferably lessthan 30 pagesincluding references. Longer
manuscripts, if exceptional, will be considered.

. Methods: QHR readership is sophisticated; excessive details not required.

. Ethics: Include a statement of IRB approval and participant consent.
Present demographics asagroup, not listed as individuals. Do not link quotations to
particular individuals unless essential (as in case studies) asthis threatens anonymity.

. Results: Richand descriptive; theoretical; linked to practice if possible.

. Discussion: Link your findings with research and theory in literature, including
other geographical areas and quantitative research.

. References: APAformat. Use pertinentreferencesonly. Referencesshould be

ona separate page.

Additional Editor’s Preferences:

. Please do not refer to your manuscript as a “paper;” you are submitting an “article.”


http://www.sagepub.co.uk/authors/journal/permissions.sp
http://www.sagepub.co.uk/authors/journal/permissions.sp
http://www.uk.sagepub.com/sagechoice.sp
https://us.sagepub.com/en-us/nam/contributor-agreement
https://us.sagepub.com/en-us/nam/contributor-agreement
https://us.sagepub.com/en-us/nam/journal-author-faqs
https://us.sagepub.com/en-us/nam/journal-author-faqs
http://www.uk.sagepub.com/journalgateway/pubPolicies.htm

. The word “data” is plural.

4.2 Word processing formats

Preferred formats for the text and tables of your manuscript are Word DOC or PDF. The
text should be double-spaced throughout with standard 1 inch margins (APA
formatting). Text should be standard font (i.e., Times New Roman) 12 point.

43 Artwork, figures and other graphics

. Figures: Should clarify text.

. Includefigures, charts,andtablescreated inMS Wordinthe maintext
rather than at the end of the document.

. Figures, tables, and other files created outside of Word should be

submitted separately. Indicate where table should be inserted within manuscript
(i.e., INSERT TABLE 1 HERE).

. Photographs: Should have permission to reprintand faces should be
concealed using mosaic patches—unless permission has been given by the individual
to use theiridentity. This permission must be forwardedto QHR’s Managing
Editor.

. TIFF, JPED, or common picture formatsaccepted. The preferred format for
graphs and line art is EPS.
. Resolution: Rasterized based files (i.e. with.tiff or.jpeg extension)

requirearesolutionofatleast 300dpi(dotsperinch). Lineartshould be supplied
with a minimum resolution of 800 dpi.

. Dimension: Check that the artworks supplied match or exceed the
dimensions of the journal. Images cannot be scaled up after origination.
. Figuressupplied incolor will appear in color online regardless of whether

or not these illustrations are reproduced in color in the printed version. For
specifically requested color reproduction in print, you will receive information
regarding the costs from SAGE after receipt of your accepted article.

4.4 Supplementary material

This journal is able to host additional materials online (e.g., datasets, podcasts, videos,
images, etc.)alongsidethe full-textofthearticle. These will be subjectedto peer-review
alongside

the article.

Supplementary files will be uploaded as supplied. They will not be checked for
accuracy, copyedited, typeset or proofread. The responsibility for scientific
accuracy and file functionality remains with the author(s). SAGE will only publish
supplementary material subject to full copyright clearance. This means that if the
content of the file is not original to the author, then the author will be responsible for
clearing all permissions prior to publication. The author will be required to provide
copies of permissions and details of the correct copyright acknowledgement.

45 Journal layout
In general, QHR adheres to the guidelines contained in the Publication Manual of
the AmericanPsychological Association[“APA™], 6thedition (ISBN 10:1-4338-0561-8,
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https://us.sagepub.com/en-us/nam/supplementary-files-on-sage-journals-sj-guidelines-for-authors

softcover; ISBN 10:1-4338-0559-6, hardcover; 10:1-4338-0562, spiral bound), with
regard to manuscript preparation and formatting. These guidelines are referred to as the
APA Publication Manual, or just APA. Additional help may be found online at
http://www.apa.org/, or searchthe Internet for “APA format.”

4.6 Reference style
QHR adheres to the APA reference style. Click here to review the guidelines on APA to
ensure your manuscript conforms to this reference style.

4.7 English language editing services

Articles must be professionally edited; this is the responsibility of the author. Authors
seeking assistance with English language editing, translation, or figure and manuscript
formatting to fit the journal’s specifications should consider using SAGE’s Language
Services.

4.8 Review Criteria
Before submitting the manuscript, authors should have their manuscript pre-reviewed
using the following QHR criteria:
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1. Importance of submission: Does it make a meaningful and strong contribution to
qualitative health research literature? Isit original? Relevant? In depth? Insightful?
Significant? Isituseful to reader and/or practitioner?

logical progression throughout?

2. Theoretical orientation and evaluation: Isittheoretically clearand coherent? Isthere

3. Methodological assessment: Appropriateto questionand/oraims? Approach
logically articulated? Clarity indesignand presentation? Dataadequacy and
appropriateness? Evidence of rigor?

4. Ethical Concerns (Including IRB approval and consent):

5. Dataanalysis and findings: Does the analysis of data reflect depth and coherence? In-
depth descriptive and interpretive dimensions? Creative and insightful analysis? Linked with
theory? Relevant to practice/discipline?

6. Data analysis and findings: Does the analysis of data reflect depth and coherence? In-
depth descriptive and interpretive dimensions? Creative and insightful analysis? Linked with
theory?



http://www.apa.org/
http://www.uk.sagepub.com/repository/binaries/pdf/APA_reference_style.pdf
http://languageservices.sagepub.com/en/
http://languageservices.sagepub.com/en/
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7. Discussion: Results linked to literature? Contribution of research clear?
Relevantto practice/discipline?

possible], organization, clarity, grammar, appropriate citations, etc.);
presentation of diagrams/illustrations?

8. Manuscriptstyle and format: Please evaluate writing style: Length (asshortas

5. Submitting your manuscript

5.1 How to submit your manuscript

QHR is hosted on SAGE Track, a web-based online submission and peer review system
powered by ScholarOne Manuscripts.™ Visit http://mc.manuscriptcentral.com/ghr to
login and submit your article online. Each component of the manuscript is uploaded
separately: Title page, main document, tables, figures, supplemental material.
IMPORTANT: Please check whether you already have an account in the system before
trying to createanew one. Ifyou have reviewed or authored for the journal in the past
year it is likely that you will have had an account created. For further guidance on
submitting your manuscript online please visit ScholarOne.

5.2 Title, keywordsand abstracts

Please supply atitle, shorttitle, an abstract and keywordsto accompany your article.
The title, keywordsand abstract are key to ensuring readers find your article online
through online search engines such as Google. Please refer to the information and
guidance on How to Help Readers Find Your Article in the SAGE Journal Author
Gateway on how best to title your article, write your abstract and select your
keywords.

5.3 Corresponding author contact details

Provide full contact details of the corresponding author including email, mailing address
and phone number. Academic affiliations are required for all co-authors. Present these
details onthetitle page, separate from the article main text, to facilitate anonymous
peer review.


http://mc.manuscriptcentral.com/qhr
https://us.sagepub.com/en-us/nam/help-readers-find-your-article
https://us.sagepub.com/en-us/nam/help-readers-find-your-article
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8.5 ANEXO E: CARTA DE ANUENCIA DO LOCAL DE ESTUDO

Carta de Anuéncia § rundacio

@m Hospitalar
\ de Satde

GOVERNO DE SERGIRE
SECRETARIA DE ESTADO DA SAUDE

Declaro para os devidos fins que estamos cientes e de acordo que Thelma Onozato,
farmacéutica, realize seu projeto de Doutorado em Ciéncias da Saude da UFS,
orientado pelo Prof. Dr. Divaldo P. de Lyra Junior e intitulado: Implantacdo da
Farmacia Clinica em um hospital publico de Sergipe, junto ao Servico de Farméacia
do Hospital de Urgéncia de Sergipe — Governador Jodo Alves Filho (HUSE), durante o
periodo de margo de 2014 a fevereiro de 2017. Vale ressaltar que durante o estudo, a
referida doutoranda terd acesso as informacdes relacionadas ao tratamento dos
pacientes para realizar andlise documental necessaria ao desenvolvimento de sua
Tese. Ademais, devera ser garantido o sigilo dos dados pessoais dos participantes da
pesquisa, sendo que suas informagbes serdo utilizadas apenas para fins cientifico-

académicos.
Sem mais para o momento,
Aracaju, 24 de outubro de 2013.

\3‘&

Ngﬁe de Assist. Farmacéutica e : %@?ﬁ\?‘f anh
W&-@ CRF/SE n° 768 QX/L(\ Wﬁ -
/ e !
Michelle Santos Menezes Carolina Samara Lima Franca Bézerra
Farmacéutica CRF/SE 768 Farmacéutica CRF/SE 844

Gerente de Assisténcia Farmacéutica/ HUSE Técnica de Referéncia/ HUSE
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8.6 ANEXO F: APROVAGAO DO COMITE DE ETICA EM PESQUISA

e Q9 ﬁ Q Pesqui

Vocé estd em: Pablico > Confirmar Aprovac3o pelo CAAE ou Parecer

CONFIRMAR APROVAGAO PELO CAAE OU PARECER

Informe o nimero do CAAE ou do Parecer:
Nimero do CAAE: Nimero do Parecer:
36927014.4.0000.5546

Pesquisal_'l

Esta consulta retorna somente pareceres aprovado: nd0 spresente nenhum resultado, o nimero do parecer informado no é vilido ou ndo corresponde & um parecer

sprovado.

0
5]
&
o
8
)

DETALHAMENTO

Titulo do Projeto de Pesquisa:

‘SER\"I(;OS DE FARMACTIA CLINICA EM UM HOSPITAL PUBLICO DE ALTA COMPLEXIDADE: ANALISE
|DO PROCESSO DE IMPLEMENTAGAOC

Nimero do CAAE:

Nimero do Parecer:
[36927014.4.0000.5546

=5

Quem Assinou o Parecer:

Pesquisador Responsavel:
‘Amta Herminia Oliveira Souza

‘ iDlvaldn Pereira de Lyra Junior

Data Inicio do Cronograma: Data Fim do Cronograma:

Contato Piblico:
|20/10/2014 | [30/12/2016 | [THELMA ONOZATO

vottar



