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ABSTRACT

Objective: The aim of the present study was to describe the process of implementation and systematization of a comprehensive medication 
management (CMM) service, from the perspective of the participants involved, in a high complexity service that cares for women with breast cancer 
in Brazil.

Methods: A qualitative study that utilized action research that followed the procedures proposed by Kurt Lewin and the ethical and clinical principles 
of pharmaceutical care practice. Data collection techniques were participant observation between August 2014 and December 2016, semi-structured 
interviews with eight pharmacists and pharmacy residents, field notes, and analysis of documents.

Results: Six major themes emerged in four cycles of the action research process: (1) Resistance is human; the management of conflict is necessary; 
(2) insecurity with being a clinician; (3) management of change supported by driving forces; (4) pharmaceutical care fostering professionals’ self-
efficacy; (5) documentation as the conducting wire of the practice; and (6) the advantages of a systematized practice.

Conclusion: The study offered an understanding of the process of implementation of CMM services from the perspective of pharmacists. It produced 
knowledge on the experiences of pharmacists as they lived through the process of transformation of their professional practice to offer a patient-
centered and systematized service. The framework of Lewin supported the introduction of a new work path for pharmacists, which could be 
operationalized as an innovative technology for the Brazilian health-care system: CMM services.

Keywords: Comprehensive medication management services, Medication therapy management, Pharmaceutical care, Breast cancer, Action research, 
Qualitative research.

INTRODUCTION

According to the protocol of the Brazilian Network of Health Care for 
People with Chronic Illnesses cancer is an important public health 
problem recognized as a chronic condition that requires comprehensive 
care [1]. Chronic health conditions demand constant monitoring of 
clinical parameters by health-care professionals and by patients as 
well as greater care coordination by diverse practitioners and between 
different levels of care [2-4]. The monitoring of these conditions has 
to be continuous due to their long-term course and the possibility of 
complications in the long run [2]. Between the different types of cancer, 
breast cancer is the most common in women worldwide. In Brazil, 
according to the National Institute of Cancer (INCA), 57.960 new cases 
will be diagnosed between the years 2016 and 2017 [5]. On the other 
hand, the survival rate in 5 years is growing due to early diagnosis and 
to the consolidation of effective treatments. Hormone therapy has been 
essential due to its several therapeutic options, good safety profile, 
and high effectiveness [6]. Along with the treatments for breast cancer, 
many patients use other medications for their associated comorbidities 
such as hypertension, diabetes, hyperlipidemia, hypothyroidism, 
osteoporosis, and obesity, conditions whose incidence tend to 
increase with age [1]. In this context, the control of patients’ glycemia, 
cholesterol, blood pressure, between other parameters, depend on 
social, cultural, emotional, economic, and therapeutic factors that can be 
better understood and managed by several professionals. Furthermore, 
the prevalence of multiple chronic health conditions leads to a common 
situation between patients with cancer, polypharmacy [7,8], which is 

the use of several medications for different conditions including some 
induced by the oncological treatment itself. Polypharmacy is also a 
result of several prescriptions by multiple professionals for the same 
patient without an appropriate communication between them. Even 
though drug therapy is one of the most cost-effective interventions in 
health care, its use has been associated with negative results known as 
drug therapy problems (DTP), which can produce not only a negative 
economic impact but also human suffering [2,9]. DTP is an undesirable 
event experienced by a patient that involves, or is suspected to 
involve drug therapy and that prevents the achievement of goals of 
therapy [2,10,11]. These problems have been widely discussed in the 
scientific literature because it has been shown to increase the morbidity 
and mortality related to drug therapy [2,11,12]. Pharmaceutical care 
is a professional practice developed in the United States of America in 
the past century with the goal to prevent and resolve DTP [2,10,11]. It 
involves face-to-face encounters between a practitioner and a patient 
where the first takes responsibility to meet the patient’s medication-
related needs. The pharmaceutical care practitioner accepts a specific 
philosophy of practice, follows standards of practice that involves the 
use of a systematic thought process to make decisions about drug 
therapy, and have a practice management system that supports the 
development of a high-quality and sustainable clinical service [12]. 
In Brazil, pharmaceutical care practice is legally supported since 
12/30/2010 with the publication of Decree 4283 and then the 
publication of the resolution number 585/2013 by the Federal Board 
of Pharmacy (Conselho Federal de Farmácia), that regulates the clinical 
attributions of pharmacists [13,14]. The last one permits the pharmacist 
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to use his or her knowledge of pharmacotherapy to provide patient care 
in a comprehensive and systematic manner. Pharmaceutical care, that 
is operationalized through the delivery of comprehensive medication 
management (CMM) services, has been shown to produce clinical, 
economic and humanistic results, which justify its consolidation and 
expansion in the health-care systems around the world [2,10-12,15]. 
In many countries, such as the USA, United Kingdom, Australia, Canada, 
and Singapore, these services have been successfully implemented. 
However, it is still a service in an embryonic stage in Brazil. In the 
oncology area, to the best of our knowledge, it cannot be found literature 
that depicts the experiences of pharmacists with the implementation 
of CMM services. The studied scenario, an oncology clinic for women 
with breast cancer, had been delivering pharmacy clinical services for 
several years. However, these services were mostly focused on analyzing 
prescriptions, identifying adverse drug reactions and drug interactions, 
and guaranteeing patients’ compliance with prescribed medications. In 
other words, it was understood that the services were not focused on 
patients nor followed the philosophical and methodological premises 
of pharmaceutical care practice, which were the interest of the research 
group [2,10,11]. Thus, the objective of the present study was to describe 
the process of implementation and systematization of a CMM service, 
from the perspective of the participants involved, in a high complexity 
institution that cares for women with breast cancer in Brazil.

METHODS

Study design
This was a qualitative study that utilized action research that followed 
the procedures proposed by Kurt Lewin [16-19] and the ethical and 
clinical principles of pharmaceutical care practice [2,11]. Action 
research can be understood as a reflective process that demands the 
participation of the researcher and the participants in the studied social 
action, in which all participants converge into researchers [16,17]. It 
also allows for a broad and overt interaction between researcher and 
the individuals involved in the investigated situation resulting in the 
definition of priorities and solutions to be worked out [16,17]. The 
Lewin three stage of change method was utilized, in which action, 
research and education form a triangle that should be seen as a unity. 
Action research is described by Lewin as a spiral of stages in cycles of 
planning, action, observation, critical reflection, and discoveries that 
are followed by re-planning and retro feedback for each cycle of the 
research. The spirals confer rigor to the study since all data and actions 
go through a process of critical revision that permits one to review any 
bias and inconsistencies of previous cycles. These spirals are considered 
a fundamental procedure to organize the cognitive processes that take 
place during an action research project [18,19]. Group dynamics and 
field theory were also utilized as they identify the forces that operate 
inside the groups, their origins, consequences and conditions that can 
modify the behaviors of a group [17,19]. These forces are restrictive 
or encouraging, and consequently, they assist in an action research 
project as we monitor the forces that interfere with the changes in 
participants’ behaviors. The use of these tools can foster authenticity in 
the group relations allowing the individuals to be more creative inside 
the group and democratizing the relations inter-  and intra-groups 
without manipulation [19]. Pharmaceutical care practice, as developed 
by Cipolle et al. [11] was utilized as the framework to interpret the data 
associated with the process of implementation of CMM services and 
participants’ responses to this process.

Setting
Data were collected in a large public hospital of high complexity in 
the State of Minas Gerais, Brazil. This hospital is a reference for over 
3 million people from 86 municipalities [20]. It is also an important 
reference for the treatment of women with breast cancer in the region.

Sample and recruitment
Participants of the study were intentionally selected with a total of 14 
pharmacists and seven pharmacy residents in oncology (Table 1).

From the total, four pharmacists, including the first author, and five 
residents delivered direct care to women with breast cancer. During the 
research process, the first author was positioned as the main researcher 
and as a participant at the same time that the other participants also 
became researchers.

Data collection
Participant observation was carried out for 28 months to understand the 
processes related to the implementation of CMM services. During this 
time, pharmacists and residents were being invited to reflect on their 
practices with patients as well as trained according to the principles 
of pharmaceutical care practice. Participant observation allowed an 
in-depth understanding of the discourses, feelings and actions of 
participants in the context where they occurred and the reason why 
they happened [16,17]. All impressions and the researcher’s reflections 
were registered in a field journal during the entire period of fieldwork. 
Semi-structured interviews were carried out with 8 pharmacists, being 
5 residents, from August of 2014 to December of 2016. The interviews 
were conducted in the hospital and lasted 40  min on average. The 
interviews were conducted in different moments during the research 
process to capture pharmacists’ perceptions and the changes they lived 
through over time. All interviews were audiotaped and transcribed 
verbatim by the first author. Practice documents such as projects and 
the documentation system were analyzed and adapted to meet the 
requirements of the practice standards of pharmaceutical care.

Data analysis
Thematic analysis was performed according to the following 
process [21,22]: (a) All field notes and interviews were read multiple 
times to familiarize with the data; (b) initial coding was carried out 
with the identification of the meanings attributed to the following: 
Learnings about pharmaceutical care practice, implementation of CMM 
services, experiences with the process of transformation to a patient-
centered pharmacist that follows the standards of practice proposed by 
pharmaceutical care; (c) definition of analytical categories as a result 
of structuring elements of participants’ discourses; (d) considering 
the dynamic nature of qualitative data analysis, the initial themes were 
reexamined and renamed according to new discoveries throughout 
data collection; (e) after the initial analysis, a collaborative analysis 
was made involving all coauthors. Each researcher analyzed the data 
separately, and meetings were held to check agreement or lack off 
between the authors; and (f) interpretation of the discourses and 
definition of themes that dialog with the research objectives and the 
theoretical framework of the study. The Software Nvivo 10 was utilized 
to organize and analyze the data.

Table 1: Characteristics of the pharmacists in the practice 
scenario studied

Characteristics (n=21) Occurrence (100%)
Age (years)

≤30 06 (28.54)
31–40 04 (19.07)
41–50 07 (33.33)
≥50 04 (19.06)

Education
Bachelor of pharmacy 06 (28.54)
Residents in training 07 (33.33)

Master’s degree 08 (38.13)
Type of practice

Hospital - inpatients 08 (38.13)
Hospital - outpatient care 12 (57.14)
LTC 01 (04.73)

Length of practice (years)
≤10 05 (23.86)
11–30 12 (57.08)
≥30 04 (19.06)

LTC: Long-term care
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Ethical approval
This research followed the ethical principles of Helsinki Declaration. 
The project was approved by the Ethics Committee of the Universidade 
Federal de Minas Gerais (CAAE −25780314.4.3004.5152) in May of 
2014. All participants signed the consent form after being informed 
about all the details of the research. All participants’ names used in the 
text are fictitious to guarantee their anonymity.

RESULTS

Six different themes were identified during data analysis and 
interpretation. These themes emerged within the spirals (Fig. 1). The 
spirals that occurred in the action research project and are represented 
in four cycles (Table 2). The cycles represent participants’ experiences 
and activities that took place since their initial engagement with the 
project, their invitation to reflect on the possibility of change from a 
medication-centered professional to a patient-centered practitioner, 
their participation in the provided training and the implementation 
of CMM services. During the entire research process, it was necessary 
to train pharmacists on the main components of pharmaceutical care 
practice. This happened in three cycles of theory-practice training 
followed by the application of knowledge during the provision of direct 
patient care by participants. Following the framework and procedures 
proposed by action research, the training occurred during group 
sessions following the movement of spirals that comprised planning, 
action, observation, critical reflection, and new discoveries according 

to the needs of the participants. The training of pharmacists was 
the central portion of the research and provided all the theoretical 
and methodological groundwork for the implementation and 
systematization of CMM services.

The training of pharmacists in the philosophy, patient care process 
and practice management system associated with pharmaceutical care 
practice provided the minimum necessary standards for pharmacists to 
build a single service and be able to communicate effectively between 
themselves and with other professionals. The discussions about 
practice management fostered the planning and implementation of an 
organized service. The results are composed of themes and sub-themes 
that emerged in four cycles that happened chronologically, as described 
underneath.

Cycle 1
During the first encounter between researcher and participants in 
08/12/2014, when the training started, the previous knowledge of the 
participants was investigated. Afterward, an initial training plan was 
presented, and the participants were invited to respond, discuss and 
change it as they saw fit. The plan had the goal to impart knowledge 
about pharmaceutical care, to train clinical skills and to stimulate 
reflection about the possibility of changing the reality of participants. 
A  large change would be necessary if these clinical pharmacists 
were to become pharmaceutical care practitioners. The training 
material utilized in this research was similar, with some adaptations, 
to the pharmaceutical care class, taught to pharmacy students and 
professional pharmacists by the Center for Pharmaceutical Care Studies 
of the Universidade Federal de Minas Gerais (Centro de Estudos em 
Atenção Farmacêutica – UFMG) [23]. The first period extended until 
02/15/2015 or 6 months. During this time, participants were observed 
as they dealt with the theory and the practice of direct patient care and 
the full training was implemented. However, from the 19 pharmacists 
that started the process, only 10 completed it. Two of them gave up at 
the first group meeting, and the others left over time. As recognized 
by action researchers, the groups lived through a movement of fight 
and flee [24]. At first, “flee” was manifested when some participants 
decided not to participate in the proposed activities, or not to express 
their opinions as they diverge from the other members of the group, 
or when they did not pursue the reading of texts or other activities 
proposed during the training. And finally, the experience of “flee” was 
represented by withdrawal from the group. By the end of Cycle 1, it was 
observed several conflicts and resistance to apply the new learnings in 
practice, which led some participants to choose not to work directly 
with patients. For participants, the main reason to withdraw was 
their multiple management and logistic roles in the hospital as well 
as the demand of the board of pharmacy that requires pharmacists 
to compound cytostatic medications. According to them, all these 
activities left no time for them to care for patients and compromised 
their follow-up consultations. This cycle was interrupted before the 
anticipated time. An emergency meeting took place, and a new research 
team was defined, which included some pharmacists and the pharmacy 
residents. Two main themes arose during this cycle, as described below.

Resistance is human, the management of conflict is necessary
The manifestations of resistance were strong between participants at 
the beginning of the research process. During one clinical activity that 
was part of the training, one pharmacist mentioned “when things are 
pretty busy at the pharmacy, we are here only acting as clinicians!”

Table 2: Themes and sub-themes that emerged during the study (n=21)

Cycle 1 Cycle 2 Cycle 3 Cycle 4
1. Resistance is human, the 
management of conflict is 
necessary
2. Insecurity with being a clinician

3. Management of change supported by 
driving forces
3.1. Pharmaceutical care in practice
3.2. Pharmaceutical care is not done alone

4. Pharmaceutical care 
fostering professionals’ 
self-efficacy

5. Documentation as the 
conducting wire of the practice
6. The advantages of a 
systematized practice

Fig. 1: The self-reflexive teaching-learning cycles and 
systematization and implementation of comprehensive 

medication management services with the aid of action research 
by Kurt Lewin
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This account was unexpected and seemed worrisome to most people 
present at the moment. A  few days later another pharmacist came 
to one of the researchers saying: “I understand that you invested in 
me, but I apologize… I prefer not to take care of patients here at the 
oncology clinic. I am not following the process. I am not studying as I 
am supposed to … and for sure other people will be able to contribute 
more than me.”

The withdrawal was respected, but the researchers still tried to 
sensitize the participants about the importance of the service for 
patients. However, they were not successful. Since the logistic and 
managerial activities usually took a lot of time from the pharmacists, 
it was suggested that some pharmacists might assume more of a 
managerial role while others could function mostly as clinicians. The 
group manifested a strong resistance to that idea, as illustrated here: 
“To be exclusive is not important. I  see no problem in distributing 
our activities! We can share responsibilities, sometimes we can do 
compounding, other times dispensing and also patient care.”

These experiences represented important barriers to the initial 
implementation of the CMM service because a novice clinician needs 
to focus on taking care of patients to be able to learn, to reflect on 
their experiences and to take care of as many patients as possible 
to gain expertise. Moreover, these activities are very different and 
demand diverse dispositions, approaches and responsibilities from 
the same person. Thus, they should preferably be executed by different 
individuals, or they should at least be executed in different days so that 
the pharmacist can anticipate and plan for them.

Insecurity with being a clinician
As pharmacists became more knowledgeable about the practice, 
understood and accepted the philosophy of practice and started 
applying the rational decision-making process with patients, they 
realized that patient care is not an easy task. First, pharmacists felt 
ambivalent about their role in the logistics of the pharmacy and their 
responsibility toward the patient and other members of the health-
care team. They felt uncertain about their professional identity as they 
were interested to pursue innovative activities as clinicians, and, at the 
same time, they were insecure about executing these same activities. 
Therefore, the path seemed nebulous as commented by this participant: 
“Some are very insecure with the clinical role. I see that they want to 
assume this responsibility because many feel that they should be better 
utilized as health-care professionals. They think that their knowledge 
should be put in favor of the patient. However, they are fearful of patient 
care. Hence, they do not fight for it.”

Cycle 2
The second period of training went from 05/18/2015 to 02/22/2016, 
and the participants were mainly pharmacy residents. It was the longest 
period of preparation for clinical practice as it involved strategies to 
empower pharmacists to go from theory to practice. During this period, 
participants suggested the inclusion of new strategies in training 
such as the use of field diaries, rounds of conversations and seminars. 
These strategies helped pharmacists to understand that they needed 
more contact with patients and to include a larger number of patients 
in their panel. Their reflections pointed to the meanings associated 
with holistic and patient-centered care, the importance of applying 
a systematic thought process to make decisions about drug therapy 
and their perceptions about collaborative care. All of these were then 
included in the new training plan. In Cycle 2, two themes emerged, as 
discussed below.

Management of change supported by driving forces
In the other side of the dynamic field of forces, there are the driving 
forces, which push participants forward, contributing to change and 
for a stronger conviction about the import of pharmaceutical care. This 
theme has two sub-themes.

Pharmaceutical care in practice
“Pharmaceutical care is to care for patients. It is to respect their habits 
and beliefs, and to reach an effective drug therapy while guaranteeing 
patients’ quality of life.”

This quote illustrates a participant understanding of pharmaceutical 
care practice as expressed in a group discussion. They started to 
perceive how pharmaceutical care is different from everything 
they did. This professional practice demands responsibility for the 
outcomes of pharmacotherapy, and this is new for pharmacists. One 
pharmacist mentioned: “Holism invites us to find the balance between 
understanding the technical aspects of medications and their meanings 
for patients.” Participants started perceiving that patients have to be 
seen in their totality and so medications have to be put in the context 
of patients’ lives. The philosophy of pharmaceutical care was gradually 
apprehended.

Pharmaceutical care is not done alone
Putting pharmaceutical care into practice depends not only on the 
acceptance of the professional but also of the pharmacist’s willingness 
and ability to communicate and interact with the other members of 
the health-care team. “A pharmacist cannot do pharmaceutical care 
alone. To interfere in a patient’s pharmacotherapy involves other 
professionals. Actually, pharmaceutical care is not only a pharmacist’s 
practice.”

According to the principles of the Brazilian public health-care system, 
integral and comprehensive care requires collaboration and use of 
multiple competencies to care for patients in use of medications. One 
participant reflects on the importance of collaboration: “The patient 
is not only ours. It is kind of a clock mechanism, if one piece does not 
work, the other also stops. All pieces have to function well for the 
clock to work.” Another one says: “But, it takes time. The delivery of 
CMM will impact the way other professionals see the pharmacist. 
The expectation of the team is still of that professional that knows a 
lot about pharmacology, especially mechanisms of actions. This is the 
culture. It will take time. They will need to experience CMM.”

Cycle 3
The third and last period of pharmacist training began in March 2016 
with the expectation of 12month duration. This cycle lasted from March 
to December of 2016. Participants spent most of their time in patient 
consultations under the supervision of tutors. All patients consented 
to be part of the service as well as of the practitioners training. All 
consultations followed the patient care process taught during the 
theoretical part of the training and were documented in electronic 
charts built specifically for CMM services. Moreover, a summary of 
each consultation (DTP identified and recommended resolutions) was 
documented in the patient’s paper chart so that other professionals had 
access to it. Participants were also trained to order laboratory exams 
to assess medications’ effectiveness and safety and to make patients’ 
referrals to other providers. Pharmacists participated in seminars 
that discussed clinical protocols, physiopathology of diverse health 
conditions and many other subjects associated with pharmacotherapy 
and patient-centered care. Laboratory simulations were utilized as 
a technic to train clinical skills such as clinical decision-making and 
communication. An actress from the College of Theater participated in 
the simulations. The following theme emerged during Cycle 3.

Pharmaceutical care fostering professionals’ self-efficacy
Self-efficacy is understood as a person’s beliefs about her capacity to 
organize and execute actions to reach acceptable levels of performance, 
not being concerned with the person’s abilities but with the judgement 
about what she chooses to do [25]. For the participants in this study, 
to have clarity about one’s professional philosophy as well as to have 
a propaedeutic that can be utilized with every patient provide them 
with peace of mind and confidence to assume direct patient care 
responsibilities, as illustrated in the following narrative: “Nowadays I 
feel secure to care for patients, to identify DTP… First, I listen to the 
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patient. I do stimulate the patient to talk…I understand that I don’t need 
to identify and resolve all DTP at once. I  will prioritize the problems 
according to the needs and wishes of the patient. After identifying DTP, 
I need to resolve them…that’s the reason I need to construct a care plan. 
So, I make agreements with the patient regarding what we are going to 
do. Then, I set up a follow-up appointment to assess what happened, the 
results and keep following this patient.”

For participants, pharmaceutical care practice affords them a clear 
path, or a work process, and a basic thought process that directs 
their work with a patient. This path boosts their beliefs that they are 
capable of assessing a patient and making decisions. One participant 
utters: “I need to ask if every medication is indicated, effective, safe and 
convenient for that specific patient. I also need to establish a trusting 
relationship with the patient, respect him, make agreements with him. 
I didn’t learn these things in pharmacy school nor at my specialization 
course.”

Interestingly, at the beginning of this study, most participants saw 
pharmaceutical care as a theory, but they could not apply it to 
transform it into a clinical service. In other words, they had the vast 
pharmacotherapeutic knowledge but did not know how to apply that 
for the benefit of a patient. “The pharmacotherapy workup is the tool 
that was missing for me to be able to bring pharmaceutical care to a 
real patient.” This rational thought process, or the pharmacotherapy 
propaedeutic, can be perceived as one of the most important 
contributions of pharmaceutical care practice to the profession of 
pharmacy as it presents a consistent and reproducible decision-
making the process to assess a patient’s pharmacotherapy [25,26]. 
This reasoning process not only permits the logical application of the 
esoteric knowledge of the pharmacist in an encounter with a patient but 
also allows and fosters a standardization of a patient care process that 
focuses on identifying and resolving pharmacotherapeutic problems. 
This quote of a participant reveals this thought: “Pharmaceutical care 
and CMM gives us the theoretical and methodological foundation and a 
work process that guide us on a daily basis. It is a guide that allows us to 
put our knowledge of pharmacology into practice… I think that without 
this guide, like a map, it becomes impossible to work consistently 
with every patient. The philosophy of practice turns us into a real 
professional and CMM into a service grounded in professional practice.”

Cycle 4
The implementation of CMM services occurred during the cycle. 
Participants put into practice the knowledge and skills learned 
during the training, which they called “Management of the practice - a 
praxis.” “Praxis is action and reflection about the world to transform 
it” [27]. The practice management system is the third component of 
pharmaceutical care practice and deals with all the resources needed 
to build a high-quality service [28]. For participants, the management 
of the CMM service was one of the most challenging aspects of the 
process of building a new clinical practice. The management system 
is essential as it involves finding the right human resources, the 
necessary physical resources, and all the needed support to offer 
an efficient and reproducible service. It goes from planning to the 
quality management, communication management and outcomes 
measurement. In also involves a clear definition of the vision 
and mission of the service. In this study, the management piece 
emphasized the partnerships and negotiations needed for the work 
to happen. The support of management was essential, as proposed 
by recently published work [29,30]. A partnership with the Center for 
Pharmaceutical Care Studies (Universidade Federal de Minas Gerais) 
and Center for data processing of the Universidade de Uberlândia was 
important for know-how transfer in terms of training, documentation 
system and data analysis for outcomes measures. As the physical 
space for patient consultations was guaranteed, the definitions about 
the documentation process gained a major focus. Documentation has 
a very important role in any practice, especially in a new practice. 
The documentation is essential not only for legal reasons but also to 
produce information about the service, which allows assessment of 

its impact [11,31,32]. Discussions about the documentation system 
and its standardization started in June of 2014. It was discussed the 
importance of documentation for quality management, data safety 
and production of new knowledge about CMM services. Furthermore, 
documentation allows for communication between CMM services, 
CMM and other services in the health-care systems, and CMM and other 
providers and payers. During this cycle a documentation system was 
built, the process of documentation in the patient’s chart was defined, 
and patient scheduling was structured. In Cycle 4; 2 themes emerged.

DOCUMENTATION AS THE CONDUCTING WIRE OF THE PRACTICE

Over time pharmacists recognized the importance of a robust 
documentation system, as pointed by this participant: “…a well-
structured documentation system is as important as having a process 
to take care of a patient. It is a requirement of professional practice to 
document.” Moreover, another pharmacist said, “if you don’t document 
you didn’t do it.”

The documentation was recognized as necessary by participants, even 
though it was hard for pharmacists.

Patient scheduling was identified as a very important part of the 
practice management system, as mentioned below. “A major deficiency 
of our service is scheduling, and we need to change that. We can be 
more effective in the following up of patients if the scheduling works. 
The way it is, we are losing contact with patients, and it is frustrating if 
they don’t come back.”

After many meetings with the health-care team and administrative 
personnel, it was understood that scheduling was very important for 
the sustainability of the service: “The reception desk people have been 
helpful, and now it will be easy to refer patients to us as well as to have 
patients back for follow-up appointments.”

THE ADVANTAGES OF A SYSTEMATIZED PRACTICE

Participants realized the importance of following standards of practice 
to deliver a fine and safe service to patients, and that involves a reliable 
documentation system: “Structuring a service helps us to follow the 
patient in a process that makes sense, from the assessment to the 
intervention and the evaluation of real results.”

From the perspective of another participant, the standardization 
allowed the insertion of the pharmacist in the flow of patients in the 
clinic: “Now we can see patients in a more effective way. We can interact 
with the other professionals because we are included in the flow of the 
clinic, now we see the patients for follow-up and can see the results of 
what we did.”

From the point of view of participants, the systematization of all the 
work processes allowed the periodic follow-up of patients. The ideal 
situation would be to have a defined flow between different professionals 
so that the patient would access integral and comprehensive care: 
“Even though we advanced our services and now we see patients more 
than once, we still need to work together with other professionals, 
communicate better and create a referral and counter-referral system 
that really works. I think that when this happens patients will benefit 
tremendously.”

This action research project is still under development as 
pharmaceutical care practice demands a major transformation in 
all the processes attached to a pharmacist’s work. As each cycle 
developed, the role of the pharmacist became clearer to all around 
them as well as to pharmacists themselves. The training of pharmacists, 
the systematization of the work processes and the documentation 
system is making the work reproducible in the institution where 
the research took place. All the components of pharmaceutical care 
practice were discussed and implemented during the time of this 
project, and the change in the pharmacists’ attitudes might have been 
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the most important accomplishment of this work, as noted by this 
participant “We can see the change. We are seeing more patients, and 
we are more motivated. The involvement of residents has been very 
important to advance our work in the oncology service. Furthermore, 
our documentation is better. Moreover, now we can order labs, and we 
interact better with other providers. When I say that CMM is the gold 
future of the profession I mean our recognition by the population. In 
the eyes of the population, we will be seen as a necessary professional.”

DISCUSSION

This study showed how challenging it is for pharmacists to incorporate 
direct patient care in their work routine. These professionals are 
pulled in many directions, from administrative and managerial tasks 
to compounding and to patient care. These are very different activities 
that usually require different people to execute them and, more 
importantly, individuals with a different set of competencies. Action 
research has been a helpful tool to involve participants/pharmacists in 
a new endeavor such as to engage in the process of major change in a 
professional’s responsibilities and actions [19]. To attempt to involve 
participants in the process of research as coinvestigators is arduous 
in a situation where not all of them wish to pursue change. In this 
study, education and different pedagogical approaches were necessary 
to create the right conditions for reflection and learning to take 
place [16-19,23,24]. Participants were slowly being introduced to the 
new work processes required to provide a standardized service and, 
thus, the initial resistance gave way to a timid feeling of ownership of the 
work. Throughout the training on the components of pharmaceutical 
care practice, the attempt to engage and motivate for change, group 
discussions and the implementation of CMM services, the meanings 
of participants’ experiences were captured and synthesized into six 
major themes that emerged during four cycles of this action research. 
Initially, as the first theme denoted, the resistant was striking, and it 
had to be deeply understood not to become a value judgement on the 
part of the researchers [33]. The pharmacists’ resistance reflected their 
attachment to what was familiar and comfortable to them, which is the 
administrative activities traditionally executed in a hospital setting. 
This is plausible since it is the way these professionals are recognized 
in the health-care system; they are the professionals responsible for 
safeguarding medications. For most participants in this study, to leave 
their administrative responsibilities and adventure into patient care 
meant to abandon their comfort zone to venture into an unfamiliar 
world. They are attached to the safety offered by their everyday duties, 
and it becomes difficult to imagine such a dramatic change. This seems 
to be the biggest barrier for a change in pharmacists’ practices. This is 
happening when pharmacists are being asked to change the health-care 
systems, when their impact on patients’ outcomes are being questioned 
and when it is expected they will be substituted by pharmacy technicians 
in the near future [34,35]. Even though resistance in such a context can 
be seen as natural due to anxiety, insecurity and fear, reflections on this 
moment pointed to the need to manage this conflict to overcome it. The 
management of change supported by the driving forces was an important 
development in this study, as supported by the theory of force filed by 
Kurt Lewin [16,17,36]. This theory teaches us to promote an imbalance 
by a change in the direction of one of the forces or by adding a new force 
in a situation. In this study, the driving forces were represented by those 
participants who wished the change that was mainly the pharmacy 
residents. The work then followed by engaging these participants to 
understand their reality, to comprehend the theoretical framework 
that they would utilize to take care of patients, to systematize their 
practices so that they would have one common practice and to finally 
implement sustainable CMM services in the oncology department. 
That involved learning and utilizing a new vocabulary to communicate 
between themselves and with other professionals and to organize a 
credible documentation system [2,10,11,12]. Underpinning all of this 
was learning to be a different kind of pharmacist [16,19]. As discussed 
in the profession of nursing, the systematization of a professional’s 
patient care process is what differentiates a reliable professional 
from another [37]. This is still a novel subject in the profession of 

pharmacy. From the perspective of the Brazilian Public Health System, 
it becomes important to address the meanings of collaborative work. 
Professionals bring multiple competencies that will necessarily meet 
when dealing with a patient in use of medication. Participants realized 
that good patient care involves interdisciplinary work, as pointed 
by one pharmacist that said: “pharmaceutical care is not done alone.” 
However, working as a team is still a challenge in the health systems. 
The preparation of health professionals does not follow this logic as 
different professions have different conceptions of the human being, 
and it is a mostly Cartesian view that sees humans as a machine that 
needs repair [38]. This lack of collaboration slows down the process 
of implementation of CMM services. From the other hand, currently, a 
patient-centered approach has been considered essential in health care, 
and it might be what might unite all professionals and what will invite 
collaboration. This approach favors integration and, consequently, 
better-shared decision-making and continuity of care, which will lead 
to better patient outcomes [38-40].

The theme “pharmaceutical care fostering pharmacists’ self-efficacy” 
suggested that the professional was overcoming his or her insecurity. It 
is believed that the professional with no self-efficacy will not utilize her 
knowledge or skills to improve patients’ outcomes [25]. In order for CMM 
services to be effectively implemented, we could infer that pharmacists 
must have a high degree of self-efficacy. Self-efficacy can change the 
professional path of an individual since stronger beliefs of self-efficacy 
lead to greater motivation when one is performing tasks [41,42]. As 
one pharmacist mentioned: “When I feel secure, I respect the patient 
and am more open to make agreements… listening to the patient is the 
first step for a good decision-making process.” This is associated with 
listening in a patient-centered manner [43]. Regarding the advantages 
of a systematized practice, participants called our attention to the 
importance of a logical decision-making the process to the provision 
of a structured service. Sorensen et al. discussed the importance of a 
professional not to focus solely on patients’ compliance to a medication 
as they should first assess the appropriateness, effectiveness and 
safety of a drug product. As shown in the literature [2,11], the rational 
thought process proposed by pharmaceutical care practice was seen 
as a very important contribution to the construction of a standardized 
service and an outcome-driven professional practice. During this study, 
we experienced the importance of reflection and the interrogation of 
our own practices [45]. Reflection provided opportunities to go back, 
reveal what happened and do it differently next time. Reflection in 
action is a process that fosters professional development, and it has 
the potential to develop new ways of thinking, of comprehending, of 
action and of equating problems [46]. This study started to unpack 
the meanings of systematization of a practice and its importance for 
quality, reproducibility, and sustainability. As a result, we believe that 
the model of Kurt Lewin can assist organizations that wish to establish 
CMM services with satisfactory results. It can also meet the interests of 
both organizations and academia [47-49,50] as it produced knowledge 
that promoted change in the studied reality.

CONCLUSION

This study produced knowledge on the experiences of pharmacists 
as they lived through the process of initial transformation of their 
professional practice to offer a patient-centered and systematized 
service. It was the goal to build a dialogical relationship between 
researchers and participants that allowed to identify their needs and 
fears and to respect their previous knowledge and feelings. Even those 
individuals that chose not to change their practices, all the reflections, 
discussions and readings brought by the research process, might have 
minimally shifted their basic way of thinking. This study, as many 
others, point to the fact that the change required from the traditional 
pharmacist to the one that accepts pharmaceutical care as his new 
mission, is exorbitant. Many pharmacists did not choose to be a patient 
care provider. Moreover, most curricula of pharmacy schools still do 
not prepare them to assume that responsibility. The organization 
environment also can work as an impediment to the advancement 



234

Asian J Pharm Clin Res, Vol 11, Issue 1, 2018, 228-235
	 Ribeiro et al.	

of this practice when professionals still work in an isolated manner 
without a clear focus on the patient. The framework of Lewin supported 
the introduction of a new work path for pharmacists, which could be 
operationalized as an innovative technology for the Brazilian health-
care system: CMM services. The participants of this study could be 
mobilized to visualize a new way of being a pharmacist. Thus, the 
investment in the preparation of a new pharmacist, one that is focused 
on direct patient care, should be seen as a desirable alternative.
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