JYoung Pharm, 2020; 12(4) : 373-378.

A multifaceted peer reviewed journal in the field of Pharmacy
www,jyoungpharm.org | www.phcog.net

Original Article

Pharmacotherapy Follow up in Mental Health: Which Outcomes

Change in a Short Period?

Sheilla Alessandra Ferreira Fernandes'*, Giselle de Carvalho Brito?, Chiara Erminia da Rocha?, Renato Melo Torres?,

Aurigena Antunes de Araujo?*, Marta Maria de Franca Fonteles'>

'Postgraduate Program in Pharmaceutical Sciences, Department of Pharmacia, Federal University of Ceard, Ceara, BRAZIL.

“Department of Pharmacy, Federal University of Sergipe, Lagarto, BRAZIL.

3Materials Division / Dean of Administration, Federal University of Semi-arid, UFERSA, Rio Grande do Norte, BRAZIL.
“Department of Biophysics and Pharmacology, Federal University of Rio Grande do Norte, Rio Grande do Norte, BRAZIL.

*Department of Pharmacy, Federal University of Ceard, Ceara, BRAZIL.

ABSTRACT

Objectives: Investigate the outcome changes in patients with depression
and anxiety during a pharmacotherapy follow up service, in a short period.
Materials and Methods: A randomized and controlled trial of 70 adults
was developed in Psychosocial Care Centers in Brazil. Patients in the
intervention group received pharmacotherapy follow up service according
over a 4-month period. The control group received traditional service.
After the 4-month period, patients of the control group were invited to
participate for another four months receiving pharmacotherapy follow
up service (control group post-intervention). The primary outcomes
(medication adherence, anxiety and depression rates, quality of life) and
the variations between groups were compared. Results: The evaluation
of the control group data showed no statistically significant difference
for parameters. However, in relation to adherence to pharmacotherapy,
there was a statistically significant difference in the intervention group,
between consultations 1 and 3 and consultations 1 and 4. For the clinical
parameters (depression and anxiety) and humanistic (quality of life), there
was no difference between the intervention group consultations. For the
patients in the control group post-intervention (consultations 1 to 4), when

INTRODUCTION

The last years, pharmacists’ roles have gradually evolved from focusing
mainly on dispensing medications to embracing a patient-centered
approach in pharmacotherapy management.! In the face of the global
burden of mental disorders, international institutions have supported
and encouraged the introduction of pharmacists into multidisciplinary
health care teams in mental health.**

Studies show new pharmacists acting in mental health within
multidisciplinary teams, such as in the early detection of mental
health conditions, developing care plans and pharmacotherapy follow
up.”® There are studies of patients with mental illness showing that
pharmaceutical care contribute to the achievement of therapeutic
goals like medication adherence, treatment satisfaction, reduction of
depressive and anxiety symptoms.”'> However, many have not utilized
controlled designs;'* moreover, most of the few studies have been derived
from developing countries.'*'®

In Brazil, there are no recommendations in official government
documents that guarantee the presence of the pharmacist in mental
health teams.'® Therefore, is necessary investigate the impact of the
pharmacist interventions using replicable care models in mental
health. Thus, the aims of the study were to investigate the clinical and
humanistic outcomes in patients with depression and anxiety during a
pharmacotherapy follow up service in a short period.

compared to moment 4 of the control group, the levels of depression
decreased between the moment 4 control group and the moments of the
pharmaceutical appointment 2, 3 and 4. Conclusion: This study points
out that these patients should take much more time being followed up, in
order to improve the clinical and humanistic outcomes. Also, standardized
documentation and records have to be provided in this pharmaceutical
service.
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MATERIALS AND METHODS
Local and type of study

Primary Health Care Services are linked to Psychosocial Care Centers
(CAPS) in a network of the Brazilian Public Health System.!” The CAPS
are the main outpatient care units for users of mental health services,
in which the majority offer only the medication dispensing service to
patients.

The applied research model was randomized controlled trial in according
in which there was a “control group” (CG) and an “intervention” group
(IG). The collection period for patients CG and IG was one month
(August 2016). The randomization was determined in groups by simple
random allocation by random draw, carried out in sealed and numbered
envelopes. The IG received the pharmacotherapeutic follow-up service
(PES) from the pharmacist researcher for a period of four months (one
meeting per month), with application of the questionnaires of the clinic
and humanistic parameters (September 2016; December 2016). Those
randomized to CG received the application of the questionnaires of the
same parameters the IG for future comparison along of four months
(September 2016; December 2016). After the cycle of the CG, some
participants were collected (January 2017), randomly drawn again and
invited to participate for another 4 months receiving PFS, called CGPI
(control group post-intervention; January 2017; May 2017). Thus, the
total study time was the period August 2016 until May 2017.
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Population and selection of patients

This study used sample size calculation, taking into account the
population of the municipality.'”® At the end of the study in the CG,
sample calculations were performed again to infer a minimum number
in which we could apply a PES for another 4 months (CGPI).

The target patients were primarily those previously diagnosed with
depression and/ or anxiety disorders, according to the International
Classification of Diseases, ICD10." The patients invited must be adults
(20-60 years old) with diagnosis of depression or anxiety disorder made
at least three months before their enrollment in the study.?® This criteria
was taken in order to consider the latency period of antidepressants drugs
possibly used in the treatment of these disorders.?! Patients who accepted
to participate in the study were instructed to return every thirty days.
After the psychiatric consultation, they were submitted to follow-up (IG
and CGPI) and application of the instruments (CG, IG and CGPI).

Data Collection

The PFS was configured according to the Dader method, as a method
for clinical monitoring of patients with the follow-up type.”> The
primary outcomes of the PFS were treatment adherence rate, anxiety
and depression rates (clinical parameters), in addition to quality of life
(humanistic parameters). The influence of the PFS in this outcome was
assessed from specific instruments described below, which they were
used to evaluated the outcomes at four time points (every consultation/
month) for treatment adherence, anxiety and depression rates and two
time points (first and last consulting), for quality of life.

Instruments used

Morisky Green Levine Test

Medication adherence of treatment was assessed using a validated scale
called Morisky Green Levine Scale (MGLS), a four-item self-reported
questionnaire of the public domain.?** Adherence was measured
using the number of “yes” responses to the four high (0 yes responses),
intermediate (1-2), or low (3-4).

Depression and anxiety scale

Beck Anxiety Scale (BAS): is to measure severity of anxiety symptoms.?
Respondents are asked on a 4-point scale, ranging from 0 (not all) to 3
(severely) and the added items result in total scores that can vary from
0 to 63.

Beck Depression Scale (BDS): As a self-report inventory, is designed to
measure emotional, cognitive, somatic and motivational components.”
Each answer is scored on a scale value of 0, 1, 2 and 3, to obtain a score
ranging from 0 to 63.

Quality of life- EQ-5D-3L instrument (HRQoL)

The quality of life was measured by EQ-5D-3L instrument used in the
first and last consulting for each group, the EQ-5D visual analogue scale
(EQ VAS).? This is a 0-100 scale validated in the Brazilian population,
where patients are asked to indicate their overall health today.*** The
license for using this scale for present survey is under number L-30153.

Interviews

The interviews of consultations were carried out by the researching
pharmacist and the two research assistants, who were not part of the
CAPS professional team. The interval between consultations lasted one
month and the first one was reserved for the questionnaire completion in
all the groups, as well to the beginning of the PTF to IG and CGPI. The
Figure 1 below represents the general flow chart of the services offered
at CAPS.
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Data analysis

The groups were compared in relation of adherence to treatment,
rates of depression and anxiety (clinical parameters) and quality of life
(humanistic parameters). The normality of the samples was assessed by
the Shapiro - Wilk test.”

Regarding the clinical parameters, to check the variations between groups
(CG, IG and CGPI) ANOVA 1 criterion was used, complementing with
the Bonferroni post hoc test. In relation to the same clinical parameters,
ANOVA 1 was also used to compare the same patients, in the last
interview (4) CG with the all 4 pharmaceutical consultations (CGPI).
The t-Student test was applied for the analysis of intra-group variations
(CG, IG and CGPI), for the same clinical parameters in the first and
last consultations and was also applied for the analysis of the change in
the quality of life inter and intra groups. The data was analyzed using
the BioEstat program, version 5.0 and a 95% confidence interval and a
significance level of 5% were considered.

Ethics Approval

The study was designed according to the guidelines for research involving
human subjects and approved by the Ethics Committee in Research of
the Federal University of Ceard - COMEPE (1.519.326/2016).

RESULTS

Characteristics of CAPS and Pharmacotherapy follow up
The analitic sample consisted of 70 patients (36 CG, 34 IG), being
that 18 CG patients were submitted to another 4 months of follow-up,
constituting the CGPI. Figure 2 below shows the formation of the study
sample. Initially, 83 patients agreed to participate in the study, with 38
randomized to IG and 45 patients to CG. During follow-up, there was a
loss of 4 patients to the IG (2 dropped out of the follow-up and another
2 missed the last meeting), with a final number of 34 patients in this
group. In the CG, 2 patients left the CAPS, 3 gave up participating in
the research and 4 missed the last meeting, totaling 9 losses and a final
number of 36 patients in this group (Figure 2).

Clinical parameters of control group

The evaluation of the CG data showed no statistically significant
difference for the variables adherence, depression, anxiety (clinical
parameters). That is, the consultations carried out in the CG group did
not influence the alteration of these parameters.

| CONTROL GROUP (CG) | | TERVENTION GROUP@G) |

PROCESS
INDICATIONS
Pharmaceutical
interventions

APPLICATION OF INSTRUMENTS FOR 4
MONTHS (research s assistant)

PHARMACOTERAPEUTIC
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CLINICAL HUMANISTIC 'l' \
N N CLINICAL HUMANISTIC
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] ——
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Treatment
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measures

EuroQuol-5-D-3L
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FOLLOW-UP MORE 4
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Figure 1: General flow chart of the services offered at CAPS (August, 2016;
August, 2018).
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Clinical and humanistic parameters of intervention
group

The analysis showed that there is a statistically significant difference (F
=6.89; p = 0.0004) as to the improvement in the pattern of adherence to
pharmacotherapy due to pharmaceutical intervention (Table 1, Figure
3). The Bonferroni test, a priori, detected the difference in adherence
in the intervention group between pharmaceutical consultation 1 and
3 (B = 4.27; p <0.05) and between pharmaceutical consultation 1 and
4 (B = 3.39; p <0.05) (Table 2). Moreover, the number of patients in
each adherence level in the intervention group, during pharmaceutical
consultations, confirmed this pattern of improvement (Figure 3). For
the clinical parameters of depression and anxiety and for the humanistic
(quality of life), there was no difference between the IG consultations
(Table 1).

Humanistic parameter (quality of life) of all groups (CG,
IG and CGPI)

The analysis of intra-group quality of life (CG, IG and CGPI) at
consultations 1 and 4 showed that there was no influence of the

Patients invited to participate in the study (n =36) | | Patients who completed the &-month follow-up at the GCPI; |

l (n=18); 50% CG and 81,8% initial sample

Patients agreed fo participate by signing the
TC; (183, 91.51%)

v ?

| Patients agreed to participate by signing the TC; (1=20,909%) |

Draw of
participants

| Patients invited to participate the GCPL@=22) |

t

New draw of participants CG |

Initial IG=38 patients I Tnitial CG—45 patients |

Final CG=36
patients

After follow-
up (4 months)

| Final IG=34 | |

patients

Figure 2: Formation of the study sample from the beginning to the final
group (CG, IG and CGPI); CAPS (August, 2016; August, 2018).
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Figure 3: Number of patients at each adherence level in the intervention
group during pharmaceutical consultations; n = 34, CAPS (August, 2018;
December, 2018). HA = high adherence, MA = medium adherence, LA = low
adherence.
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pharmaceutical consultation on the quality of life of the individuals
in these groups (Table 3). In this turn, the quality of life score of same
patients in the IG and CGPI was assessed at consultations 1 and 4. The
analysis showed that the pharmaceutical consultation did not change the
quality of life of these patients.

Clinical parameters control group x group control pos
intervention

The results regarding the influence of the pharmaceutical intervention
for the same patients (moments 1 to 4) in the CGPI when compared to
moments 4 of the CG did not reveal a statistically significant relationship
for the adherence to pharmacotherapy and anxiety levels. However, the
analysis showed a statistically significant relationship for the variable
depression level between the moment 4 CG and the moments of the
pharmaceutical appointment 2 (F = 6.77; p = 0.008), 3 (F = 4.51; p =
0.0044) and 4 (F = 4.72; p = 0.0036) of CGPI (Table 4).

DISCUSSION

In recent decades in Brazil, psychiatric hospitals ceased to be the base
of the care system, giving ground to a more integrated, dynamic, open
and community-based mental health care model.”” This model takes into
account the rehabilitation and psychosocial interaction, the complexity
of mental health care, the multiple drug therapy and the accompanied by
long-term therapeutic and occupational support.!®

In this context, providing only the medication dispensing service to
patients with mental disorders does not guarantee continuous support

Table 1: Differences in levels of adherence, anxiety, depression
and quality of life between pharmaceutical consultations in the
intervention group. CAPS, August 2016 / December 2016.

?::;::;::I Adhesion  Anxiety = Depression Quality of life
SQ
Between 19.20 584.67 732.09 2.48
Intra 122.53 32.70 13.00 776.50
GL
Between 3 3 3 1
Intra 132 24 80 66
Medium Square
Between 6.40 194.89 244.03 2.48
Intra 0.93 136.33 161.94 11.76
F 6.89 1.42 1.50 0.2112
p-value 0.0004* 0.258 0.2178 0.6521

SQ = sum of squares; GL = degree of freedom; F = F test (variance); * p< 0.05

Table 2: Comparison of the level of adherence in the pharmaceutical
consultations of the intervention group. CAPS, August 2016 /
December 2016.

Statistical Pharmaceutical consultation

Indicator  1and2 1and3 1and4 2and3 2and4 3and4
Difference 0.50 1.00 0.79 0.50 0.29 0.20

of means

Bonferroni 2.13 4.27 3.39 2.13 125 0.88

p- value Ww.s.e. <0.05* <0.05* w.s.e. w.s.e. w.s.e.
w.s.e = without statistical significance; * p< 0.05
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to them, since this service offers guidance in a timely manner, without
offering follow-up. Thus, the involvement of the pharmacist through the
PES service in supporting patients with psychiatric disorders becomes
essential for access to rational pharmacotherapy.’*

In mental health patients, the lack of insight about the disease, the
complexity of the therapeutic regimen, a lack of family support, side
effects, the belief that the medication is ineffective, the difficulty of
medication access and remembering to take the medicine are predictors
of poor adherence.***” So, nonadherence to medication among patients
with mental disorders must be prevented, avoiding negative clinical and
economic consequences in these patients.**

In the present study, PFS improves the adherence of treatment over
the course of pharmaceutical consultations. Similarly, recent studies
concluded that pharmacist interventions (counseling and treatment
monitoring) improved antidepressant medication adherence by 15% to
27%.4% However, in their systematic review, other authors concluded
that just a few studies demonstrated statistically significant differences
in this issue.”®

The successful result regarding treatment adherence may be due to
motivational components of the interventions (present at all PFS
meetings), with a care plan developed in partnership with the patient
and with monthly goal assessments and feedbacks. Similarly, another
study was successful in adherence results when conducting motivational
interviews for 6 months.* In fact, good advice based on dialogues and

Table 3: Analysis of quality of life in the control versus intervention,
intervention versus control and control group post- intervention in
consultations 1 and 4. CAPS, August 2016 / May 2017.

Statistical Consultation 1 Consultation 4
Deleier “e ™ g g @en @a e IG  CGPI
Means 476 529 529 466 494 567 5.67 4.66
Standart 298 352 352 3.21 3.31 3.33 3.33 3.08
deviation
t-Student -0.7348 0.6293 -0.9209 10.646
p- value 0.4650 0.5320 0.3603 0.2921

CG= control group; IG= intervention group; CGPI= control group post- in-
tervention

understandings of each patient’s perspective directly and / or indirectly
improves adherence to psychiatric treatment.”

For the clinical parameters of depression and anxiety, there was no
difference between the IG consultations. Meta-analysis of the literature
containing studies of pharmaceutical interventions in depressed
outpatients also showed unchanged clinical outcomes, despite the
improvement in treatment adherence.*® The accessibility that the
pharmacist has in motivating and advising the patient favors the
management of adherence. However, in turn, clinical improvement also
depends on other factors, such as, for example, follow-up time. Indeed,
study shows the need for longer periods of monitoring of depressive
patients by the pharmacist in obtaining positive clinical findings.*

Although other studies showed a positive correlation between
pharmaceutical interventions and clinical improvement of depression,
there is variability in the methodology in these studies, where what is
offered as treatment to the control group sometimes includes different
interventions that can in themselves promote clinical improvements
(bias factor not found in the present study).”* This fact is reflected
in a lack of adequate “shielding” in studies said to be randomized, in
addition to the variability of checklists of measurement instruments for
depression and anxiety disorder.*’ In fact, Ho and colleagues recognized
the heterogeneity of the studies, as well as the lack of randomized
controlled trials, which can compromise their internal and external
validity.’® Therefore, there is a need for a standardized pharmaceutical
intervention approach for this group of patients, coupled with trials that
relate adherence versus long-term clinical outcomes.

Another reason was the presence of other factors that significantly reduced
the bias of the present research. Firstly, on the few studies that obtained
positive clinical outcomes, the effect bias was not shielded in relation to
the latency period.**¥ The patient, at the beginning of antidepressant
therapy, depending on his life context, may have his general health status
altered, having the antidepressant action taking place only 4 to 6 weeks
after starting treatment.”’ Thus, the effects observed during the latency
period can be both the result of pharmaceutical intervention and the
positive effects brought about at the beginning of therapy. Therefore, this
is the first Brazilian study that measured the results of pharmaceutical
intervention on the depression rate in a treatment period greater than
that of latency.

Table 4: Difference in adherence to pharmacotherapy, depression and anxiety in the control group (consultation 4) versus the
control group post-intervention (consultations 1, 2, 3 and 4). CAPS, August 2016 / May 2017.

Adhesion Depression Anxiety
Statistical 4CGx1 4CGx2 4CGx3 4CGx4 4CGxl  4CGx2  4CGx3  4CGx4  4CGxl  4CGx2  4CGx3  4CGx4
Indicator CGPI  CGPI  CGPI  CGPI CGPI CGPI CGPI CGPI CGPI CGPI CGPI CGPI
SQ
Between 0.69 3.36 1.36 3.36 20.83 80.03 80.03 172.80 7.14 8.64 14.00 5.78
Intra 48.94 41.61 40.94 39.61 4727.20 495146  4558.46  4948.46  3034.85  3448.85 2889.00  3470.71
GL
Between 1 1 1 1 1 1 1 1 1 1 1 1
Intra 34 34 34 34 14 14 14 14 6 6 6 6
Medium Square
Between 0.69 3.36 1.36 3.36 20.83 80.03 80.03 172.80 7.14 8.64 14.00 5.78
Intra 1.44 1.22 1.20 1.16 337.65 353.67 325.60 353.46 505.80 574.80 481.50 578.45
B 0.48 2.74 1.13 2.88 0.4510 6.77 4.51 4.72 0.07 0.26 0.17 0.1396
P-value 0.5011  0.1030  0.2955 0.0949 0.09258  0.0008*  0.0044* 0.0036*  0.9954 0.9362 0.9729 0.9838

CG= Control Group; GCPI= Group Control Post-Intervention; SQ= Sum of Squares; GL= Degree of Freedom; F =F test (variance); *P<0.05
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Moreover, anxiety disorders are commonly associated with depression,
so sometimes its symptoms are identified and measured in patients
with a diagnosis of isolated depression.*>*** However, it is worth
noting that, in the present study, the assessment of the degree of anxiety
measurement was performed only in patients who had the diagnosis
in the medical record, which may have been a reducing factor in the
number of participants in the statistical calculations.

Finally, the assessment instruments used to measure symptoms of
depression and anxiety disorders are not for diagnostic purposes.
The diagnosis of a mental disorder can only be made by a specialist
doctor, depending on other complex and subjective factors. Thus, the
AFT results on the rates of depression and anxiety disorders reflect the
consequences of the intervention of the pharmaceutical service offered
in relation to the patients’ emotional state, not necessarily reflecting the
transformation of their medical diagnosis.

The pharmaceutical intervention did not change the quality of life
of patients. Depression and anxiety disorders have a wide impact
on all aspects of the patient’s life, which is not restricted only to the
symptoms of the disease, but also to the greater use of medical services,
to decreased productivity at work and impaired quality of life.*" Studies
that used the EQ-5D show that its measurement can be influenced by
sex, age group, income, chronic conditions, as well as access to the use
of health services.?®*>** Thus, the self-perception of the patients in the
study may have been influenced by factors that were not impacted by the
pharmaceutical intervention, such as social conditions and low monthly
income (more than half of the individuals received up to $ 200 dollars,
with a large part of this population not purchasing their drugs through
the government).

Another indicator is the time factor. The present study was limited to four
months of intervention due to the unavailability of auxiliary researchers.
However, several studies have observed an improvement in the quality
of life of patients only after intervals greater than or equal to six months
of interventions.*>* One of the few studies that did not follow this trend
was that of Wang and colleagues, who observed significant results after
eight weeks.® Thus, it is suggested that, in order to more accurately
assess the impact of pharmaceutical interventions on patients’ quality
of life, the association of generic and specific quality of life instruments
combined with studies that consider longer follow-up times (6 months,
1 year and 2 years).**¢!

The analysis showed that the improvement in depression levels was
altered by the pharmaceutical intervention for the CGPIL. The follow-
up factor and the number of meetings with health professionals alone
show a propensity for self-care, which reflects in results in improving
depression.”*? In addition, when undergoing PFS, patients had access to
information about your medications, as well as health education, factors
directly related to health empowerment that provides improvements in
self-care.

Finally, in view of the variability in methods, designs and tools
used to measure the clinical outcomes resulting from the impact of
pharmaceutical interventions, it is recommended that future studies
are dedicated to investigating, developing and agreeing on standardized
measures for monitoring of the patients in this group.®*

CONCLUSION

Although with limitations, this research collaborates greatly in the
literature on the clinical and humanistic outcomes of Pharmacotherapy
follow up in patients with depression and anxiety. The study showed
that PFS in a short period of time (4 months) improves level of
adherence over the course of pharmaceutical consultations. The effect
on others clinical parameters (depression and anxiety rates), as well as
the humanistic parameters (quality of life) requires further study and

Journal of Young Pharmacists, Vol 12, Issue 4, Oct-Dec, 2020

suggest more time of intervention (over 6 months). Furthermore, there
is a significant improvement in relation to the clinical parameters of
depression in patients who receive these pharmaceutical services after
their participation in the control group. Recommendations as the
pharmacist’s training in mental health in CAPS should also be examined
with regard to their ability to communicate skills, health education as
well as other specific aspects related to the mental health area, such as
motivational and / or behavioral interventions. Indeed, public policies
to increase the number of pharmaceutical professionals in the CAPS,
as well as their mandatory presence in these establishments are also
necessary. Thus, this study reinforces the need to establish others solid
controlled trials for future comparisons in relation the outcomes using
more appropriated measurement instruments (specific in the area), with
the period of follow up more than 4 months of duration and comparing
the effect of intervention in different times (for example: 6 months, 1
year and 2 years).

ACKNOWLEDGEMENT

We wish to thank Marilia Stefani Souza de Menezes, Kawe Vieira Das
Mercés and a special thanks to health team and patients of CAPS.

CONFLICT OF INTEREST

The authors declared that there is no conflict of interest.

ABBREVIATIONS

CAPS: Psychosocial Care Center; CG: Control Group; IG: Intervention
Group; PFS: Pharmacotherapeutic Follow Up.

REFERENCES

1. Guénette L, Maheu A, Vanier MC, Dugré N, Rouleau L, Lalonde L. Pharmacists
practising in family medicine groups: \What are their activities and needs?. J Clin
Pharm Ther. 2019;00:1-10. https: //doi.org/10.1111/jcpt.13035.

2. International Pharmaceutical Federation (FIP), Focus on mental health: The
contribution of the pharmacist. 2015. Available from: https://fip.org/files/Focus_
on_mental_health_-final.pdf.

3. Goldbloom D, Bradley L. The Mental Health Commission of Canada: The first five
years. Ment Health Rev. 2012;17(4):221. http: //doi:10.1108/13619321211289290.

4. Sebastian Rosenberg. True North? Twenty Years of Australian Mental Health
Reform. International Journal of Mental Health. 2011;40(2):8-24. http://dx.doi.
org/10.2753/IMH0020-7411400201.

5. Bingham J, Silva-Almoddévar A, Lee H, et al. The role of the pharmacist in
mental health: An investigation of the impact of pharmacist-led interventions
on psychotropic medication adherence in patients with diabetes. J Am Pharm
Assoc. 2020. http://doi: 10.1016/.japh.2020.01.009.

6. Kelly DL, Love RC. Psychiatric pharmacist’'s role in overcoming barriers to
clozapine use and improving management. Ment Health Clin. 2019;9(2):64-9.

Mohiuddin AK. Psychiatric Pharmacy: New Role of Pharmacists in Mental
Health. J Psychiatry Mental Disord. 2019;4(1):1010.

8. General Pharmaceutical Council of Spain. Good pharmacy practice in Spanish
community: Pharmacy medication review with follow up guidelines. 2014.
https://www.portalfarma.com/Profesionales/Buenas-practicas professionales/
Documents /BBPP-03-ENG-Servicio-SFT.pdf.

9. SalazarOspina A, Amariles B Hincapié-Garcia, JA, et al. Effectiveness of the
Dader Method for Pharmaceutical Care on Patients with Bipolar | Disorder:
Results from the EMDADER-TAB Study. J Manag Care Spec Pharm.
2017;23(1):74-84. http://doi: 10.18553/jmcp.2017.23.1.74.

10. llickovic IM, Jankovic SM, Tomcuk A, Djedovic J. Pharmaceutical care in a long-
stay psychiatric hospital. Eur J Hosp Pharm. 2015;23(3)177-81. http://dx.doi.
org/10.1136/ejhpharm-2015-000718.

11. Rubio-Valera M, Serrano-Blanco A, Magdalena-Belio J, et al. Effectiveness
of Pharmacist Care in the Improvement of Adherence to Antidepressants:
A Systematic Review and Meta-Analysis. The Annals of Pharmacotherapy.
2011,45(1):39-48. https://doi.org/10.1345/aph.1P429.

12. Marques LAM, Galduréz JCF, Fernandes MR, Oliveira CCO, Beijo LA, Noto AR.
Assessment of the effectiveness of pharmacotherapy follow-up in patients
treated for depression. J Manag Care Pharm. 2013;19(3):218-27. http://www.
jmcp.org/doi/10.18553/jmcp.2013.19.3.218.

13. Rubio-Valera M, ChenTF, O'Reilly CL. New Roles for Pharmacists in Community
Mental Health Care: A Narrative Review. Int J Environ Res Public Health.
2014;11(10):10967-90.

~

377



Fernandes, et al.: Pharmacotherapy Follow up in Mental Health

20.

21

22.

23.

24.

25.

26.

27

28.

29.

30.

31

32.

33.

34.

35.

36.

37

38.

. Santos GEO. Calculo amostral:

. Saxena S, Paraje G, Sharan P Karam G, Sadana R. The 10/90 divide in mental

health research: Trends over a 10-year period. Br J Psychiatry. 2006;188(1):81-2.

. Patel V, Kim YR. Contribution of low- and middle-income countries to research

published in leading general psychiatry journals, 2002-2004. Br J Psychiatry.
2007;190(1):77-8.

. Silva SN, Lima MG, Ruas CM. Pharmaceutical interventions in mental health: A

review of the literature to support evidence-informed policymaking. Res Social
Adm Pharm. 2018;14(10):891-900. http://doi: 10.1016/j.sapharm.2017.11.014.

. Ministry of Health. Brazil. Ordinance No. 336. 2002. Define and establish

guidelines for the functioning of psychosocial care centers. Available from
http://www.bvsms.saude.gov.br.

Calculadora on-line. 2011. http://www.

calculoamostral.vai.la.

. World Health Organization. The ICD-10 classification of mental and behavioral

disorders: Clinical descriptions and diagnostic guidelines. World Health
Organization. 1992. https://apps.who.int/iris/handle/10665/37958.

World Health Organization. Healthy ageing profiles. Guidance for producing
local health profiles of older people: Report of OMS consultation. World Health
Organization. 2005. Available from http://www.euro.who.int/document/E91887.
pdf.

Soares MMB, Moreno DH, Moreno RA. Psychopharmacology of
antidepressants. Rev Bras Psiquiatr. 1999;21:1516-46.

Hernandez DS, Castro MMS, Dader MJFE Método Dader, Manual de Seguimento
Terapeutico. 3 ed. Granada: S.C. and Granada. 2014.

Morisky DE, Green LW, Levine DM. Concurrent and predictive validity of a self-
reported measure of medication adherence. Medical Care. 1986;24(1):67-74.
Morisky DE, DiMatteo MR. Improving the measurement of self-reported
medication nonadherence: Response to authors. J Clin Epidemiol.
2011;64(3):25-7.

Bem AJ, Neumann CR, Mengue SS. The Brief Medication Questionnaire and
Morisky-Green Test to evaluate medication adherence. Rev Salde Publica.
2012;46(2):279-89.

Beck AT, Epstein N, Brown G, Steer RA. An inventory for measuring clinical
anxiety: Psychometric properties. J Counsult Clin Psychol. 1988;56(6):893-7.

Beck AT, Ward CH, Mendelson M, Mock J, Erbaugh J. An Inventory for
measuring depression. Arch Gen Psychiatry. 1961;7:561-71.

Euroquol Research Foundation EQ-5D-3L User Guide. Basic Information on
how to use the EQ-5D-3L instrument. Version 6.0. 2018. Available in: https://
euroqgol.org/wp-content/uploads/2019/10/EQ-5D-3-User-Guide_version-6.0.pdf.

Ascef BO, Haddad JPO, Alvares J, et al. Health-related quality of life of patients
of Brazilian primary health care. Rev Saude Publica. 2017;51(2):22-34. https:/
doi.org/10.11606/S1518-8787.2017051007134.

Cardoso L, Galera, SAF Mental health care today. Rev Esc Enferm USP
2011,45(3):685-9. https://doi.org/10.1590/S0080-62342011000300020.
Henderson AR. Testing experimental data for univariate normality. Clin Chim
Acta. 2006;366(1-2):112-29. PMid:16388793. http:// dx.doi.org/10.1016/.
cca.2005.11.007.

Nicolino OS, Vedana KGG, Miasso Al, Cardoso L, Galera SAF. Schizophrenia:
Adherence to treatment and beliefs about the disorder and the drug treatment.
Rev Esc Enferm USP 2011,45(3):703-13.

Cipolle R, Strand L, Morley P The Patient Centered Approach to Medication
Management. Pharmaceutical care as the professional practice for patient —
centered medication management services. In: Pharmaceutical Care Practice.
USA: McGrawHillMedical. 2012;210-336.

Vedana KGG, Miasso Al. The meaning of pharmacological treatment for
schizophrenic patients. Rev Latino Am Enfermagem. 2014;22(4):670-8.

Vedana KGG, Cirineu CT, Zanetti ACG, Miasso Al. Acting for relief: Coping with
schizophrenia and nuisances caused by drug treatment. Cienc Cuid Saude.
2013;12(2):365-74.

Borba LO, Maftum MA, Vayego SA, Mantovani MF, Felix JVC, Kalinke LP
Adherence of mental therapy for mental disorder patients to drug health
treatment. Rev Esc Enferm USP 2018;52:e03341. http://dx.doi.org/10.1590/
S1980-220X2017006603341.

Higashi K, Medic G, Littlewood KJ, Diez T, Granstréom O, DeHert M. Medication
adherence in schizophrenia: Factors influencing adherence and consequences
of nonadherence, a systematic literature review. Ther Adv Psychopharmacol.
2013;3(4):200-18. http:// dx.doi.org/10.1177/2045125312474019.

Ho SC, Chong HY, Chaiyakunapruk N, Tangiisuran B, Jacob SA. Clinical and
economic impact of non-adherence to antidepressants in major depressive
disorder: A systematic review. J Affect Disord. 2016;193():1-10. https://doi-org.
ez11.periodicos.capes.gov.br/10.1016/j.jad.2015.12.029.

39.

40.

41.

42.

43.

44.
45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57

58.

59.

60.

61.

62.

Readdean KC, Heuer AJ, Scott PJ. Effect of pharmacist intervention on improving
antidepressant medication adherence and depression symptomology: A
systematic review and meta-analysis. Res Social Adm Pharm. 2018;14(4):321-
31. https://doi-org.ez11.periodicos.capes.gov.br/10.1016/j.sapharm.2017.05.008.
Kamusheva M, Ignatova D, Golda A, Skowron A. The Potential Role of the
Pharmacist in Supporting Patients with Depression: A Literature-Based Point of
View. Integr Pharm Res Pract. 2020;9:49-63.

Al-Jumah KA, Quresh NA. Impact of pharmacist interventions on patients’
adherence to antidepressants and patient-reported outcomes: A systematic
review. Patient Prefer Adherence. 2012;6:87-100.

Akinbosoye OE, Taitel MS, Grana J, Hill J, Wade RL. Improving medication
adherence and health care outcomes in a commercial population through a
community pharmacy. Popul Health Manag. 2016;19(6):454-61.

Sickel AE, Seacat JD, Nabors NA. Mental health stigma: Impact on mental
health treatment attitudes and physical health. J Health Psychol. 2019;24(5):586-
99. https://doi.org/10.1177 % 2F1359105316681430.

Simon G. Collaborative care for depression. BMJ. 2006;332(7536):249-50.

Marques LA, Galduroz JC, Noto AR. Pharmaceutical care to patients treated
with antidepressants. Revista de Calidad Asistencial. 2012;27(1):55-64.
Rubio-Valera M, Blanco-Serrano A, Travé R et al. Community Pharmacist
intervention in depressed primary care patients (PRODEFAR study):
Randomized controlled trial protocol. BMC Public Health. 2009;9(1):284-92.
Fiorelli K, Assini FL. A prescricdo de benzodiazepinicos no Brasil: Uma
andlise da literatura. ABCS Health Science. 2017;42(1):40-4. doi: http://dx.doi.
org/10.7322/abcshs.v42i1.948.
Herbet C, Winkler H. Impact of a Clinical Pharmacist-Managed Clinic in Primary
Care Mental Health Integration at a Veterans Affairs Health System. Ment
Health Clin. 2018;8(3):105-9. htttp:// doi: 10.9740/mhc.2018.05.105.
Cummings CM, Caporino NE, Kendall PC. Comorbidity of Anxiety and
Depression in Children and Adolescents: 20 Years After. Psychol Bull.
2014;140(3):816-45. http://doi:10.1037/a0034733 47.
Coplan JD, Aaronson CJ, Panthangi V, Kim Y. Treating comorbid anxiety and
depression: Psychosocial and pharmacological approaches. World J Psychiatr.
2015;5(4):366-78.
Agborsangaya CB, Lau D, Lahtinen M, Cooke T, Johnson JA. Health-related
Quality of Life and Healthcare Utilization in Multimorbidity: Results of a Cross-
Sectional Survey. Qual Life Res. 2013;22(4):791-9. htttp:// doi: 10.1007/s11136-
012-0214-7.
Mielck A, Vogelmann M, Reiner L. Health-related quality of life and
socioeconomic status: Inequalities among adults with a chronic disease. Health
Qual Life Out. 2014;12(1):58-68.
Thomas GPA, Saunders CL, Roland MO, Paddison CAM. Informal carers'
health-related quality of life and patient experience in primary care: Evidence
from 195,364 carers in England responding to a national survey. BMC Fam
Pract. 2015;16(1):62-72. http://doi: 10.1186/s12875-015-0277-y.
Matcham F, Norton S, Scott DL, Steer S, Hotopf M. Symptoms of depression
and anxiety predict treatment response and long-term physical health outcomes
in rheumatoid arthritis: Secondary analysis of a randomized controlled trial.
Rheumatology. 2016;55(2):268-78. http://doi:10.1093/rheumatology/kev306.
Binakaj Z. Pharmaceutical Care of the Patients Suffering from Depression.
J Pharm Pharmacol. 2016;4(6)253-60. https://www.researchgate.net/deref/
http%3A%2F % 2Fdx.doi.org%2F10.17265%2F2328-2150%2F2016.06.003.
Gomes NM, Sena CC, Arcanjo FLJ, Oliveira CV. Hydrotherapy on exercise
capacity, muscle strength and quality of life in patients with heart failure: A
meta-analysis. Int J Cardiol. 2015;198:216 -9.
Hurst JR, Skolnik N, Hansen GJ, et al. Understanding the impact of chronic
obstructive pulmonary disease exacerbations on patient health and quality of
life. Eur J Intern Med. 2020;73:1-6. https://doi.org/10.1016/j.ejim.2019.12.014.
Dashti-Khavidaki S, Sharif Z, Khalili H, et al. The use of pharmaceutical care to
improve health-related quality of life in haemodialysis patients in Iran. Int J Clin
Pharm. 2013;35(2):260-7.
Wang G, You X, Wang X, et al. Safety and effectiveness of escitalopram in
an 8-week open study in Chinese patients with depression and anxiety.
Neuropsychiatr Dis Treat. 2018;14:2087-97.
Brooks J, Rael EL, Swavely, S. Physical Exam Findings, Quality of Life Effects
and Co-Morbid Conditions Associated with Immunodeficiency. J Allergy Clin
Immunol. 2015;135(2):AB102.
Halling HL, Nordentoft M, Hjorthej C, Gyrd-Hansen D. Does the EQ-56D measure
quality of life in schizophrenia?. J Ment Health Policy Econ. 2011;14(4):187-96.
Kjeldsen LJ, Olesen C, Hansen MK, Nielsen TRH. Clinical outcomes used in

Clinical Pharmacy Intervention Studies in Secondary Care. Pharmacy (Basel).
2017;5(2):28.

Article History: Submission Date : 30-09-2020; Revised Date : 21-10-2020; Acceptance Date : 19-11-2020
Cite this article: Fernandes SAF, Brito GC, Rocha CE, Torres RM, Aratjo AA, Fonteles MMF. Pharmacotherapy Follow up in Mental Health: Which Outcomes
Change in a Short Period?. J Young Pharm. 2020;12(4):373-8.

378

Journal of Young Pharmacists, Vol 12, Issue 4, Oct-Dec, 2020



