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Background: The introduction of pharmaceutical care in Nigeria has been faced with many
challenges in addition to limited information regarding the practice.

Objective: This study aimed to determine the barriers encountered by community pharmacists
in Nigeria in the provision of pharmaceutical care.

Methods: A cross-sectional descriptive survey was carried out in Enugu urban, southeast Nigeria.
Data were collected using pretested and structured 5-point Likert scale questionnaires that were
self-administered to the respondents. Data were analyzed using descriptive statistics.

Results: The 78 community pharmacists comprised 62 males and 16 females. Out of the
78 respondents, 69 (88.5%) had the basic Bachelor of Pharmacy degree while three (3.9%)
had Fellowship, Master’s, and Doctor of Pharmacy degrees respectively. The mean number of
years of practice was 8.2 (£0.6). The key limitations to the implementation of pharmaceutical
care were: pharmacists’ attitude and lack of pharmaceutical care skills, as well as resource and
system-related constraints. Others challenges were interprofessional and academic obstacles
like lack of collaboration (66.6%) and lack of role models (42.1%). Most of the respondents
(81%) were strongly willing to adopt and implement pharmaceutical care, while 19.2% were
not strongly willing to practice pharmaceutical care.

Conclusion: Despite limitations to practice, community pharmacists in the area are very inclined
to implement pharmaceutical care in the private sector to improve patients’ quality of life.
Keywords: patient medication care, practice, pharmacists, community pharmacy, Nigeria

Introduction

There has been an increasing need to improve community pharmacy operations to
match the demands of the 21st century. Many pharmacists have chosen to embrace
the pharmaceutical care model in their practice sites in place of the usual traditional
care to meet patients’ health care system needs. There is also an increasing need to
integrate pharmaceutical care activities into community practice. Therefore, col-
leges of pharmacy and community pharmacists need good collaboration to increase
pharmaceutical care awareness to prepare pharmacists for today’s practice. From the
onset, the Accreditation Council for Pharmaceutical Education (ACPE) standards
and guidelines emphasized the necessity for 4th year. Advanced Pharmacy Practice
Experiences (APPEs), which focus on patient care and emphasized the pharmaceutical
care model. Pharmaceutical care is the responsible provision of drug therapy for the
purpose of achieving definite outcomes that improve a patient’s quality of life.! It is
also defined as a patient-centered, outcome-oriented pharmacy practice that requires
the pharmacist to work in collaboration with the patient and the patient’s other health
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care providers to promote health, prevent disease, and assess,
monitor, initiate, and modify medication use. It ensures that
drug therapy regimens are safe and effective.’ Irrational use
of medicines has resulted in many life-threatening conditions
and avoidable deaths in our hospitals.**

Pharmacists have great opportunities to make significant
contributions in public health. They are readily accessible
and are often consulted for health problems, especially those
related to prescription drugs. They make recommendations
to their clients and encourage them to participate in screen-
ings to encourage early detection and prevention of diseases.
Hence, health promotion should be an important part of
pharmacy training, since pharmacists are strategically posi-
tioned to positively impact the health of individuals in their
communities. They participate not only in curative medicine
but also in preventive medicine.*” Community pharmacies
refer patients to hospitals based on their health needs. They
carry out primary preventive public health activities geared
toward correcting modifiable risk factors and disease preven-
tion at the community level.

There is a growing trend toward optimizing the medication
use process (ie, pharmaceutical care). However, community
pharmacy practice in Nigeria is still not fully utilized and is in
its nascent stage. Progress has been made in cognitive service
remuneration and some score carding based upon improve-
ments in economic, clinical, and humanistic patient outcomes.
However, the customary success metrics for community
pharmacies remain focused upon the processing of prescrip-
tions, rather than the outcome associated with appropriate
medication management by pharmacists.> ' The Asheville
Project (involving 12 pharmacies, 85 patients with diabetes)
found that patients receiving pharmaceutical care interven-
tions fared better than a comparison group. The Asheville
Project started in March 1997. Services performed by com-
munity pharmacists include patient education and training,
clinical assessment, monitoring, follow-up and referral.
Participating patients had lower overall health costs, missed
fewer days of work/school, and required less intensive health
care interventions. Project InPACT as it was popularly
called, focused on community pharmacists’ interventions
(26 pharmacies) with patients suffering from dyslipidemias
(397 patients). With this pre—post comparison group design,
the rates of persistence, compliance, and attainment of clinical
goals were demonstrated using pharmaceutical care.!'"!3

The pharmacist cooperates with the patient and other
health care professionals but does not have sole responsibil-
ity for the medication use process. Pharmaceutical care is a
professional practice that addresses a unique set of health care

needs not currently addressed by other practitioners. A prac-
tice is the application of a specialized set of knowledge and
skills to resolve specific patient needs in accordance with the
standards accepted by both the profession and society. These
standards require that the patient care process be completed
in its entirety for each patient. Opposition by some medical
doctors in government hospitals has been reported.'* However,
patient-oriented pharmacy practice is gradually gaining
grounds in Nigeria following the advent of pharmaceutical
care through research, public awareness, and advocacy. This
study was conducted because understanding the barriers
is vital to generating information that will help improve
pharmaceutical care practice and bridge the gap created by
the limitations in Nigeria. The objective of this study was to
determine the barriers encountered by community pharmacists
in the provision of pharmaceutical care in Nigeria.

Materials and methods
Study site and setting

Enugu is over a century old, and was the capital of the old
southeastern region of Nigeria, but is presently the capital
of Enugu State. The state has a population of more than
3,257,298 people, with over 40% of this population residing
in Enugu. The population is still growing due to urbaniza-
tion and the presence of basic amenities like good roads,
pipe-borne water, electricity, affordable housing, hospi-
tals, schools, and others. It is also centrally located with
Anambra state on the west, Ebonyi state to the east, Benue
and Kogi states to the north, and Abia and Imo states located
to the south. This helps in providing easy accessibility and
allows the influx of people from the other geopolitical zones.
The population is predominantly made up of Ibos mixed with
other tribes. The two main languages are Igbo, which is the
native language, and English, the official language.

Description of pharmacists at the
study site

The operations and activities of pharmacists here are regu-
lated by the Pharmacists Council of Nigeria (PCN). The
pharmacists are a source of health information to the public
and they carry out free consultations in their premises. They
also carry out a number of health promotion services that
include health education, and health screening for hyperten-
sion, diabetes, and malaria. Some pharmacists carry out inter-
vention studies and educate clients on weight management,
smoking cessation, withdrawal from substance abuse, good
nutrition, and chronic disease management in collaboration
with other members of the health care team, especially the
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physicians, etc. However, they are very limited in number
compared to the ever-teaming population. There are approxi-
mately 16,000 pharmacists to care for over 170 million
people in Nigeria giving rise to a pharmacist:human ratio of
1:10,625.15 This population comprises those who have left
the country in search of greener pasture abroad.

Study design

The study was a cross-sectional, descriptive survey conducted
using a structured questionnaire on a 5-point Likert scale.
The study population comprised registered community
pharmacists practicing within Enugu metropolis who were
selected based on selected criteria.

Inclusion criteria

e community pharmacists residing and practicing within
Enugu metropolis;

e community pharmacists registered with the PCN;

e those who have practiced for at least more than 1 year in
community pharmacy;

e those who gave their informed consent to participate in
the study.

Exclusion criteria

e community pharmacists who did not give their informed
consent to participate in the study;

e those who are not duly registered with PCN;

e those who have not practiced for up to 1 year;

e community pharmacists practicing outside Enugu
metropolis.

Data collection

Primary data collection was carried out through self-admin-
istered structured questionnaires that tend to measure the
intensity of the feeling of the respondents with respect to the
information being sought. Questionnaires were administered
to the respondents and collected back on agreed dates. Names
were omitted from the questionnaires to prevent any form of
identification or bias.

Questionnaire development

The questionnaire was broadly divided into two parts: the
classification section to capture demographic data and the
second part with questions relating to the subject matter
under study. The number of questions was minimized, and
questions were made short and clear to avoid ambiguity.
Leading questions relating to the subject matter were avoided
in order not to influence the thought of the respondents while

covering the subject area. Open-ended and leading questions
were used for flexibility and to allow the respondents to state
their position for greater validity of the instrument. Questions
asked in the questionnaire were complete sentences. During
the pilot study, every question was filled with an interview
to know if the response to any questionnaire item actually
represents the views on the subject of discuss. The test-retest
technique was further used to establish the reliability of the
questionnaire. The questionnaire was constructed in English
and organized into five domains with a total of 21 items. It
was self-administered.

Administration of questionnaire

and data collection

A total of 113 pharmacists were eligible for the study and
out of these, 105 gave their informed consent. A pilot study
was conducted with 15 respondents who did not participate
in the main study. All the remaining 90 respondents took
part in the main study; 84 were returned while six out of the
returned questionnaires were not properly filled, resulting in
78 returned questionnaires available for study. The question-
naire was first field-tested (pilot study) by administering them
to 15 community pharmacists practicing within the metropo-
lis for construct and content validation. The questionnaires
were self-administered. Respondents were revisited on agreed
dates to collect them back.

Sampling methods

All the 90 registered community pharmacists who gave
their informed consent participated in the study. This was
to increase reliability, considering the limited population of
community pharmacists in the area.

Data analysis

Raw data collected were entered into Microsoft Excel, double
checked for accuracy, and analyzed using descriptive statistics
and Microsoft Excel.

Ethical consideration

Ethical approval was obtained from the research and ethics
committees of the Nnamdi Azikiwe University Teaching
Hospital (NAUTH), Nnewi, Anambra State, Nigeria, and
the Enugu State University Teaching Hospital (ESUTH),
Enugu, Enugu State, Nigeria, respectively, as part of a larger
study on the impact of pharmaceutical care interventions on
Type 2 diabetes management in Nigeria. Informed consent
was also obtained from all the community pharmacists who
participated in the study.
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Results

Out of the 90 questionnaires distributed, 84 were filled and
collected back, resulting in a response rate of 93%. Six out
of the 84 returned questionnaires that were not properly
filled were discarded and a total of 78 questionnaires were
used for the study as shown in Figure 1. Table 1 lists the
background qualifications of respondents. The standard
mean of the frequency distribution for the number of years
of community practice was 8.240.6 while the questionnaire
return rate was 99%.

Discussion

The respondents are predominantly young pharmacists with
the first degree in pharmacy who have practiced for less than
10 years. However, just a little of this population have
practiced for more than 10 years and 20 years, respectively.
The limitations to pharmaceutical care among respondents
include: poor pharmacists’ attitude toward pharmaceutical
care practice, resource-related constraints, system-related
constraints, interprofessional obstacles, and academic
obstacles as tabulated in Table 2. The study is similar to
several studies conducted on the limitations to pharmacists
practice by Rovers et al.'® It supports the results obtained
from the United States and Europe where time and money
were reported as key limitations by Miller and Ortmeier and
Van Mill et al.'!¥ This could also be associated with very
few role models in this practice area in Nigeria presently.

Registered community pharmacists
N=113

—
A4

Registered community pharmacists
who gave their informed consent
N=105

—
v

Registered community pharmacists
remaining after pilot study
N=90

—>
v

Registered community pharmacists
who returned filled questionnaire
N=84

—
v

Questionnaires properly filled and
collected for the study
N=78

Figure | Schematic representation depicting how participants were recruited.

However, the lack of pharmaceutical care skills could be
associated with the misconception that having the knowl-
edge of pharmaceutical care is synonymous with the skills
but knowledge could be acquired at a point while skills take
longer time to attain. Professional development and academic
qualification could be a factor that should not be overlooked
in Nigeria. The place of skills and manpower development
should be given strong considerations as a driving force
for positive change, especially in any developing economy.
Resource-related constraints, namely, space, finance, and
qualified personnel contribute to the limitations coupled
with system-related barriers, namely, lack of reimburse-
ment, patients’ demand, and acceptance by physicians. This
is similar to results obtained by Awad et al'® and May,*
which reported resource- and system-related constraints as
key limitations. Farris and Schopflocher suggested the non
availability of trained supportive staff for minor dispensing
work as another limitation that affects the successful imple-
mentation of pharmaceutical care.”!

Further work could focus on the rate and levels of human
resources development for the implementation of pharma-
ceutical care and determination of the levels of its adoption.
Pharmacists’ attitudes, lack of necessary skills, and resource-
related constraints were also identified as limitations to the
implementation of the practice in the area under study. The
study shows that pharmaceutical care skills, like clinical
problem solving, therapeutics, and communication and

- 8 pharmacists did not give their informed consent

— 15 respondents used for pilot study

— 6 questionnaires lost

— 6 questionnaires not properly filled
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Table | Demographic characteristics of participants

Characteristics n (%)
Qualification
BPharm (Bachelor of Pharmacy) 69 (88.5)
Pharm D (Doctor of Pharmacy) 3339
MPharm (Master of Pharmacy) 3(3.9)
FPCPharm (Fellowship) 3(3.9)
Total 78 (100)
Years of practice
1-10 60 (77.0)
11-20 15 (19.0)
21-30 3 (4.0)
3140 0
Total 78 (100.0)

documentation skills are still lacking among pharmacists.
This is understandable as the introduction of pharmaceuti-
cal care into the undergraduate curricula started less than a
decade ago. The younger generations of pharmacists are more
familiar with the practice than those who graduated more

than 10 years ago. This underscores the need for training
and retraining through continuing education and exchange
programs as obtainable in developed countries.?

All domains of resource-related constraints, namely,
time, finance, space, personnel, and management showed
negative responses, an indication of limitations to the
pharmaceutical care practice. Lack of space in community
pharmacies limit confidentiality, which is very vital in con-
sultations, while shortage of skilled and trained personnel
increase work load and reduces patients’ counseling and
consultation time. Acceptance of community pharmacists’
activities by physicians borders on the level of awareness
and understanding between the parties. However, most
physicians feel that their professional duties are being
threatened, while others embrace it as a complimentary
role that borders on team work toward improving patients’
treatment outcomes. These limitations are consistent with
observations by Rovers et al.!®

Table 2 Limitations encountered by respondents and their willingness to adopt the practice

Tend to
agree, N (%)

Responses obtained from
questionnaire covered
these items below

Strongly
agree, N (%)

Tend to
disagree, N (%)

Neither agree nor
disagree, N (%)

Strongly N
disagree, N (%)

Pharmacist attitude

Lack of comprehension 21 (29.2) 24 (33.2) 342 3(42) 21 (29.2) 72
Misconception 21 (30.4) 15 (21.7) 9 (13.1) 6(8.7) 18 (26.1) 69
Fear of change 15 (23.8) 33 (524) 0 9 (14.3) 6 (9.5) 63
Lack of motivation 24 (33.4) 12 (18.2) 6 (9.1 9 (13.6) 15(22.7) 66
Inertia 18 (25.0) 12 (16.7) 15 (20.8) 18 (25.0) 9 (12.5) 72
Personal energy 6 (l.1) 9 (l6.7) 9 (l6.7) 12 (22.2) 18 (33.3) 54
Lack of pharmaceutical care skills
Therapeutics 3 (4.6) 12 (18.2) 3 (4.6) 18 (27.2) 30 (35.4) 66
Clinical problem solving 12 (19.1) 348 9 (14.2) 12 (19.1) 27 (42.9) 63
Communication skills 9 (13.7) 3 (4.5) 3 (4.5) 21 (31.8) 30 (45.5) 66
Documentation 15(21.7) 12 (17.4) 12 (17.4) 12 (17.4) 18 (26.1) 69
Drug information 15 (25.0) 3(5.0) 12 (20.0) 9 (15.0) 21 (35.0) 60
Resources related constraints
Time 9 (13.6) 30 (45.5) 6 (9.1 9 (13.6) 12 (18.2) 66
Finance 24 (36.4) 15 (22.7) 15 (22.7) 9 (13.6) 3 (4.6) 66
Space 27 (40.9) 0 21 (31.8) 12 (18.2) 6 (9.1) 66
Personnel 24 (38.1) 18 (28.6) 9 (14.3) 12 (19.0) 0 63
Management 18 (27.3) 18 (27.3) 15 (27.7) 6 (9.1) 9 (13.6) 66
System related constraints
Reimbursement 36 (57.0) 3(48) 18 (28.6) 3(4.8) 3 (4.8) 63
Patient demand 15 (25.0) 15 (25.0) 18 (30.0) 6 (10.0) 6 (10.0) 60
Acceptance by physicians 26 (55.3) 3 (6.4) 12 (25.5) 3 (6.4) 3 (6.4) 47
Interprofessional obstacles
Lack of collaboration 36 (66.6) 3(5.6) 6 (I.1) 3(5.6) 6 (I1.1) 54
Board of pharmacy 30 (47.6) 6 (9.5) 6 (9.5) 6 (9.5) 15 (23.9) 63
Faculties of pharmacy 21 (38.9) 12 (22.2) 9 (l6.7) 3(5.5) 9 (l6.7) 54
Academic obstacles
Lack of role models 24 (42.1) 6 (10.5) 9 (15.8) 3(5.3) 15 (26.3) 57
Willingness to carryout 63 (80.8) 15 (19.2) 0 0 0 78
pharmaceutical care
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Outstanding interprofessional obstacles of interest in
this study include lack of collaboration, limitations from
Board of Pharmacy due to poor implementation, and
enforcement of relevant issues bordering on the progress of
the profession. This takes its negative toll on the faculties
of pharmacy and development of pharmacy education. A
good example is the delay in the enforcement of the Doc-
tor of Pharmacy (Pharm D) program (a clinically oriented
pharmacy degree) in all the pharmacy schools in Nigeria.
Out of over 12 tertiary schools training pharmacists within
the country, only one of them offers the Pharm D program
presently. Pharmaceutical care is still at the foundation stage
in Nigeria and lacks the requisite number of role models
and practitioners needed to match the demand and serve
as a driving force to facilitate the training and retraining
process required to meet the manpower need of the teaming
population. Studies suggest that lack of role models coupled
with very limited clinical exposure to clinical practice due
to lack of skilled clinical pharmacists, policy framework,
and poor pharmacy practice settings, are among the leading
limitations to the implementation of pharmaceutical care. A
study conducted by Tayo® revealed the huge gap in skilled
human resources need for the pharmaceutical sector in the
West African subregion.?

Since most of the community pharmacies are owned by
private practitioners, system-related constraints like lack of
reimbursement are greatly overlooked due to the competi-
tive business climate in order to break even. This suggests
why most of the community pharmacists do not spend much
time in rendering some services that could be helpful to their
clients.>%

All the community pharmacists are strongly willing
to adopt and practice pharmaceutical care. This finding is
consistent with a similar study in Kuwait that reported total
willingness.?” The implication is that the government could
take advantage of the willingness of these practitioners by
enforcing targeted educational interventions and incorporation
of remunerations for services rendered as obtainable in some
of the civilized nations.?!*>% Such an action requires technical
support from the academia.?” Berger and Grimley examined
pharmacists’ readiness to render pharmaceutical care using
the trans-theoretical model, which suggests that five stages of
voluntary behavior change exist: precontemplation, contem-
plation, preparation, action, and maintenance.** Okonta et al
in southeastern Nigeria suggested that technical collaboration
of health professionals and health facility management with
pharmacists’ regulatory authorities will promote pharmaceuti-
cal care practice and bridge most of the gaps.’!

Limitations of the study

A few limitations exist in this study. The questionnaire does
not allow the investigator to determine the respondents’
sincerity, apparent reluctance, or even their evasiveness as
obtainable through interview. Open-ended questions allow
for better expression of respondents’ view. However, it could
increase the risk of misinterpretation. Closed or leading
questions, on the other hand, minimize the risk of misinter-
pretation by the investigator but the categories will need to
be exhaustive and mutually exclusive. A combination of the
two has been used to minimize the limitations associated with
the validity, reliability, and usability of the questionnaire. All
these domains may not have been completely captured.

Conclusion

This study determines the barriers to pharmaceutical care
practice encountered by community pharmacists in Nigeria.
The findings reflect respondents’ opinion as identified after
the survey. Study result shows that pharmacists’ attitude,
system-related constraints, and interprofessional obstacles
are the barriers to the implementation of pharmaceutical care
identified by the pharmacists. These barriers further limit
patients’ access to pharmaceutical care services in the region.
However, respondents demonstrated great willingness to adopt
the practice. There is a huge gap between improvement and
development of pharmaceutical care practice in Nigeria and
global best practices. Continuous educational interventions
and experiential training to enhance exposure to clinical prac-
tice for encouraging the output of skilled community pharma-
cists very skillful in patient care could be a veritable way of
bridging the gap. This will further encourage the availability
of pharmaceutical care practitioners with enough exposure
in clinical practice. The government can contribute positively
by creating practice-friendly, enabling environment and good
pharmacy practice settings at all levels of health care. Training
more practitioners through sponsorship and scholarships will
be of immense benefit. This will help in sustaining manpower
development, ensuring the presence of role models, and
training the trainers to anchor institutional training at both
undergraduate and postgraduate levels. This is critical to the
success and development of pharmaceutical care practice at
all spheres of pharmacy practice in Nigeria.
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