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Abstract
Background  Although pharmaceutical care has tangible positive importance in ensuring patient pharmacotherapy 
safety, its provision encounters several barriers. Therefore, this study investigated the obstacles pharmacy 
professionals faced while providing pharmaceutical care in Motta town, Northwest Ethiopia.

Methods  A cross-sectional study was conducted from July 30, 2022, to August 30, 2022, at all community and 
hospital pharmacies in Motta town, Northwest Ethiopia. The data were collected via a self-administered questionnaire 
and analyzed via SPSS version 26.0. Descriptive statistics and statistical analysis tests, such as the independent t-test, 
variance, and multiple linear regressions, were employed to analyze the data.

Results  The study had a 97.7% response rate. Among the 130 participants, 71 (54.6%) were females. The mean (± SD) 
total score of pharmaceutical care provision barriers was 85.06 (± 20.2). The highest and lowest mean subscale scores 
of pharmaceutical care provision barriers were related to lack of resources and skill, respectively. Among resource-
related barriers, lack of time and money, lack of trained staff, and lack of private space for consultation scored higher 
than other barriers. Concerning vision/attitudinal barriers, patients and other healthcare workers’ inappropriate 
attitudes toward pharmaceutical care obtained the highest scores. The lack of clinical education in pharmaceutical 
care, lack of communication, and lack of documentation skills of pharmacists scored higher than other barriers in the 
educational and skill-related barriers subscales. For the regulatory/environmental subscale, a lack of clinical practice 
guidelines and legal barriers scored higher than the other subscales did. Pharmaceutical care provision barriers were 
significantly associated with age (B = 14.008), years of practice (B = 13.009), and graduating institution (B=-16.773).

Conclusions  Resource and attitudinal/vision-related barriers were reported to be the most common barriers 
to pharmaceutical care implementation. Stakeholders should work together to develop strategic solutions to 
overcome these barriers and thus achieve optimal pharmaceutical care provision. These strategies should include 
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Background
Since 1990, the role of pharmacists has expanded from 
traditional product-oriented dispensing to patient-ori-
ented pharmaceutical care (PC) practices [1–3]. Hepler 
and Strand defined PC as “The responsible provision of 
drug therapy to achieve definite outcomes that improve 
the patient’s quality of life [4]. The listed outcomes 
include curing the disease, eliminating or reducing a 
patient’s symptomatology, arresting or slowing the dis-
ease’s progression, and preventing a disease [5]. Pharma-
ceutical care practices are both outcome-oriented and 
patient-centered approaches, requiring the pharmacist 
to collaborate with the patient and other healthcare pro-
viders to develop, implement, and monitor a care plan 
intended to prevent and address drug therapy problems 
(DTPs) [6, 7].

To guarantee that patients receive the best care pos-
sible, the American Pharmacists Association (APhA) 
adopted five principles of pharmaceutical care. The five 
guiding principles included gathering and evaluating 
patient data, examining medical records, developing and 
implementing a medication therapy plan, and monitoring 
and modifying the plan [8].

A large body of studies analyzing the impacts of PC in 
diverse situations revealed that these services optimize 
patients’ adherence [9–11], reduce health care costs [11], 
improve patient health outcomes [12–15] and health-
related quality of life [13] and enable patients to have 
better knowledge of the disease [13, 14, 16–18]. Findings 
from a separate study also showed that PC reduces mor-
tality, prescription errors [19], hospital readmissions, and 
the length of hospital stays [16–18]. The incorporation 
of PC in the management of chronic conditions, such as 
chronic obstructive pulmonary disease (COPD), diabe-
tes, hypertension, cardiovascular diseases, and asthma, 
has yielded promising outcomes [10–14, 20], including 
significant reductions in glycated hemoglobin (HbA1c) 
levels, lower systolic and diastolic blood pressure [12–14, 
21], optimized medication adherence [11, 20, 22, 23], 
improved health-related quality of life [13, 22], and a 
reduced rate of hospital readmissions [16–18, 23].

PC is used widely in countries with better-developed 
healthcare infrastructure [24], whereas in Ethiopia, where 
pharmacist orientation is still predominantly focused on 
selling medications, the situation might differ. Pharmacy 
professionals (PPs) in Ethiopia are focused mainly on dis-
pensing medicines, controlling inventory, and providing 

patient counseling. However, they are less involved in the 
provision of PC. In particular, their involvement in man-
aging drug-related problems is rare. As a result, PC prac-
tice in Ethiopia has not been fully implemented, remains 
underdeveloped, and is still in its early stages [25].

Different countries have various forms and levels of 
pharmaceutical care development and adoption, depend-
ing on their legal, political, and healthcare systems [23]. 
Ethiopia has taken several measures to integrate PC into 
the healthcare system. In 2008, health authorities recog-
nized the need for patient-centered pharmacists, and the 
4-year undergraduate pharmacy program was upgraded 
to a 5-year clinical pharmacy program by adding 1-year 
mandatory clerkship attachments. Soon after, the 
National Harmonized Modular Curriculum was framed 
to empower undergraduates toward more clinically ori-
ented education. In addition, the Masters of Science in 
Clinical Pharmacy and Pharmacy Practice were launched 
by Jimma University in collaboration with partners from 
the Ethiopian Pharmaceutical Association, the Strength-
ening Pharmaceutical Systems Program of Management 
Sciences for Health, and the University of Washington 
[26–28]. The Ethiopian Hospital Reform Implementation 
Guideline (EHRIG) [14], which promotes interdisciplin-
ary collaboration between doctors and pharmacists in 
the practice of patient-oriented pharmacy services, was 
also introduced to the national healthcare system by the 
Ethiopian Food, Medicines, and Health Care Administra-
tion and Control Authority (FMHACA) [25, 29, 30]. The 
reform guidelines are seldom reflected in actual practice 
because, in Ethiopia, physicians handle all direct patient 
care, making pharmacists’ involvement in drug therapy 
management reliant on physicians’ openness to their role. 
Additionally, the general public has a limited understand-
ing of pharmacists’ roles. Consequently, PC practices in 
Ethiopia remain underdeveloped, not fully implemented, 
and are still in their early stages.

Continuing education (CE) programs are implemented 
in several countries for pharmacists as mandatory life-
long learning initiatives aimed at enhancing clinical 
pharmacy and PC services [31]. In Ethiopia, a continuing 
professional development (CPD) system is being estab-
lished, supported by the introduction of the CPD Guide-
line for Health Professionals in 2013 [32]. The country is 
witnessing a shift in pharmacy practice toward a more 
patient-centered approach, which leads to a growing 
need for pharmacists to develop and maintain expertise 

optimizing the number of trained pharmacy staff, time and financial problems should be resolved, communication 
and documentation skills should be improved, pharmacy layouts should incorporate private counseling rooms, 
policies that support the pharmacist’s role in patient care should be developed, and effective training and continuing 
professional education programs should be offered.
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in areas such as pharmacotherapy, pharmaceutical care, 
and interpersonal communication [31, 33, 34].

Since introducing pharmaceutical care, its develop-
ment has not progressed as smoothly as expected. Many 
obstacles have prevented PPs from consistently providing 
pharmaceutical care as a professional service [1–3]. Thus, 
pharmacists from various locations and with varying lev-
els of experience should pinpoint their challenges and 
prioritize the issues that should be addressed first [35].

Some authors have described and classified barriers to 
implementing pharmaceutical care as a lack of resources, 
time, knowledge, and training in the field [36–38]. In a 
study conducted in Iran (2013), Mehralian et al. also cat-
egorized pharmaceutical care barriers into five domains: 
resources, attitudes/vision, education/training, skills, and 
regulatory-related obstacles [39].

While PC appears to benefit patients and the health-
care system as a whole, there are obstacles unique to each 
country that prevent the concept from being used to its 
full potential [40, 41]. In Thailand, the primary challenges 
to implementing pharmaceutical care are insufficient 
therapeutic knowledge, inadequate clinical problem-
solving skills, a lack of data on the proven benefits of 
pharmaceutical care, and limited time [38]. Although the 
implementation of pharmaceutical care by Canadian PPs 
continues to become more widespread, barriers to pro-
viding pharmaceutical care still exist, including lack of 
time, lack of funding, and difficulty communicating with 
patients and physicians [41]. Van Mil et al. reported that 
the implementation of pharmaceutical care in 11 Euro-
pean countries was impeded by insufficient time and 
funding. In addition, a lack of communication and clini-
cal education were reported as barriers in 10 of those 11 
countries [36]. According to AbuRuz et al., there is little 
implementation of PC in Jordan, and one of the greatest 
obstacles to PC provision is a lack of training [42]. A lack 
of financial resources in pharmacies was identified as the 
main barrier to the implementation of PC in Denmark 
[43] and Iran [39].

Although the number of reported obstacles to the prac-
tice of pharmaceutical care is increasing globally and 
pharmaceutical care implementation in Ethiopia is sub-
optimal [25], few studies have been conducted on the 
barriers encountered by PPs in the delivery of PC in Ethi-
opia and the study area. This study aimed to determine 
the barriers to the provision of PC and its determinants 
among PPs working in Motta town, Northwest Ethiopia.

Methods and materials
Study design, setting, and period
A cross-sectional study was conducted from July 30, 
2022, to August 30, 2022, on PPs working in hospitals 
or community pharmacies in Motta Town, Northwest 
Ethiopia. Motta town is located in the northwestern part 

of Ethiopia, at a distance of 372  km from Addis Ababa, 
the capital city of Ethiopia. The Amhara Regional Health 
Bureau registered 133 pharmacy professionals working 
in Motta town, Northwest Ethiopia, including 60 in com-
munity settings and 73 in hospitals.

Study population
The source population comprised all PPs in Motta town, 
whereas the study population included those working in 
hospitals and community pharmacies in Motta town dur-
ing the data collection period.

Eligibility criteria
PPs from community or hospital pharmacies in Motta 
town who agreed to participate in the study were 
included as study subjects. Participants who were not 
present at their work sites during the data collection 
period were excluded from the study. Approximately 130 
of the 133 PPs working in Motta Town participated in the 
study. Three pharmacists were out of town during the 
data collection period.

Sample size and sampling techniques
The sample for this study included all PPs working in 
community- and hospital-based pharmacies in Motta 
Towns during the study period. The list of all the phar-
macists was obtained from Amhara Regional Health 
Bureaus (the list was checked to evaluate the fulfillment 
of the inclusion criteria). Finally, all the pharmacists who 
met the inclusion criteria were selected to participate 
in the study via a census sampling technique. Approxi-
mately 130 of the 133 PPs working in Motta Town partic-
ipated in the study. Three pharmacists were out of town 
during the data collection period.

Study variables
The dependent variable in this study was the barriers 
encountered by PPs in providing pharmaceutical care. 
This variable was derived from PPs reports and was eval-
uated as a continuous variable.

The independent variables included sex, age, marital 
status, training curriculum, work experience, work set-
ting, and graduating institution.

Data collection tool and technique
Data were gathered via a self-administered questionnaire, 
which was designed based on information from relevant 
literature. The items assessing barriers were derived from 
existing evidence on pharmaceutical care-related obsta-
cles [36, 38, 39, 44–47]. Therefore, the questions had 
already been tested, which probably resulted in a high 
degree of validity. The initial version of the questionnaire 
was reviewed by three researchers with expertise in phar-
maceutical care and pharmacy practice-related studies to 



Page 4 of 12Kiflu et al. BMC Health Services Research         (2024) 24:1082 

evaluate content validity, clarity, relevance, and concise-
ness. Additionally, the questionnaire was tested with 10 
randomly selected pharmacy professionals in Bichena 
town to gather feedback on its wording and usability. 
Some items were adjusted based on this feedback (lan-
guage-related modifications were made to clarify some 
of the questions), and the data from the pilot test were 
excluded from the final analysis.

The questionnaire consists of 7 questions in the first 
section to address sociodemographic characteristics and 
28 questions to explore barriers encountered by PPs in 
providing pharmaceutical care. The second section is 
structured under five subdomains, including resource-
related barriers, attitude/vision-related barriers, educa-
tional/training-related barriers, skill-related barriers, and 
regulatory/environmental barriers [27], which are mea-
sured via a 5-point Likert scale ranging from “strongly 
agree” to “strongly disagree”.

The total score can range from 28 to 140, with a higher 
score associated with greater barriers to pharmaceutical 
care provision (PCP). The Cronbach’s alpha coefficients 
of the total scale and the subscales of resource-related 
barriers, attitudinal barriers, educational/training-related 
barriers, skill-related barriers, and regulatory/environ-
mental barriers were 0.93, 0.80, 0.85, 0.77, 0.70, and 0.71, 
respectively. The self-administered questionnaire was 
distributed by three trained and experienced pharmacists 
(those trained for three days). The data collectors fol-
lowed a standardized procedure during the data collec-
tion: (1) introducing themselves briefly, (2) explaining the 
overall nature and procedures of the study and the partic-
ipant information sheet, (3) emphasizing the anonymous 
nature of the study, and (4) confirming respondents’ par-
ticipation and obtaining their voluntary consent. The 
data collectors addressed any questions from respon-
dents with more specific information. All questionnaires 
were distributed to the respondents’ workplaces and col-
lected the following day.

Data quality assurance
To ensure the quality of the data, the data collectors 
were trained for three days about the objective, meth-
odology, tool, and scope of the study; furthermore, the 
study participants were informed about the study scope 
and objective. The data collection tool was sent to senior 
pharmacists with a clinical pharmacy and pharmacy 
practice specialty for face validity and approval and an 
English version of the data collection questionnaire was 
translated into Amharic and back-translated to English.

Data processing and analysis
The data were entered into Epi-data V.3.5.1 and exported 
to the Statistical Package for the Social Sciences (SPSS 
V.26) for further analysis. Following the assessment of 

skewness, kurtosis, Kolmogorov‒Smirnov, and Shap-
iro‒Wilk tests, the data were considered to be normally 
distributed. Descriptive statistics, such as frequency, 
percentage, mean, and standard deviation, were used to 
describe demographic characteristics, along with barri-
ers to PCP. For the subscales of the barrier tool, higher 
scores were considered indicative of a greater number of 
barriers. To calculate each subscale’s normalized score, 
its score was subtracted from the minimum score of 
that subscale and divided by the difference between the 
maximum and minimum scores of that subscale. Finally, 
the answer obtained was multiplied by 100. To compare 
the continuous variables of barriers to PCP with the 
categorical variables of sociodemographic characteris-
tics, an independent t-test and ANOVA were employed. 
Additionally, in this comparison, the partial eta squared 
effect size, Cohen’s d defect size, and confidence inter-
val were reported. According to Colin et al. (2012), par-
tial eta squared effect sizes are classified as small (0.01), 
medium (0.06), or large (0.14 and higher) [48]. Here, 
the effect sizes were reported based on Cohen’s d, and 
standardized mean differences were reported based on 
Cohen’s d defect size (null efect = 0, trivial efect = 0–0.19, 
small efect = 0.2–0.49, medium efect = 0.5–0.79, large 
efect = 0.8–1.19, very large efect = 1.2–2, and large 
effect ≥ 2) [49, 50]. To determine the relationship of each 
of the independent variables (individual characteristic 
variables) on the dependent variable (barriers to PCP), 
those variables were confirmed to be significant in the 
bivariate test (p < 0.05) and were entered into a multiple 
linear regression model via a backward strategy. The 
backward strategy is a stepwise regression approach that 
begins with a full (saturated) model. At each step, this 
strategy gradually eliminates variables from the regres-
sion model to find a reduced model that best explains the 
data. The results from the linear regression analysis are 
presented as beta coefficients with associated 95% CIs. 
The level of statistical significance was set at p < 0.05.

Operational definitions
Attitudinal or vision-related barriers to pharmaceutical 
care refer to the obstacles that prevent the effective deliv-
ery of pharmaceutical services due to the beliefs, atti-
tudes, or perceptions of PPs.

“Graduating institution” refers to an educational insti-
tution where PPs have completed a Bachelor of Pharmacy 
(BPharm) program.

Results
Among the 130 PPs who participated in this study (97.7% 
response rate), more than half (54.6%) were female, over 
two-thirds (67.7%) were employed in hospital pharma-
cies, and the majority (70%) had graduated from a gov-
ernment university. The age range of the participants was 
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20–47 years, with a mean of 32.6 ± 6.9 years. Concerning 
the training curriculum, fewer than half (41.5%) of the 
participants were trained with a clinically oriented cur-
riculum or had in-service training in clinical pharmacy. 
A significant number of PPs had over ten years of experi-
ence (47.7%) and were married (48.5%).

The study found statistically significant relationships 
between the total score of barriers to providing phar-
maceutical care and age (p < 0.001), training curriculum 
(p = 0.020), years of practice (p < 0.001), marital status 
(p = 0.002), and the university from which the profession-
als graduated (p < 0.001). As demonstrated in Table  1, 
these relationships were not statistically significant for 
variables related to gender and work setting. Tables 1, 2 
and 3 show the relationships between the characteristics 
of PPs and the subscales of the PCP barriers.

The mean and standard deviation (SD) of the total 
score for the PCP barriers were 85.06 ± 20.2. To facilitate 
a comparison of the PCP barrier subscales, the scores 
were adjusted to a 100-point scale. Higher scores indicate 
more significant barriers, whereas lower scores reflect 
fewer barriers. As demonstrated in Table  2, the highest 
scores and the lowest scores were related to resource-
related barriers and skill-related barriers. Items with a 
higher mean score were identified in the following sub-
scales: resource-and attitudinal/vision-related barriers. 
The higher scores were related to the following items: 
lack of time, lack of money (reimbursement), lack of 
trained staff, and inappropriate attitudes of other health 
professionals and patients toward pharmaceutical care.

To estimate the effect of each of the individual char-
acteristic variables on barriers to PCP, all variables with 

P < 0.05 based on the results in Table 1 were entered into 
the linear regression model via the backward method. 
The associations between individual PPs characteristics 
and barriers to PCP are presented in Table 3, where some 
of the variables that were entered into the model, includ-
ing age, year of practice, and graduating institution, 
remained significant in the multiple linear regressions. 
As indicated, for every score increase in age greater than 
30 years, the barrier score increased by 14.01 units. PPs 
with more than ten years of experience were reported to 
have a greater barrier score (13.001 units higher) than 
those with less than five years of experience. The barrier 
scores for PCPs among PPs who graduated from gov-
ernment universities decreased by 16.77 units. Conse-
quently, 46.7% of the variation in the dependent variable 
(barriers) was explained by the independent variables 
(age, year of practice, and Graduating University).

Discussion
The present study examined the barriers associated with 
PCP and its predictors among pharmacy professionals in 
Motta town, Northwest Ethiopia. The mean score (± SD) 
of the total number of PCP barriers was 85.06 (± 20.27). 
The highest and the lowest mean scores were related to 
resource-related barriers, and skill-related barriers to 
pharmaceutical care provision respectively.

According to the respondents, “resource-related bar-
riers” and “attitudinal/vision-related barriers” were 
identified as the two most common obstacles. Among 
the resource-related barriers, lack of time had the high-
est mean score. Time constraints are frequently cited as 
a major challenge to delivering pharmaceutical care in 

Table 1  Relationships between PPs individual characteristics and barriers to PCP (n = 130)
Variable Category N Mean SD P value c ES (CId)
Gender Male 59 82.94 19.99 bP = 0.278 -0.19(-0.53,0.15)

Female 71 86.81 20.31
Age < 30yrs 56 77.00 19.73 aP < 0.001 0.17(0.06,0.28)*

30-39yrs 51 95.23 15.46
≥ 40yrs 23 82.13 21.38

Training curriculum BPharm with new clinical-oriented curriculum and Others* 54 89.70 18.69 bP = 0.026 0.40(0.04,0.75)*
BPharm with the old curriculum 76 81.76 20.67

Years in practice ≤ 4yrs 39 74.38 20.04 aP < 0.001 0.16(0.05,0.27)*
5-9yrs 29 82.10 21.27
≥ 10yrs 62 93.16 16.11

Work setting Hospital pharmacy 88 87.18 20.29 bP = 0.083 0.32(-0.04,0.69)
Community pharmacy 42 80.61 19.44

Marital Status Single 45 87.15 17.95 aP =0.001 0.09(0.01,0.19)*
Married 63 88.42 19.12
Divorced/widowed 22 71.13 22.37

Graduating institution Government 91 92.18 16.39 bP <0.001 1.39(0.97,1.80)*
Private 39 68.43 18.46

Significance level: P<0.05, *B. Pharm with old curriculum plus 1 month in-service and MSc in clinical pharmacy
aOne-way ANOVA, b independent sample t-test, c effect size, d confidence interval
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most research, regardless of the setting [35, 36, 38, 41, 
44, 51–53]. This issue is particularly pressing in Ethiopia, 
where the low density of pharmacists per population and 
the challenge of managing a high volume of patients daily 
exacerbate the problem [26, 54]. The demands of dispens-
ing medications, handling administrative tasks, and man-
aging limited drug supplies consume much of the PPs’ 
time, making them hesitant to fully engage in pharma-
ceutical care services. As a result, this leads to reduced 
quality of care and missed opportunities for improving 
patient health outcomes [25, 55].

To enable PPs to devote more time to PCP, several 
measures should be taken. Pharmacists should prioritize 

their tasks and delegate nonessential duties to other tech-
nical staff. Additionally, higher education institutions 
should integrate training modules into their curriculum 
that teach effective time management for their students. 
Policymakers should focus on hiring additional support 
staff to ensure that pharmacists have adequate time for 
patient interactions and should establish guidelines for 
the minimum time required for patient consultations or 
other PC services.

The present study reinforces the findings of similar 
studies in various countries [36, 39, 41, 43, 56, 57] that 
identified money (reimbursement) as the major bar-
rier to its implementation. Owing to financial barriers, 

Table 2  Scores of the PCP barriers and their subscales (n = 130)
Factor Item Mean SD Total mean ± SD Minimum Maximum
Resources 
related 
barriers

Lack of money (reimbursement) 3.35 1.19 22.95 + 6.31
56.96 + 22.55

7 35

Lack of time 3.52 1.33
Lack of space in pharmacies 3.11 1.40
Lack of suitable software (for financial and inventory management) 3.22 1.36
Lack of trained staff 3.31 1.37
Lack of private space for consultation 3.33 1.34
Lack of access to information sources 3.11 1.16

Attitude 
and vision
related 
barriers

Inappropriate attitude of staff toward pharmaceutical care 3.00 1.38 22.88 + 6.72
56.70 + 24.00

7 35

Inappropriate attitude of other health professionals toward pharmaceuti-
cal care

3.37 1.35

Inappropriate attitude of pharmacists 3.20 1.31
Inappropriate attitude of pharmacy owners/administrators toward phar-
maceutical care

3.09 1.36

Inappropriate attitude of patients toward pharmaceutical care 3.35 1.34
Inappropriate attitude of health policymakers toward pharmaceutical care 3.33 1.34
Lack of appropriate vision for professional development 3.55 1.30

Factor Items Mean SD Total mean ± SD Minimum Maximum
Educa-
tion and 
training
Related 
barriers

Lack of clinical education about pharmaceutical care 3.25 12.16 + 3.74
51.01 + 23.33

4 20

Lack of education in communication 3.09 1.31
Lack of education about social pharmacy 2.87 1.22
Lack of education in the public domain toward professional services of 
pharmacists

2.95 1.19

Skills 
related 
barriers

Lack of skills for pharmacotherapy assessment 2.76 1.25 11.90 + 3.02
46.00 + 20.14

5 20

Lack of communication skills of pharmacists 3.30 1.33
Lack of documentation skills of pharmacists 3.22 1.18
Lack of managerial skills 2.62 1.18

Regula-
tory and 
environ-
mental 
barriers

Legal barriers 2.99 1.37 15.17 + 3.60
48.05 + 21.20

7 24

National healthcare structure in general 2.03 1.09
Inertia of pharmacists as a group 2.04 1.03
Customers’ hesitance to speak about private issues 2.15 1.19
Lack of clinical practice guideline 3.02 1.44
Inappropriate system for assessment and encouraging pharmacies toward 
pharmaceutical care

2.92 1.39

Total 85.06 + 20.20
Minimum value (the lowest possible total score across all subdomains), maximum value (the highest possible total score across all subdomains)
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improper payment (remuneration) systems significantly 
retard the capacity of PPs in the delivery of PC [36, 
56]. There are no remuneration schemes or incentives 
arranged for pharmacists for PC services in Ethiopia [58], 
which can severely impact the delivery of pharmaceutical 
care by reducing motivation and job satisfaction [59, 60], 
leading to high turnover rates and increased workload. 
These factors compromise the quality of care, resulting 
in poor patient health outcomes by increasing the risk of 
medication errors or inadequate patient counseling [61, 
62]. Furthermore, financial instability may hinder PPs 
from participating in continuing education and training, 
which can negatively impact their professional growth 
and the quality of the services they provide. Addressing 
these remuneration issues is crucial for improving the 
overall effectiveness and sustainability of pharmaceutical 
care in Ethiopia [36, 56]. Therefore, the Ethiopian Phar-
macy Association and the government should reform 
the remuneration system to ensure timely and adequate 
compensation for PPs. This might include revising pay-
ment structures, increasing funding for pharmaceutical 
services, and improving financial management practices 
within healthcare institutions. These changes can help 
ensure that pharmacists are well-supported and moti-
vated to deliver high-quality pharmaceutical care.

PPs in various countries also face issues such as the 
absence of private consultation areas and a shortage of 
trained supportive staff [5, 41, 44, 63]. This finding is 
also consistent with the studies conducted in Ethiopia, 
which state that the lack of private consultation areas is 
considered a barrier to pharmacy services in the coun-
try as a result of weaknesses in the legal bodies’ enforce-
ment of private counseling areas, as well as insufficient 
facility space and financial constraints in constructing 
a private counseling room [64, 65]. Pharmacists have 

claimed that incorporating a patient waiting area and a 
private or semi-private counseling area in their phar-
macy will improve the counseling environment, increase 
patient privacy, and facilitate pharmacist-patient interac-
tions [44, 66]. However, the absence of private counseling 
spaces might result in incomplete or inaccurate commu-
nication between the pharmacist and the patient, poten-
tially leading to suboptimal pharmaceutical care delivery 
and adherence to treatment [67, 68]. Moreover, PPs may 
feel stressed or distracted when they lack a designated 
space to conduct private consultations. It can reduce 
overall efficiency and job satisfaction and negatively 
affect the delivery of PC [66, 69, 70]. Thus, it is essential 
for regulatory bodies to ensure that all establishments 
comply with the criteria for constructing medicine retail 
outlets/hospital pharmacies before they begin operations 
and involve redesigning pharmacy layouts to include 
separate spaces to create an environment that supports 
effective and confidential patient interactions.

Trained supportive staff enhances pharmacy opera-
tions by managing routine tasks such as prescription 
processing, inventory control, and patient management. 
This enables pharmacists to concentrate more on clini-
cal responsibilities, including medication therapy man-
agement, patient counseling, and pharmaceutical care 
delivery [71]. However, a lack of trained supportive staff 
leads to a busy work schedule that naturally limits the 
provision of PC services. In particular, a study by Farris 
and Schopflocher claimed that a lack of trained support-
ive staff for minor dispensing work was a limitation that 
affected the successful implementation of pharmaceuti-
cal care [72]. The shortage of pharmacy technicians in 
Ethiopia severely impacts pharmaceutical care, especially 
in rural areas. This shortage increases pharmacists’ work-
loads, limits access to essential medicines, and hampers 

Table 3  Relationships of PPs individual characteristics with PCP barriers based on the results of multiple linear regression analysis 
(n = 130)
Independent 
variable

Category Unstandardized coef-
ficients B

Standardized 
coefficient beta

95% CI for B P value R2

Age < 30yrs Reference Category 0.467
30-39yrs 14.01 0.34 7.81 to 20.21 0.000*
≥ 40yrs 3.85 0.07 -3.84 to 11.54 0.324

Year of practice ≤ 4yrs Reference Category
5-9yrs 5.65 0.12 -2.01 to 13.30 0.147
≥ 10yrs 13.01 0.32 6.36 to 19.66 0.000*

Training 
curriculum

Bpharm with new clinical-oriented 
curriculum

-2.72 -0.07 -8.53 to 3.10 0.357

Bpharm with the old curriculum Reference Category
Marital Status Single 4.54 0.11 -3.44 to 12.53 0.262

Married 2.88 0.07 -4.67 to 10.44 0.452
Widowed/Divorced Reference Category

Graduating 
institution

Government -16.77 -0.38 -23.21 to -10.33 0.000*
Private Reference Category

*Significance level: P < 0.05, R2: R squared
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comprehensive care. The situation is worsened by inade-
quate training and a lack of CPD programs for pharmacy 
staff [73]. These challenges underscore the need for pol-
icy changes to increase the number of trained pharmacy 
technicians and improve their working conditions.

Concerning attitudinal barriers related to pharmaceuti-
cal care provision, the inappropriate attitudes of health-
care professionals and patients toward the PCP were 
greater than those toward other barriers. These find-
ings are consistent with those reported in earlier stud-
ies [5, 74, 75]. Even though pharmaceutical care depends 
greatly on the collaboration of healthcare profession-
als, such as pharmacists, nurses, and physicians, other 
healthcare professionals, insufficient attitudes toward 
PC remain a barrier in Ethiopia. The negative attitudes 
of physicians and nurses toward pharmaceutical care 
reflect a lack of recognition of the pharmacist’s role as 
an integral part of the healthcare team. This undermines 
the potential for effective interprofessional collaboration 
and limits the ability of pharmacists to contribute effec-
tively to managing drug therapy, which is essential for 
comprehensive patient care [4, 44]. In Ethiopia, direct 
patient care remains largely the responsibility of physi-
cians, whereas pharmacists’ participation in managing 
drug therapy largely depends on how open physicians 
are [25]. As a result, Ethiopian higher education institu-
tions should incorporate interprofessional education into 
both undergraduate and postgraduate programs, allow-
ing physicians, nurses, and pharmacists to be trained 
together, which will help cultivate mutual respect and a 
better understanding of each other’s roles [63]. Policy-
makers should also consider developing and implement-
ing guidelines that clearly define and promote the role of 
pharmacists in patient care. Moreover, ongoing profes-
sional development programs for physicians and nurses 
are needed to increase their understanding of the value 
that pharmacists bring to patient care, particularly in 
optimizing drug therapy.

Patients also have much less understanding of the word 
“pharmaceutical care” and its concept. This relative lack 
of knowledge leads to a lack of demand for this service 
[3, 53, 76]. One significant factor contributing to the poor 
attitudes of patients toward PC in Ethiopia is the lack 
of adequate counseling by pharmacists. Many patients 
report dissatisfaction with the counseling they receive 
regarding medication side effects, drug interactions, and 
proper storage of medicines at home. Moreover, logistical 
challenges such as long waiting times and the unavailabil-
ity of prescriptions lead to a negative perception of the 
pharmaceutical care provided [77, 78]​. An insufficient 
attitude of patients leads to poor trust and engagement 
with pharmacists. This can lead to reluctance to seek 
advice or follow recommendations, which diminishes 
the role of pharmacists in managing and optimizing drug 

therapy. Therefore, PPs need to focus more on educat-
ing patients about the importance and advantages of 
pharmaceutical care by using clear communication and 
patient-centered methods, which can help change atti-
tudes and build a more favorable view of pharmacists’ 
roles in maintaining and improving health.

In this study, the subscale of resource-related barriers 
to the PCP received the highest score. In this context, 
many researchers claim that resource-related barriers can 
be the most important factors that prevent PC provision 
[35, 38, 51–53]. The lack of time, funding, and staff indi-
cates that PPs are working in an environment with lim-
ited resources. This constraint likely hinders their ability 
to deliver comprehensive care, which may result in lower 
patient satisfaction and potentially worse health out-
comes. Addressing these resource constraints is essential 
for improving the overall efficiency and effectiveness of 
pharmaceutical care.

Among education- and training-related barriers, a lack 
of clinical education about pharmaceutical care and a 
lack of education about communication are considered 
barriers to PCPs [53, 79]. These results are in line with 
those of previous studies [38, 44, 80–83]. PPs with a solid 
basis in therapeutics/PC can recognize more drug-related 
issues, do so faster, and create a wider range of possible 
interventions and treatment strategies [66]. In Ethiopia, 
pharmacy programs often focus on technical skills, leav-
ing pharmacists underprepared for patient-centered care. 
This gap in clinical training affects their ability to per-
form medication therapy management, counsel patients, 
and collaborate with healthcare teams, leading to sub-
optimal care and patient dissatisfaction [78]; therefore, 
changes must be made to the undergraduate pharmacy 
curriculum to ensure that students acquire more insight 
into patient-focused courses and relevant aspects of 
information management and technology, communica-
tion, documentation, and health problem resolution. Fur-
thermore, ongoing professional development programs 
are essential for equipping PPs with the knowledge and 
skills required to effectively deliver patient care [84]. The 
absence of communication skills training for pharmacists 
greatly affects the quality of pharmaceutical care. With-
out proper education in this area, pharmacists may find 
it difficult to effectively convey important information, 
resulting in misunderstandings and decreased patient 
satisfaction. Addressing this gap in education is vital for 
enhancing patient outcomes and the overall effectiveness 
of pharmaceutical care in the country.

Among skills-related barriers, the majority of PPs cited 
the lack of communication skills and lack of documenta-
tion skills of pharmacists as barriers to PCP. Pharmaceu-
tical care concept, well recognizes the responsibilities of 
other healthcare providers (physicians and nurses). Thus, 
strong cooperation and communication are required 
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between pharmacists and other healthcare professionals 
to design care plans for patient drug-related problems 
and to optimize their therapeutic outcomes. Practitioners 
from all disciplines can use their specific training and 
professional experience to improve patient care. Future 
healthcare professionals will be more likely to collaborate 
when undergraduate medical and pharmacy students 
receive interprofessional education [53, 85]. This could 
solve the present problems of healthcare professionals 
not working well together and poor communication [4, 
58, 65, 80].

According to Cipolle and others, “if you are not docu-
menting the care you provide comprehensively, then you 
do not have a practice” [86]. Even though documentation 
of the activities of PPs is a crucial aspect of pharmaceu-
tical care, its practices] in Ethiopia are often inadequate 
and frequently neglected. This challenge may stem from 
insufficient training, a lack of time, limited knowledge, 
and negative attitudes among healthcare workers toward 
documentation [87]. This result is also consistent with 
studies conducted in Jordan [76], Brazil [88], and Malay-
sia [15]. Inadequate medical care documentation is asso-
ciated with preventable medical errors that can result in 
poor patient outcomes [89]. Thus, healthcare organiza-
tions may need to implement standardized documenta-
tion protocols to ensure consistency and completeness 
in record-keeping. Furthermore, higher education insti-
tutions should incorporate more comprehensive train-
ing on documentation practices into the pharmacy 
curriculum.

PPs with more than ten years of experience were 
found to have higher barrier scores compared to those 
with less than five years of experience. PPs with fewer 
years of experience were more actively involved in phar-
maceutical care practice and faced fewer barriers to 
its’ implementation than those with more experience. 
Various reports have suggested that after completing a 
pharmacy program, fresh PPs might demonstrate good 
self-efficiency and belief and start providing pharmaceu-
tical care frequently; however, after 5–10 years of prac-
tice, they may deteriorate and start to exclusively support 
dispensing medications rather than deliver patient care 
[85]. Thus, they became reluctant to provide PC by con-
fronting inherent obstacles that could prevent them from 
doing so, and they were more likely to reflect on the dif-
ficulties involved in starting a new service [5].

Age was significantly associated with the incidence of 
PCP. However, PPs over the age of 30 years have report-
edly experienced greater barriers to PCP than their 
younger counterparts. A possible explanation is that 
older PPs were trained in the old curriculum, which 
lacked an adequate understanding of and attitudes 
toward PC since the curriculum allowed pharmacy pro-
fessionals to participate in medication consultation, drug 

supply, and compounding rather than patient-focused 
services [90, 91].

Compared with private university graduates, govern-
ment university-graduated PPs have lower PCP bar-
rier scores. Government university trainers had a better 
understanding of and attitude toward PC since they 
received training from more educated and experienced 
instructors, and they were followed attentively by univer-
sity administrators and lecturers during a one-year train-
ing program. Thus, they had a lower PCP barrier score.

To the author’s knowledge, this is the first empirical 
study conducted on barriers to pharmaceutical care pro-
vision among PPs working in Motta town. Our study pro-
vides an in-depth evaluation of the obstacles encountered 
by PPs in the provision of PC in Motta town, Northwest 
Ethiopia. In addition, the study results revealed poten-
tially important areas that need to be addressed if phar-
maceutical care is to be implemented. It also serves as 
a basis for further research projects in pharmaceutical 
care or related healthcare fields. Since resource-related 
barriers are the most common barriers in the imple-
mentation of PC, the Amhara Health Bureau and other 
stakeholders need to work together to deliver adequate 
and appropriate resources, which could have positive 
impacts on the implementation of these services in rou-
tine daily practice. PPs should ensure adequate trained 
human resources and pharmacy facilities to offer PC ser-
vices. Collaborative efforts between health authorities, 
educational institutions, and policymakers should criti-
cally evaluate the pharmacy curriculum and, if necessary, 
should be updated to offer PC competencies, in addi-
tion, policymakers and healthcare professionals should 
formulate national standard pharmaceutical care guide-
lines to enhance its implementation. Finally, our research 
provides a foundation for future research that could 
explore interventions to overcome these barriers, assess 
the effectiveness of different strategies, and investigate 
similar challenges in other areas of healthcare and from 
the perspective of other healthcare professionals. The 
findings of this study will offer baseline information for 
policymakers, public health agencies, and researchers to 
grasp the challenges faced by PPs in delivering pharma-
ceutical care. This understanding will help stakeholders 
develop strategies and educational programs to over-
come these obstacles and enhance the provision of phar-
maceutical care in Ethiopia. Additionally, this research 
will open avenues for future studies in the field, given the 
current scarcity of data in Ethiopia.

Limitations of the study
The following limitations should be considered when 
interpreting the study’s findings: (i) Since the study 
design was cross-sectional, establishing cause‒and‒effect 
relationships is difficult. (ii) Data were collected through 
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a self-administered questionnaire, so the risk of bias was 
high. (iii) The instrument used to evaluate barriers to 
pharmaceutical care provision has not been validated. 
(iv) (v) A smaller sample size and the use of a nonprob-
ability sampling technique decrease the generalizabil-
ity of the results to the whole country. Furthermore, a 
power analysis was not conducted during the sample size 
calculation.

Conclusion
The results of the study revealed that PPs in Ethiopia 
face various barriers to PCPs. Resources and attitudinal/
vision-related barriers are the most important barriers 
to PCP. Therefore, to stimulate the implementation of 
pharmaceutical care in Ethiopia, pharmaceutical orga-
nizations need to work continuously to change attitudes 
among other healthcare professionals and patients. Sig-
nificant barriers have also been identified in the educa-
tion and resources domains, highlighting the need for 
changes in the Ethiopian pharmacy curriculum.

Abbreviations
ANOVA	� Analysis of variance
B. Pharm	� Bachelor of Pharmacy
CI	� Confidence interval
CPD	� Continuing Professional Development
FIP	� International Pharmaceutical Federation
PC	� Pharmaceutical care
PCP	� Pharmaceutical care provision
PPs	� Pharmacy professionals
SD	� Standard deviation
SPSS	� Statistical Package for the Social Sciences

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12913-024-11538-3.

Supplementary Material 1.

Supplementary Material 2. Supplementary file 2 shows the questionnaire 
used to collect the data in this study.

Acknowledgements
The authors would like to acknowledge the pharmacy professionals working 
in Motta town, Northwest Ethiopia.

Authors’ contributions
Conceptualization and data curation: Mekdes Kiflu, Sintayehu Simie Tsega, 
Helen Abebaw Alem, and Tilaye Arega Moges Data curation and investigation: 
Mekdes Kiflu, Sintayehu Simie Tsega, Helen Abebaw Alem, Abebaw Abie Gedif, 
Melese Getachew, Fisseha Nigussie Dagnew, Aysheshim Belaineh Haimanot, 
Endalamaw Aschale Mihiretie, and Tilaye Arega Moges, Software and 
validation: Mekdes Kiflu, Sintayehu Simie Tsega, Helen Abebaw Alem, Abebaw 
Abie Gedif, Melese Getachew, Fisseha Nigussie Dagnew, Aysheshim Belaineh 
Haimanot, Endalamaw Aschale Mihiretie, and Tilaye Arega Moges Writing and 
editing: All the authors have read and approved the manuscript.

Funding
There is no funding to report.

Availability of data and materials
All data were included in the manuscript.

Declarations

Ethics approval and consent to participate
We obtained ethical approval (APPROVAL NUMBER/ID/147/01/14) from Debre 
Markos University, College of Health Sciences, Department of Pharmacy. 
Privacy and confidentiality were ensured during the data collection period. 
Thus, the names and addresses of the participants were not recorded in the 
questionnaire, and the data were collected unanimously. Written informed 
consent was obtained from the study participants before data collection. The 
participants were informed about the purpose of the study, why and how 
they were selected to be involved in the study, what was expected from them, 
and why they could withdraw from the study at any time. All participants 
provided written informed consent.

Competing interests
The authors declare no competing interests.

Author details
1Department of Pharmacy, College of Health Science, Debre Markos 
University, Debre Markos, Ethiopia
2Department of Medical Nursing, School of Nursing, College of Medicine 
and Health Science, University of Gondar, Gondar, Ethiopia
3Department of Pharmacy, College of Health Science, Debre Tabor 
University, Debre Tabor, Ethiopia
4Department of Public Health, College of Health Science, Debre Markos 
University, Debre Markos, Ethiopia
5Clinical Pharmacy Unit, Department of Pharmacy, College of Medicine 
and Health Science, Bahir Dar University, Bahir Dar, Ethiopia

Received: 27 June 2024 / Accepted: 4 September 2024

References
1.	 Bradley C. The future role of pharmacists in primary care. Br J Gen Pract. 

2009;59:891–2.
2.	 Toklu HZ, Hussain A. The changing face of pharmacy practice and the need 

for a new model of pharmacy education. J Young Pharm. 2013;5(2):38–40.
3.	 Shrestha R, Palaian S, Sapkota B, Shrestha S, Khatiwada AP, Shankar PR. A 

nationwide exploratory survey assessing perception, practice, and barriers 
toward pharmaceutical care provision among hospital pharmacists in Nepal. 
Sci Rep. 2022;12(1):16590.

4.	 Hepler CD, Strand LM. Opportunities and responsibilities in pharmaceutical 
care. Am J Hosp Pharm. 1990;47(3):533–43.

5.	 Mohamed SS, Mahmoud AA, Ali AA. Barriers to implementation of pharma-
ceutical care practice in community pharmacies in Sudan. Khartoum Med J. 
2016;7(1):962–74.

6.	 Okonta JM, Okonta EO, Ofoegbu TC. Barriers to implementation of pharma-
ceutical care by pharmacists in Nsukka and Enugu metropolis of Enugu state. 
J Basic Clin Pharm March. 2012;3(2):295.

7.	 Rana Mohammed Ghazal RMG. Barriers to the implementation of Pharma-
ceutical Care in the UAE community pharmacies. IOSR J Pharm (IOSRPHR). 
2014;04(05):68–74.

8.	 Zikargae, MHJRm. policy h. COVID-19 in Ethiopia: assessment of how the 
Ethiopian government has executed administrative actions and managed 
risk communications and community engagement. 2020; 13:2803.

9.	 Stuurman-Bieze AG, Hiddink EG, van Boven JF, Vegter S. Proactive pharma-
ceutical care interventions improve patients’ adherence to lipid-lowering 
medication. Ann Pharmacother. 2013;47(11):1448–56.

10.	 Fikri-Benbrahim N, Faus MJ, Martinez-Martinez F, Sabater-Hernandez D. 
Impact of a community pharmacists’ hypertension-care service on medica-
tion adherence. The AFenPA study. Res Social Adm Pharm. 2013;9(6):797–805.

11.	 Stuurman-Bieze AG, Hiddink EG, van Boven JF, Vegter S. Proactive pharma-
ceutical care interventions decrease patients’ nonadherence to osteoporosis 
medication. Osteoporos Int. 2014;25(6):1807–12.

12.	 Chung WW, Chua SS, Lai PS, Chan SP. Effects of a pharmaceutical care model 
on medication adherence and glycemic control of people with type 2 diabe-
tes. Patient Prefer Adherence. 2014;8:1185–94.

13.	 Pinto SL, Kumar J, Partha G, Bechtol RA. Pharmacist-provided medication 
therapy management (MTM) program impacts outcomes for employees with 
diabetes. Popul Health Manag. 2014;17(1):21–7.

https://doi.org/10.1186/s12913-024-11538-3
https://doi.org/10.1186/s12913-024-11538-3


Page 11 of 12Kiflu et al. BMC Health Services Research         (2024) 24:1082 

14.	 Thavornwattanayong W, Sribundit N. Effects of family pharmacy intervention 
on clinical outcomes in primary care settings in Thailand. Thai J Pharm Sci. 
2017;41(1):35–40.

15.	 Loh P, Chua SS, Karuppannan M. The extent and barriers in providing 
pharmaceutical care services by community pharmacists in Malaysia: a cross-
sectional study. BMC Health Serv Res. 2021;21(1):822.

16.	 Cheen MHH, Goon CP, Ong WC, Lim PS, Wan CN, Leong MY, Khee GY. Evalu-
ation of a care transition program with pharmacist-provided home-based 
medication review for elderly singaporeans at high risk of readmissions. Int J 
Qual Health Care. 2017;29(2):200–5.

17.	 Luder HR, Frede SM, Kirby JA, Epplen K, Cavanaugh T, Martin-Boone JE, 
Conrad WF, Kuhlmann D, Heaton PC, TransitionRx. Impact of community 
pharmacy post-discharge medication therapy management on hospital 
readmission rate. J Am Pharm Assoc (2003). 2015;55(3):246–54.

18.	 Tommelein E, Mehuys E, Van Hees T, Adriaens E, Van Bortel L, Christiaens 
T, Van Tongelen I, Remon JP, Boussery K, Brusselle G. Effectiveness of 
pharmaceutical care for patients with chronic obstructive pulmonary 
disease (PHARMACOP): a randomized controlled trial. Br J Clin Pharmacol. 
2014;77(5):756–66.

19.	 Lin G, Huang R, Zhang J, Li G, Chen L, Xi X. Clinical and economic outcomes 
of hospital pharmaceutical care: a systematic review and meta-analysis. BMC 
Health Serv Res. 2020;20(1):487.

20.	 Stuurman-Bieze AG, Hiddink EG, Van Boven JF, Vegter S. Proactive pharma-
ceutical care interventions improve patients’ adherence to lipid-lowering 
medication. J Annals Pharmacotherapy. 2013;47(11):1448–56.

21.	 Lee Y, Rosnani H, Syed A, Syed W, Yelly O, Usman H. Impact of a community 
pharmacist-based diabetes management program on clinical outcomes 
measures. 2011.

22.	 Nguyen T-S, Nguyen TLH, Van Pham TT, Hua S, Ngo QC, Li SC. Impact of phar-
maceutical care in the improvement of medication adherence and quality of 
life for COPD patients in Vietnam. J Respiratory Med. 2019;153:31–7.

23.	 Wei L, Yang X, Li J, Liu L, Luo H, Zheng Z, Wei Y. Effect of pharmaceutical care 
on medication adherence and hospital admission in patients with chronic 
obstructive pulmonary disease (COPD): a randomized controlled study. J 
Thorac Dis. 2014;6(6):656.

24.	 Hatem NAH, Mohamed Ibrahim MI, Halboup A, Kubas M. A multi-institutional 
study of Yemeni Final Year undergraduate pharmacy students’ understanding, 
attitudes, and Perceived barriers toward Provision of Pharmaceutical Care: a 
cross-sectional study. Adv Med Educ Pract. 2023;14:109–21.

25.	 Ayalew MB, Solomon L, Abay S. Pharmaceutical care practice in community 
and institutional drug retail outlets of Gondar Town, North West Ethiopia. 
Global Adv Health Med. 2019;8:2164956119868777.

26.	 Bilal AI, Tilahun Z, Gebretekle GB, Ayalneh B, Hailemeskel B, Engidawork E. 
Current status, challenges and the way forward for clinical pharmacy service 
in Ethiopian public hospitals. BMC Health Serv Res. 2017;17:1–11.

27.	 Mekonnen AB, Yesuf EA, Odegard PS, Wega SS. Implementing ward-based 
clinical pharmacy services in an Ethiopian University Hospital. Pharm Pract 
Manag Q. 2013;11(1):51.

28.	 Odegard PS, Tadeg H, Downing D, Mekonnen H, Negussu M, Bartlein R, Ster-
gachis A. Strengthening pharmaceutical care education in Ethiopia through 
instructional collaboration. Am J Pharm Educ. 2011;75(7):134.

29.	 Bilal AI, Tilahun Z, Beedemariam G, Ayalneh B, Hailemeskel B, Engidawork E. 
Attitude and satisfaction of health care providers toward clinical pharmacy 
services in Ethiopia: a postdeployment survey. J Pharm Policy Pract. 2016;9:7.

30.	 Mekonnen AB, McLachlan AJ, Brien JE, Mekonnen D, Abay Z. Barriers and 
facilitators to hospital pharmacists’ engagement in medication safety activi-
ties: a qualitative study using the theoretical domains framework. J Pharm 
Policy Pract. 2018;11:2.

31.	 Obreli-Neto PR, Dos Reis TM, Guidoni CM, Girotto E, Guerra ML, de Oliveira 
Baldoni A, Pereira LRL. A systematic review of the effects of continuing edu-
cation programs on providing clinical community pharmacy services. J Am J 
Pharm Educ. 2016;80(5):88.

32.	 FMHACA: Continuing professional development (CPD) guideline for health 
professionals in Ethiopia. Ethiopia; 2013.

33.	 Mekonnen AB, Yesuf EA, Odegard PS, Wega SS. Pharmacists’ journey to clinical 
pharmacy practice in Ethiopia: Key informants’ perspective. SAGE Open Med. 
2013;1:2050312113502959.

34.	 Gelayee DA, Mekonnen GB, Birarra MK. Involvement of community phar-
macists in continuing professional development (CPD): a baseline survey in 
Gondar, Northwest Ethiopia. Globalization Health. 2018;14(1):15.

35.	 Uema SA, Vega EM, Armando PD, Fontana D. Barriers to pharmaceutical care 
in Argentina. Pharm World Sci. 2008;30(3):211–5.

36.	 Van Mil JW, De Boer WO, Tromp TH. European barriers to the implementation 
of pharmaceutical care. Int J Pharm Pract. 2001;9(3):163–8.

37.	 Tulip SC, Cheung P, Campbell D, Walters P. Pharmaceutical care: cultural, 
practice and professional perspectives. Int J Pharm Pract. 2002;10:R93.

38.	 Ngorsuraches S, Li SC. Thai pharmacists’ understanding, attitudes, and 
perceived barriers related to providing pharmaceutical care. Am J Health Syst 
Pharm. 2006;63(21):2144–50.

39.	 Mehralian G, Rangchian M, Javadi A, Peiravian F. Investigation on barriers to 
pharmaceutical care in community pharmacies: a structural equation model. 
Int J Clin Pharm. 2014;36:1087–94.

40.	 Erah PO, Nwazuoke JC. Identification of standards for pharmaceutical care in 
Benin City. Trop J Pharm Res. 2002;1(2):55–66.

41.	 Farris KB, Fernandez-Llimos F, Benrimoj S. Pharmaceutical care in community 
pharmacies: practice and research from around the world. Ann Pharmaco-
ther. 2005;39(9):1539–41.

42.	 Aburuz S, Al-Ghazawi M, Snyder A. Pharmaceutical care in a community-
based practice setting in Jordan: where are we now with our attitudes and 
perceived barriers? Int J Pharm Pract. 2012;20(2):71–9.

43.	 C R, EH H. The provision of pharmaceutical care in Denmark: a cross-sectional 
survey. J Clin Pharm Ther. 2003;28(4):311–8.

44.	 El Hajj MS, Al-Saeed HS, Khaja M. Qatar pharmacists’ understanding, attitudes, 
practice and perceived barriers related to providing pharmaceutical care. Int 
J Clin Pharm. 2016;38:330–43.

45.	 Dunlop JA, Shaw JP. Community pharmacists’ perspectives on pharmaceuti-
cal care implementation in New Zealand. Pharm World Sci. 2002;24:224–30.

46.	 Mangan MN, Powers MF, Lengel AJ. Student pharmacists’ perceptions of bar-
riers to medication adherence counseling. J Pharm Pract. 2013;26(4):376–81.

47.	 Gholami K, Najmeddin F. Barriers to pharmaceutical care in Iran. J Pharm Care. 
2013;1(2):39–40.

48.	 Gray CD, Kinnear PR. IBM SPSS statistics 19 made simple. Psychology; 2012.
49.	 Cohen J. Statistical power analysis for the behavioral sciences. New York, NY, 

USA: Routledge; 1988.
50.	 Sawilowsky SS. New effect size rules of thumb. J Mod Appl Stat Methods. 

2009;8:597–9.
51.	 Brazinha I, Fernandez-Llimos F. Barriers to the implementation of advanced 

clinical pharmacy services at Portuguese hospitals. Int J Clin Pharm. 
2014;36:1031–8.

52.	 Berbatis CG, Sunderland VB, Joyce A, Bulsara M, Mills C. Enhanced phar-
macy services, barriers and facilitators in Australia’s community pharma-
cies: Australia’s National Pharmacy Database Project. Int J Pharm Pract. 
2007;15(3):185–91.

53.	 Fang Y, Yang S, Feng B, Ni Y, Zhang K. Pharmacists’ perception of pharmaceuti-
cal care in community pharmacy: a questionnaire survey in Northwest China. 
Health Soc Care Commun. 2011;19(2):189–97.

54.	 Gebretekle GB, Fenta TG. Assessment of the pharmacist workforce in Ethiopia. 
Ethiop J Health Dev. 2013;27(2):124–1331021.

55.	 Ayalew E, Seid Y, Agalu A. Knowledge, attitude and practice of patient 
medication counseling among drug dispensers in Mekele town, Northern 
Ethiopia. Int Res J Pharm Pharmacol. 2014;4(2):28–34.

56.	 Akande-Sholabi W, Akinbitan A. Assessment of attitude, practice, and barriers 
to pharmaceutical care among community pharmacists in Ibadan. Nigerian J 
Pharm Res. 2022;18(1):75–84.

57.	 McElnay J, Bell H, Hughes C, Woods A. A qualitative investigation of the 
attitudes and opinions of community pharmacists to pharmaceutical care. J 
Soc Adm Pharm. 1998;15:284–95.

58.	 Marew T, Richmond FJ, Belete A, Gebre-Mariam T. Trends and challenges 
in access to essential medicines in Ethiopia and the contributions of local 
pharmaceutical production. Ethiop J Health Sci. 2022;32(5):1027–10422413.

59.	 de Filho OV, de Souza P, Elias MR, D’Ávila Viana PEM. Physicians’ job satisfac-
tion and motivation in a public academic hospital. Hum Resour Health. 
2016;14:1–11.

60.	 Mekonnen AB, McLachlan AJ, Brien J-aE, Mekonnen D, Abay Z. Barriers and 
facilitators to hospital pharmacists’ engagement in medication safety activi-
ties: a qualitative study using the theoretical domains framework. J Pharm 
Policy Pract. 2018;11:1–11.

61.	 Selamu M, Thornicroft G, Fekadu A, Hanlon C. Conceptualization of job-
related wellbeing, stress and burnout among healthcare workers in rural 
Ethiopia: a qualitative study. BMC Health Serv Res. 2017;17:1–11.

62.	 Ferede A, Kibret GD, Million Y, Simeneh MM, Belay YA, Hailemariam D. Magni-
tude of turnover intention and associated factors among health professionals 
working in public health institutions of North Shoa Zone, Amhara Region, 
Ethiopia. BioMed Res is Int. 2018;2018(1):31653793162314–6141.



Page 12 of 12Kiflu et al. BMC Health Services Research         (2024) 24:1082 

63.	 Kopciuch D, Paczkowska A, Zaprutko T, Ratajczak P, Nowakowska E, Kus K. A 
survey of pharmacists’ knowledge, attitudes and barriers in pharmaceutical 
care concept in Poland. BMC Med Educ. 2021;21:1–8.

64.	 Belay YB, Kassa TT, Welie AG, Alemayehu MS, Dinkashe FT. Assessment of 
counseling practice in medicine retail outlets in Mekelle City, Northern 
Ethiopia. Risk Manag Health Policy. 2017;10:137–46.

65.	 Dessalegn Asmelashe Gelayee DAG, MKB Mequanent Kassa Birara. Patient 
medication counseling: a survey of knowledge, attitude, and practice of 
pharmacy professionals in Gondar, North West Ethiopia. 2015.

66.	 McDonough RP, Rovers JP, Currie JD, Hagel H, Vallandinghanl J, Sobotka J. 
Obstacles to the implementation of pharmaceutical care in the community 
setting. J Am Pharm Association. 1998;38(1):87–95.

67.	 Yang S, Kim D, Choi HJ, Chang MJ. A comparison of patients’ and pharmacists’ 
satisfaction with medication counseling provided by community pharma-
cies: a cross-sectional survey. BMC Health Serv Res. 2016;16:1–8.

68.	 Taitel M, Jiang J, Rudkin K, Ewing S, Duncan I. The impact of pharmacist 
face-to-face counseling to improve medication adherence among patients 
initiating statin therapy. Patient Prefer Adherence. 2012;6:323–9.

69.	 De Young M. Research on the effects of pharmacist-patient communication 
in institutions and ambulatory care sites, 1969–1994. Am J Health Syst Pharm. 
1996;53(11):1277–12911079.

70.	 Cocohoba J, Comfort M, Kianfar H, Johnson MO. A qualitative study examin-
ing HIV antiretroviral adherence counseling and support in community 
pharmacies. J Manag Care Pharm. 2013;19(6):454–4601083.

71.	 Ghazal R, Hassan NAG, Ghaleb O, Ahdab A, Saliem II. Barriers to the imple-
mentation of pharmaceutical care in the UAE community pharmacies. IOSR J 
Pharm. 2014;4(05):68–74.

72.	 Farris KB, Schopflocher DP. Between intention and behavior: an application 
of community pharmacists’ assessment of pharmaceutical care. Soc Sci Med. 
1999;49(1):55–660277.

73.	 Bayked EM, Taye GN, Zewdie S, Aklilu T, Kahissay MH, Toleha HN. Pharmacy 
professionals’ perceptions of their professional duties in the Ethio-
pian health care system: a mixed methods study. J Pharm Policy Pract. 
2023;16(1):1522052–3211.

74.	 Awad A, Al-Ebrahim S, Abahussain E. Pharmaceutical care services in hospi-
tals of Kuwait. World Health. 2006;16:18.

75.	 Al-Wazaify M, Matowe L, Albsoul-Younes A, Al-Omran OA. Pharmacy educa-
tion in Jordan, Saudi Arabia, and Kuwait. Am J Pharm Educ. 2006;70(1):18.

76.	 Elayeh E, Akour A, Almadaeen S, AlQhewii T, Basheti IA. Practice of phar-
maceutical care in community pharmacies in Jordan. Trop J Pharm Res. 
2017;16(2):463–70.

77.	 Habte F, Gedamu M, Kassaw C. Patient satisfaction and associated factor 
at Red Cross pharmacies in Addis Ababa, Ethiopia. BMC Health Serv Res. 
2023;23(1):11811472–6963.

78.	 Wado TE, Gunasekaran T, Dhanaraju MD. Pharmacist-patient communication 
barriers in dispensing practice: a descriptive study in Adama Hospital Medical 
College, Adama City, Oromia regional state, Ethiopia. J Pharm Health Serv Res. 
2015;6(4):219–2241759.

79.	 Ung COL, Chao CK, Hu Y, Zhao J, Li P, Wang Y, Hu H. Community pharmacists’ 
understanding, attitudes, practice and perceived barriers related to providing 
pharmaceutical care: a questionnaire-based survey in Macao. Trop J Pharm 
Res. 2016;15(4):847–54.

80.	 Liekens S, Smits T, Laekeman G, Foulon V. Pharmaceutical care for people 
with depression: Belgian pharmacists’ attitudes and perceived barriers. Int J 
Clin Pharm. 2012;34(3):452–9.

81.	 Rao D, Giannetti V, Kamal KM, Covvey JR, Tomko JR. The relationship between 
knowledge, attitudes, and practices of community pharmacists regarding 
persons with substance use disorders. Subst Abus. 2021;42(4):630–7.

82.	 Martin S. In the physician’s office: an interview with W. Ray Burns. Am Pharm. 
1989;29(12):17–9.

83.	 Hirsch JD, Gagnon JP, Camp R. Value of pharmacy services: perceptions of 
consumers, physicians, and third party prescription plan administrators. Am 
Pharm. 1990;NS30(3):20–5.

84.	 Salamzadeh J. Clinical pharmacy in Iran: where do we stand? Brieflands. 
2004;3:1–2.

85.	 Farris KB. Between intention and behavior: an application of commu-
nity pharmacists’ assessment of pharmaceutical care. Soc Sci Med A. 
1999;49(1):55–66.

86.	 Cipolle RJ, Strand LM, Morley PC. Pharmaceutical care practice: the patient-
centered approach to medication management services. Manage Serv. 
2012;1(1):20.

87.	 Eshetu E, Gedif T. Quality of pharmacy services in government hospitals in 
Addis Ababa, Ethiopia. Ethiop Pharm J. 2011;29(2):108–20.

88.	 Reis TMd, Guidone CM, Girotto E, Rascado RR, Mastroianni PC, Cruciol JM, 
Pereira LRL. Pharmaceutical care in Brazilian community pharmacies: knowl-
edge and practice. Afr J Pharm. 2015:287–94.

89.	 Khoo EM, Lee WK, Sararaks S, Abdul Samad A, Liew SM, Cheong AT, Ibrahim 
MY, Su SHC, Mohd Hanafiah AN, Maskon K. Medical errors in primary care 
clinics–a cross-sectional study. BMC Fam Pract. 2012;13:1–6.

90.	 Odegard PSTH, Downing D, Suleman S, Bedada W, Paulos G, Mekonnen H, 
Negussu M, Bartlein R, Stergachis A. Education. Strengthening pharmaceuti-
cal care education in Ethiopia through instructional collaboration. Am J 
Pharm Educ. 2011;75(7):134.

91.	 Tawfiq AM, Alomar MJ, Hassan N, Palaian SJP. A nationwide survey on 
attitudes and perceived barriers toward the provision of pharmaceutical care 
among final-year undergraduate pharmacy students in the United Arab Emir-
ates. PloS One. 2021;16(2):e0246934.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


	﻿Barriers to pharmaceutical care provision in the community and hospital pharmacies of Motta town, Northwest Ethiopia: a cross-sectional study
	﻿Abstract
	﻿Background
	﻿Methods and materials
	﻿Study design, setting, and period
	﻿Study population
	﻿Eligibility criteria
	﻿Sample size and sampling techniques
	﻿Study variables
	﻿Data collection tool and technique
	﻿Data quality assurance
	﻿Data processing and analysis
	﻿Operational definitions

	﻿Results
	﻿Discussion
	﻿Limitations of the study

	﻿Conclusion
	﻿References


