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Abstract 

The study evaluated the involvement of community pharmacists in health promotion services in Oyo 

State, Nigeria after an educational intervention with the view of comparing it to service delivery before 

the training. 

A post-intervention evaluation study was conducted among 48 community pharmacists after 

exposure to training in health promotion in 2016. Data were analysed with appropriate descriptive 

statistics while Paired T-test was used to determine significant differences among the study variables 

after comparing it to the baseline study earlier conducted. 

Response rate was 87.5%. The level of involvement in health promotion services before and after 

training was not significant (p > 0.05). However, respondents (88%) embarked on health promotion 

initiatives after the training while 90.5% of them documented the services provided. On-the-spot 

observation revealed that respondents extended the periods of their stay on their premises, gave the 

practice a facelift to attract customers and provided more space for patient counselling, documented 

health promotion activities, held outreaches on international health days and other days as scheduled 

by the pharmacists. 

The study concluded that the community pharmacists indicated a favourable attitude towards health 

promotion services and showed improvement in the services offered in their pharmacies after training. 
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Introduction 

Currently, healthcare systems including 

community pharmacies around the world are 

changing to respond to medical, social, and 

economic challenges. The factors driving this 

change are the economic crisis, the increase in 

healthcare expenditure, the ageing of the 

population, with the consequent increase in 

chronicity and polypharmacy patients, patients' 

new socio-sanitary needs, and the evolution of 

pharmacotherapy towards more customized 

treatments (GPhCS, 2015). 

Community pharmacists are expanding patient 

care services to enhance their role as 

pharmaceutical care providers through the 

provision of health promotion services (WHO, 

1986; WHO, 1994; Brock et al., 2006; WHO, 

2011; Anderson, 2020) and previous reports have 

shown that training of community pharmacists 

enhance the provision of these services (Coggans 

et al., 2001; Jaffray et al., 2007; Oseni & Afolabi, 

2020). Pharmacists gave broader definitions of 

health after health promotion training (Anderson, 

1998), knowledge scores significantly improved 

over time after training intervention (Sarayani et 

al., 2012), and reported less time in the 

dispensary and more on proactively advising 

clients after training. Some selected community 

pharmacists who had also been involved with 

training programmes were clear about their health 

education role as it related to prescribed 

medicines (Benson & Cribb, 1995). Evidences of 

improvement in pharmacy practice was also seen 

after training intervention in previous studies 

(Currie et al., 1997; Coggans et al., 2001; Calop 

et al., 2002; Jaffray et al., 2007; Willis et al., 

2016). 

1

mailto:yejideoseni@yahoo.com
javascript:void(0);


 

 

Evaluation of health promotion training 

programme by community pharmacists in 

previous studies revealed that respondents were 

satisfied with the course contents in helping them 

to improve services and their relevance to 

practice (Cerulli & Briceland, 2004; Aslani, et 

al., 2006; Bajorek et al., 2015; Oseni & Afolabi, 

2020). Also, previous studies have shown that 

respondents’ ability to make positive changes in 

their respective practice and implement every 

aspect of the topic covered will be achieved when 

the right resource persons and training experts in 

specific areas of health promotion are engaged 

(Cervetto & Keene, 1996; Oseni & Afolabi, 

2020) and preference to relevant health topics 

covered (Saini et al., 2006; Bajorek et al., 2015). 

Sufficiency of the training in providing health 

promotion services, in terms of length of the 

training programme, need to allow more time for 

interaction and sharing of experiences by 

participants and application of hand-on practice 

during training had been found to improve 

practice change in previous studies (Aslani, et al., 

2006; Roberts et al., 2015). 

Documentation is a critical component of 

enhanced patient care services. It is a 

fundamental cornerstone of a pharmacy 

professional’s responsibilities and is a standard of 

practice (Pharmacy Connection, 2018). A 

pharmacist must be able to provide a clear record 

of the care provided to the patient at each 

encounter (Currie, 2003). Accurate 

documentation allows the pharmacist, other 

health care providers, and third-party payers to 

assess the quality of the care provided and track 

the effect of pharmaceutical care on clinical, 

humanistic, and economic outcomes 

(MacKinnon & MacKinnon, 2008). 

Documentation of quality patient care and 

improved outcomes provide justification for 

payment of pharmaceutical care services (Dunkin 

& Dumont, 2013). 

In Nigeria, few published studies have 

evaluated community pharmacy-based 

involvement in health promotion activities and 

their value while some of them had recommended 

the need for continuous education training to 

improve services (Awad & Abahussain, 2010; 

Offu et al., 2015; Soyemi & Hunponu- Wusu, 

2015; Adje & Oparah, 2017;Osemene & Erhun, 

2018; Oseni & Afolabi, 2018). The researchers, 

therefore, developed and implemented a health 

promotion training programme for community 

pharmacists in 2016 and evaluated the training 

itself (Oseni & Afolabi, 2020). However, no 

study to the knowledge of the researchers, have 

evaluated the effects of training on the provision 

of health promotion services in community 

pharmacies in Nigeria. To address this gap, we 

developed health promotion training 

interventions for community pharmacists and 

evaluated the effects of the training on their level 

of involvement in health promotion practices. 

The objective of this study is to evaluate the 

health promotion services provided by 

community pharmacists in Oyo state, Nigeria 

after exposure to a training programme. The 

study will investigate whether those who 

participated in the health promotion training 

(intervention) programme have been able to 

improve their practice. 

Implications for practice and policy 

This research is a novel study that can serve as 

a reference for future research in this area and 

from which another study can be developed. The 

outcome of this study will be used to propose a 

model for the development of health promotion 

in community pharmacy and means to improve 

community pharmacy practice in Nigeria. 

Methods 

This study was conducted in Oyo State, 

Nigeria. Oyo State is one of the 36 States of the 

Federal Republic of Nigeria. It was created in 

1976. It is homogenous, mainly inhabited by the 

Yoruba ethnic group who are primarily agrarian 

but have a predilection for living in high-density 

urban centres. It covers approximately an area of 

28,454 square kilometres and is ranked 14th by 

size in Nigeria. Located in the South-West 

geopolitical zone of Nigeria, Oyo State consists 

of 33 Local Government Areas (LGAs); eleven 

(11) of which are situated in Ibadan metropolis 

(the State capital) consisting of five (5) LGAs in 

Urban area and six (6) LGAs in semi-urban areas 

tagged as lesser city (Oyo State Government, 

2015). 

Study design 

This study is a cross-sectional and post-

training evaluation study of the community 

pharmacy-based health promotion activities after 

the delivery of the services. The survey was 

conducted in May 2016, three (3) months after 

the health promotion training programme was 

2

http://www.ncbi.nlm.nih.gov/pubmed/?term=Awad%20A%5BAuthor%5D&cauthor=true&cauthor_uid=20039206
http://www.ncbi.nlm.nih.gov/pubmed/?term=Abahussain%20E%5BAuthor%5D&cauthor=true&cauthor_uid=20039206


 

 

delivered to the same respondents. The study 

followed the outcome of a baseline study 

conducted among ninety-one (91) community 

pharmacists from sixty-two (62) community 

pharmacies in Oyo State, Nigeria (Oseni & 

Afolabi, 2018) and training interventional study 

conducted among same respondents of eighty 

(80) community pharmacists working in 

Pharmacists Council of Nigeria (PCN) registered 

premises (Oseni & Afolabi, 2020). It evaluated 

the impact of the training on community 

pharmacy practice in Oyo State, Nigeria using the 

same participants. Respondents who had 

participated in the baseline survey (BL) of 

December 2016 to January 2017 (Oseni & 

Afolabi, 2018) and the health promotion training 

programme of February 2017 (Oseni & Afolabi, 

2020) were the eligible and target participants. 

The aim was to assess the effect of the training on 

practice and to allow for comparison. An 

observational study was also conducted to the 

community pharmacies to observe on-the-spot 

health promotion services being provided. 

Documentation of practice was analysed to 

appraise the translation of knowledge gained (if 

any) to service delivery. 

Sample 

The participants for this study consisted of 

community pharmacists working in registered 

premises as at December 31, 2014 (PCN, 2014). 

At the time of this training, the PCN Register 

revealed that there were 105 community 

pharmacies registered in the State. The 

community pharmacies were stratified according 

to their location within the 33 Local Government 

Areas (LGAs) of the State. After this, simple 

random sampling of one in every two premises 

from each LGA was carried out. Sixty-two (62) 

community pharmacies were randomly selected. 

All the ninety-one (91) community pharmacists 

from 62 pharmacies who were issued the 

questionnaire during the baseline survey 

constituted the sample while eighty-nine (89) 

responses were received. Out of 89 respondents 

surveyed in the baseline study, 88 (98.9%) who 

were willing to participate in the training were 

invited for the training (Oseni & Afolabi, 2018). 

In all, eighty (80) community pharmacists were 

in attendance for the training programme while 

58 of them completed the evaluation form (Oseni 

& Afolabi, 2020). Forty-eight (48) respondents 

who participated in both the baseline survey and 

training interventional study constituted the 

sample size. 

Research instrument 

Questionnaire similar to the baseline 

questionnaire (Oseni & Afolabi, 2018) and in 

accordance with previous studies was designed to 

ascertain perceived usefulness and relevance of 

the training (Coggans et al., 2001; Jaffray, et al. 

2007; Laliberté et al., 2012). The questionnaire 

sought to ascertain their level of involvement and 

effects of the training on health promotion 

services provided by the community pharmacists 

on practice. The survey instrument consists of 

seventeen (17) questions divided into three (3) 

sections. Section A consists of six (6) questions 

that were centred on the socio-demographic 

characteristics of the respondents such as sex, 

age, qualifications, job status, years of practice, 

and participation in the baseline survey and 

training programme. Section B was centred on 

the community pharmacy involvement in eleven 

(11) health promotion services earlier identify in 

the baseline survey. Questions rated the level of 

involvement on a five-point Likert scale of 1-5 

ranging from ‘very involved = 5, involved = 4, 

not sure = 3, little involvement = 2, not involved 

at all = 1. They were also requested to specify 

activities provided in each of the health 

promotion services vis-à-vis distribution of 

leaflets, personalised counseling while 

dispensing, screening, referral to external 

resources, and personalised follow-up or private 

consultation. The section also consists of open-

ended questions on details of health promotion 

initiatives in the pharmacy after the training, 

positive impact of the training on their 

community pharmacy practice, and their feelings 

about their involvement with the health 

promotion activities. Section C consists of 

barriers encountered in integrating health 

promotion services in the community pharmacy 

practice (if any), further suggestions to 

government and policymakers to improve health 

promotion services in community pharmacy 

practice in Nigeria. 

Documentation form designed from standard 

form of a previous study (MacKinnon & 

MacKinnon, 2008), was earlier distributed during 

the training programme to document health 

promotion services that would be provided in the 

pharmacies (Oseni & Afolabi, 2020). Information 

required includes the patient history, purpose of 
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visit, health promotion service provided, advice, 

and recommendation to patient/customer and 

time taken to attend to patient and document the 

service provided. Twenty copies of 

documentation forms were given to each 

participant during the training and the use was 

explained to them during the training. 

Data collection 

The questionnaire was administered to the 

respondents at their pharmacies three months 

post-training with the help of research assistants. 

Respondents were reminded of the need to fill the 

documentation forms when attending to clients 

and patients while providing health promotion 

services. They were followed up periodically 

through text messages and phone calls to 

ascertain their involvement. Respondents were 

also followed up after seven days of delivery of 

the questionnaire for completion. Both the 

documentation forms and questionnaires were 

retrieved afterward. 

Data analysis 

On a 5-point scale, ‘5’ represented the highest 

mean score while ‘1’ represented the lowest mean 

score. Lowest and highest scores were obtained 

while neutral points were assumed as the 

midpoint between the lowest and highest scores. 

Scores above midpoints were taken as positive. 

Descriptive statistics used to analyse data 

included percentage, frequency, mean and 

standard deviation. Comparative analysis of the 

level of involvement in health promotion services 

in community pharmacies before and after the 

training programme was ascertained. Inferential 

statistics used to analyse the data collected 

included a Paired t-test used to compare the level 

of involvement on all the items in the instruments 

and barriers to integrating the health promotion 

services in the practice before and after the 

training programme. The alpha value of 0.05 was 

used to test statistical significance. 

Documentation forms collected during on-the-

spot observation were similarly analysed to 

triangulate results received from the 

questionnaire. 

Ethical Clearance 

Ethical clearance was obtained from the Oyo 

State Research Ethical Review Committee with 

reference number AD13/479/1064. Respondents 

had earlier given their consent in writing during 

the baseline survey and when answering the 

evaluation form during the training. They also 

gave their consent when responding to this 

questionnaire. 

Results 

Forty-eight (48) respondents who participated 

in baseline survey and training evaluation after 

the training programme was issued the post-

training evaluation questionnaire in their 

premises. Forty-two (42) participants responded 

giving a response rate of 87.5%. 

Table 1 shows a comparison of the level of 

involvement in health promotion services before 

and after the training programme. There was no 

significant difference in the health promotion 

services offered before and after the training 

programme except for the smoking cessation 

programme offered (p=0.013). 

Respondents (59.5%) still encounter some 

barriers to integrating health promotion services 

to practice after training but this had considerably 

reduced in proportion after the training as shown 

in Table 2 with significant differences in only 3 

out of the 11 barriers identified. Likewise, 57.1% 

of the respondents concur they need further 

training in providing health promotion services 

three (3) months after the training. 

Table 3 shows the specific health promotion 

activities carried out by community pharmacists 

after the training. Most of the respondents were 

involved in personalised counseling while 

carrying out health promotion services. They 

were also involved in the distribution of leaflets, 

referral services and personalised follow-up 

when screening for hypertension, diabetes, and 

dyslipidemia. 

Table 4 shows that 88% of the respondents had 

embarked on health promotion initiatives after 

training which include screening for hypertension 

by 40.5% of respondents, screening for diabetes 

(35.7%), personalised counselling (19.0%) and 

outreach programmes/observation of 

international health days by 14.3% of 

respondents. New initiatives gaining acceptance 

also include patient profile documentation 

(9.5%), distribution of health promotion leaflets 

(7.1%), and referral to other health professionals 

(4.8%). 

Respondents observed a remarkable positive 

impact of the training on their community 

pharmacy practice as shown in Table 5. These 

include high turnout of patients (38.1%), the 

4



 

 

confidence of their clients in them (30.9%), 

improved relevance and pharmacy image in the 

community (26.2%), financial gain (14.3%), and 

referrals to their pharmacy (11.9%). They felt 

good and positive about the practice (26.2%), 

developed self-confidence, became respected and 

relevant in the community they serve (23.8%), 

among others. 

Respondents rated factors that will facilitate 

the development of health promotion in a 

community pharmacy to include awareness and 

publicity of the services in the community 

(33.3%), more space and competent manpower in 

the pharmacy (23.8%), training and retraining of 

pharmacists (16.7%). Others include the use of 

health promotional materials, acquisition and 

subsidised clinical tools, financial compensation 

on service rendered by 9.5% of the respondents 

respectively. 

Thirty-eight (38) community pharmacists out 

of 48 targeted participants completed the 

documentation forms giving a response rate of 

79.2%. A total number of 362 forms out of 760 

forms were retrieved from the 38 respondents. 

Data triangulation of Tables 1 and 4 revealed 

that the results obtainable were similar to the 

level of involvement of the respondents in health 

promotion practices. 

Respondents in Table 6 further revealed some 

activities engaged in their pharmacies and time-

taken to provide such services as retrieved from 

the documentation forms. Triangulating these 

activities with Tables 1 and 4 also showed similar 

results. About forty-six percent (46%) of the 

respondents used 11-20 minutes to attend to their 

patients/clients while 84.4% spent 1-10 minutes 

to document the services. 

On-the-spot observation done to various 

pharmacies revealed that pharmacists now stay 

for longer hours on their premises, face-lift their 

premises to attract customers, and provide more 

space for patient counseling, document health 

promotion activities, hold outreaches on 

international health days and other days as 

scheduled by the pharmacists. 

Discussion 

This study evaluated the involvement of 

community pharmacists in health promotion 

practices after educational intervention in Oyo 

State, Nigeria. The study revealed that most of the 

respondents engaged in health promotion 

initiatives after the training. It was concluded that 

continuous training of community pharmacists is 

an innovative strategy to improve practice. 

There was no significant difference in the level 

of involvement health promotion services offered 

before and after the training programme (p > 

0.05), except for smoking cessation services (p = 

0.013). However, the study showed that the 

training had impacted positively on the 

respondents in many ways. The study however 

indicated that the community pharmacists 

engaged more in health promotion services 

through various initiatives embarked upon by 

them. They now saw the reasons to stay more 

often in their premises and dedicate more time to 

the clients in providing these services including 

checking of blood sugar and blood pressure, 

documentation of patient records, follow-up to 

patients through phone calls, and provision of 

counselling services. The effect of the training 

was such that respondents felt better equipped to 

serve their community, have more confidence to 

face the patients and to get involved in the health 

of their patients. Respondents enjoy more 

patronage from the community, built better 

customer relationships, and improved 

professional image. 

Above is in line with the findings of Coggan et 

al. (2001) whereby activities carried out six 

months after training in health promotion 

included more use of health promotion leaflets, 

more involvement in health campaigns, and more 

awareness and confidence in terms of health 

promotion issues. Participants also provided 

customers with useful information, took more 

account of customers’ broader health needs and 

showed significant improvement in providing 

patient care, in line with other studies (Cerulli & 

Briceland, 2004; Sarayani et al., 2012; Bajorek et 

al., 2015) where the confidence of pharmacists to 

provide services increased after training. 

The respondents’ perceived role was increased 

which gave them reasons to stay more often in 

their premises and dedicate more time to their 

clients in providing these services was in line 

with Kristina et al. (2015)’s study where 

participants perceived role, self-efficacy, and 

ability to perform smoking cessation increased 

after the assessment of a one-day workshop on 

smoking cessation among community 

pharmacists in Indonesia. 

Most of the respondents had implemented 

health promotion initiatives three months after 

the training in line with Willis et al. (2016)’s 
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study where about half of the respondents had 

implemented one of the targets behaviours two 

months after completion of a two-day training for 

community pharmacists in assessment and 

management of urgent cases. 

The sufficiency of the training indicated by 

most of the respondents and need for further 

training by over half of them, three (3) months 

after the training was similar to a previous study 

(Jaffray et al., 2007) where 65% of the 

respondents found the training sufficient to 

deliver the CHD services in their community 

pharmacies six months after completion of all the 

training events while 30% of the pharmacists still 

felt they needed further training despite already 

seeing patients. The need for further training also 

suggested that continuous training is essential to 

the provision of health promotion services 

(Sinclair et al., 1999). 

To further assess the impact of training on 

practice, monitoring of activities after training 

was considered paramount, such as on-the-spot 

visits and the use of documentation form to 

record activities performed. Documentation of 

health promotion services was emphasised during 

the training programme with the distribution of 

documentation forms to participants (Oseni & 

Afolabi, 2020). Unless pharmacists in all practice 

settings document their activities and 

communicate with other health professionals, 

they may not be considered an essential and 

integral part of the healthcare team. Quality 

documentation therefore provides justifies the 

payment of pharmaceutical care services. 

Study had shown that accurate, appropriate, 

and concise documentation is an essential 

component of ensuring that the patient care 

provided is evidence, not only for patient safety 

and continuity but also for cases where 

reimbursement and quality of care are being 

challenged contractually or legally (Zierier-

Brown et al., 2007; Dunkin & Dumont, 2013). 

Documentation of pharmacy services can be 

time-consuming; however, it facilitates the 

delivery of pharmaceutical care of which health 

promotion is a component (de Bittner & 

Michocki, 1996; MacKinnon & MacKinnon, 

2008). Respondents in this study used paper 

charts to document patient care services, hence 

the observed time-taken to attend to clients. 

However, previous study has shown that 

computerized systems appear to offer advantages 

over paper charts and this will make the 

documentation system more comprehensive, easy 

and efficient to use, and affordable (Brock et al. 

2006). 

Regardless of this improvement, over half 

respondents still had some constraints to practice 

health promotion services to their satisfaction, 

though some observed barriers had been reduced 

drastically. They made further suggestions that 

will facilitate health promotion activities in their 

pharmacies which are in line with the 

observations of a similar study in Greater 

Glasgow (Coggans et al., 2001). These included 

engaging additional staff, greater use of health 

promotion materials e.g. posters and leaflets, 

acquiring more space for the pharmacy to display 

materials, and closer link with the neighborhood. 

In a similar vein, research has shown that 

successes in health promotion in Australia relied 

on a multidisciplinary approach in incorporating 

organizational, economic, policy, and 

educational initiatives (Andrew, 2007). A further 

solution to barriers included continuing training 

to improve the knowledge and skill of community 

pharmacists and marketing/advertisement of 

health promotion services in pharmacies. Sinclair 

et al. (1999) monitored the effects of training 

duration on pharmacy personnel and time to 

determine for refresher training, revealed that 

significant difference was not felt after 24 months 

of training, hence the need for continuous 

training. This is also in line with a previous study 

by Willis et al. (2016) on the need for continuous 

development of community pharmacy workforce 

through training in clinical skills for effective 

management of urgent cases and in other study 

which emphasised educational interventions 

targeted towards public health issues (Offu et al., 

2016). Another approach included the provision 

of incentives for public health services rendered 

to increase engagement by community 

pharmacists in public health services (Offu et al., 

2016). 

Limitations of the study 

To the best knowledge of the researcher, this 

study assessing the involvement of community 

pharmacies in health promotion services after an 

educational intervention is novel in Nigeria. 

However, the study was conducted only in one 

state (Oyo State) out of 36 States in Nigeria 

which may affect the generalisability of the 

result. Only community pharmacists’ views were 

studied before and after the educational 
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intervention while pharmacy users’ views on 

health promotion services provided were not 

evaluated in the study. Also, there was no control 

group which may make the researchers attribute 

the changes completely to the training 

programme. 

Conclusion 

The study concluded that exposure of 

community pharmacists to health promotion 

training will increase their level of involvement 

in health promotion and reduce barriers to 

integrating health promotion into practice. 

Finally, it was concluded that community 

pharmacists showed improvement in health 

promotion services offered in their communities 

after the training as observed from the health 

promotion initiatives, specific health promotion 

activities engaged in, and documentation of 

service rendered. Hence, training is an innovative 

strategy to practice change of health promotion 

services in community pharmacies. 

Recommendations 

The government and policymakers need to 

improve health promotion practices in 

community pharmacies by reviewing the 

pharmacy laws, and regulations to incorporate 

health promotion into community pharmacy 

practice and incorporation of community 

pharmacy into the PHC system in Nigeria. Also, 

incorporation of health promotion and clinical 

studies into schools of pharmacy circulation and 

continuous professional development (CDP) of 

pharmacists in health promotion and clinical 

pharmacy should be emphasised by the 

regulatory body which should lead to licensure of 

community pharmacists in HP. 

Acknowledgment 

We want to appreciate all community 

pharmacists who participated in this survey. 

References 

[1]. Adje, D. U. & Oparah A.C. (2017). Evaluating 

Pharmacist Level of Involvement in disease 

Prevention Activities in Nigeria. UK Journal of 

Pharmaceutical and Biosciences 5(4) 55-61. 

[2]. Anderson C. (1998). Health promotion by 

community pharmacy: perception, realities and 

constraints. Journal of Social and Administrative 

Pharmacy, 15:10–22. 

[3]. Anderson C. (2000). Health promotion in 

community pharmacy: the UK situation. Patient 

education and counseling, 39(2-3), 285–291. 

https://doi.org/10.1016/s0738-3991 (99)00025-7. 

[4]. Andrew, W. J., Sunderland, V. B., Burrows, S., 

McManus, A., Howat, P. & Maycock, B. (2007). 

Community Pharmacy’s Role in Promoting Healthy 

Behaviours. Journal of Pharmacy Practice and 

Research; 37(1):42-44. 

[5]. Aslani, P., Benrimoj, S.I. & Krass, I. (2006). 

Development and evaluation of a training program to 

foster the use of written drug information in 

community pharmacies: Part 1–Development. 

Pharmacy Education, 6 (1); 41–52. 

[6]. Awad, A., & Abahussain, E. (2010). Health 

promotion and education activities of community 

pharmacists in Kuwait. Pharmacy world & science: 

PWS, 32(2), 146–153. 

https://doi.org/10.1007/s11096-009-9360-6 

[7]. Bajorek, B.V., Lemay, K.S., Magin, P.J., Roberts, 

C., Krass, I., & Armour, C.L. (2015). Preparing 

pharmacists to deliver a targeted service in 

hypertension management: evaluation of an 

interprofessional training program. BMC Medical 

Education 15; 157. 

[8]. Benson, M. A. & Cribb, A. (1995). In their own 

word: community pharmacists and their health 

education role. International Journal of Pharmacy 

Practice, 3:74–7. 

[9]. Brock, K. A., Casper, K. A., Green, T. R., & 

Pedersen, C. A. (2006). Documentation of patient care 

services in a community pharmacy setting. Journal of 

the American Pharmacists Association: JAPhA, 46(3), 

378–384. 

https://doi.org/10.1331/154434506777069642. 

[10]. Calop, N., Allenet, B., Calop, J. & Figari, G. 

(2002). The Effect of continuous education on the 

professional practice of French community 

pharmacists. Pharmacy Education, 2 (4); 185–190 

[11]. Cerulli, J. & Briceland, L.L. (2004). A 

streamlined training program for community 

pharmacy advanced preceptors to enable optimal 

experiential learning opportunities. American Journal 

of Pharmaceutical Education, 68 (1) Article 9 

[12]. Cervetto, S. & Keene, J. (1996). Health 

promotion in the pharmacy: the development of a 

formal scheme, in Phillips, S., Delamont, S. and 

Temple, D. (eds) Qualitative Research in Pharmacy 

Practice. Aveburg. 

[13]. Coggans, N., McKellar, S., Bryson, S., Parr, R., 

& Grant, L. (2001). Evaluation of health promotion 

development in Greater Glasgow Health Board 

7

https://doi.org/10.1016/s0738-3991
https://doi.org/10.1007/s11096-009-9360-6


 

 

Community Pharmacies. Pharmaceutical Journal; 

266:514–518. 

[14]. Currie, J.D., Chrischilles, E.A., Kuehl, A.K. & 

Buser, R.A. (1997). Effect of a training program on 

community pharmacists' detection of and intervention 

in drug-related problems. Journal of American 

Pharmacists Association, 37 (2); 182-191. 

[15]. Currie, J.D. (2003). Documentation. In: Rovers 

JP, Currie, JD, Hagel HP, et al. A practical guide to 

pharmaceutical care, 2nd ed. Washington, D.C.: 

American Pharmacists Association; 92–108. 

[16]. De Bittner, M. R., & Michocki, R. (1996). 

Establishing a pharmaceutical care database. Journal 

of the American Pharmaceutical Association 

(Washington, D. C.: 1996), NS36 (1), 60–71. 

https://doi.org/10.1016/s1086-5802 (16)30007-9. 

[17]. Dunkin, J. & Dumont, Z. (2013). Documentation 

in a busy pharmacy. Canadian Pharmacists 

Association, www.pharmacists.ca. 

[18]. General Pharmaceutical Council of Spain 

(GPhCS, 2015). Community pharmacy and primary 

health care - comments on the document from the 

expert panel on effective ways of investing in health. 

(Accessed July 6, 2015). 

[19]. Jaffray, M., Krska, J., Lee, A.J., & Bond, C.M. 

(2007). The MEDMAN project: Evaluation of the 

medicines management training for community 

pharmacists. Pharmacy Education; 7(3):207–214. 

[20]. Kristina, S. A., Thavorncharoensap, M., 

Pongcharoensuk, P., & Prabandari, Y. S. (2015). 

Impact of smoking cessation training for community 

pharmacists in Indonesia. Asian Pacific journal of 

cancer prevention: APJCP, 16(8), 3319–3323. 

https://doi.org/10.7314/apjcp.2015.16.8.3319. 

[21]. Laliberté, M., Perreault, S., Damestoy, N. & 

Lalonde, L. (2012). Ideal and actual involvement of 

community pharmacists in health promotion and 

prevention: a cross-sectional study in Quebec, Canada. 

BMC Public Health; 12:192-202. 

[22]. MacKinnon, G.E. III & MacKinnon, N.J. (2008), 

Documentation of Pharmacy services, in: Dipiro, J.T., 

Talbert, R.L., Yee, G.C., Matzke, G.R., Wells, R.G. & 

Posey, L.M. (7th edn.), Pharmacotherapy: A 

Pathophysiological Approach. New York: The 

McGraw-Hill Companies, Inc. 

[23]. Offu, O., Anetoh, M., Okonta, M. & Ekwunife, 

O. (2015). Engaging Nigerian community pharmacists 

in public health programs: assessment of their 

knowledge, attitude and practice in Enugu metropolis. 

Journal of Pharmaceutical Policy and Practice; 8:27-

33. 

[24]. Osemene, K. P., & Erhun, W. O. (2018). 

Evaluation of community pharmacists’ involvement in 

public health activities in Nigeria. Brazilian Journal of 

Pharmaceutical Sciences, 54(3), e17447. Epub 

November 29, 2018.https://doi.org/10.1590/s2175-

97902018000317447. 

[25]. Oseni, Y. & Afolabi, M. (2018). Knowledge & 

involvement of community pharmacists in health 

promotion activities in Oyo State, Nigeria. Nigerian 

Journal of Pharmaceutical Sciences, 17 (2); 36-47. 

[26].  Oseni, Y. O., & Afolabi, M. O. (2020). 

Development and Evaluation of Health Promotion 

Training Program for Community Pharmacists in Oyo 

State, Nigeria. Pedagogy in Health Promotion. 

https://doi.org/10.1177/2373379920918614. 

[27]. Oyo State Government. (2015). The Official 

website of the Oyo State government- The Pacesetter 

State http://www.oyostate.gov.ng/. 

[28]. Pharmacy Connection (2018). Documentation – 

essential to a patient’s continuity of care 

https://pharmacyconnection.ca/pharmacy-

documentation-fall-2018/ 

[29]. Pharmacists Council of Nigeria. (2014). List of 

Registered Pharmacists and Pharmaceutical Premises 

as at December 2014. Abuja. 

[30]. Roberts, L., Tutcher, D., Vadher, B. & White, D. 

(2015). Oxford AHSN medicines optimisation clinical 

network – CBT for community pharmacy feasibility 

study. MOCN_CBT_feasibibilty-study-outcomes-

v06_24Aug2015.pdf. 

[31]. Saini, B., Smith, L., Armour, C. & Krass, I. 

(2006). An educational intervention to train 

community pharmacists in providing specialized 

asthma care. American Journal of Pharmaceutical 

Education, 70 (5); 118. 

[32]. Sarayani, A., Rashidian, A., Gholami, K., 

Torkamandi, H., & Javadi, M. (2012). Efficacy of 

continuing education in improving pharmacists' 

competencies for providing weight management 

service: three-arm randomized controlled trial. The 

Journal of continuing education in the health 

professions, 32(3), 163–173. 

https://doi.org/10.1002/chp.21141 

[33]. Sinclair, H.K., Bond, C.M., & Lennox, A.S. 

(1999). The long-term learning effect of training in 

stage of change for smoking cessation: a three-year 

follow up of community pharmacy staff's knowledge 

and attitudes. International Journal of Pharmacy 

Practice; IJPP, 2011, 7(1); 1-11. 

https://onlinelibrary.wiley.com/doi/abs/10.1111/j.204

2-7174.1999.tb00943.x. 

[34]. Soyemi, O.I. & Hunponu-Wusu, O.O. (2015). 

Knowledge, attitudes and participation of community 

pharmacists in Lagos State, Nigeria toward Primary 

8

javascript:void(0);
javascript:void(0);
javascript:void(0);
https://doi.org/10.1016/s1086-5802
http://www.pharmacists.ca/
https://doi.org/10.7314/apjcp.2015.16.8.3319
https://doi.org/10.1590/s2175-97902018000317447
https://doi.org/10.1590/s2175-97902018000317447
https://doi.org/10.1177/2373379920918614
http://www.oyostate.gov.ng/
https://pharmacyconnection.ca/pharmacy-documentation-fall-2018/
https://pharmacyconnection.ca/pharmacy-documentation-fall-2018/
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.2042-7174.1999.tb00943.x
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.2042-7174.1999.tb00943.x


 

 

Health Care (PHC). Journal of Public Health and 

Epidemiology; 7(1), 15-19. 

[35]. Willis, S., Seston, L., Family, H., White, S. & 

Cutts, C. (2016). Evaluation of the advanced training 

for community pharmacists in the assessment and 

management of urgent cases; Final report. Health 

Education England. 

[36]. WHO. (1986). The Ottawa Charter, 1986 

Available from 

http://www.who.int/healthpromotion/conferneces/ 

previous/ottawa/en/. 

[37]. WHO. ((1994). ‘Community pharmacy’ In: The 

Role of the Pharmacist in the Health Care System, 

1994 WHO/PHARM/94.569. Available from 

http://apps.who.int/medicinedocs/en/d/Jh2995e/1.6.2.

html#Jh2995e.1.6.2. 

[38]. World Health Organization. Joint FIP/WHO 

guidelines on good pharmacy practice: Standards for 

quality of pharmacy services. 

www.who.int/medicines/areas/quality_safety/quality

_assurance/FIPWHOGuidelinesGoodPharmacyPracti

ceTRS961Annex8.pdf. 

[39]. Zierier-Brown, S., Chen, D., Brown, T.R., & 

Blackburn, R.W. (2007). Clinical documentation for 

patient care: Models, concepts, and liability 

considerations for pharmacists. American journal of 

health-system pharmacy: AJHP: 64 (17), 1851-1858. 

9

http://apps.who.int/medicinedocs/en/d/Jh2995e/1.6.2.html#Jh2995e.1.6.2
http://apps.who.int/medicinedocs/en/d/Jh2995e/1.6.2.html#Jh2995e.1.6.2
https://www.researchgate.net/journal/1535-2900_American_journal_of_health-system_pharmacy_AJHP_official_journal_of_the_American_Society_of_Health-System_Pharmacists
https://www.researchgate.net/journal/1535-2900_American_journal_of_health-system_pharmacy_AJHP_official_journal_of_the_American_Society_of_Health-System_Pharmacists


 

 

Table 1. A comparison of the level of involvement in health promotion services before and after training 

Health promotion services Before 

N=42 

After 

N=42 

 

 Mean (S.D.) Mean (S.D.) p- value 

Lifestyle modification    

Smoking 

cessation programme 

3.86(1.117) 3.12(1.310) 0.013* 

Promotion of physical activity 4.26(0.701) 4.02(0.975) 0.208 

Healthy eating 4.29(0.835) 4.07(0.894) 0.246 

Weight management 4.14(1.117) 4.19(0.862) 0.836 

Alcohol consumption in 

moderation 

4.14(0.872) 3.74(1.149) 0.081 

Screening for    

Hypertension 4.60(0.828) 4.64(0.821) 0.803 

Diabetes 3.81(1.502) 4.29(1.175) 0.120 

Dyslipidemia 2.88(1.502) 2.40(1.449) 0.142 

Sexual health    

Emergency 

oral contraception 

3.93(1.314) 3.90(1.226) 0.942 

Contraceptive devices 3.21(1.554) 2.98(1.554) 0.479 

Counseling with partners when 

initiating treatment for STDs/ 

HIV/AIDS 

4.05(1.229) 3.88(1.273) 0.520 

Mean total 43.17(12.665) 41.23(12.688

) 

 

Scale 1-5 of level of involvement: very involved =5, involved = 4, Not sure = 3, little involvement=2, not involved at all = 1 

S.D. = standard deviation 

Significant at *p < 0.05 for the difference between the surveys 
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Table 2. Barriers to integrating health promotion services to community pharmacy practice before and after health promotion training 

Barrier Before training 

(BL) 

N=42 (%) 

After training 

(PT2) 

N=42 (%) 

p- value 

Inadequate knowledge on health promotion 

services 

6(14.3) 2(4.8) 0.160 

Lack of information or training 13(31.0) 2(4.8) 0.001* 

Lack of time 13(31.0) 6(14.3) 0.109 

Lack of collaboration with other health 

care professionals 

24(57.1) 9(21.4) 0.002* 

Lack of staff resources 11(26.2) 5(11.9) 0.135 

Absence of financial compensation 10(23.8) 7(16.7) 0.412 

Lack of clinical tools 13(31.0) 12(28.6) 0.812 

Lack of space/inadequate physical design 

of the pharmacy 

10(23.8) 4(9.5) 0.057 

Lack of knowledge or clinical skills 3(7.1) 2(4.8) 0.660 

Patients are not interested in prevention 

activities 

11(26.2) 6(14.3) 0.200 

Patients generally have more urgent 

medical conditions 

12(28.6) 1(2.4) 0.001* 

Adequacy of the training programme 3 

months wafter training 

Training was 

sufficient 

 

Need further 

training 

 

 40(95.2) 24(57.1)  

Significant at *p < 0.05 for the difference between the surveys. 

11



 

 

Table 3. Specific health promotion activities carried out in community pharmacies after the training 

Health promotion 

services 

Distribution of leaflets 

N(%) 

Personalised counseling 

N(%) 

Screening 

N(%) 

Referral to 

external resources 

N(%) 

Personalised 

follow-up or 

private 

consultation 

N(%) 

Others 

N(%) 

None 

N(%) 

Lifestyle        

Smoking cessation 

programme 

7(16.7) 34(81.0) 0(0) 4(9.5) 10(23.8) 0(0) 5 

(11.9) 

Promotion of 

physical activity 

5 (11.9) 36(85.7) 3(7.1) 4(9.5) 9(21.4) 2(4.8)ac 1(2.4) 

Healthy eating 9 (21.4) 40(95.2) 2(4.8) 5(11.9) 6(14.3) 2(4.8)ab 0(0) 

Weight 

management 

7 (16.7) 35(83.3) 10(23.8) 6(14.3) 10(23.8) 1(2.4)a 0(0) 

Alcohol 

consumption in 

moderation 

7 (16.7) 37(88.1) 2(4.8) 4(9.5) 11(26.2) 1(2.4) a 2(4.8) 

Screening for        

Hypertension 15(35.7) 40(95.2) 27(64.3) 18(42.9) 22(52.4) 1(2.4) a 2(4.8) 

Diabetes 13(31.0) 35(83.3) 25(59.5) 19(45.2) 18(42.9) 1(2.4) a 1(2.4) 

Dyslipidemia 7(16.7) 22(52.4) 9(21.4) 14(33.3) 10(23.8) 0(0) 11(26.2

) 

Sexual health        

Emergency oral 

contraception 

7(16.7) 36(85.7) 4(9.5) 12(28.6) 9(21.4) 0(0) 3(7.1) 

Contraceptive 

devices 

6(14.3) 28(66.7) 2(4.8) 18(42.9) 7(16.7) 0(0) 7(16.7) 

Counseling with 

partners when 

initiating treatment 

for STDs/ 

HIV/AIDS 

5(11.9) 36(85.7) 5(11.9) 14(33.3) 18(42.9) 0(0) 4(9.5) 

a= counselling while consulting, b= organisation of seminar, c= recommendation of exercise 
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Table 4. Health promotion initiatives in the community pharmacies after training 

Health promotion initiatives Frequency(N=42) % 

Screening for hypertension/Measurement of blood pressure 17 40.5 

Screening service for diabetes/ measurement of blood glucose 15 35.7 

Personalized counselling 8 19.0 

Outreach programmes / health days 6 14.3 

Weight measurement scheme/ BMI 4 9.5 

Documentation of patient profile 4 9.5 

Distribution of leaflets 3 7.1 

Referral to other health professionals 2 4.8 

Introduction of malaria parasite diagnostic testing 2 4.8 

Specialised seminars on management of hypertension, oral health, 

drug abuse/misuse 

1 2.4 

Advice on smoking cessation 1 2.4 

Advice on moderate alcohol consumption 1 2.4 

Introduction of consent form before treatment 1 2.4 

Personalized follow up 1 2.4 

Questionnaire distribution to assess health awareness of the 

community 

1 2.4 

None 5 11.9 

Note: question was an open-ended one, hence summation was based on multiple responses received. 

Table 5. Positive impact of health promotion services on community pharmacy practice 

Positive impact on community pharmacy practice Frequency(N=42) % 

High turnover of patients 16 38.1 

Improved confidence in pharmacists by customers 13 30.9 

Improved relevance and pharmacy image 11 26.2 

Improved sales 6 14.3 

Referrals to pharmacy by previous customers/patients 5 11.9 

Services improved and patient appreciated our services 4 9.5 

Expanded knowledge and services delivery 4 9.5 
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Increased awareness of community pharmacists’ role in the 

community 

3 7.1 

Patients were more willing to be informed 2 4.8 

Improved management of patient diseases 1 2.4 

Note: question was an open-ended one, hence summation was based on multiple responses received 

Table 6. Specific health promotion (HP) activities provided in community pharmacies and time taken 

Health promotion activities No. of 

respondents n=38 

% 

Distribution of HP leaflets 11 28.9 

Personalised counseling while dispensing 32 84.2 

Screening 13 34.2 

Referral to external resources 15 39.5 

Personalised follow-up 17 44.7 

Private consultation 8 21.1 

Others:   

Display of health-related poster 1 2.6 

Time range (minutes) No. of respondents (%) 

Time taken to: Attend to 

patient/client 

n=35 (%) 

Document 

services n=32 

(%) 

1 - 10 8 (22.9) 27(84.4) 

11 -20 16 (45.7) 4 (12.5) 

21-30 8 (22.9) 1(3.1) 

31-40 3 (8.6)  

Source: Documentation forms. 
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