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The relationship between professional culture of pharmacy and 

different pharmaceutical care services provided by community 

pharmacists: a cross sectional study in West Bank /Palestine 

By 

Aman Jebril 

Supervisor 

Dr. Mariam AL-Tall 

Abstract 

As the health care system has been grown, pharmacy profession also has 

been expanded and the integration of advanced pharmacy services such as 

pharmaceutical care services increased. However, many pharmacists have 

not been able to provide such services yet. The implementation research 

suggests that understanding the professional culture of pharmacy 

profession, which is a part of the whole pharmacy context is of key 

importance to achieve effective change in pharmacy practice. 

This study aimed at examining any relationship between the professional 

culture of pharmacy and the provision of pharmaceutical care services by 

community pharmacists, the secondary aim of this work was to gain insight 

into the professional culture of community pharmacists.  

This study was a cross-sectional online self-administrative questionnaire 

for community pharmacists in The West Bank. The questionnaire contained 

three parts. The first part was the demographic background section. The 

second section was the pharmaceutical care part. It contained a list of 

20services which was derived from the Behavioral Pharmaceutical Care 

Scale (BPCS). The third one was the professional culture part. It contained 
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the organizational culture profile (OCP) as a measure for the professional 

culture. 

Total 294 completed questionnaire were returned. The average of 

respondents age was (37.5 ± 9.5). The most provided dimension of 

pharmaceutical care was the instrumental activities (mean 4.28 ± 0.44) with 

"very often" level of provision and the least one was the referral and 

consultation (mean 3.46 ± 0.6) with "often" level of provision. Study 

participants perceived the greatest value in the factor of "reward 

orientation" (4.1803 ± 0.553), followed by factors of "performance 

orientation" (3.9252 ± 0.614), "supportiveness" (3.9039 ± 0.625), 

"competitiveness" (3.7730 ± 0.705), "stability" (3.6743 ± 0.725), "social 

responsibility" (3.6276 ± 0.676) and "innovation" (3.3316 ± 0.677) in 

descending order. Linear regression test revealed significant positive 

relationships between factors of "competitiveness" and "direct care 

activities" (p =.001), "supportiveness" and "referral activities" (p = .000), 

"competitiveness" (p = .013), "social responsibility" (p = .006) and 

"supportiveness" (p = .000) and the "provision of pharmaceutical care 

services". 

This cross-sectional research showed that community pharmacists in 

Palestine have improved the practice of pharmaceutical acre. This study 

represents a starting step in identifying the professional culture of 

community pharmacy and understanding how this culture may influence 

the challenge of conducting changes in pharmacy practice in Palestine. 
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Chapter One  

Introduction 

1.1 Background 

All over the world, community pharmacists are considered as the first line 

of interaction with the health care system for many patients (Sweileh et al., 

2016; World Health Organization [WHO], 1994a). Because they are the 

health care providers most trusted and accessible, they can provide 

different types of services for their patients (Melton & Lai, 2017). For a 

long time, the majority of these services have been dispensing and 

counseling for over-the-counter drugs, and-if it allowed- for prescription 

drugs (WHO, 1994a). Compounding has been one of the services provided 

by community pharmacists throughout the world (Gastelurrutia et al., 

2006), but this practice is very limited here in Palestine (Sweileh et al., 

2016). Community pharmacists have been also provided several services 

like blood pressure, blood glucose, and weight measurements 

(Gastelurrutia et al., 2006).  

By that time, community pharmacies in most countries became places 

where individuals may obtain health advice and assistance with managing 

their disease states with medication, and pharmacists' integration to clinical 

practice grew larger (George et al., 2010). The main principle of pharmacy 

practice nowadays is, mainly, helping patients in better understanding of 

their health status, and the way of using their medications appropriately 

(Burns, 2008). Rather than dispensing and traditional services, the need for 
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pharmaceutical services that focus on collaborative work with patients and 

other healthcare providers to optimize the clinical outcomes and ensure 

safe and effective medication use (pharmaceutical care services) was 

emerged (Dalton & Byrne, 2017; Pellegrino et al., 2009). 

Forces that inhibit or promote this transformation in pharmacy practice 

became necessary to be understood. One of the main influencers of the 

change in pharmacy practice is the context in which pharmacists find 

themselves play an important role in the change process (Kitson et al., 

1998; Scott-Findlay & Golden-Biddle, 2005). This context consists of 

various aspects (economic, social, political, legal, physical, and cultural 

environments). Regarding to the profession of pharmacy, the cultural 

aspect of this context is the professional culture (the shared values, beliefs, 

assumptions, and ways of thinking and behaving between members of a 

profession) of pharmacists who are carrying out the change (Bloor & 

Dawson, 1994; Scahill et al., 2009). This study focuses on the potential 

impact of professional culture on the provision of pharmaceutical care 

services by community pharmacists. 

1.2 Pharmacy practice and pharmaceutical care in Palestine. 

The intention to develop pharmaceutical care practice in Palestine came 

into effect when some of the Palestinian universities added the discipline of 

clinical pharmacy to their medical disciplines list for both bachelor's and 

master's degree, which in turn assisted in supplying the medical field with 
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patient-oriented rather than product-focused health workers (Khdour & 

Hallak, 2012). Clinical pharmacists started to fill their duties in some health 

organizations such as educational and governmental hospitals, but the 

insertion of this discipline in health settings was done as a single and 

isolated profession from other health professions (Naseef et al., 2020). 

Despite that pharmaceutical law in Palestine strongly support the 

appropriate and legal supply of drug regimen to the patients, clear 

legislations are still needed to shape and organize the pharmaceutical care 

services in different health organizations (Naseef et al., 2020). 

Research on pharmaceutical care in Palestine is limited and most of it is 

descriptive. Recently, considerable attempts toward understanding this 

issue in Palestinian health settings started to take a place in health research. 

One of the recent efforts was done by Dr. Ramzi Shawahna in the area of 

"developing quality indicators of pharmaceutical care in integrative health 

care facilities" by taking into consideration the available literature and the 

view of stakeholders in the medical field (Shawahna, 2020a; Shawahna, 

2020b). 

1.3 Community pharmacy and pharmaceutical care in 

Palestine. 

According to the Palestinian census, the estimated number of the West 

Bank population in 2020 is3,053,183with a growth rate of 2.2% 

(Palestinian Central Bureau of Statistics [PCBS], 2020). The number of 
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licensed pharmacies in the West Bank in 2020 is 1,101 as mentioned in the 

MOH annual report. These findings mean that there is an adequate 

pharmacy provider to population ratio. Community pharmacies in Palestine 

are private with no presence of chain pharmacies, unlike the case in 

Western countries (Sweileh et al., 2016). 

As it does in most countries, community pharmacy in Palestine provides a 

lot of benefits as a part of the public health settings. The prolonged 

working hours, the lower cost than visiting a physician's clinic, and the that 

there is no need to make a special appointment to gain medical advice 

make community pharmacies the most accessible health settings (Jaradat & 

Sweileh, 2003; Khdour & Hallak, 2012). This situation ensures the 

important role of community pharmacies in solving public health issues 

and managing a large number of illnesses. 

For successful implementation of pharmaceutical care in Palestine to occur 

community pharmacists have to make a large effort to elevate public and 

medical sector expectations about pharmacists' role in providing care and 

should ensure the potential advantages of expanding their contribution in 

drug use process (Khdour & Hallak, 2012). The role of Palestinian 

community pharmacists seems to be very important because they constitute 

the largest proportion of pharmacists in Palestine. Regarding the MOH, the 

total number of registered pharmacists in the West Bank in 2020 is 5,152 

and the number of pharmacists who are working in the MOH is 287, most 
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of the rest are working in community pharmacies (Ministry of Health 

[MOH], 2020).  

Community pharmacy in Palestine is traditional in general, especially in 

rural areas. The integration of pharmaceutical care services in community 

pharmacy practice is limited somehow because pharmacists are not legally 

asked for saving medication records and part of them do not have a 

computerized system to facilitate the documentation process (Al-Ramahi et 

al., 2016; Sweileh et al.,2009), all of these influence pharmacists' ability to 

provide patient-medication plans, monitor and follow up these plans, and 

evaluate the obtained health outcomes. 

When a study discusses the issue of pharmaceutical care in Palestine, it 

directly gives considerable attention to the barriers that inhibit the 

implementation of pharmaceutical care. The non-organized cooperation 

between doctors and pharmacists, the inability to access the patient's 

medical information, the dissatisfaction with salaries level, the absence of 

continuous education courses and training, and the lack of time and privacy 

to provide suitable medical advice and counseling in some cases are being 

labeled as the main barriers led to the delayed development of 

pharmaceutical care practice between community pharmacists (Al-Ramahi 

et al., 2016).  
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1.4 Significance of the study. 

The practice of pharmaceutical care by community pharmacists in Palestine 

is still evolving. It was studied previously in the context of examining the 

pharmacists' attitudes and the barriers to this practice (Al-Ramahi et al., 

2016; Shawahna, 2020a; Shawahna, 2020b). Characterizing the culture of 

the pharmacy profession and linking it with professional behaviors did not 

take a place in pharmacy research. In particular, the professional culture of 

community pharmacists, and its potential influence on the practice change 

to pharmaceutical care have not been studied yet.  

In this study, the pharmaceutical care services provided by community 

pharmacists, the professional culture of community pharmacy, and the 

possible relationships between the cultural factors and the uptake of 

pharmaceutical care opportunities by Palestinian community pharmacists 

were investigated. This work is an important starting point in studying the 

impact of professional culture on the pharmaceutical care practice and 

provides preliminary insight into the community pharmacy context. All of 

these when added to the previously mentioned barriers, appropriate 

recommendations to promote the pharmacists' ability to integrate 

pharmaceutical care services into their practice can be provided. 

1.5 Study objectives. 

This study aimed at examining any relationship between the professional 

culture of pharmacy and the provision of pharmaceutical care services by 
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community pharmacists, the secondary aim of this work was to gain insight 

into the professional culture of community pharmacists. This achieved 

through the following objectives: 

 Identify the types of pharmaceutical care services that community 

pharmacists provide for their patients 

 Identify the cultural factors of the community pharmacy in Palestine  

 Investigate possible relationships between number of 

sociodemographic characteristics and the provision pf 

pharmaceutical care services among community pharmacists  

 Investigate possible relationships between number of 

sociodemographic characteristics and the Organizational Culture 

Profile (OCP) factors that pharmacists perceive value in  

 Examine the relationship between the OCP factors and the provision 

of pharmaceutical care services by community pharmacists. 

1.6 Research questions. 

 What are the pharmaceutical care services provided by community 

pharmacists?  

 What are professional cultural factors that community pharmacists 

give high values for? 

 Are there any differences in the provision of pharmaceutical care 

services among community pharmacists according to their gender, 

age, qualification, experience and country of graduation? 
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 Are there any differences in the professional cultural factors among 

community pharmacists according to their gender, age, qualification, 

experience and country of graduation? 

 Do the OCP factors influence the provision of pharmaceutical care? 
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Chapter Two 

 Literature review 

2.1 Pharmaceutical care. 

As the healthcare system has been grown and developed all over the world, 

the pharmacy profession has been expanded and become more advanced. 

Traditional pharmacy roles have been no longer sufficient, and new 

practices have been introduced. High quality instead of large volume 

service, and patient-centered, outcomes-oriented services instead of a 

product (drug) focused services have been the center of pharmacy practice 

development (Geeret al., 2011; Westberg et al., 2017).  

The development and transformation of pharmacy practice have been a 

constant concern of the profession since the beginning of the 1970s 

(Baumgartner et al., 1972; Kidder, 1977). The common revolutionary term 

that described the change of pharmacy practice was pharmaceutical care 

when it was mentioned as a "subset of medical care" by Mikeal and others 

in 1975 (Mikeal et al., 1975). Subsequent efforts to develop the concept of 

pharmaceutical care, by including the patient's need for a specific drug, and 

the safe and effective therapy-related services as main components of 

pharmaceutical care were made by Brodie (Brodie, 1967).  

The developmental stage ended, and a new era in the pharmacy profession 

began, when Hepler and Strand put the definition of pharmaceutical care in 

1990 as "the responsible provision of drug therapy to achieve definite 
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outcomes that improve a patient's quality of life" (Hepler & Strand, 1990). 

Minor adaptations were introduced for this definition, the American 

Society for Health-System Pharmacists modified it in 1992 to be: "the 

direct, responsible provision of medication-related care to achieve definite 

outcomes that improve a patient's quality of life". (American Society of 

Hospital Pharmacists [ASHP], 1993, p266). In 2013 a new definition of 

pharmaceutical care was published by the Pharmaceutical Care Network 

Europe (PCNE), the definition is: "the pharmacist's contribution to the care 

of individuals to optimize medicines use and improve health outcomes" 

(Allemann et al., 2014, p.544). This definition ensured the importance of 

pharmacists' collaboration with other health practitioners to gain the full 

success of pharmaceutical care. 

The core elements of the practice philosophy of pharmaceutical care as 

scholars found are; social responsibility toward reducing drug-related 

problems, providing services within a patient-focused context, and 

delivering care to patients through creating a therapeutic plan and 

following the patient up to ensure that the desired outcomes are achieved 

(Cipolle et al., 1998). 

Odedina & Segal (1996) noted that a confusion emerged about how to 

determine whether pharmaceutical care services are provided or not and if 

these services are provided, to which extent pharmacists provide 

pharmaceutical care. In order to answer these questions researchers 

developed a measuring tool for the provision of pharmaceutical care. 
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Following ―the framework of Benson and Clark for instrument 

development and validation‖ a tool called Behavioral Pharmaceutical Care 

Scale (BPCS) was developed and validated. This tool contained 3 

dimensions of services; each dimension contained different domains and 

each domain represented by several items. Number of studies then used the 

BPCS or derived tools from it so as to measure the pharmacists‘ provision 

of pharmaceutical care.  

Pharmaceutical care is the first concept used to express the meaning of 

comprehensive patient care services worldwide. It is the common term used 

in Europe (Yordanova & Petkova, 2013), World Health Organization 

(WHO, 1994b), and the Middle East (Kheir et al., 2013). In the USA 

pharmaceutical care is used, but the term Medication Therapy Management 

(MTM) is used mostly there. MTM is synonymous with pharmaceutical 

care, and the main stages of them have been combined in a method called 

the pharmacists patient care process. These stages are; 1) collecting the 

necessary information about the patient, 2) assessing the collected 

information and analyzing the clinical effects of the medications in the 

context of the patient's health status, 3) developing a patient action plan, 4) 

implementing this plan in collaboration with other care providers, and 5) 

monitoring and evaluating this plan through following up (Joint 

Commission of Pharmacy Practitioners [JCPP], 2014). In addition to MTM 

services, some studies use the concept of clinical pharmacy to give the 

same meaning. 
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Although all patients should be benefited from these services, it has been 

very difficult for pharmacists to provide their patients the overall 

dimensions of pharmaceutical care. Therefore, pharmaceutical care services 

are especially advantageous for patients with chronic diseases, who use 

various medications regularly, and visit more than one physician 

(McGivney et al., 2007). These services contribute to appraising the 

patient's completion of treatment regimens and addressing medication-

related issues such as medication interactions, overlapping, and any 

potential adverse effects, which in turn improve the mortality and 

morbidity benefits within those patients (McGivney et al., 2007; Pellegrino 

et al., 2009).   

Recent studies showed that pharmacists' interventions and 

recommendations are will recognized and acceptable by different medical 

practitioners (Lucca et al., 2012). Such interventions had a significant role 

in reducing treatment costs for ICU patients (Lucca et al., 2012), and 

reducing medication errors and different drug-related problems (Westberg 

et al., 2017).  

The evidence supported that pharmaceutical care influenced community 

pharmacy practice around the world. Community pharmacists have a 

significant clinical role in managing chronic diseases such as diabetes 

(Santschi et al., 2012). Evidence also demonstrated the safety and efficacy 

of independent prescribing by pharmacists in helping cases with 
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hyperlipidemia and hypertension to achieve the evidence guidelines 

(Mossialos et al., 2015; Tsuyuki et al., 2016). 

The expanded responsibilities of pharmacists were advocated by different 

pharmaceutical associations in western countries like Canada, Australia, 

United States (Yordanova & Petkova, 2013).  New legislations were 

introduced to give pharmacists the opportunity to provide more health 

services to their patients and the term of pharmaceutical care became 

directly regulated by law (Yordanova & Petkova, 2013). For example; 

pharmacists are now able to provide immunizations, medication reviews, 

and disease management consultations (Baqir et al., 2012; Rosenthal, 

Houle, et al., 2015), and they should be paid by the government to provide 

these services (Houle et al., 2014). However, pharmaceutical care services 

have not spread to all pharmacists, and by extension, some patients may not 

be treated by this approach. 

Research showed that merely supplying pharmacists and other healthcare 

providers with evidence-based information about the successful provision 

of services to patients do not guarantee the successful implementation of 

pharmaceutical care services (Peters et al., 2013). Internationally barriers 

face the change in pharmacy practice are almost the same. Studies 

explained that most mentioned obstacles were; lack of support, training, 

and time which reduces patients' attention to these services and strengthens 

pharmacists' notion that people do not care about these services (Mossialos 

et al., 2015; Schommer & Gaither, 2014). Even though these obstacles are 
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incredibly important, they only represent one aspect in addressing the 

insufficient change in the pharmacy profession. According to these 

findings, examining additional dimensions of the change in pharmacy 

practice became very important to develop more specific knowledge to 

improve the uptake and integration of pharmaceutical care services by 

pharmacists.   

2.2 Professional culture. 

The evidence discussed the contribution of organizational culture and the 

pattern in which a group of participants perceive and perform their role in 

understanding how those participants' practices change (Scott-Findlay & 

Golden-Biddle, 2005). Literature also suggests that understanding the 

context which is "the environment or setting in which the proposed change 

is to be implemented" plays a role in facilitating the change implementation 

(Kitson et al., 1998). The Promoting Action on Research Implementation in 

Health Services framework (PARiHS) -which is part of the implementation 

literature that provides methods to implement the research in practice, and 

examine the implementation of quality developmental interventions in the 

health system- also ensured the significance of culture in promoting 

changes in work-related behaviors (Kitson et al.,2008).    

Regarding (PARiHS), to take a deep insight into pharmacy 'context' is of 

key importance to have a better understanding of "the prevailing culture, 

the nature of human relationships as summarized through leadership roles 
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and the organization's approach to routine monitoring of systems and 

services" (Kitson et al., 1998).  While it is very important to understand the 

leadership roles in addition to the monitoring processes, the focus in this 

study will be on understanding the culture -because of the purpose of the 

research-. 

The traditional perspective on culture -which has been explained in part of 

the change management studies- viewed it as an all-comprehensive entity 

that covers the overall participants, and the new participants are just empty 

recipients which the culture is predominately "pored" into them (Schein, 

2004). This perspective estimates that the culture has already been existed 

and developed at a specific time to meet the goals of founding leaders. 

Therefore, it is less likely to be developed or transformed by a group of 

members in the organization (Schein, 2004). Using this perspective in 

culture examinations means that conducting cultural changes seems to be 

very hard because they occur outside the control of individual participants 

(Schein, 2004). Thus, the traditional perspective on culture is not useful in 

expanding members' knowledge of culture to create changes. 

In contrast, another perspective on culture proposed that members of an 

organization or profession may belong to several cultures at the same time 

(Martin, 2002). For example, think about a pharmacist who is working in a 

community pharmacy in a small village, from this simple characterization, 

it could be assumed that the exemplar pharmacist belongs to a list of 
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different cultures such as; professional culture of community pharmacy, the 

culture of his village, and the culture of his country or region.  

By logic, it is true to expect that this pharmacist cannot turn off the 

meaning of being from a village when he comes to the pharmacy to provide 

care to his patients. Understanding that all members are multicultural 

beings means that, wherever they are, the different cultures they belong to 

will help in clarifying their behaviors. Such a switch in the way of culture 

study is significant in recognizing that the culture in any setting is not 

stable and becomes changeable. Over time, members' interactions and 

experiences will affect their interpretations and behaviors and 

consequently, some aspects of culture will change and this flexibility 

provides an important role in promoting changes.     

While most of the previous literature in this field referred the culture to the 

culture of an organization, the culture of the profession -which researches 

explained that exist in the senior systems and organizations- (Bloor & 

Dawson, 1994; Hofstede, 1998) participates in understanding the context 

mentioned in the PARiHS (Martin, 2002). This means whether specific 

research attempts to understand the organizational or professional culture, 

the definitions in these cases converge on a similar set of meanings.  

Therefore, in this research, the professional culture can be broadly 

understood as "[groupings] of people that share common socialization, 

education, and knowledge to perform a specific task, and have control over 
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that knowledge" (Livigni, 1994, p. 290). This definition can also be 

extended to involve "patterns of [subjective] interpretation composed of 

meanings associated with various cultural manifestations, such as stories, 

rituals, formal and informal practices, jargon and physical arrangements" 

(Martin, 2002, p.330). This definition concentrates on how to understand 

the culture as a part of the approach by which a group of professional 

members perceives their everyday activities. 

In non-health- providing professions, the professional culture and its effect 

on professional behaviors and interactions have been investigated. A study 

that examined the professional culture of probation officers found that it 

influences their relationships with offenders and the results of the 

rehabilitation activities they provide to offenders (Burke & Davies, 2011; 

Worrall & Mawby, 2014). The professional culture of human resource 

workers was found to be employee-centered culture instead of focusing on 

business outcomes (Hansen et al., 1994). The different professional 

cultures between groups of accounting managers increase the 

miscommunications between different groups of accountants, because of 

the differences in the use of some terminologies (Johnson et al., 2009). 

A preliminary examination of the professional culture of different health 

professions has been conducting. In medicine, the professional culture of 

physicians -especially those who are working in multicultural countries- 

was discussed as a part of the approach in which medical students used to 

deal with patients from different social and cultural backgrounds (Boutin-
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Foster et al., 2008). Also, the professional culture of both medicine and 

social work was studied in the light of identifying conflict values between 

these two professions, and the efficacy of their work together (Roberts, 

1989).  

In nursing practice, professional culture was discussed from the aspect of 

facilitating changes in the health system (Van Ess & Wilcox, 1990), and 

prediction of nursing turnover in hospitals (Jacobs & Roodt, 2008). 

Watling et al. (2013) found a preliminary relationship between different 

professional cultural patterns in learning the meanings of "credibility and 

constructiveness", and the production of effective feedback in medical 

professions. In pharmacy practice, the role of professional culture was 

investigated in the contexts of enhancing organizational changes (Scahill et 

al., 2009), medication safety (Machenet al., 2019) hospital pharmacists' 

attitude toward being patient-centered in their practice (Al Hamarneh et al. 

2011), and community pharmacists' perception of their role (Rosenthal et 

al., 2011). 

Despite that most of the previous research on a professional culture focused 

on observing and characterizing it instead of examining its impact on work-

related behaviors and interactions in health professions, in pharmacy 

research, recent studies became oriented toward examining correlations 

between professional culture and different pharmaceutical activities. A 

study examined the role of the professional culture of pharmacy in the 

independent prescribing by pharmacists in Canada, found that pharmacists 
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‗professional culture influenced their adoption of such services (Rosenthal, 

Houle, et al., 2015).Within the same goals of our research, a study 

conducted in Canada to investigate some relationships between the 

professional culture of community pharmacists and the provision of clinical 

pharmacy services found that pharmacists who give a greater value for 

cultural factors such as competitiveness and innovation can provide more 

and more advanced services (Rosenthal et al., 2016). Another study that 

examined the relationship between the professional culture of community 

pharmacists and the provision of MTM services in the United States found 

significant relationships between some cultural factors and pharmacists' 

provision of MTM services (Rosenthal & Holmes, 2018). 
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Chapter Three  

Methodology 

3.1 Study design. 

This research utilized a quantitative observational approach. A cross- 

sectional study was conducted through an online questionnaire. 

3.2 Study Population. 

This study targeted community pharmacists who work in community 

pharmacies in different areas of the West Bank in Palestine. The reason for 

choosing community pharmacists is based on the fact that the majority of 

pharmacists in Palestine work in community pharmacies (MOH, 2020). 

The total number of registered pharmacists in the West Bank was 5,152 in 

2020. 287 pharmacists were working in the MOH, most of the rest work in 

community pharmacies (MOH, 2020).  

3.3 Sample size and sampling method. 

According to the MOH annual report for 2020, the number of licensed 

pharmacies in the West Bank was 1,101 (MOH, 2020). Based on the Rosoft 

sample size calculator the minimum sample size for this study was 285 

pharmacies (with 5% margin of error, 95% confidence interval and 50% 

response distribution). We took a convenience sample of 700 pharmacies 

from different regions of the West Bank.  
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The pharmacies list was taken from the Palestinian Pharmaceutical 

Association. Based on the MOH report (2020) and the Pharmaceutical 

Association reports the number of pharmacies in the nine governorate is as 

in table 1  

Table 1: Number of pharmacies in Palestinian governorates as they 

mentioned in the annual health report in 2020 (MOH, 2020). 

The governorate N of pharmacies %Pharmacies 

Jenin & Tubas 148 13.44% 

Tulkarm 86 7.81% 

Nablus & Salfit 201 18.26% 

Qalqiliya 50 4.54% 

Ramallah & Al Bireh 168 15.26% 

Jericho & Al Aghwar 18 1.63% 

Jerusalem  93 8.45% 

Bethlehem  93 8.45% 

Hebron  244 22.16% 

Total  1,101 100% 

 N: number. %: percentage.  

The data collection was initiated in March of 2021, and completed in May 

of 2021. The online questionnaire was sent to 700 community pharmacies 

which were distributed on the 9 regions of the West Bank. In each 

governorate the sample was taken conveniently. Community pharmacists 

received invitation messages through what‘s app instead of email _due to 

the absence of organized communication network between the association 

and community pharmacies.  The sending of messages to pharmacists in 
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each governorate continued until the required number of responses was 

achieved in that area.  

The required number of participants in any region was determined based on 

its proportion of the total number of community pharmacies in the West 

Bank and the previously calculated sample size (285). The required number 

of responses and the returned responses were distributed on the 9 

governorates of the West Bank as the following: 

Table 2: Number of required responses and the returned responses in 

each governorate. 

governorate N of required 

responses 

N of returned 

responses 

Jenin & Tubas .13*285=37 38 

Tulkarm .08*285=23 26 

Nablus & Salfit  .18*285=51 54 

Qalqiliya .05*285=14 14 

Ramallah & Al Bireh .15*285=43 40 

Jericho & Al Aghwar .02*285=6 6 

Jerusalem  .09*285=24 28 

Bethlehem  .09*285=24 25 

Hebron  .22*285=63 63 

Total  285 294 

 N: number.  

3.4 Data collection tool. 

Online self-administrative questionnaire contained three parts; (Appendix 

1, Appendix 2, Appendix 3) was used to collect the related data. 
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The first part was the demographic background section. It contained 

questions about the gender, scientific degree, years of experience, country 

of graduation and the governorate in which the participant work. 

The second section was the pharmaceutical care part. It contained a list of 

20 items divided in to four main dimensions of activities that cover the 

pharmaceutical care services provided in community pharmacies. This list 

was derived from the (BPCS), which is a ―tool developed to measure 

pharmacists‘ effort to provide pharmaceutical care‖ (Odedina & Segal, 

1996) 

1. Direct patient care activities/ current pharmacy practice 

2. Referral and consultation activities  

3. Instrumental activities  

4. Exploring the awareness of pharmaceutical care (Okpalanma et al., 

2013). 

Items in this section were statements of five Likert scale as the following: 

Table 3: Description of provision level of pharmaceutical care activities 

in Likert scale. 

Description of provision level of 

pharmaceutical care activities 

Likert scale point 

Never  1 

Rarely  2 

Sometimes  3 

Often  4 

Very often 5 
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The third one was the professional culture part. It contained the 

organizational culture profile (OCP). The OCP was developed to measure 

the organizational culture; however, it was also used to measure the person-

organizational fit, and the aggregate culture of an organization from the 

leaders' and individual members' perceptions and values (Sarros et al., 

2005). 

The previous literature on the organizational culture and its relation to 

health care behaviors did not provide a specific tool for pharmacy or 

professional culture measurement tool to be used in such studies. As such, 

the professional culture of pharmacy was examined with the OCP in many 

previous studies (Rosenthal, Hall, et al., 2015; Rosenthal et al., 2016; 

Rosenthal & Holmes, 2018).  

The last version of the OCP was developed by Sarros and his colleges can 

be self-administered. The tool contains 28 items and compromises 7 

cultural factors that are innovation, supportiveness, social responsibility, 

competitiveness, stability, performance orientation, and reward orientation.  

The degree to which a group perceives value in each of these factors is 

determined by scoring responses to a particular subset of the items. Groups 

that perceive value in being "quick to take advantage of opportunities", 

"risk-taking", and taking "individual responsibility" may score higher on 

the factor of innovation. Groups that perceive value in being "team and 

people-oriented" and "sharing information freely" and that is 
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"collaborative" may score higher on supportiveness. Groups that perceive 

value in being "reflective" and "having a good reputation" and a "clear 

guiding philosophy" may score higher on social responsibility. Groups that 

perceive value in being "achievement-oriented", that "emphasize quality‖ 

and that value "being distinctive and different from other groups" may 

score higher on competitiveness. Groups that perceive value in being 

"calm" and "having low conflict" and a "sense of job security" may score 

higher on stability. Groups that perceive value in having "high expectations 

for performance" and "enthusiasm for their job" and that reflects to be 

"results-oriented" and "highly organized" may score higher on show 

orientation. Groups that perceive value in being "fair", "providing 

opportunities for professional growth", and having "high pay and praise for 

good performance" may score higher on reward orientation (Sarros et al., 

2005). 

Items in this section were statements of five Likert scale as the following: 

Table 4: Description of the value that pharmacists perceive in OCP 

factors in Likert scale. 

Description of the value that 

pharmacists perceive in OCP factors 

Likert scale point 

Not at all (strongly disagree) 1 

Minimally (disagree) 2 

Moderately (neutral)  3 

Considerably (agree)  4 

Very much (strongly agree) 5 
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3.5 Validity and reliability. 

The questionnaire was sent to 6 doctors working at An-Najah National 

University, two of them were from pharmacy department and the rest were 

from public health department to review the questionnaire items. The 

purpose of this evaluation was to determine whether the questions were 

comprehensible and able to measure the main domains of our study as they 

intended to. The reviewers‘ suggestions and comments were confined only 

on the sociodemographic section. All of these comments were taken into 

consideration to modify and improve the questionnaire's content. Then a 

pilot study on 30 pharmacists was conducted to make sure that the 

questionnaire items clear and can be interpreted by the study sample. 

The reliability of the questionnaire was calculated on the responses 

of the pilot study participants through Cronbach Alpha Formula, the Table 

below shows the results; 

Table 5: Cronbach Alpha Formula for measuring the reliability of the 

questionnaire domains. 

Domain Items Cronbach Alpha 

pharmaceutical care services 20 .851 

Professional culture 28 .957 

Table (5) shows Cronbach Alpha for the questionnaire domains. They 

ranged from (0.85) for the first domain of (pharmaceutical care services) 

and (0.957) for the second domain of (Professional culture) which are 

accepted for the study purpose as internally consistent tools should have 
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0.70 ≤ α (Tavakol & Dennick, 2011). It is worth noting that the responses 

of the pilot study were not included in the final analysis. 

3.6 Ethical consideration. 

 This study was approved by the Institutional Review Board (IRB) of 

An-Najah National University (Appendix 4).  

 In the introduction part of the online questionnaire the following 

information was clearly explained to the participants, they cannot 

pass to the next parts that contain the questionnaire items without 

reading this section and agreeing with its contents: 

1. The aim of the study in addition to the potential benefits and risks  

2. Confidentiality: The anonymity of participants was surly protected, 

as there was no identifiable information has been taken. 

3. Right to withdraw: The participants were informed that they are 

voluntary participants. They can stop participation at any time they 

want 

4. Statement of consent: Informed consent to participate this study was 

taken after ensuring that all the previous information was 

understood. 

3.7 Variables. 

Independent variables: the OCP factors which are; competitiveness, social 

responsibility, innovation, supportiveness, performance orientation, reward 

orientation and stability, Dependent variable: the pharmaceutical care 
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dimensions which are; direct care activities, referral and consultation 

activities and instrumental activities  

3.8 Data analysis. 

The data collected were analyzed using (SPSS)version 21. The range has 

been calculated (5-1=4) then divided by (5) (4/5=0.8) in order to reach the 

length of the of the five-point Likert scale intervals. The following scale 

was used to describe the level of means and total means in both 

pharmaceutical care and professional culture parts   

Table 6: Scale for description of means and total means in both 

pharmaceutical care and professional culture. 

Likert scale 

intervals 

Description of provision 

level of pharmaceutical 

care activities 

Description of the value 

that pharmacists perceive 

in OCP factors 

1.00_1.80 Never Not at all 

 (strongly disagree) 

1.81_2.60 Rarely Minimally (disagree) 

2.61_3.40 Sometimes Moderately (neutral) 

3.41_4.20 Often Considerably (agree) 

4.21_5.00 Very often Very much  

(strongly agree) 

The statistical process used in this study includes the following:  

 Cronbach Alpha formula to measure the reliability of the study tool. 

 Means, standard deviation and percentages to describe the study 

sample, and show the ratio weights of the study tool items 

(Descriptive statistics). 
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 Independent Sample t- test to show the differences attributed to the 

variable of gender and country of graduation.  

 One Way ANOVA to show the differences attributed to the variables 

of age, qualification and experience followed by LSD (least 

significant difference) 

 Linear regression test in order to show the relationship between the 

OCP factors (independent variables) and the pharmaceutical care 

activities (dependent variables). 
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Chapter Four  

Results 

4.1 Sample characteristics. 

Table 7: Distribution of percentage of participants according to their 

sociodemographic characteristics (N=294). 

Characteristic Class N % 

Gender male 145 49.3 

female 149 50.7 

Age 20-30 years 94 32.0 

31-40 years 87 29.6 

41-50 years 86 29.3 

>50 years 27 9.2 

Pharmacy qualification Bachelors of pharmacy 229 77.9 

PharmD 11 3.7 

Master degree 52 17.7 

Ph. D 2 .7 

 

Years of pharmacy 

experience 

less than 5 years 58 19.7 

5-10 years 79 26.9 

10-15 years 63 21.4 

>15 years 94 32.0 

Country of graduation Outside Palestine 128 43.5 

Palestine 166 56.5 

Governorate Bethlehem 25 8.5 

Hebron 63 21.4 

Jenin 38 12.9 

Jericho 6 2.0 

Jerusalem 28 9.5 

Nablus 54 18.4 

Qalqilya 14 4.8 

Ramallah 40 13.6 

Tulkarm 26 8.8 

Age  Mean ±(SD) 37.57±9.559 
 

N: number. %: percentage. S.D: standard deviation  

A total 294 pharmacists completed the questionnaire, making the response 

rate of 42%. The percentage of female respondents was 50.7%, the mean 

age of respondents was (37.5±9.56). Respondents who have a bachelor 



31 

degree were 77.9%, and pharmacists who graduated from Palestinian 

universities were 56.5%. 

4.2 Description of pharmaceutical care activities provided by 

community pharmacists.  

Table 8: Distribution (Means, Standard Deviations) of the 

pharmaceutical care services provided in community pharmacists. 

Dimension of 

pharmaceutical 

care activities 

Activities of 

pharmaceutical care 

Mean± 

SD 

level of 

statement’s 

mean 

Total 

Mean± 

SD 

level of 

total 

mean 

Direct patient 

care activities  

 

Asked patient 

questions to access 

actual patterns of use 

of medication 

4.24 ± 

0.607 

Very often 3.9031± 

0.518 

 

 

Often 

Asked patient 

questions to find out-

about perceived 

effectiveness of drugs 

he or she was taking. 

4.00 ± 

0.706 

Often 

Asked patient 

questions to ascertain 

whether therapeutic 

objectives were 

realized. 

3.95 ± 

0.677 

Often 

Asked patient 

questions to find out if 

he or she might be 

experiencing drug-

related problems. 

3.91± 

0.868 

Often 

Implemented a 

strategy to resolve (or 

prevent) drug related 

problems 

3.86 ± 

0.751 

Often 

Follow up patients to 

evaluate their progress 

towards the drug 

therapy objectives. 

3.46 ± 

0.824 

Often 

 

Referral and 

consultation 

activities 

 

Discussed patients 

drug therapy problems 

with other pharmacists 

in my practice. 

3.22 ± 

1.062 

Sometimes 3.4626± 

0.607 

Often 

 

Made referrals to other 

pharmacists whenever 

it was in the best 

interest of the patient. 

2.49 ± 

1.034 

Sometimes 
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Referred patients to 

specific physician 

when necessary. 

4.47 ± 

0.737 

Very often 

Communicated 

patients‘ progress on 

their drug therapy to 

their physician or care 

providers. 

3.67 ± 

1.034 

Often 

 

 

Instrumental 

activities 

 

How often do you 

counsel all patients 

coming to this 

pharmacy? 

4.63 ± 

0.551 

Very often 4.2883± 

0.443 

 

 

 

Very 

often 

Used a quiet location 

for patient counseling 

3.56 ± 

0.924 

Often 

Double checked each 

prescription prepared 

by other personnel 

before giving 

medicines to patients. 

4.78 ± 

0.493 

Very often 

Used appropriate 

information services to 

provide drug 

information when 

necessary. 

4.19 ± 

0.712 

Often 

Pharmaceutical care (total) 3.8846±0.402 Often 

S.D: standard deviation  

Table (8) shows that the total degree of the pharmaceutical care services 

provided by community pharmacists was (3.88 ± 0.402). The lowest mean 

was for the referral activities (3.46 ± 0.607), because the item ―Made 

referrals to other pharmacists whenever it was in the best interest of the 

patient‖ in this dimension had the lowest mean between pharmaceutical 

care items (2.49 ± 1.034). The highest mean was given to the instrumental 

activities (4.288 ± 0.443). In this dimension, the highest mean was for the 

item of ―Double-checked each prescription prepared by other personnel 

before giving medicines to patients‖ (4.78 ± 0.493). 
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Table 9: Distribution of percentages of the Awareness of 

pharmaceutical care among community pharmacists (N=294). 
A

w
ar

en
es

s 
o

f 
p
h

ar
m

ac
eu

ti
ca

l 
ca

re
 

Statement Level N % 

Have you heard about the concept of 

pharmaceutical care? 

Yes 294 100.0 

No 0 0 

How often do you try to provide 

pharmaceutical care to your 

patients? 

Never 2 .7 

Sometimes 84 28.6 

Always 208 70.7 

How often do you make 

psychological commitment and 

effort required to improve their 

outcome 

Never 5 1.7 

Sometimes 105 35.7 

Always 184 62.6 

How often do you inquire of 

patient‘s satisfaction with your 

services in order to evaluate your 

work 

Never 30 10.2 

Sometimes 171 58.2 

Always 93 31.6 

How often do you participate in 

higher educational programs to 

maintain and improve your 

competence? 

Never 58 19.7 

Sometimes 177 60.2 

Always 59 20.1 

How often do you provide general 

medical information to patients? 

Never 0 0 

Sometimes 90 30.6 

Always 204 69.4 

N: number. %: percentage.  

Table (9) All participants reported that they already heard about the 

concept of pharmaceutical care 100%. However, 60% of respondents 

reported that they sometimes participate in higher education programs 

while, 69.4% reported that they always provide general medical 

information to patients. 
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4.3 Description of professional culture of community 

pharmacy. 

Table 10: Distribution of (Means, Standard Deviations) Organizational 

Culture Profile (OCP) factors. 

Cultural 

factors 

Cultural items Mean± 

(SD) 

Description/le

vel of 

statement 

mean 

Total 

Mean± 

(SD) 

Description

/level of 

total mean 

Competitiveness Achievement 

orientation  

3.85 ±0.901 Agree 3.7730± 

0.705 

Agree 

An emphasis on 

quality 

4.26 ± 0.745 Strongly agree 

Being 

distinctive _ 

being different 

from others 

3.69 ± 0.985 Agree 

Being 

competitive  

3.29 ± 1.097 Neutral 

Social 

Responsibility 

Being reflective  3.59 ± 0.930 Agree 3.6276± 

0.676 

Agree 

Having a good 

reputation 

4.05 ± 0.776 Agree 

Being socially 

responsible 

3.95 ± 0.865 Agree 

Having a clear 

guiding 

philosophy  

2.93 ± 1.165 Neutral 

Supportiveness Being team 

oriented  

3.36 ± 1.087 Neutral 3.9039± 

0.625 

Agree 

Sharing 

information 

freely 

3.91 ± 0.840 Agree 

Being people 

oriented 

4.18 ± 0.741 Agree 

Collaboration 4.17 ± 0.745 Agree 

Innovation Being 

innovative  

3.22 ± 0.961 Neutral 3.3316± 

0.677 

Neutral 

Quick to take 

advantage of 

opportunities 

3.12 ± 0.938 Neutral 

Risk taking 2.63 ± 1.112 Neutral 
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Taking 

individual 

responsibility  

4.35 ± 0.694 Strongly agree 

Reward 

Orientation 

Fairness 4.23 ± 0.658 Strongly agree 4.1803± 

0.553 

Agree 

Opportunities 

for professional 

growth  

4.03 ± 0.836 Agree 

High pay for 

good 

performance  

4.25 ± 0.638 Strongly agree 

Praise for good 

performance 

4.20 ± 0.660 Agree 

Performance 

Orientation 

Having high 

expectations for 

performance  

3.93 ± 0.716 Agree 3.9252± 

0.614 

Agree 

Enthusiasm for 

the job 

3.89 ± 0.850 Agree 

Being results 

oriented 

3.96 ± 0.763 Agree 

Being highly 

organized 

3.92 ± 0.839 Agree 

Stability Stability  3.70 ± 0.825 Agree 3.6743± 

0.725 

Agree 

Being calm 3.60 ± 0.925 Agree 

Security of 

employment 

3.67 ± 0.990 Agree 

Low conflict 3.73 ± 0.960 Agree 

S.D: standard deviation  

Table (10) revealed that the highest mean was given to reward orientation 

factor (4.18 ± 0.553), and the lowest mean was for innovation factor (3.33 

± 0.677). 



36 

4.4 Statistical differences in pharmaceutical care activities 

provided by community pharmacists attributed to their 

sociodemographic characteristics. 

Table 11: Results of independent sample t test for the pharmaceutical 

care services provided by community pharmacists attributed to the 

variable of gender. 

Pharmaceutical 

care dimensions 

Gender N Mean S. D t Sig.* 

direct patient care 

activities 

male 145 3.8701 .55952 -1.075 

 

.283 

female 149 3.9351 .47446 

Referral and 

consultation 

activities 

male 145 3.3345 .56843 -3.644 .000* 

female 149 3.5872 .61918 

instrumental 

activities 

male 145 4.2431 .45733 -1.730 .085 

female 149 4.3322 .42558 

N: number. S.D: standard deviation t: the t test statistic. Sig: p-value. *: the mean difference is 

significant at the 0.05 level 

Table (11) shows that female pharmacists (mean = 3.58 ± 0.619) provided 

more referral and consultation activities than male pharmacists (mean = 

3.33± 0.568). 
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Table 12: Results of One-Way ANOVA and LSD post hoc for the 

pharmaceutical care services provided by community pharmacists 

attributed to their age categories. 

Pharmaceutical 

care dimension 
F Sig. Age 

category 

(I) 

Age 

category 

(J) 

Mean 

differences 

(I-J) 
Referral and 

consultation 

activities 

14.407 0.000* 20 _30 

years 
31 _ 40 

years 
.21916* 

20 _30 

years 
41 _50 

years 
.48676* 

20 _30 

years 
> 50 

years 
.38071* 

31 _ 40 

years 
41 _50 

years 
.26761* 

31 _ 40 

years 
> 50 

years 
.16156 

41 _50 

years 
> 50 

years 
-.10605 

Direct patient 

care activities 
1.301 0.788    

Instrumental 

activities 
0.539 0.351    

Sig: p-value. F: variation between groups / variation within groups. *: the mean difference is 

significant at the 0.05 level. 

Table (12) shows that there Statistically significant differences in the 

provision of referral and consultation activities. The statistical differences 

are between (20-30) years old pharmacists and other age groups in favor of 

(20-30) years old, which means that younger pharmacists provide these 

activities more than older pharmacists. 
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Table 13: Results of One-Way ANOVA of the pharmaceutical care 

services provided by community pharmacists attributed to the variable 

of qualification. 

Type of pharmaceutical care services F Sig. 

Direct patient care activities 1.571 0.197 

Referral and consultation activities 0. 827 0. 480 

Instrumental activities 0.851 0.467 

Sig: p-value. F: variation between groups / variation within groups. *: the mean difference is 

significant at the 0.05 level. 

Table (13) shows that there are no statistically significant differences in the 

provision of pharmaceutical care services between community pharmacists 

regarding their level of qualification. 

Table 14: Results of One-Way ANOVA and LSD post hoc for the 

pharmaceutical care services provided by community pharmacists 

attributed to the variable of experience. 

Pharmaceutical 

care dimension 

F Sig. Experience 

category (I) 

Experience 

category (J) 

Mean 

differences 

(I-J) 

Pharmaceutical 

care services 

5.268 0.001* <5 years 5_10 years .00473 

<5 years 10_15 years .08128 

<5 years >15 years .22148* 

5_10 years 10_15 years .07655 

5_10 years >15 years .21675* 

10_15 years >15 years .14020* 

Referral and 

consultation 

activities 

14.092 0.000* <5 years 5_10 years .07802 

<5 years 10_15 years .20224 

<5 years >15 years .53604* 

5_10 years 10_15 years .12422 

5_10 years >15 years .45802* 

10_15 years >15 years .33380* 

Direct patient 

care activities 

0.811 0.489    

Instrumental 

activities 

0.412 0.745    

Sig: p-value. F: variation between groups / variation within groups. *: the mean difference is 

significant at the 0.05 level. 
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Table (14) shows that there are statistically significant differences in 

providing referral and consultation activities among participants according 

to their experience. Pharmacists with less experience (less than 5 years and 

5-10 years and 10- 15 years) provided more pharmaceutical care and 

referral and consultation activities than pharmacists with (more than 15 

years). 

Table 15: Results of independent sample t test for the pharmaceutical 

care services provided by community pharmacists attributed to the 

variable of country of graduation. 

Dimension of pharmaceutical 

care services 

Country of 

Graduation 

N Mean S. D t Sig.* 

direct patient care activities Palestine 166 3.8946 .49315 0.319 0.750 

Outside 

Palestine 

128 3.9141 .55098 

referral and consultation 

activities 

Palestine 166 3.5964 .61092 4.439 0.000* 

Outside 

Palestine 

128 3.2891 .55808 

instrumental activities Palestine 166 4.2982 .44799 0.437 0.662 

Outside 

Palestine 

128 4.2754 .43792 

N: number. S.D: standard deviation t: the t test statistic. Sig: p-value. *: the mean difference is 

significant at the 0.05 level 

Table (15) shows that there are statistically significant differences in 

providing referral and consultation activities among participants according 

to their country of graduation respondents who graduated from Palestinian 

universities (mean = 3.59) provide more referral and consultation activities 
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when compared to respondents who graduated from universities in other 

countries (mean = 2.14). 

4.5 Statistical differences in OCP factors that pharmacist give 

value for attributed to their sociodemographic characteristics. 

Table 16: Results of independent sample t test for OCP factors that 

pharmacist give value for attributed to the variable of gender. 

Cultural factors gender N Mean S.D t Sig. 
Competitiveness male 145 3.8207 .71668 1.145 0.253 

female 149 3.7265 .69344 

social 

responsibility 

male 145 3.6207 .69228 -

0.171 

0.864 

female 149 3.6342 .66241 

Supportiveness male 145 3.8810 .61101 -

0.618 

0.537 

female 149 3.9262 .64101 

Innovation male 145 3.4103 .68571 1.976 0.049* 

female 149 3.2550 .66174 

reward 

orientation 

male 145 4.2000 .49704 0.602 0.547 

female 149 4.1611 .60409 

performance 

orientation 

male 145 3.9069 .57126 -

0.503 

0.616 

female 149 3.9430 .65446 

Stability male 145 3.7724 .61089 2.313 .021* 

female 149 3.5789 .81222 

N: number. S.D: standard deviation. t: the t test statistic. Sig: p-value*: the mean difference is 

significant at the 0.05 level. 

Table (16) shows that there are statistically significant differences in the 

value that pharmacists gave to factors of innovation and stability regarding 

to their gender. Respondents perceived greater value in satiability factor 

(mean =3.77) and factor of innovation (mean = 3.41) than female 

respondents (mean = 3.57) for stability and (mean = 3.25) for innovation.  
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Table 17: Results of One-Way ANOVA and LSD post hoc for OCP 

factors that pharmacist give value for attributed to their age 

categories. 

Cultural factors F Sig. Age category 

(I) 

Age category 

(J) 

Mean differences 

(I-J) 

Social 

Responsibility 

4.115 0.007* 20 _30 years 31 _ 40 years .31716* 

20 _30 years 41 _50 years .05066 

20 _30 years > 50 years .00522 

31 _ 40 years 41 _50 years -.26651* 

31 _ 40 years > 50 years -.31194* 

41 _50 years > 50 years -.04543 

Innovation 2.748 0.043* Age category 

(I) 

Age category 

(J) 

Mean differences 

(I-J) 

20 _30 years 31 _ 40 years .24438* 

20 _30 years 41 _50 years .10230 

20 _30 years > 50 years .31462* 

31 _ 40 years 41 _50 years -.14207 

31 _ 40 years > 50 years .07024 

41 _50 years > 50 years .21232 

Stability 3.193 0.024* Age category 

(I) 

Age category 

(J) 

Mean differences 

(I-J) 

20 _30 years 31 _ 40 years -.04228 

20 _30 years 41 _50 years -.21499* 

20 _30 years > 50 years -.41105* 

31 _ 40 years 41 _50 years -.17271 

31 _ 40 years > 50 years -.36877* 

41 _50 years > 50 years -.19606 

Competitiveness  0.767 0.513    

Supportiveness 1.803 0.147    

Reward 

Orientation 

1.367 0.253    

Performance 

Orientation 

0.292 0.831    

Sig: p-value. F: variation between groups / variation within groups. *: the mean difference is 

significant at the 0.05 level. 

Table (17) shows that there are statistically significant differences in the 

value that pharmacists gave to factors of social responsibility, innovation 

and stability regarding to their age. Pharmacists who are (20-30, 41-50, and 
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>50) years old perceived greater value in social responsibility factor than 

pharmacists who are (31-40) years old. While pharmacists who are (20-30) 

years old perceived greater value in innovation factor than pharmacists who 

are (31-40 and >50) years old. It also shows that pharmacists who are (41-

50 and >50) years old perceived greater value in stability factor than 

pharmacists who are (20-30) years old, and pharmacists who are (>50) 

years old perceive greater value in stability factor than (41-50) years old 

pharmacists.  

Table 18: Results of One-Way ANOVA and LSD post hoc for OCP 

factors that pharmacist give value for attributed to the variable of 

qualification. 

Cultural factors F Sig. Qualification 

category (I) 

Qualification 

category (J) 

Mean  

Differences (I-J) 

Social responsibility 3.946 0.009* Bachelor PharmD -.38686 

  Bachelor Master -.21597* 

  Bachelor Ph.D. -1.05731* 

  PharmD Master .17089 

   PharmD Ph.D. -.67045 

   Master Ph.D. -.84135 

Competitiveness  2.181 0.090    

Supportiveness 1.013 0.387    

Innovation 1.619 0.185    

Reward Orientation 0.852 0.466    

Performance 

Orientation 

0.625 0.599    

Stability 0.402 0.751    

Sig: p-value. F: variation between groups / variation within groups. *: the mean difference is 

significant at the 0.05 level. 

Table (18) shows that there are statistically significant differences in the 

value that pharmacists give to social responsibility factor, regarding to their 
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qualification. Pharmacists with Master and Ph. D degrees perceived greater 

value in social responsibility factor than pharmacists with bachelor degree. 

Table 19: Results of One-Way ANOVA and LSD post hoc for OCP 

factors that pharmacist give value for attributed to their experience. 

Cultural factors F Sig. Experience 

category (I) 

Experience 

category (J) 

Mean 

differences(I-J) 

 

 

Reward 

Orientation 

3.166 0.025* >15 years 10_15 years .23970* 

>15 years 5_10 years .20193* 

>15 years <5 years .08767 

10_15 years 5_10 years -.03777 

10_15 years <5 years -.15203 

5_10 years <5 years -.11425 

 

Stability 

3.848 0.010* >15 years 10_15 years .28508* 

>15 years 5_10 years .30437* 

>15 years <5 years .31997* 

10_15 years 5_10 years .01929 

10_15 years <5 years .03489 

5_10 years <5 years .01560 

Competitiveness  0.258 0.856    

Social 

Responsibility 

2.541 0.057    

Supportiveness 1.799 0.148    

Innovation 2.069 0.104    

Performance 

Orientation 

1.422 0.236    

Sig: p-value. F: variation between groups / variation within groups. *: the mean difference is 

significant at the 0.05 level. 

Table (19) shows that there are statistically significant differences in the 

value that pharmacists gave to factors of reward orientation and stability 

regarding their experience. In details, pharmacists with (>15) years of 

experience perceived greater value in reward orientation factor than 



44 

pharmacists with experience of (5-10 and 10-15) years. Pharmacists with 

(>15) years of experience perceived greater value in stability factor than 

pharmacists with lower level of experience (>5, 5-10, and 10-15) years. 

Table 20: Result of independent sample t test for OCP factors that 

pharmacist give value for attributed to the variable of country of 

graduation. 

Cultural factors Country of 

graduation 

N Mean S.D t Sig.* 

Competitiveness Palestine 166 3.7063 .67922 -1.852 0.065 

Outside 

Palestine 

128 3.8594 .73156 

social responsibility Palestine 166 3.5271 .63665 -2.938 0.004* 

Outside 

Palestine 

128 3.7578 .70567 

Supportiveness Palestine 166 3.8193 .62923 -2.669 0.008* 

Outside 

Palestine 

128 4.0137 .60616 

Innovation Palestine 166 3.2139 .65207 -3.460 0.001* 

Outside 

Palestine 

128 3.4844 .68069 

reward orientation Palestine 166 4.1039 .59997 -2.724 0.007* 

Outside 

Palestine 

128 4.2793 .47020 

performance 

orientation 

Palestine 166 3.8298 .62525 -3.076 0.002* 

Outside 

Palestine 

128 4.0488 .57854 

Stability Palestine 166 3.5693 .77929 -2.944 0.004* 

Outside 

Palestine 

128 3.8105 .62569 

N: number. S.D: standard deviation. t: the t test statistic. Sig: p-value *: the mean difference is 

significant at the 0.05 level. 

Table (20) respondents who graduated from universities outside Palestine 

perceived greater value in social responsibility, supportiveness, innovation, 

reward orientation, performance orientation and stability factors when 

compared to respondents who graduated from Palestinian universities. 
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4.6 The relationship between the OCP factors and 

pharmaceutical care services provided by community 

pharmacists. 

Table 21: Linear regression tests to determine the relationship between 

cultural factors and the provision of pharmaceutical care activities. 

Dependent 

factor 

Independent factor B SE B β t Sig. 

direct patient 

care activities  

Competitiveness .200 .059 .272 3.384 .001* 

social responsibility -.065 .057 -.085 -1.14 .253 

supportiveness .077 .062 .093 1.244 .215 

innovation -.014 .062 -.018 -.220 .826 

reward orientation .037 .084 .040 .447 .656 

performance 

orientation 

.136 .079 .161 1.717 .087 

stability .026 .052 .036 .496 .621 

referral and 

consultation 

activities  

 

Competitiveness .040 .074 .047 .545 .586 

social responsibility -.122 .071 -.136 -1.71 .088 

Supportiveness .313 .077 .323 4.082 .000* 

Innovation -.086 .077 -.096 -1.11 .265 

reward orientation .164 .104 .149 1.575 .116 

performance 

orientation 

.021 .099 .021 .213 .831 

Instrumental 

activities 

Stability -.200 .065 -.239 -3.09 .002* 

Competitiveness .126 .050 .200 2.495 .013* 

social responsibility -.135 .049 -.205 -2.76 .006* 

Supportiveness .219 .053 .310 4.170 .000* 

Innovation .022 .053 .033 .415 .678 

reward orientation .090 .071 .112 1.258 .210 

performance 

orientation 

.005 .068 .007 .072 .943 

Stability .000 .044 .000 -.006 .995 

B: the unstandardized beta. SE B: the standard error for the unstandardized beta. β: the 

standardized beta. t: the t test statistic. Sig: p-value. *: the mean difference is significant at the 

0.05 level. 

Table (21) shows that pharmacists who perceived greater value in 

competitiveness factor provided more direct care activities for their 

patients. Pharmacists who perceived greater values in supportiveness factor 

provided more referral activities to their patients, while those who perceive 

greater value in stability factor provide less referral activities.  Pharmacists 
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who perceived greater values in factors of competitiveness, social 

responsibility and supportiveness provided more instrumental activities to 

their patients. 
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Chapter five  

Discussion 

This is the first study that investigated the pharmaceutical care practice 

using a BPCS derived tool, and the professional culture of pharmacy using 

the OCP and demonstrated a relationship between them. While this 

research is a preliminary insight in to the relationship between professional 

culture and Palestinian pharmacists‘ behavior, it should be seen as a 

starting step in encouraging pharmacy practitioners to improve context-

related actions to practice change. 

5.1 Pharmaceutical care services. 

Results of this study showed that community pharmacists in Palestine 

begin to provide pharmaceutical care services more than before. In a study 

conducted in 2016 in Palestine, community pharmacists reported that they 

do not provide pharmaceutical care services as they have to (Al-Ramahi et 

al., 2016). This positive change in pharmacists‘ assessment may reflect a 

better understanding of the pharmaceutical care concept in general. A study 

conducted in European countries to compare the provision of 

pharmaceutical care found that pharmaceutical care practices in these 

countries evolved positively (Costa et al., 2017). 

The most provided type of pharmaceutical care activities as the study 

participants reported was the instrumental activities. These activities 

referred to providing medical education, counseling, and informational 
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support for patients (Odedina & Segal, 1996). These activities were found 

to be provided more than other types because they are related to more 

traditional areas of practice. These findings were closed to what was 

observed in a previous study related to pharmaceutical care in our country 

(Al-Ramahi et al., 2016). In that study, all respondents reported that 

dispensing medications, writing instructions, and explaining them to their 

patients were their primary focus. 74% of those pharmacists stated that they 

checked the appropriateness of the medication dose to their patients, 76% 

asked about allergies, and 58% checked the drug interactions (Al-Ramahi 

et al., 2016). 

Some Palestinian stakeholders in the medical field believed that 

pharmacists are the most favorable healthcare practitioners in providing 

counseling for patients (Shawahna, 2020b). Providing educational services 

for patients either about their drug regimens or about their diseases by 

pharmacists was considered by a panel of various healthcare practitioners 

as key performance indicator of pharmaceutical care provision in these 

institutions (Shawahna, 2020b).  

In the course of this study, the item of double-checking each prescription 

had the highest mean within the instrumental activities. Cordina et al., 

(2008) found that similar trends were observed in Kazakhstan, where the 

highest mean score was given to the instrumental activities dimension. The 

main reason of receiving the highest score in instrumental activities was 

that the prescription validation item in this study obtained the highest score. 
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In Kazakhstan, pharmacists are legally mandated to assure the 

appropriateness of prescriptions. They are the responsible practitioners for 

any avoidable drug-related problems caused by prescribing or dispensing 

errors.  

The referral activities in the (BPCS) considered as a measure of collegial 

interactions such as referral to and consultation with other health care 

providers to provide the best care for patients (Odedina & Segal, 1996). In 

the current study referral activities between pharmacists were found to be 

the lowest type of pharmaceutical care activities provided by the study 

participants. This may be caused by the absence of referral structures 

between pharmacists in Palestine (Sweileh et al., 2016). It also may be 

referred to pharmacist notion that other pharmacists may not provide a 

better quality of service than he/she would provide. 

However, some Palestinian stakeholders and healthcare professionals 

realized that performing referral activities such as; participating in 

professional meetings and discussions in addition to providing medical 

recommendations and suggestions by pharmacists is an important indicator 

pharmaceutical care in these organizations (Shawahna, 2020a; Shawahna, 

2020b).  

A similar study in Nigeria indicated that referral activities between 

pharmacists and different health care providers had the least mean between 

referral activities, because of the poor referral system and the unnecessary 
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competition between health care providers in their country (Nwafor et al., 

2019). Another study suggested that the provision of referral and 

consultation activities may be affected by the number of prescriptions and 

the employed staff in the pharmacy (McDermott & Christensen, 2002). 

When the number of prescriptions decreased or the number of employed 

staff increased the obtainable time for referral and consultation activities 

will be increased (McDermott & Christensen, 2002). 

However, some authors suggested that the low level of referral and 

consultation activities in some European countries means more efficient 

and independent ways of practice by community pharmacists in providing 

care and resolving drug-related issues (Costa et al., 2017). Additionally, the 

remuneration for some services by a third party may also decrease the level 

of referral activities (Hughes et al., 2010). For example; community 

pharmacists have been remunerated for providing diabetes management in 

Portugal (Bulajeva et al., 2014). 

In this study the direct patient care dimension had a high mean (3.9 ± 0.51) 

in general. In this dimension, the lowest mean was given to the item of 

following patients up to evaluate their progress (3.46 ± 0.82). the fact that 

may explain these findings was that the lake of documentation system in 

community pharmacies in Palestine make the following up practice and 

implementing therapeutic plans very difficult (Al-Ramahi et al., 2016). 

Community pharmacists in Palestine rarely use technology and mostly 
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dispense medicines manually (Al-Ramahi et al., 2016). This in turn limited 

the provision of comprehensive pharmaceutical care services. 

Some medical stakeholders in Palestine stated that one of the main quality 

indicators of pharmaceutical care in integrative healthcare institutions is 

providing direct patient care activities such as assessing medications use, 

making sure of drug effectiveness, defining medication related problems 

and providing appropriate solutions, collecting patients‘ history, 

documenting medications used, creating medical therapeutic plans and 

following patient implementation of these plans (Shawahna, 2020b).  

Similarly, findings of a study conducted in Kazakhstan relieved that the 

low score given to the direct care dimension may be related to the low 

score gained in implementation therapeutic plans to resolve drug-related 

problems and following up these plans (Cordina et al., 2008). In European 

countries, different studies reported low provision level of direct patient 

care activities that need documentation, following patients up and 

implementation of therapeutic plans (Costa et al., 2017). The time-

consuming nature of these activities and the fact that providing these 

activities requiring pharmacists to provide the whole patient care parts of 

pharmaceutical care stands behind the low provision of direct care 

activities (Costa et al., 2017). 

In general, increased awareness of pharmaceutical care explains the high 

means of the most pharmaceutical care activities reported by participants of 
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the study. Unfortunately, more than 50% of the study participants are not 

always interested in participating in higher educational programs and 

evaluating patients‘ satisfaction. This indicating that pharmacists are away 

from practicing untraditional activities. The unsatisfactory level of 

engagement in higher education programs may be attributed to the fact that 

pharmacists are not legally required to obtain several credits to be 

relicensed (Sweileh et al., 2009). However, some Palestinian stakeholders 

stated that continuous education is very important io achieve the needed 

professional development, since pharmacy profession is in continuous 

improvement (Shawahna, 2020b).  

Like this study findings, review conducted in European Countries found 

that requiring patient satisfaction obtained a low mean score within 

instrumental and awareness items (Hughes, et al., 2010). In many countries 

continues education and training have been implemented in different 

pharmaceutical institutions to keep pharmacists updated with new 

information to improve the pharmaceutical care practice (Cordina et al., 

2008; Namara et al., 2009). 

In this study younger respondents who have less experience provide 

pharmaceutical care services especially referral and consultation activities 

more than older respondents who have more years of experience. In 

general, this may be attributed to the fact that the practice of 

pharmaceutical care was introduced recently in Palestine with the first step 
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of establishing the doctor of pharmacy (pharm D) and the Master degree in 

clinical pharmacy (Sweileh et al., 2016). 

The lower practice of referral activities by more experienced pharmacists _ 

if seen from an optimistic point of view_ might reflect independency by 

experienced pharmacists in solving medication problems and providing 

medical advices to their patients. But if viewed from a pessimistic point of 

view might reflect unhealthy competition between experienced pharmacists 

themselves and between those pharmacists and other health care providers. 

Which in result means that ways to improve the collaboration between 

pharmacists and pharmacists with other health professionals should be 

enhanced in order to provide the best care for patients.  

5.2 Professional culture. 

The general evaluation of OCP factors relieved that, study participants 

perceived the greatest value in the factor of reward orientation, followed by 

factors of performance orientation, supportiveness, competitiveness, 

stability, social responsibility and innovation in descending order. Previous 

research characterizing the professional culture of Canadian community 

pharmacists relieved that more than 50% of respondents perceived values 

in the factors of ―supportiveness‖, ―social responsibility‖, 

―competitiveness‖, ―reward and performance orientation‖ (Rosenthal et al., 

2016). However, Palestinian and Canadian pharmacists differed in 

identifying stability factors. Pharmacists in the USA also perceived values 
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in factors of social responsibility and competitiveness in addition to the 

identification of two new factors ―attention to details‖ and ―people 

orientation‖ (Rosenthal & Holmes, 2018). 

It is important to note that the innovation factor had the lowest mean in this 

section, and this factor was not related to the provision of any dimension of 

pharmaceutical care services. In the USA and Canadian situation, this 

factor was also not recognized by the majority of respondents, but it had a 

positive significant effect on the provision of some advanced pharmacy 

services. In Canada, participants who gave higher value for innovation 

factor provide more medication reviews per month (Rosenthal et al., 2016). 

Similarly, in the USA innovation factor was positively associated with the 

provision of immunizations, medication reviews, and disease state 

consultations (Rosenthal & Holmes, 2018). 

These observations encouraged pharmacy researchers to find out new 

approaches in which innovation factors can be enhanced. For example, in 

the USA education programs that aimed to foster the innovative 

characteristics ―reflective thinking, risk-taking and innovative thinking for 

problem solution‖ between pharmacists were provided by different 

pharmaceutical institutions (Rosenthal & Holmes, 2018).  

In this study the manifestation of OCP factors was influenced by the 

sociodemographic characteristics of the respondent pharmacists. 

Differences in the values that pharmacists perceive in the OCP factors 
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usually existed in previous studies that examined the professional culture 

by using this tool. In each study, respondents reported specific differences 

in identifying cultural factors, these differences may be influenced by the 

whole contextual properties of the pharmacy environment in each country. 

For example, in the USA respondent pharmacists differed in the values 

they perceive in OCP factors depending on their educational achievement 

and their practice settings whether they are working in a chain or 

independent pharmacies (Rosenthal & Holmes, 2018). Such a difference 

would not be existed in our study since the pharmaceutical law in Palestine 

did not allow pharmacists to establish chain pharmacy stores (Sweileh et 

al., 2016). In Canada, differences in cultural factors manifestation were 

significantly associated with pharmacists‘ educational achievements, years 

of experience, time in performing clinical activities, and the region in 

which they work (Rosenthal, Hall, et al., 2015). 

5.3 The relationship between professional culture of 

community pharmacy and pharmaceutical care practice. 

The regression models found that respondents seeing greater value in 

competitiveness factor provide more direct care activities. Furthermore, 

those who perceive greater value in supportiveness provide more referral 

and consultation activities. In addition, respondents who give high value to 

the factors of competitiveness, supportiveness and social responsibility 

provide more instrumental activities. 
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These relationships are similar to the results obtained from previous 

researches. In USA positive relationship between the factors of 

―competitiveness‖ and ―social responsibility‖ and the number of 

immunizations provided per month (Rosenthal & Holmes, 2018). In 

Canada, ―competitiveness‖ factor was positively associated with increased 

number of immunization and prescription adaptations conducted per month 

(Rosenthal et al., 2016).  

Contrarily, respondents from this study who perceive greater value in 

stability factor provide less referral and consultation activities. This inverse 

relationship was similar to the inverse relationship between stability factor 

and the frequency of immunizations provided by Canadian community 

pharmacists (Rosenthal et al., 2016).  

The stability factor which is reflected by the items of ―being calm, security 

of employment and low conflict‖ itself is not a negative factor as it likely 

contributes to the pharmacists‘ ability to provide independent health 

advices without referring their patient to another health care provider. 

While supportiveness factor which is reflected by the items of ―being team 

and people oriented, collaboration, and sharing information freely‖ is not a 

negative factor also but it is related to pharmacists‘ willingness to consult 

another colleague when a patient‘s situation needed. 
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All of these observations show an important interaction between 

competitiveness and supportiveness factors which were perceived as being 

important and affected the provision of pharmaceutical care activities.  

5.4 Limitations of the study. 

there are some limitations that should be considered when we look at the 

result of this study: 

 First, the sampling technique in this study was conventional which 

probably led to a biased sample and make generalization of the 

results to all community pharmacists in the West Bank difficult.  

 Second, the responses were self-reported by study respondents which 

in turn increase the chance of high estimation of the frequency of 

providing pharmaceutical care services.  

 Third, the professional culture was explored by a set of cultural 

factors that was not developed to the profession of pharmacy. This 

maybe means that there are other factors which are related 

specifically to the pharmacy context were not represented in this 

study. 
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Chapter six  

Conclusion and Recommendations 

6.1 Conclusion. 

This cross-sectional research showed that community pharmacists in 

Palestine have improved the practice of pharmaceutical acre. However, the 

application of pharmaceutical care practice is still not complete because of 

the absence of documentation and referral systems in addition to the lake of 

continues educational programs for pharmacists.  

This study represents a starting step in identifying the professional culture 

of community pharmacy and understanding how this culture may influence 

the challenge of conducting changes in pharmacy practice in Palestine. 

While preliminary, this work suggested that the professional culture of 

community pharmacy, which is an important part of the whole context of 

the pharmacy profession influence the integration of pharmaceutical care 

practice in Palestine. Number of significant positive relationships between 

competitiveness, supportiveness and social responsibility factors and the 

provision of pharmaceutical care services were relieved. 
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6.2 Recommendation. 

6.2.1 General recommendations. 

In addition to studying the structural barriers of the implementation of 

pharmaceutical care practice, further researches on the professional culture 

of pharmacy and its influence on pharmacists‘ ability to implement new 

services to their practice.  

The influence of professional culture on the pharmacy practice change 

should be considered in the legislative changes in order to improve 

pharmacists‘ contribution in the overall health provision.  

6.2.2 Specific recommendation. 

Collaborative work between the MOH and the pharmaceutical association 

is recommended to:  

1. Organize educational courses for pharmacists in general and for 

community pharmacists in particular to provide them continued and 

updated information about pharmaceutical care. 

2. build a clear strategy of providing accredited certifications for 

pharmacists who join these courses in order to distinguish them from 

other pharmacists.  

3. Provide pharmacists who hold this certification opportunities to 

teach the previous mentioned course to the new graduated 
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pharmacists in order to enhance additional pharmacists to join these 

courses. 

4. work on determining a clear salaries criterion for certificate holders, 

this in turn will foster the pharmacists‘ adaptation of pharmaceutical 

care.  

5. organize meetings, groups and training courses for different health 

care professionals in collaboration with different health care 

profession association since the complete implementation of 

pharmaceutical care would not be achieved in isolation of other 

health professions. 

6. organize training workshops to enhance pharmacists‘ innovative 

characteristics such as risk taking positive and creative ways of 

thinking since the innovation factor was not recognized by more than 

50%of the study participants. 
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Appendices 

Appendix (1) 

Arabic questionnaire  

ثقافة السيشية لمريجلة وخجمات الخعاية الريجلانية السختمفة التي يقجميا الريادلة العلاقة بيؼ ال

 العامميؼ في الريجليات الخاصة: دراسة مقطعية في الزفة الغخبية / فمدطيؼ

لثقافة السيشية ا عؼ واضحة فكخة تكؽيؼممخص البحث: الغخض مؼ ىحا السذخوع البحثي ىؽ 
التي يقجميا  الريجلانية الخعاية خجماتالسجتسعية ، وتحجيج  لمريادلة العامميؼ في الريجليات

الريادلة لسخضاىػ، وفيػ كيف يسكؼ ليحه الثقافة أن تؤثخ عمى قخارات الريادلة عشج تقجيػ خجمات 
الخعاية الريجلانية لمسخضى. ستداعج نتائج ىحا البحث في تقجيػ معمؽمات واضحة عؼ واقع ميشة 

الريجلة الحالي و ذلغ يسكؼ الاستفادة مشو في تطؽيخىا و تؽسعة استفادة السخضى و السجتسع 
 بذكل عام مؼ الخجمات التي يسكؼ لمريادلة تقجيسيا.

 كامل لكػدقيقة ،  15لي في ىحا البحث سشقجم لكػ مجسؽعة مؼ الأسئمة التي ستدتغخق إجابتيا حؽا
 في لمتفكيخ الكافي الؽقت أخح في الحق ولكػ ، البحث ىحا في السذاركة في والإرادة الحخية

 عؼ الاستفدار يسكشكػ كسا ، البحث ىحا عؼ جية أو شخص لأي والتحجث ، عجميا مؼ السذاركة
 سؤال بإمكانكػ مةمفيؽ  غيخ أجداء أو كمسات ىشاك كانت وإذا ، وقت أي في فيو يتعمق جدء أي

.الكافيتيؼ والإجابة الؽقت وستججون  الباحث  

 ىشاك ليذ و البحث، ىحا في مذاركتغ مؼ ليا تتعخض قج مخاطخ ىشاك ليذ: والسشافع السخاطخ
 .تجشى قج شخرية مشافع

 فقط العمسي البحث لأغخاض ىي مشكػ جسعيا يتػ سؽف التي السعمؽمات كافة بأن نؤكج :الدخية
 السعمؽمات تدتخجم ولؼ السذارك، الذخص إلى تذيخ أن يسكؼ معمؽمات أية تدجل لؼ أنو ،كسا

 .أخخى  لأغخاض

 الإجابة عؼ التؽقف ويسكشغ الجراسة ىحه في السذاركة عمى مجبخا   لدت أنت: الاندحاب في الحق
 فؽر أنو إلى الإنتباه يخجى لكؼ ، عشو الإجابة تخيج لا سؤال أي تخطي أيزا   يسكشغ. وقت أي في

 عشغ التعخف يسكؼ معمؽمات نجسع لا لأنشا إجاباتغ ححف أو إلغاء يسكششا لا للإجابات، تدميسغ
 .خلاليا مؼ



75 

 عمى أوافق الإستبانة، ىحه بإكسالي. أعلاه الؽاردة السعمؽمات وفيست قخأت  : السؽافقة ترخيح
 .البحث ىحا في السذاركة

 غيخ اجداء او كمسات ىشاك كانت ذااوا البحث في يتعمق جدء اي عؼ للاستفدار: ستفداراتا
: الإيسيل عبخ العامة، الرحة إدارة ماجدتيخ طالبة جبخيل أمان مع التؽاصل بامكانغ مفيؽمة

aman.jebril@gmail.com 0594012061: محسؽل 

 ِؼٍِٛبد اعبع١خ:

` روش   اٌدٕظ .1 أٔثٝ /

 اٌؼّش .2 

 ١ّخاٌذسخخ اٌؼٍ .3 

 عٕٛاد اٌخجشح .4 

 اٌذٌٚخ اٌزٟ رخشخذ ِٕٙب .5 

/  خ١ٕٓ/  ؽٌٛىشَ/  لٍم١ٍ١خ/ ٔبثٍظ

/  اٌخ١ًٍ/  اٌمذط/  ٌسُ ث١ذ/  الله ساَ

  أس٠سب

 اٌّسبفظخ .6

 

 :١خٔخذِبد اٌشػب٠خ اٌظ١ذلا

 اٌّدزّؼ١خ اٌظ١ذ١ٌبد فٟ اٌظ١ذ١ٌخ اٌشػب٠خ خذِبد ِٛػٛع عٕزٕبٚي اٌمغُ ٘زا فٟ

 اٌشػب٠خ اٌّجبششح ٌٍّش٠غ 

 

 زذد اٌطج١خ، اٌٛطفخ ٌُٙ دد  ذ   خ   ِضِٕخ ثأِشاع ِشػٝ خّغخ آخش ِٓ ربثؼزٗ ِب ػٍٝ ِؼزّذا  

 :٠ٍٟ ِّب ٌىً إٌّبعجخ اخبثزه

 مطمقا   نادرا   أحيانا   غالبا   كثيخا  ججا   
 ؽش٠مخ/  ّٔؾ ٌزسذ٠ذ اٌلاصِخ الأعئٍخ اٌّش٠غ ثغؤاي لّذ. 1

 اعزخذاِٗ ٌٍذٚاء  

     

 إٌزبئح ػٍٝ ٌٍزؼشف اٌلاصِخ الأعئٍخ اٌّش٠غ ثغؤاي لّذ. 2

  ٠زٕبٌٚٙب اٌزٟ الأد٠ٚخ( فؼب١ٌخ) اٌٍّّٛعخ

     

 الأ٘ذاف رسمك ِٓ ٌٍزأوذ  اٌلاصِخ الأعئٍخ اٌّش٠غ ثغؤاي لّذ. 3

  اٌؼلاج ِٓ اٌّشخٛح

     

 ٠ؼبٟٔ وبْ إرا ِب ٌّؼشفخ اٌلاصِخ الأعئٍخ اٌّش٠غ ثغؤاي لّذ. 4

 (drug-related problems) ثبٌذٚاء ِزؼٍمخ ِشبوً ِٓ

     

 

mailto:aman.jebril@gmail.com
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 ٠ؼبْٔٛ أُٔٙ ٚاوزشف ِؼُٙ رؼبٍِذ ِشػٝ خّغخ آخش ِغ اٌزب١ٌخ اٌسبلاد فٟ رظشفه ؽج١ؼخ زذد

 ثبٌذٚاء ِزؼٍمخ ِشبوً ِٓ

 مطمقا   نادرا   أحيانا   غالبا   كثيخ ججا   
 ِؼ١ٕخ خطخ أٚ اعزشار١د١خ ثزمذ٠ُ لّذ. 5

 ثبٌذٚاء اٌّزؼٍمخ اٌّشبوً  ِٕغ/  ٌسً

     

 زبٌزٗ رمذَ ٌزم١١ُ اٌّش٠غ ثّزبثؼخ لّذ. 6

  اٌؼلاج لأ٘ذاف ٚفمب  

     

 

 

 الإزبٌخ ٚالإعزشبسح ٚالأٔشطخ اٌّغبػذح 

 

 ل١بِه و١ف١خ رٛػ١ر ٠شخٝ اٌّبػ١١ٓ الأعجٛػ١ٓ فٟ سأ٠زُٙ اٌز٠ٓ اٌّشػٝ خ١ّغ اٌٝ ثبٌشخٛع

 : اٌزب١ٌخ ثبلأٔشطخ

 ِطٍمب   ٔبدسا   أز١بٔب   غبٌجب   وث١شا  خذا   

 ط١بدٌخ ِغ اٌّشػٝ ػلاج ِشبوً بلشخِٕ. 7

  ػٍّه ِدبي فٟ آخش٠ٓ

     

 ز١ٓ آخش ط١ذلأٟ ص١ًِ إٌٝ اٌّش٠غ إزبٌخ. 8

 ٌّظٍسزٗ أفؼً رٌه ٠ىْٛ

     

 رىْٛ ػٕذِب ِخزض ٌطج١ت اٌّش٠غ إزبٌخ. 9

  ٌزٌه ثسبخخ اٌطج١خ زبٌزٗ

     

 ِش٠غ ثسبٌخ اٌّزؼٍمخ اٌّؼٍِٛبد رض٠ٚذ. 10

 ِزبثؼخ ػٓ اٌّغؤٚي اٌّخزض ٌٍطج١ت  ِؼ١ٓ

  زبٌزٗ

     

 اٌمبد١ِٓ ٌٍّشػٝ اٌطج١خ اٌّشٛسح رمذ٠ُ. 11

  ٌٍظ١ذ١ٌخ

     

       اٌطج١خ اٌّشٛسح ٌزمذ٠ُ ٘بدئ ِىبْ اعزخذاَ. 12

 إػطبء لجً اٌطج١خ اٌٛطفخ رذل١ك ٚ ِشاخؼخ. 13

  ٌٍّش٠غ اٌّٛطٛفخ الأد٠ٚخ

     

 ٌزض٠ٚذ ِٛثٛق ِؼٍِٛبد ِظذس اعزؼّبي. 14

 ػٓ ِؼٍِٛبد ِٓ ٠سزبخٛٔٗ ثّب ػٝاٌّش

  ٌزٌه زبخزُٙ ػٕذ ٠زٕبٌٚٛٔٙب اٌزٟ الأد٠ٚخ

     

 

 اعزىشبف دسخخ اٌٛػٟ ثبٌشػب٠خ اٌظ١ذ١ٌخ 

 

 لا ٔؼُ 

   ١خ؟ٔاٌظ١ذلا اٌشػب٠خ ثّظطٍر عبثمب   عّؼذ ً٘. 15

 

 ِطٍمب   أز١بٔب   دائّب   

    ٌّشػبن؟ ١خٔاٌظ١ذلا اٌشػب٠خ رمذ٠ُ رسبٚي ثبٌؼبدح وُ. 16

    ٌزط٠ٛش ِؼبػفب   ٚخٙذا   ٔفغ١ب   إٌزضاِب   رمذَ ثبٌؼبدح وُ. 17
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 ؟ ػلاخُٙ ٔزبئح

 ػٓ اٌّشػٝ سػب دسخخ ػٓ رغزفغش ثبٌؼبدح وُ. 18

 ؟ ػٍّه ٌزم١ُ  خذِبره

   

 أػٍٝ ِغزٜٛ راد دساعخ ثجشاِح رٕخشؽ ثبٌؼبدح وُ. 19

 وفبءره؟ ِٓ ٌزسغٓ

   

    ّشػبن؟ٌ ػبِخ ؽج١خ ِؼٍِٛبد رمذَ ثبٌؼبدح وُ. 20

 

 

:ا١ٌّٕٙخ اٌثمبفخ  

 .اٌظ١ذٌخ ِٕٙخ ردبٖ ٔظشن ثٛخٙخ ِٙزّْٛ ٔسٓ اٌمغُ ٘زا فٟ

 "... اٌظ١ذٌخ خؼٍزه ِذٜ أٞ إٌٝ"  ا٢ر١خ، ِٓ وً ل١ُ  

لا ػٍٝ  

 الاؽلاق

ثذسخخ 

 ل١ٍٍخ

ثذسخخ 

 ِزٛعطخ

ثذسخخ 

 ِؼزجشح

ثأوجش 

 ِذٜ

 

      رغؼٝ ٌلإٔدبص .1

      رشوض ػٍٝ اٌدٛدح .2

ػٓ ِز١ّض ِٚخزٍف  .3

 ا٢خش٠ٓ

     

      رٕبفغٟ .4

      رأٍِٟ ِٚفىش .5

      رٚ ِىبٔخ خ١ذح .6

      ِغؤٚي إخزّبػ١ب   .7

      ٌذ٠ه رٛخٗ فٍغفٟ ٚاػر .8

      رؼًّ ػّٓ فش٠ك .9

      ٠خش  رشبسن اٌّؼٍِٛبد ثس   .10

      اخزّبػٟ ِغ إٌبط .11

      ِزؼبْٚ .12

      ِجزىش .13

      ِغزغً عش٠غ ٌٍفشص .14

      ِغبِش ِٚخبؽش .15

لبدس ػٍٝ رسًّ  .16

 اٌّغؤ١ٌٚخ ثزاره

     

      ػبدي ِٚجبشش .17

 اٌظؼ١ذ ػٍٝ ٌٍزمذَ رغؼٝ .18

 إٌّٟٙ

     

      ِٙزُ ثزمذ٠ُ أداء خ١ذ .19

      رّذذ الأداء اٌد١ذ .20

      رزٛلغ رمذ٠ُ الأداء اٌد١ذ .21
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      ِزسفض ٌٍؼًّ .22

      رٕظش ٌٍٕزبئح .23

      ِٕظُ ِٚشرت .24

      ثبثذ ِٚغزمش .25

      ٘بدئ .26

      آِٓ ٚظ١ف١ب   .27

      ل١ًٍ اٌخلافبد .28
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Appendix (2) 

Questionnaire link: 

https://docs.google.com/forms/d/e/1FAIpQLSehQKMqJcUo9XNcCa

rVLjGlQsCLNH8fg1o_jtHbnC89Mp0arQ/viewform  

Appendix (3) 

English questionnaire: 

The relationship between professional culture of pharmacy and different pharmaceutical care 

services provided by community pharmacists: a cross sectional study in West Bank /Palestine. 

Description: 

The purpose of this research project is to have an insight in to community pharmacies‘ 

professional culture and to understand how can this culture affect pharmacists‘ decisions to 

provide pharmaceutical care services to their patients. We would like to ask you a few questions 

about pharmaceutical care services that can be provided in community pharmacies, and your 

ideas about pharmacists' professional culture,  

Risk and benefits: 

The one and only risk may be the length of the questions. This may make you feel 

uncomfortable. 

Confidentiality: 

No identifiable information will be recorded; therefore, we do not think that you can be 

identified from this study. 

Right to withdraw: 

You do not have to take part in this study and you may stop participation at any time. You may 

skip any question you prefer not to answer. However, please note once you have ended the 

questionnaire, we have no way of removing your responses, because we are not collecting any 

identifying information. 

Statement of Consent: 

I have read and understand the above information. By completing the questionnaire, I consent to 

participate in the study. 

If you have any questions regarding this, please contact Aman Jebril, Master or public health 

management student. Email: aman.jebril@gmail.com. 

https://docs.google.com/forms/d/e/1FAIpQLSehQKMqJcUo9XNcCarVLjGlQsCLNH8fg1o_jtHbnC89Mp0arQ/viewform
https://docs.google.com/forms/d/e/1FAIpQLSehQKMqJcUo9XNcCarVLjGlQsCLNH8fg1o_jtHbnC89Mp0arQ/viewform
mailto:aman.jebril@gmail.com


80 

Background questions: 

Gender 
male 

female 

Age 

 

 

Pharmacy qualification 

Bachelor of pharmacy 

PharmD 

Master degree 

Ph. D 

 

Years of pharmacy experience 

less than 5 years 

5-10 years 

10-15 years 

>15 years 

Country of graduation 

 

 

 

Governorate 

Bethlehem 

Hebron 

Jenin 

Jericho 

Jerusalem 

Nablus 

Qalqilya 

Ramallah 

Tulkarm 

 

pharmaceutical care services: 

In this section we are interested in the pharmaceutical care practice in community pharmacies. 

 

 Direct patient care/Current pharmacy practice 

Please indicate how many of your last five patients with chronic conditions, who presented a 

refill prescription you provided the following activities by ticking the appropriate response. 

The respondent Very 

often 

often Sometimes  rarely never 

1. Asked patient questions to access actual 

patterns of use of medication 

     

2. Asked patient questions to find out-about 

perceived effectiveness of drugs he or she 

was taking. 

     

3. Asked patient questions to ascertain 

whether therapeutic objectives were 

realized. 

     

4. Asked patient questions to find out if he or 

she might be experiencing drug-related 

problems. 

     

 

Please indicate the activities provided to last five patients of yours you discovered were 

experiencing drug related problems by ticking the appropriate response. 
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The respondent  Very 

often 

often sometimes rarely never 

5. Implemented a strategy to resolve (or 

prevent) drug related problems 

     

6. Follow up patients to evaluate their 

progress towards the drug therapy 

objectives 

     

 

 

 Referral, consultation and instrumental activities 

 

Considering all patients you saw in the last two weeks, please indicate how you actually carried 

out the following activities. 

 

The respondent Very 

often 

often Sometimes  rarely never 

7. Discussed patients drug therapy problems 

with other pharmacists in my practice. 

     

8. Made referrals to other pharmacists 

whenever it was in the best interest of the 

patient. 

     

9. Referred patients to specific physician 

when necessary. 

     

10. Communicated patients progress on their 

drug therapy to their physician or 

care providers. 

     

11. How often do you counsel all patients 

coming to this pharmacy? 

     

12. Used a quiet location for patient 

counseling. 

     

13. Double checked each prescription prepared 

by other personnel before 

giving medicines to patients. 

     

14. Used appropriate information services (e.g. 

personal reference library, online searching 

service, subscription to drug information 

source) to provide drug information when 

necessary. 

     

 

 Exploring the awareness of pharmaceutical care. 

 

The respondent yes no 

15. Have you heard about the concept of pharmaceutical care   
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The respondents Always  Sometimes  Never  

16. How often do you try to provide pharmaceutical care to 

your patients? 

   

17. How often do you make psychological commitment and 

effort required to improve their outcome 

   

18. How often do you inquire of patient‘s satisfaction with 

your services in order to evaluate your work 

   

19. How often do you participate in higher educational 

programs to maintain and improve your competence? 

   

20. How often do you provide general medical information 

to patients? 

   

 

Professional culture: 

In this section we are interested in your perception of the profession of pharmacy. For each of 

the following items please rate, "To what extent is pharmacy recognized for its..." 

Cultural items Not at all Minimally Moderately Considerably Very 

much 

Achievement orientation      

An emphasis on quality      

Being distinctive—being 

different from others 

     

Being competitive       

Being reflective       

Having a good reputation      

Being socially 

responsible 

     

Having a clear guiding 

philosophy  

     

Being team oriented       

Sharing information 

freely 

     

Being people oriented      

Collaboration      

Being innovative       

Quick to take advantage 

of opportunities 

     

Risk taking      

Taking individual 

responsibility  

     

Fairness      
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Opportunities for 

professional growth  

     

High pay for good 

performance  

     

Praise for good 

performance 

     

Having high expectations 

for performance  

     

Enthusiasm for the job      

Being results oriented      

Being highly organized      

Stability       

Being calm      

Security of employment      

Low conflict      
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Appendix (4) 

IRB Approval 

 



 عة الظجاح الهطظيةجام
 كمية الد اسات العميا

 

 

العلاقرة بين الثقافة الطهظية لمصيدلة وخدمات الرعاية الصيدلانية 
الطختمفة التي يقدمها الصيادلة العاممين في الصيدليات الخاصة: 

 د اسة مقطعية في الضفة الغربية / فمدطين

 

 

 إعداد
 جبريل الرحيم عبد أمان

 
 
 

 إشراف
 مريم الطلد. 

 
 
 

 
 
 
 
 
 

الصحة  إدا ة قردمت هذه الأطروحة استكطالًا لطتطمبات الحصهل عمى د جة الطاجدتير في برنامج
 فمدطين. -العامة، بكمية الد اسات العميا، في جامعة الظجاح الهطظية، نابمس

2021



 ة 

العلاقرة بين الثقافة الطهظية لمصيدلة وخدمات الرعاية الصيدلانية الطختمفة التي يقدمها الصيادلة 
 عاممين في الصيدليات الخاصة: د اسة مقطعية في الضفة الغربية / فمدطينال

 إعداد
 جبريل الرحيم عبد أمان

 إشراف
 الطل مريم. د 

 الطمخص

 متقجمة صيجلانية خجمات ادخال تػو  أيزا  ميشة الريجلة  تطؽرت، نعام الخعاية الرحية مع تطؽر
، فإن العجيج مؼ الريادلة لػ ية. ومع ذلغمات الخعاية الريجلانمثل خج السيشة ىحه مسارسة الى

ػ الثقافة يتسكشؽا مؼ تقجيػ مثل ىحه الخجمات حتى الآن. تقتخح دراسات البحث التطبيقي أن في
، لو أىسية رئيدية لتحقيق تغييخ سياق الريجلة بأكسمو مؼ جدء، والتي تعج السيشية لسيشة الريجلة

 .فعال في مسارسة الريجلة

 أن الثقافة ليحه يسكؼ كيف فيػ و عالسجتستعخف عمى الثقافة السيشية لريادلة مل البحث ىحا ييجف
  لسخضاىػ الريجلانية الخعاية لخجمات الريادلة تقجيػ عمى تؤثخ

 صيجليات في مميؼعبخ الإنتخنت لمريادلة العا إرسالو تػكانت ىحه الجراسة عبارة عؼ استبيان 
 السعمؽماتان عمى ثلاثة أجداء. الجدء الأول كان قدػ في الزفة الغخبية. احتؽى الإستبي السجتسع

خجمة  20عمى قائسة مؼ  ى الجيسؽغخافية. وكان القدػ الثاني ىؽ قدػ الخعاية الريجلانية. احتؽ 
 القدػ وكان. الريجلانية الخعاية لخجمات كسقياس الدمؽكية الريجلانية مذتقة مؼ مقياس الخعاية

 السيشية لمثقافة كسقياس التشعيسية الثقافة مقياس عمى احتؽى  جوق السيشية الثقافة قدػ ىؽ الثالث
 . لمريجلة

 السذاركيؼ الريادلة سخعاستبيان. بمغ متؽسط  294 ىؽ كامل بذكل السجابة الاستبانات عجد كان
 قبل مؼ أكبخ بذكل السقجمة الخجمات ىي الخجمات السداعجة كانت(. 9.5±  37.5) الجراسة في

 ىي السقجمة الخجمات نت أقلوكا( 0.44 ± 4.28)متؽسط  الجراسة في يؼالسذارك الريادلة



 ج 

 بأنيا الريجلة ميشة السذاركؽن  وصف (.0.6 ± 3.46الإحالة والاستذارة )متؽسط  خجمات
والقجرة  ، تقجيػ الجعػ لمسخضى،الجيج بالأداء اىتساميػ يمييا السكآفأة، بتقجيػ ييتسؽن  جعمتيػ

 اعتبار بيؼ طخدية علاقة الجراسة أظيخت. والسدؤولية الاجتساعية والابتكار ،التشافدية، والاستقخار
 الجعػ ويقجمؽن  ومتعاونيؼ ،الاخخيؼ عؼ ومختمفيؼ تشافدييؼ جعمتيػ الريجلة ميشة أن السذاركيؼ
 و تقجيسيػ لخجمات الخعاية الريجلانية. اجتساعية مدؤولية ولجييػ للآخخيؼ،

في فمدطيؼ قج حدّشؽا  السجتسع صيجليات في العامميؼ لريادلةاأظيخ ىحا البحث السقطعي أن  
بجاية في تحجيج الثقافة السيشية  نقطة تسثل الجراسة ىحه أن كسا. الريجلانية الخعايةمؼ مسارسة 

لمريجلة السجتسعية وفيػ كيف يسكؼ لمثقافة أن تؤثخ عمى احجاث تغييخات في مسارسة ميشة 
 الريجلة في فمدطيؼ.



 


