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7 Abstract:

8 Background:

9 Community pharmacists serve as the most accessible healthcare providers, playing a pivotal 

10 role in patient counselling, health education, and disease prevention. Despite their critical 

11 function in the healthcare system, limited research has examined their actual involvement in 

12 these areas within Nairobi, Kenya. This study aims to assess community pharmacists’ 

13 engagement in patient counselling and health education, comparing self-reported practices with 

14 observed behaviours using a simulated patient approach.

15 Methods:

16 A cross-sectional study was conducted among registered community pharmacies in Nairobi. A 

17 total of 60 community pharmacies were randomly selected, with 48 community pharmacists 

18 completing the study. Data collection involved two methods: structured questionnaires 

19 administered to pharmacists assessing self-reported patient counselling practices and simulated 

20 patient visits evaluating actual pharmacist-patient interactions. Three case scenarios (diabetes 

21 medication request without prescription, over-the-counter acne treatment request, and severe 
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22 acne consultation) were used to assess pharmacists’ counselling competence, adherence to 

23 regulations, and patient education efforts. Descriptive statistics were applied to analyse the 

24 data, comparing self-reported responses with observed practices.

25 Results:

26 Findings revealed significant discrepancies between pharmacists’ self-reported counselling 

27 practices and their actual interactions with patients. While, 66.67% of pharmacists claimed to 

28 provide detailed medication counselling, yet only 26.67% of simulated patients received 

29 adequate guidance. Additionally, 75% of pharmacists provided minimal verbal counselling 

30 beyond stating the drug name and dosage. Patient satisfaction levels were low, with most 

31 simulated patients rating their encounters poorly on a 20-point scale.

32 Conclusion:

33 The study underscores critical gaps in patient counselling, health education, and adherence to 

34 prescription regulations among community pharmacists in Nairobi. The disconnect between 

35 self-reported and observed counselling practices suggests the need for targeted training 

36 programs to enhance pharmacists’ communication skills, regulatory compliance, and disease 

37 prevention counselling. Strengthening enforcement mechanisms and integrating patient-

38 centred education strategies in pharmacy curricula are essential to optimizing pharmacists’ 

39 roles in healthcare. Future research should explore barriers to effective counselling and 

40 evaluate the impact of training interventions on improving pharmacists’ patient engagement 

41 and adherence to professional standards.

42 Keywords: Community pharmacists, patient counselling, health education, medication 

43 adherence, simulated patients, regulatory compliance, Nairobi, Kenya.
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44 1. Introduction

45 Community pharmacists (CPs) serve as the first point of contact for many patients, offering 

46 easily accessible healthcare services without the need for appointments or referrals(1),(2). 

47 Their geographical distribution and relatively lower costs compared to hospital consultations 

48 make them an integral part of the healthcare system, particularly in low-resource settings. 

49 During dispensing medications, CPs are responsible for ensuring the rational and effective use 

50 of drugs by counselling patients on medication adherence, potential side effects, and safety 

51 precautions(3). However, despite their strategic role in patient care, studies indicate that CPs 

52 often fail to provide adequate counselling, focusing instead on the transactional aspects of 

53 medication dispensing  (4),(5).

54 Health education and promotion are essential components of public health, enabling 

55 individuals to take charge of their well-being by fostering health-conscious behaviours (6). 

56 Community pharmacists are uniquely positioned to engage in health promotion initiatives, 

57 particularly for chronic conditions such as diabetes and hypertension, which are on the rise due 

58 to poor lifestyle choices(7). Through structured educational programs, CPs can provide 

59 valuable guidance on medication adherence, lifestyle modifications, and disease prevention, 

60 ultimately improving population health outcomes(7). However, the extent to which CPs are 

61 actively involved in these activities remains unclear, particularly in Kenya, where data on their 

62 contributions to health education and promotion is scarce.

63 Traditionally, pharmacists have been viewed primarily as dispensers of medications. The 

64 evolving healthcare landscape necessitates a shift toward patient-centred care, where 

65 pharmacists actively engage in providing guidance on medication use, disease prevention, and 

66 lifestyle modifications (1).Inadequate counselling skills among CPs lead to suboptimal 

67 treatment outcomes and medication-related problems(1). Studies conducted in different 
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68 settings have demonstrated that pharmacists often fail to adequately counsel patients, resulting 

69 in poor medication adherence and ineffective disease management. Despite existing guidelines 

70 emphasizing the importance of patient counselling, there remains a gap between the expected 

71 and actual practice among CPs.

72 Several studies have highlighted that, although pharmacists recognize the importance of patient 

73 education, their actual involvement in counselling and health promotion is limited. The reasons 

74 for this include lack of time, inadequate training, and minimal enforcement of counselling 

75 regulations (8). Inadequate pharmacist-patient interaction can contribute to medication misuse, 

76 therapeutic failures, and avoidable adverse effects. Furthermore, in developing countries such 

77 as Kenya, limited research has been conducted to assess CPs’ engagement in health promotion 

78 and disease prevention efforts. Understanding these gaps is essential for informing policy 

79 decisions and designing training programs to enhance pharmacists' roles in public health.

80 This study aims to assess the level of involvement of community pharmacists in patient 

81 counselling, health education, and health promotion in Nairobi, Kenya. Specifically, the study 

82 seeks to evaluate patient counselling practices, determine CPs’ engagement in health 

83 promotion initiatives, assess the quality of patient education provided, and identify barriers 

84 hindering effective counselling and health education. The findings will contribute to bridging 

85 the existing gaps in pharmaceutical practice and provide evidence to support regulatory 

86 enforcement and policy development aimed at optimizing pharmacists' roles in healthcare.

87 2. Methods

88 Study Design

89 This study utilized a qualitative descriptive research design to evaluate the extent of community 

90 pharmacists' (CPs) involvement in patient counselling, health education, and health 
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91 promotion(9). The study sought to compare self-reported practices of CPs with actual 

92 pharmacist-patient interactions observed through simulated patient visits. Across-sectional 

93 survey was conducted in parallel with the simulated patient method to provide a comprehensive 

94 assessment of pharmacists' engagement in these key aspects of healthcare delivery (10).

95 Study Setting

96 The study was conducted across all 17 constituencies in Nairobi, Kenya, between November 

97 2022 and February 2023. Community pharmacies included in the study were selected based on 

98 their registration status and active licensure with the Pharmacy and Poisons Board (PPB). The 

99 study location was chosen due to the high density of pharmacies and the significant role they 

100 play in primary healthcare within urban settings.

101 Study Population and Sampling

102 Target Population

103 The study population comprised all community pharmacies registered with the PPB and 

104 holding active operational licenses in Nairobi County as of September 2022. According to PPB 

105 records, there were 1,361 registered pharmacies in Nairobi, of which 1,213 met the study’s 

106 inclusion criteria.

107 Eligibility Criteria

108 Inclusion Criteria:

109 • Community pharmacies officially registered with the PPB in Nairobi.

110 • Pharmacies with valid and active operational licenses at the time of data collection

111
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112 Exclusion Criteria:

113 • Pharmacies that were inactive or not in operation during the study period

114 • Community pharmacists who declined participation

115 Sampling Design

116 Sampling Frame

117 The sampling frame consisted of 1,213 registered and operational community pharmacies in 

118 Nairobi County. This frame was used to systematically select the study sample, ensuring that 

119 the findings would be representative of the broader population of community pharmacies 

120 within the county.

121 Sampling Technique

122 A stratified random sampling approach was employed to ensure equitable representation across 

123 all 17 constituencies in Nairobi. Pharmacies were first categorized into clusters based on their 

124 respective constituencies. A proportional random sampling strategy was then applied to select 

125 a representative number of pharmacies from each cluster. This method facilitated an unbiased 

126 selection process, thereby enhancing the reliability and generalizability of the study findings 

127 (9).

128 Sample Size Determination

129 The sample size was determined using a statistical approach appropriate for large populations 

130 (11). Given that the total population of registered community pharmacies in Nairobi stood at 

131 1,213, a representative sample was calculated to maximize precision and reliability. 

132 Adjustments for population size were applied, resulting in a final sample of 60 pharmacies. 

 . CC-BY 4.0 International licenseIt is made available under a 
 is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity. (which was not certified by peer review)

The copyright holder for this preprint this version posted April 1, 2025. ; https://doi.org/10.1101/2025.03.31.25324939doi: medRxiv preprint 

https://doi.org/10.1101/2025.03.31.25324939
http://creativecommons.org/licenses/by/4.0/


7

133 This sample size was deemed sufficient to capture variations in pharmacists' patient counselling 

134 and health education practices while ensuring the generalizability of the results.

135 Data Collection

136 Survey Instrumentation

137 Data collection was conducted using structured questionnaires and scorecards. The 

138 questionnaires were administered to community pharmacists to evaluate their involvement in 

139 patient counselling, health education, and health promotion. In parallel, scorecards were 

140 provided to simulated patients, who assessed the quality of pharmacist-patient interactions 

141 based on predefined criteria.

142 Pilot Study

143 Prior to the main study, a pilot study was carried out to evaluate the feasibility and clarity of 

144 the research instruments, including the questionnaires and selected case scenarios. Feedback 

145 from the pilot phase led to refinements, such as eliminating ambiguous or repetitive questions, 

146 ensuring clarity in wording, and improving overall study design (12).

147 Cross-Sectional Survey

148 A structured questionnaire was distributed to the selected community pharmacists. The 

149 questionnaire consisted of three main sections: demographic information, patient counselling 

150 practices, and pharmacists’ involvement in health education and promotion. Responses were 

151 measured using a three-point Likert scale (always discussed, discussed sometimes, and never 

152 discussed) to assess the extent of pharmacist engagement in these key areas.

153
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154 Simulated Patient Method 

155 To complement the cross-sectional survey, a simulated patient approach was utilized. Three 

156 senior pharmacy students (5th-year pharmacy students) were recruited and trained to portray 

157 specific case scenarios requiring pharmacist intervention. The case scenarios focused on 

158 diabetes mellitus and acne vulgaris, as these conditions necessitate thorough patient 

159 counselling, health education, and wellness promotion alongside pharmacological 

160 management.

161 A structured checklist was developed to systematically evaluate pharmacists’ interactions with 

162 simulated patients. The checklist assessed key elements such as patient history-taking, 

163 provision of appropriate prescriptions, medication counselling, and health promotion strategies 

164 (13). The parameters on the checklist mirrored those in the pharmacist-administered 

165 questionnaires, allowing for direct comparison between self-reported practices and observed 

166 behaviours.

167 Case Scenarios:

168 Scenario 1: Diabetes Medication Request Without Prescription

169 Simulated patient 1 visited community pharmacies requesting Treviamet 

170 (sitagliptin/metformin) 50/1000 mg without presenting a prescription or offering additional 

171 information unless prompted by the pharmacist. Upon further inquiry, the simulated patient 

172 provided the following details:

173 • The medication was intended for personal use.

174 • They had been diagnosed with diabetes 14 months prior.

175 • Their last HbA1C test, conducted seven months ago, was 13%.
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176 • A recent fasting blood glucose test (three weeks ago) showed a reading of 9 mmol/L.

177 • Their last medical review was seven months ago.

178 Pharmacists were assessed based on their ability to identify the need for a prescription, provide 

179 proper counselling on diabetes management, and offer lifestyle modification advice.

180 Scenario 2: Over-the-Counter Acne Treatment Request

181 Simulated patient 2 visited community pharmacies requesting benzoyl peroxide and tretinoin 

182 for acne treatment. When questioned by the pharmacist, the patient provided the following 

183 information:

184 • The medication was for personal use.

185 • The patient had inflammatory acne.

186 • No previous treatments had been attempted.

187 Pharmacists were evaluated on their willingness to provide counselling on proper acne 

188 treatment, correct medication use, potential side effects, and lifestyle modifications to prevent 

189 acne flare-ups.

190 Scenario 3: Severe Acne Consultation

191 Simulated patient 3 presented at the community pharmacies seeking pharmacist guidance on 

192 managing severe inflammatory acne. The patient provided the following details upon further 

193 questioning:

194 • They had been experiencing recurrent acne for the past 24 months.

195 • Acne flare-ups lasted about two months before subsiding.

196 • They had previously used tretinoin and benzoyl peroxide but found them ineffective.
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197 • They had only used medications during flare-ups, discontinuing treatment once 

198 improvements were noticed or when acne worsened during therapy.

199 Pharmacists were assessed based on their ability to take a thorough patient history, provide 

200 appropriate counselling on acne treatment adherence, and recommend either over-the-counter 

201 treatments or referral to a dermatologist if necessary.

202 Each simulated patient interaction was evaluated using a structured checklist assessing 

203 pharmacists’ inquiry about patient history, provision of counselling, medication guidance, and 

204 health education efforts.

205 Ethical Considerations

206 This study adhered to ethical research principles, ensuring participant confidentiality and 

207 obtaining informed consent. The study received approval from the United States International 

208 University-Africa (USIU-A) Institutional Review Board (IRB) approval number USIU-

209 A/IRB/F068 and the National Commission for Science, Technology, and Innovation 

210 (NACOSTI) licence number NACOSTI/P/22/22465. To maintain anonymity, the names and 

211 locations of pharmacies were not recorded, and simulated patients were identified numerically.

212 Data Analysis

213 Collected data were coded and entered into Microsoft Excel, then analysed using SPSS version 

214 18. Descriptive statistics such as frequencies and percentages were used to summarize findings. 

215 Data from self-reported surveys and simulated patient checklists were compared to identify 

216 discrepancies between reported and actual pharmacist practices.

217
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218 3. Results

219 Demographic Characteristics of Participants

220 A total of 60 community pharmacies were included in the study, with 48 community 

221 pharmacists responding to the survey. Among the respondents, 55%(n=26) held diplomas in 

222 pharmacy, while 45%(n=22) possessed a bachelor's degree in pharmacy. The majority (68%) 

223 had over five years of experience in community pharmacy practice, whereas 32%(n=15) had 

224 been in practice for fewer than five years. The study also revealed that 72% (n=35) of 

225 pharmacists worked over 10 hours per day, reflecting the high workload and demanding nature 

226 of community pharmacy operations in Nairobi. These findings underscore the potential impact 

227 of long working hours on pharmacists’ ability to engage in patient counselling and health 

228 education effectively.

229 Pharmacists’ Self-Reported Practices in Patient Counselling and Health Education

230 Survey responses indicated that 71% (n=34) of pharmacists reported routinely inquiring about 

231 patient history, including medication history, symptoms, and allergies, before dispensing 

232 medication. Additionally, 66.67% (n=32) of pharmacists claimed to provide comprehensive 

233 drug information, covering indications, dosage, contraindications, drug interactions, and 

234 potential side effects. However, only 50%(n=24) reported actively engaging in patient 

235 education on disease prevention and non-pharmacological treatment approaches, such as 

236 lifestyle modifications for chronic conditions like diabetes and hypertension. The findings 

237 suggest that while pharmacists acknowledge the importance of patient counselling, its 

238 implementation remains inconsistent.

239
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240 Findings from Simulated Patient Interactions

241 Scenario 1: Diabetes Medication Request Without Prescription

242 In the diabetes management scenario, where a simulated patient requested Treviamet 

243 (sitagliptin/metformin) without a prescription, only 40% (n=19) of pharmacists adhered to 

244 regulatory guidelines by not dispensing the medication without a valid prescription. The 

245 remaining 60% (n=29) either dispensed the medication without further inquiry or asked 

246 minimal follow-up questions before proceeding. Among those who engaged in further 

247 questioning, only 35% (n=17) inquired about prior diabetes management and adherence to 

248 prescribed therapy, while 25%(n=12) provided counselling on the role of lifestyle 

249 modifications such as diet and exercise in managing diabetes. These findings highlight a gap 

250 in adherence to dispensing regulations and the provision of patient-centred diabetes care.

251 Scenario 2: Over-the-Counter Acne Treatment Request

252 In the acne treatment scenario, 48% (n=23) of pharmacists correctly identified the appropriate 

253 first-line treatment and provided counselling on the use of benzoyl peroxide and tretinoin. 

254 However, 36% (n=17) recommended non-specific analgesics or alternative skincare products 

255 without clear justification, and 16% (n=8) failed to provide structured counselling on acne 

256 management. Notably, only 30% (n=14) of pharmacists discussed additional lifestyle 

257 modifications, such as proper skincare hygiene and dietary considerations for acne control. 

258 This lack of comprehensive counselling may contribute to suboptimal treatment outcomes for 

259 patients managing acne-related concerns.

260

261 Scenario 3: Severe Acne Consultation
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262 For the simulated patient presenting with severe inflammatory acne, 55% (n=26) of 

263 pharmacists recommended continuing the use of over-the-counter treatments, despite the 

264 patient reporting poor results with previous medications. Only 20% (n=10) of pharmacists 

265 advised the patient to seek medical consultation with a dermatologist for further evaluation and 

266 treatment. Additionally, 45%(n=22) provided limited counselling, focusing solely on product 

267 selection without discussing adherence, potential side effects, or alternative treatment 

268 approaches. The findings suggest that many pharmacists may lack the confidence or knowledge 

269 to provide comprehensive counselling for complex dermatological conditions, underscoring 

270 the need for additional training in this area.

271 Comparison of Self-Reported Practices and Simulated Patient Observations

272 A significant discrepancy was observed between pharmacists' self-reported practices and their 

273 actual counselling behaviour during simulated patient visits. While 71% (n=34) of pharmacists 

274 claimed to routinely inquire about patient history, only 15.26% (n=7) actively engaged in a 

275 thorough patient assessment when observed in practice. Similarly, although 66.67% (n=32) of 

276 pharmacists reported providing comprehensive drug information, only 26.67% (n=13) of 

277 simulated patients received adequate guidance regarding medication use. These inconsistencies 

278 highlight a gap between perceived and actual pharmacist performance in patient counselling 

279 and health education.

280 Patient Satisfaction and Medication Labelling

281 Simulated patients assessed their interactions with pharmacists based on communication 

282 clarity, counselling effectiveness, and overall satisfaction. The results showed that 59% (n=28) 

283 simulated patients rated their pharmacist encounters between 0-5 on a 20-point scale, indicating 

284 a generally low level of satisfaction. Additionally, 75% (n=36) of pharmacists failed to provide 
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285 verbal counselling beyond stating the drug name and dosage, while 64% (n=31) of 

286 prescriptions lacked critical labelling details, including the patient’s name, dosage schedule, 

287 and administration instructions. The lack of comprehensive labelling and verbal counselling 

288 poses a potential risk to medication safety and adherence.

289 4. Discussion 

290 The findings of this study highlight significant discrepancies between community pharmacists' 

291 self-reported counselling practices and their actual observed behaviour during simulated 

292 patient visits. While pharmacists generally acknowledged the importance of patient counselling 

293 and health education, the study revealed notable inconsistencies in their implementation. These 

294 results suggest the need for targeted interventions to enhance pharmacists’ engagement in 

295 patient-centred care.

296 Discrepancies Between Self-Reported and Observed Practices

297 One of the most striking findings was the gap between pharmacists’ self-reported practices and 

298 their actual counselling behaviour. Although 71% (n=34) of pharmacists claimed to routinely 

299 ask about patient history before dispensing medication, only 15.26% (n=7) were observed 

300 conducting thorough patient assessments. This discrepancy is concerning, as proper history-

301 taking is fundamental to ensuring medication safety and efficacy. Similarly, while 66.67% 

302 (n=32) of pharmacists reported providing comprehensive drug information, only 26.67% 

303 (n=13) of simulated patients received adequate counselling. These findings align with previous 

304 studies that indicate that pharmacists often overestimate their engagement in patient education, 

305 possibly due to high workloads, time constraints, or lack of structured patient interaction 

306 protocols.

307
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308 Regulatory Adherence and Ethical Considerations in Medication Dispensing

309 A particularly concerning observation was the non-adherence to prescription regulations. In 

310 the diabetes management scenario, 60% (n=29) of pharmacists dispensed Treviamet without a 

311 valid prescription, despite being prescription only medicine. This practice raises significant 

312 ethical and regulatory concerns, as improper dispensing of antidiabetic medications can lead to 

313 adverse health outcomes due to inappropriate dosing, drug interactions, or patient non-

314 adherence. The lack of rigorous questioning and documentation before dispensing prescription 

315 medications suggests that stronger enforcement of regulatory guidelines and pharmacist 

316 training on ethical dispensing practices are needed.

317 Limitations in Disease Prevention and Non-Pharmacological Counselling

318 The study also highlighted gaps in pharmacists’ engagement in preventive health counselling 

319 and non-pharmacological management. While half of the pharmacists reported providing 

320 education on disease prevention, lifestyle modifications, and non-pharmacological 

321 interventions, only 30% of simulated patient encounters had such advice. This lack of 

322 engagement is particularly concerning in the management of chronic diseases such as diabetes 

323 and hypertension, where lifestyle modifications play a crucial role in treatment outcomes. 

324 Additionally, the limited discussion of lifestyle factors in acne management suggests a need 

325 for improved pharmacist training in dermatological conditions and patient education strategies. 

326 Although these findings show an improvement those found by Santos et al., (2013) where none 

327 of the pharmacists involved in the study educated simulated patients on drug interactions, 

328 adverse reaction and any non-pharmacological alternatives there is more that can be done.

329

330

 . CC-BY 4.0 International licenseIt is made available under a 
 is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity. (which was not certified by peer review)

The copyright holder for this preprint this version posted April 1, 2025. ; https://doi.org/10.1101/2025.03.31.25324939doi: medRxiv preprint 

https://doi.org/10.1101/2025.03.31.25324939
http://creativecommons.org/licenses/by/4.0/


16

331 Pharmacists’ Role in Dermatological Counselling

332 The findings related to acne management further reinforce the need for enhanced pharmacist 

333 training. Although nearly half (48%) of pharmacists correctly identified appropriate first-line 

334 treatments for acne, a substantial proportion (36%) recommended non-specific analgesics or 

335 alternative skincare products without clear justification. Furthermore, only 20% of pharmacists 

336 recommended referral to a dermatologist for patients presenting with severe acne. This 

337 indicates a lack of confidence or knowledge regarding appropriate referral pathways and 

338 comprehensive dermatological counselling, underscoring the necessity of continued 

339 professional development in this area.

340 Patient Satisfaction and Medication Labelling Deficiencies

341 Patient satisfaction scores revealed widespread dissatisfaction with pharmacist-patient 

342 interactions. A majority of simulated patients rated their encounters between 0-5 on a 20-point 

343 scale, indicating poor communication and counselling quality. One of the most alarming 

344 findings was that only 13% of patients received properly labelled medications. The absence of 

345 critical details such as dosage instructions, contraindications, and administration guidelines on 

346 prescription labels increases the risk of medication errors and poor adherence. Moreover, 75% 

347 of pharmacists failed to provide verbal counselling beyond stating the medication name and 

348 dosage, further contributing to suboptimal therapeutic outcomes.

349 Implications for Policy and Practice

350 The findings of this study have significant implications for pharmacy practice, regulatory 

351 bodies, and pharmacy education. There is an urgent need for continued professional 

352 development programs to enhance pharmacists’ competency in patient counselling, particularly 

353 in chronic disease management, dermatological conditions, and lifestyle modification 
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354 strategies. Regulatory agencies must also strengthen enforcement measures to ensure 

355 adherence to prescription guidelines and improve medication labelling standards. Additionally, 

356 pharmacy education curricula should place greater emphasis on communication skills and 

357 patient-centred care approaches to better prepare future pharmacists for their roles in healthcare 

358 delivery.

359 Recommendations for Future Research

360 Further research is needed to explore the barriers preventing pharmacists from fully engaging 

361 in patient counselling and education. Qualitative studies could provide deeper insights into 

362 pharmacists’ perceptions of their roles, workload challenges, and potential strategies for 

363 improving counselling practices. Additionally, intervention studies evaluating the effectiveness 

364 of targeted training programs in enhancing pharmacists’ counselling skills and regulatory 

365 compliance would be valuable in guiding future practice improvements.

366 5. Conclusion

367 This study highlights the crucial role of community pharmacists in patient counselling, health 

368 education, and medication safety. While pharmacists serve as frontline healthcare providers, 

369 the findings reveal significant gaps between their self-reported practices and actual interactions 

370 with patients. Despite many pharmacists acknowledging the importance of counselling and 

371 education, simulated patient visits demonstrated inconsistencies in history-taking, medication 

372 counselling, and adherence to prescription regulations.

373 The lack of comprehensive patient assessments and inadequate provision of medication-related 

374 information raise concerns about patient safety and therapeutic outcomes. Additionally, 

375 deficiencies in medication labelling and verbal counselling further contribute to the risk of 
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376 medication errors and poor adherence. These findings underscore the need for structured 

377 interventions aimed at improving pharmacists' engagement in patient-centred care.

378 To address these gaps, targeted pharmacist training programs should be implemented to 

379 enhance communication skills, regulatory compliance, and disease prevention counselling. 

380 Strengthening enforcement mechanisms for prescription regulations is equally critical to ensure 

381 adherence to ethical dispensing practices. Furthermore, pharmacy education curricula should 

382 place greater emphasis on practical counselling techniques and real-world patient interactions.

383 Improving pharmacists’ involvement in health education and disease prevention is essential for 

384 optimizing healthcare delivery in Nairobi and beyond. Future research should explore the 

385 barriers that hinder pharmacists from fully engaging in patient counselling and evaluate the 

386 effectiveness of training interventions designed to bridge these gaps. By prioritizing pharmacist 

387 training, policy enforcement, and patient-centred education strategies, community pharmacies 

388 can significantly contribute to improved medication safety and public health outcomes.
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