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Background:Whilemedication is an integral part of the effectivemanagement of COPD,more than 50%of people living
with COPD do not adhere to their prescribed medications. The drivers underpinning this observed behaviour are
poorly understood. As pharmacists generally have the final interaction with patients prior to their use of medications,
their perspectives may offer insights about patients' medication use that may improve our understanding of this com-
plex issue.
Objective: This study explored pharmacists' experiences of providing care for patients living with COPD to gain insight
about factors that impact their medication-taking behaviour.
Methods: Fourteen pharmacists who worked in practice settings across the South-East Queensland region of Australia
participated in interviews between March 2019 and January 2020. Interviews were audio-recorded, transcribed ver-
batim, and thematically analysed.
Results: Two overarching themes were identified which modulated medication-taking behaviour. Barriers comprised
patient-related factors including, financial constraints, poor inhaler technique, and inaccurate beliefs; alongside
pharmacist-related factors such as a lack of COPD-specific training and time constraints. Factors that promote adher-
ence included patient education and monitoring and collaborative relationships between key stakeholders.
Conclusions: Medication non-adherence is common. While pharmacists expressed a desire to better support their pa-
tients, practical strategies to overcome the challenges that they face in clinical settings are lacking. Future research
should focus on exploring ways to engage patients at the pharmacy level thereby enhancing the provision of services
that would optimise medication adherence.
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1. Introduction

Chronic obstructive pulmonary disease (COPD) is a persistent and pro-
gressive airway disease characterized by difficulty breathing, coughing,
and sputum production.1 People aged 45 years and over are most fre-
quently affected, with disease progression commonly associated with con-
tinuous exposure to inhaled particulates, such as cigarette smoke.2,3

Globally, it is estimated that almost 300 million people live with this
chronic and often debilitating disease, making it the sixth leading cause
of disability andmortality.4,5 Despite the availability of effective pharmaco-
logical treatment, it is predicted that by 2030, COPD will become the third
leading cause of death globally.6

Effective management of COPD requires not only a range of lifestyle
modifications such as smoking cessation, but also a life-long commitment
to treatment, especially using medications as prescribed.7 There is strong
evidence highlighting the positive impact of proper medication use
B. Bhattarai).
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combined with lifestyle modifications including reducing the rate of
COPD exacerbations, minimizing hospital admissions, and increased sur-
vival rates.8,9 However, studies reveal that more than half of all patients
who are prescribed medications for the management of their COPD fail to
take their medications as prescribed.8,10–12 Non-adherence to medications
may result in disease progression and subsequently, reduce the patient's
quality of life as well as increase the burden on health systems.

In Australia, it is estimated that almost 5% of the population aged 45
years and over (approximately 464,000 people) live with COPD.13 Placed
fifth among the leading causes of death for the Australian population,
COPD not only places the burden of ill health on individuals and their fam-
ilies, but also places a considerable economic burden on the health
system.13 For example, between 2015 and 16 an estimated AUD$977 mil-
lion was spent on medicines and other health services for the management
of COPD.13 It is important to note that Australia's universal health insurance
program, Medicare, enables Australian residents and those from countries
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that have reciprocal health care agreementswith Australia, to access a wide
variety of medication and health services subsidised by the Australian
Government.14 Almost all medicines for the management of COPD are dis-
pensed to patients at a government-subsidised price. While ultimately pa-
tients are responsible for taking their medications, health professionals
have an obligation to provide education, advice, counselling, and resources
to support patients to use their medications safely and effectively.15 In the
past decade, the Australian government has implemented a range of initia-
tives that aim to optimise outcomes for people living with chronic health
conditions, including COPD, that encompass services delivered by
pharmacists.16,17 These services include clinical interventions, medication
reviews, screening, and management of chronic diseases.16,17

Pharmacists within their professional roles and practice settings are
often the most accessible health professional that patients interact with
when collecting their medications.18,19 In the community setting, pharma-
cists are easily accessible due to the extended hours of business operation,
and often serve as the first point of contact between the public and the
health care system. Pharmacists are also often the last point of contact
when medications are prescribed for ongoing management of chronic
health conditions.20 Most patients visit a community pharmacy to have
their prescription dispensed and to seek advice about managing their
symptoms.21 Importantly, pharmacists play a crucial role in supporting pa-
tients in the management of their health by providing medication-related
and lifestyle support, education and advice. For people living with COPD,
pharmacists' role may include providing education about risk factors,
assisting patients to cease smoking, and providing guidance about the cor-
rect use of medications, including inhaler devices.22,23 Pharmacists also
play a role in the early diagnosis of COPD by conducting regular screening,
and referrals to medical practitioners when necessary. Other services that
community and hospital pharmacists provide to COPD patients include in-
haler technique reviews, influenza and pneumococcal vaccination, and
medication reconciliation.24

Despite initiatives to support people living with COPD, studies reveal
the rate of non-adherence among Australian residents is not dissimilar to
those reported in countries that do not have the same level of universal
health coverage.25,26 These findings suggest that current strategies for
optimising outcomes may not be reaching the target population for COPD
patients in Australia. Whilst to date, much of the literature has explored pa-
tients' perspectives of the barriers and facilitators to their medicine
adherence,25–28 there has been limited research on the experiences of phar-
macists in managing COPD patients' adherence to medication.26 Of the few
qualitative studies, one study sought to understand community pharma-
cists' perspectives on the challenges and enablers of implementing COPD
screening services,29 another examined hospital pharmacists' viewpoints
of the barriers and strategies to manage chronic illness,30 and a third
study focused on health care providers (HCPs) views about factors affecting
self-management of COPD.31 Although both challenges to and facilitators of
medication adherence were identified by participants, the findings from
these studies reflected a wide range of other chronic diseases and did not
focus on the specific factors to COPD medicine adherence.30 This knowl-
edge is vital to the development of future initiatives to enhance medication
adherence and subsequently, optimise outcomes for patients living with
COPD. Therefore, this study aimed to examine pharmacists' experiences
in providing care for patients living with COPD with the specific objective
of understanding pharmacists' perspectives of the factors which may con-
tribute to COPD medication non-adherence.

2. Methods

2.1. Study design, setting, and participants

This qualitative study was conducted in South-East Queensland,
Australia, and used semi-structured interviews to gather narrative data
from participants. Participant recruitment utilised personal networks of
the research team, visits to pharmacies, convenience sampling32 and
snow-ball techniques.33 Target participants were pharmacists who were
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involved in providing health and medication-related services to people liv-
ing with COPD across community and hospital settings. Specifically, partic-
ipants' roles included dispensing COPD medications, counselling about the
correct use of inhalers and conductingmedication reviews. The community
and hospital pharmacies were contacted by email or through in-person
pharmacy visits. In the case of those who refused to participate or showed
no responses, additional participants suitable to our research were invited.
Potential participants were contacted and interviewed until thematic satu-
ration was reached. Interviews were conducted at locations preferred by
the interviewees, including their workplaces and coffee shops. This study
was approved by the University Human Research Ethics Committee (GU
ref. no: 2018/929).

2.2. Data collection

Face-to-face semi-structured interviews were conducted between
March 2019 and January 2020. An interview guide was used to generate
a conversation that focused on participants' experiences of providing care
to people with COPD and their perspectives on potential moderators of
medication-taking behaviour. The summary of interview questions is pro-
vided in the supplementary file.

The interview guide was tested with three HCPs experienced in provid-
ing care for people living with COPD for face and content validity and then
standardised, incorporating their feedback. Prior to each interview, partic-
ipants were provided with a project information sheet, briefed about the
purpose of the interview, and asked to provide written consent that in-
cluded consent for their interview to be audio recorded. All interviews
were conducted by one researcher (BB) who also made observational
notes. The interviews ranged between 22 and 51 min in duration (mean
= 38 min). Data collection continued until thematic saturation was
reached, achieved by concurrent collection and analysis. Interview tran-
scripts were offered to participants, however, none of the participants
elected to receive their transcript.

2.3. Data analysis

Interviews were transcribed verbatim by a professional transcription
provider. The quality of the transcripts was checked by two members of
the research team (BB and AM) who read each transcript while listening
to the audio recordings. All the transcripts were anonymised and only the
researchers had access to the information. The checked transcripts were
then imported to QSR NVivo 12 to facilitate analysis.34 Meetings between
the team members were held to discuss the coding framework and emerg-
ing themes. Informed by Braun and Clarke's six-step thematic analysis
process,35 each transcript was readmultiple times by BB to become familiar
with the content. The inductive coding approach (reading raw data to de-
rive themes or concepts) was used to analyse the interview data.36 Similar
ideas or patterns across the data set were grouped together to develop the
code. Similar codes were further sorted and refined throughout the data in-
terpretation process to identify new emerging themes. Subsequently, these
were reviewed and refined to generate the final themes. Dialogue between
the research team members continued throughout analyses and reporting
of this study. The consolidated criteria for reporting qualitative research
(COREQ) checklist was used to report the findings of this study.37

3. Results

A total of 14 pharmacists (n=7male, n= 7 female) were interviewed,
the majority of whom (n = 9) worked in community pharmacy settings
while the remainder (n=5)worked in hospital settings. The characteristics
of the participants are summarised in Table 1. Most of the participants were
aged 40 years or younger, held a master's degree in pharmacy, and had
15 years or less working experience in their professional roles. However,
one participant had been working as a pharmacist for more than 33 years.
Most participants reported that they had not received COPD-specific train-
ing or education during their practical experience.



Table 1
Characteristics of participants.

Characteristics N

Age
25–30 7
31–40 6
>40 1

Sex
Male 7
Female 7

Highest level of education
Bachelor of Pharmacy 4
Graduate Diploma of Clinical Pharmacy 2
Master of Pharmacy 8

Years of experience
0–5 6
6–10 4
11–15 3
>15 1

COPD related training/education
Yes 3
No 11
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Participants' reported that COPDpatients who visited the pharmacy and
withwhom they had engagedwere older, smoked cigarettes, and livedwith
multiple health conditions. Data analysis revealed two overarching themes
thatmodulatedmedication-taking behaviourwhich are discussed below ac-
cording to whether they are barriers to or facilitators of medication adher-
ence. A summary of the themes and sub-themes is depicted in Table 2.
Supporting quotes have been coded to indicate whether the participant
worked in a hospital (PH) or community pharmacy (PC) setting, the numer-
ical order in which their interview took place, and their gender (M/F).

3.1. Barriers to medication adherence

Barriers to proper use ofmedications include the cost ofmedications, in-
accurate beliefs, poor inhaler techniques, differences between medications
prescribed for use in the community compared with hospital settings, the
retail environment of community pharmacies, and lack of COPD-specific
training. These sub-themes are discussed below according to whether
they are patient or pharmacist and pharmacy-related.

3.1.1. Patient-related factors

3.1.1.1. Cost of medications. Medication cost was frequently discussed as a
barrier to adherence by the participants. Even when the cost of medicines
was subsidised, patientswith COPDwere often prescribedmultiplemedica-
tions which compounded the total cost:
Table 2
Summary of themes and sub-themes specifying factors impacting medication
adherence.

Themes Sub-themes

1) Barriers to medication
adherence

Patient-related factors
• Cost of medications
• Inaccurate beliefs
• Poor inhaler technique

Pharmacist and pharmacy-related factors

• Formulary differences between hospital and commu-
nity settings

• Retail environment of the pharmacy
• Lack of COPD-specific training

2) Facilitators of medication
adherence

• Providing education and regularly monitoring
• Collaborative relationships between pharmacists,
patients, and doctors
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“….inevitably when they're on lots of different medicines, it's going to cost
them a lot of money and some patients….can't afford their medicines.”
(PH,10,M).

Some participants speculated that when patients are faced with finan-
cial constraints, they forego their preventer medications. They also
highlighted that the majority of medications for relieving symptoms are
less expensive than those that are for preventing symptoms, and thus,
some patients were more inclined to use their reliever medications because
the positive effect is more tangible:

“You know for somebody that uses a reliever or where they actually feel like
they're getting a result straight away….They sort of perceive benefit from it,
and whether they feel like they're getting a benefit immediately.” (PC,14,F).

Several participants revealed that patients who do not have concession
status have an increased financial burden to buy their medicines:

“….these inhalers cost them upwards of $40 [each] a month, which adds up
over the course of the year.” (PH,9,M).

Polypharmacy was identified as a major contributor to non-adherence
as exemplified by the comment below:

“….often people are going to forget every now and then because they just have
this sheer volume all of the other things that they need to take.” (PH,10,M).

3.1.1.2. Inaccurate beliefs. Participants expressed that some patients ap-
peared to have the belief that if they have been using their device for
some time, then they know how to use it correctly:

“….you start talking to them about the medication they are like, “I know.
Okay. I have been using it for years. It's all right. If you could just give me
my medication that would be enough.” (PC,4,M).

However, participants reported that in most cases, patients did not
use their devices correctly when asked to demonstrate their technique
in the pharmacy. Even after identifying the error, participants re-
ported that it was difficult to change the patient's behaviour. They
speculated that this was due to the patient's devaluing of pharmacists'
advice:

“Sometimes you sort of have to accept that a patient doesn't want to talk to
you about it [inhaler], especially in the community. If they're just racing in
to pick up an inhaler that they think they know how to use them, and they just
say no, “I don't wanna – don't wanna go through this with you.” (PC,14,F).

Moreover, participants expressed the view that many people are un-
aware of the role of pharmacists:

“….a lot of assumptions by our patient population is that the doctor is the ex-
pert in medicines, not the pharmacist. So we seem to kind of have lost our
identity as a knowledgeable medicine person.” (PH,13,F).

3.1.1.3. Poor inhaler technique. As previously discussed, participants com-
monly reported that patients were not using their inhalers correctly:

“….50% of people don't understand how to use it. You can show them, and
they come back to you and three months down the line, they're not doing it
correctly.” (PC,6,M).

Participants highlighted that co-existing health conditions such as ar-
thritis and age-related issues negatively impacted on patient's ability to
use their inhaler device correctly:

“The Ultibro® where you put the capsule in, that can get quite tricky for them
especially when they have got difficulty with eyesight….It can sometimes be a
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bit confusing…So then I think they are missing doses due to that.” (PC,2,F).

Participants also reported that they often see patients being prescribed
medications that are delivered via inhaler devices which the patients are
not able to manage.

“….sometimes doctors don't really think about the device, they're just thinking
about the medication....so they're not recognising that now they've prescribed
three different types of medications and they all get delivered with different
devices….that could be very confusing for the patient and it just introduces
more areas where somebody can make an error in how they're using the dif-
ferent devices.” (PC,14,F).

However, their attempts to support the patients are oftenmet with resis-
tance as previously discussed.

3.1.2. Pharmacist and pharmacy-related factors

3.1.2.1. Formulary differences between hospital and community settings. The
limited range of inhalers in Queensland public hospitals posed a barrier
to customising choice. As explained by participants, during a patient's
stay in a public hospital, it is common practice for the patient's medication
to be replaced by hospital stock. This often results in a newmedication and/
or device being used during the patient's hospital stay:

“The other issue that we have, specific to Queensland Health, is not all of the
inhalers that are available on the PBS are available on the hospital system….
If they [patients] don't bring it in, we don't really have stock of it in the hos-
pital here. So, we would have to change into alternatives whilst they are in
hospital.” (PH,10,M).

3.1.2.2. Retail environment of the pharmacy. Participants shared their
thoughts that community pharmacy as a health service provider conflicted
with its retail business. Some expressed concerns that in their experience,
pharmacy owners placed greater emphasis on the retail aspect of the busi-
ness, limiting the time and care that the employee pharmacist provides to
patients:

“Unfortunately, some of the pharmacies, and I don't want to name the big
pharmacies, but especially discounted pharmacies are making things more
about money and less about your health.” (PC,4,M).

Participants expressed the view that such business practices serve to de-
value pharmacists' roles in optimising patients' health, compounded by the
impetus to sell products through companion selling.

“.…we have to try to do up-selling like if they ask for advice about puffers, we
try to sell them the spacer or if they're coughing….we try to sell them loz-
enges.” (PC,7,F).

In terms of the services that pharmacists provide, some speculated that
pharmacies generally do not advertise their services. They assume that due
to a lack of awareness, patients tend to perceive the role of pharmacists to
be centred on the dispensing of medicines:

“People are like “I didn't realise that's a service you provide.” (PC,1,F).

Participants expressed mixed opinions regarding the remuneration for the
services that they provide. A few participants perceived that providing phar-
macy services is a regular part of their job and supports the building of thera-
peutic relationships with their patients. In contrast, a small number of
participants expressed that they have been offered less remuneration for the
services they provide compared to the time they spend on providing these
services:

“There are probably thousands of services we do that we don't get paid for….I
mean we deliver a lot to our elderly patients that can't get out.” (PC,3,F).
4

It was also commonly identified that a high volume of prescriptions
alongside other workload issues limited the time that participants were
able to provide to their patients:

“I do not have the time to go and spend 10-20 minutes with one person be-
cause there will be 50 baskets waiting for mewhen I come back and then greet
people.” (PC,12,F).

However, participants' commitment to providing patient-centred care
was clearly expressed:

“….I will go down and go through everything and go through lifestyle man-
agement strategies and other interventions [that] they can do beyond just
using their medication and inhaler.” (PC,2,F).

Participants urged employers to reconsider work models that utilises
their knowledge and skills to positively impact patient health outcomes:

“I would let the pharmacists be pharmacists and nothing else… let them focus
on the therapeutics, give them encouragement, motivation, and time to de-
velop the patient's therapy, without worrying about sales or KPIs.” (PH,9,M).

3.1.2.3. Lack of COPD-specific training. Participants highlighted a lack of ac-
cessible COPD educational resources for supporting their practice needs.
They expressed the opinion that COPD is given less prioritywhen compared
to other chronic conditions. The majority of participants had not under-
taken any COPD specific training during their work experience, although
they had received training for other chronic diseases:

“The last time I learned about COPD properly was way back in university
whereas things like diabetes, asthma, dementia, and those bigger topics, we
constantly get training on them or they are well-promoted, but COPD, it is like
an unspoken kind of condition.” (PC,7,F).

With regard to communication between HCPs, participants noted that
there is no clear flow of information among the different health profes-
sionals involved in the provision of care,which they identified to negatively
impact on patient outcomes:

“There are a lot of people involved in a patient's COPD journey. So, from the
diagnostic physician…..to the care team….And I think sometimes that mes-
sage can get a little bit muddled up along the way.” (PH,9,M).

3.2. Facilitators of medication adherence

Two sub-themes were identified as facilitators to adherence: 1) provid-
ing education and regularly monitoring and 2) collaborative relationships
between pharmacists, patients, and doctors.

3.2.1. Providing education and regularly monitoring
Themajority of the participants reported that providing education facil-

itated medication adherence. Group education sessions were identified as
being particularly helpful:

“I found out that each time when I had the class….a lot of people showed up,
and it gives them support as well because then they know they're actually not
alone. And that sometimes you see them compare the medications, like, “Hey,
I am on this, too and I like that….” (PH,8,M).

These sessions were also reported to provide an opportunity to check in-
haler technique and to demonstrate correct use of inhaler devices in a non-
threatening, supportive environment. With the arrival of newer inhaler de-
vices, the need for such education sessions was highlighted:

“….so not only telling them about the drug but telling them about the device,
how to use the device, how to troubleshoot the device if they have issues with
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using the particular devices. It is basically an education session to make sure
that they understand their medicine.” (PH,10,M).

3.2.2. Collaborative relationships between pharmacists, patients, and doctors
Participants reported that good relationships between pharmacists and

doctors can improve health outcomes for their patients. For example, when
patients, doctors, and pharmacists worked together as a team, it helped to
minimize the confusion that often arises during the patient's care contin-
uum. Participants identified that if the pharmacist has a good relationship
with the patient, then the pharmacist's advice is more likely to be valued:

“Often if you have good rapport, they [patients] are likely to take on board
what you say when you try and educate them about how to use it [inhaler de-
vice] and the importance of using it and getting an effective dose from your
medication.” (PC,3,F).

Furthermore, the opportunity to discuss issues related to the patient's
medications enabled solutions to be found:

“That relationship that I have personally created with a few selected ones
[doctors] increases the patient's health outcome drastically because then
you start working as a multidisciplinary team….So, I guess developing that
relationship has allowed us to better the health outcomes for these particular
patients.” (PC,2,F).

A reminder service was considered helpful to prompt patients when
they are close to finishing their regular medication.

“I've had patients that don't remember to get their next inhaler or medication.
Therefore, reminder services are effective.” (PH,9,M).

Participants also explained that providing free services such as dose ad-
ministration aid helped patients to take their medicines regularly, which
also supported the development and nurturing of therapeutic relationships.

4. Discussion

Understanding the experiences of pharmacists and their observations of
why COPD patients do not adhere to their prescribed medications is impor-
tant as it allows for the identification of barriers and facilitators to medica-
tion adherence at a pivotal point in the care continuum. This study
highlighted that although pharmacists are aware of the implications of
non-adherence and want to provide medication-related support for their
patients, they encounter challenges which they do not have strategies to
overcome. Among their greatest concerns were the practices of some pa-
tients who they speculated may be experiencing financial hardship. Even
when the cost of medications is subsidised, the total cost can be high. For
example, in 2021 patients may pay up to AUD$41.30 for each of their med-
ications. As patients with COPD often have comorbidities resulting in the
need for multiple medications,38 the cumulative cost may be several hun-
dred dollars. The literature is rich with studies that have reported the cost
of medication to be a major factor contributing to the underuse of medica-
tion, simply because patients are not able to afford them.39,40 As
polypharmacy is widespread among COPD patients, pharmacists have an
important role in minimizing costs by critically reviewing their
pharmacotherapy.41 The use of combination products and generic options
are other alternatives to reduce the cost of medicines.42

Participants emphasized that usually when asked to show their inhaler
technique, patients do not demonstrate it correctly. Some participants in
the present study also believed that patients use their relievers more often
compared to their maintenance medications. They suspect that this is be-
cause relievers are cheaper and provide quick symptom relief. This aligns
with the findings of another study where patients were using their relievers
more frequently and only taking their inhaled corticosteroids when
symptomatic.43 This study identified that limited medication knowledge,
poor inhaler technique, and having multiple medications and devices as
part of the medication regimen, interplayed to result in non-
5

adherence.44–46 Numerous interventions have reported that providing de-
vice use education is an important approach to improve adherence.47,48

In this study, participants also reported that device use education alongside
regular review helped to ensure proper inhaler use.7

The Global Initiative for Chronic Obstructive Lung Disease (GOLD) re-
ports that it is crucial to regularly assess inhaler technique and adherence
for the appropriate management of COPD.7 Even though studies have iden-
tified that inhaler technique education is important,44,47 in the last 40 years
there has been no improvement in inhaler technique among patients with
COPD and asthma.49 Therefore, it is imperative to note that new ap-
proaches to education should be implemented among patients to enhance
adherence to the inhaler device. On the other hand, pharmacists themselves
need to be trained to correctly demonstrate inhaler device usage for their
patients. Due to the frequent arrival of new devices and medications in
Australia, pharmacists need to update their skills and knowledge accord-
ingly. To provide improved health care among COPD patients, pharmacists
require continuing education about new ideas and evidence regarding
COPDmanagement.50 Australian pharmacists and patients can access infor-
mation about inhaler techniques on the Lung Foundation Australia website
“Primary Care Respiratory Toolkit.” In addition, the National AsthmaCoun-
cil (Australia) has shared many videos demonstrating the proper use of in-
haler devices.51

Pharmacists expressed the belief that some patients do not follow their
recommendations and can show a negative response when counselling was
provided about their medication use. Similar responses were observed with
patients in studies when pharmacists provided lifestyle advice.52,53 Al-
though participants experienced some patients not following their recom-
mendations, developing trust between patients and pharmacists was
recommended for improving adherence. One study has shown that pharma-
cists who build a therapeutic relationship with patients showed improved
health outcomes.54 The COPD National Action Plan (US) encourages
HCPs to create written, patient-focused COPD management plans with
clear and simple instructions, considering proper cultural and health liter-
acy. Therefore, building good relationships and communication with pa-
tients is essential to improve adherence.55

Although participants expressed their willingness to provide care to im-
prove the health of COPD patients, it was not always possible due to the re-
tail environment of the pharmacy. There was a view that, due to some
pharmacies' business objectives, the professional image of the community
pharmacy has been impacted. This is in line with the existing research in
Australia.56 Pharmacists perceived that their professional role has not
been clearly understood among the public and that many people devalue
their role, escalated by the identification of pharmacists as shopkeepers.
Another pressing issue hindering patient-focused care is time constraints
for pharmacists. This in turn appeared to be underpinned by meeting
sales and key performance indicators, resulting in a conflict over the phar-
macist's role as a health care provider or as a business employee. This sup-
ports the previous qualitative research conducted with pharmacists from
England.52 In that study, time pressure and the business environment
were challenges to providing lifestyle advice to patients with chronic
disease.52 Lack of time among pharmacists is not a new problem; it
is a barrier to adherence that has been repeatedly found in studies in
several clinical settings in Australia and internationally.57–61 To overcome
work overload issues, studies have suggested that handling a lower volume
of prescriptions could provide pharmacists more time for patient
consultation.62,63 A possible solution is that pharmacy technicians could
support pharmacists in dispensing roles so that pharmacists can engage in
additional clinical services.64 Moreover, other administrative tasks, and
non-specialized chores could be conducted by other pharmacy staff.65

Lack of advertisement of the services offered by the pharmacy was an-
other barrier for patients to identify these services, contributing to patients'
beliefs that the pharmacists' major role is just dispensing.17 While services
such as inhaler technique checks, clinical interventions, medication re-
views, health promotion, and smoking cessation are offered by most of
the community pharmacies in Australia, patients lack awareness regarding
such services.17 In line with one previous study,17 interviewed pharmacists
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acknowledge that pharmacies rarely raised awareness among consumers of
the services that they offer. Although a lot of effort has been undertaken to
emphasize the pharmacy as a health destination in recent years, there have
only been slight positive changes among peoples' perceptions regarding
pharmacy services. Lower remuneration for the services offered was an-
other barrier to community pharmacy services that was identified by the
pharmacists in the present study. This is in line with a study conducted in
Australian community pharmacies which identified the lack of remunera-
tion to pharmacists as a challenge to delivering services.66 The limitations
to pharmacy services likely contribute to a lower level of care for patients
with COPD.42 Therefore, it is important to note that government could con-
sider increasing funding for the management of COPD and provide higher
remuneration for the pharmacy services offered.

Alignedwith existing literature, the present study highlights that collab-
orative relationships between pharmacists and physicians result in a range
of ascribed benefits for patients.67,68 However, a lack of proper flow of in-
formation among the healthcare team can lead to a limited understanding
of the treatment process. Participants identified the communication gap be-
tween the health care teammembers was a barrier to delivering care to pa-
tients. Rathbone et al. in their study revealed that interactions between
pharmacists and doctors can improve adherence among patients.68 Despite
increasing evidence of improved patient care through pharmacist and doc-
tor collaboration, challenges exist for its implementation. For example, a re-
cent cross-sectional study showed that almost 50% of the members of both
professionals had never practiced collaboratively in the past.69 Lack of rou-
tine face-to-face interaction between twoHCPs poses a significant barrier to
successful collaboration, such as conducting a medication review.70 Group
learnings and experiences sharing between health professionals could de-
liver positive impacts on practice changes.71 Therefore, building mutual
trust, developing a culture of collaboration between physicians and phar-
macists, and working as a multidisciplinary team are all important for im-
proving patients' health outcomes.

4.1. Limitations

Although this was an in-depth qualitative study conducted with phar-
macists from the community and hospital settings in South-East Queens-
land, Australia, the findings may not represent the views of pharmacists
from other states in Australia or from more regional areas of Queensland.
The sample size for this study is relatively small; however, data saturation
was reached in this study.72,73 The current study interviewed pharmacists
with different ranges of experience, and some of the pharmacists may not
regularly provide health and medication-related services to patients with
COPD.

5. Conclusions

This study has broadened our understanding of factors that modu-
late medication-taking behaviour among people living with COPD. In
particular, the study has highlighted the need for the development of
strategies to overcome challenges faced by pharmacists in their prac-
tice settings. Future research should focus on identifying strategies
for pharmacists to engage with their patients, thereby allowing for
the development and nurturing of therapeutic relationships and as-
cribed benefits.
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