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ABSTRACT

Background and Objective. Community pharmacies are among the most accessible healthcare facilities and play a
critical role during medical emergencies. While many countries have implemented structured emergency prepared-
ness systems in pharmacies, such practices remain limited and under-researched in the Philippines. The lack of
empirical data on pharmacy-based emergency readiness hampers efforts to strengthen their role in crisis response
and inform context-specific policies and training programs. This study aimed to assess the level of medical emergency
preparedness and its associated factors among community pharmacies in Metro Manila, Philippines.

Methods. A community-based, cross-sectional study was conducted among 533 Filipino community pharmacy
staff, consisting of 38.8% pharmacy assistants/technicians, 36.8% branch/staff pharmacists, and 24.4% managers/
supervisors. Data was collected using a modified survey questionnaire administered online and face-to-face across
various cities in Metro Manila. Self-efficacy and collective efficacy scales were utilized to assess medical emergency
preparedness and linear regression models were employed to identify factors associated with preparedness in acute
medical emergencies.

Results. Community pharmacies in Metro Manila are
moderately prepared (overall mean scores: self-efficacy
3.65, collective efficacy 3.69 on a 1-5 scale) to respond
to acute medical emergencies. Regression analysis shows
that age, position, and training in first aid, cardiopulmo-
nary resuscitation (CPR), and basic life support (BLS)
are positively associated with self-efficacy. Conversely,
the number of emergency equipment, pharmacy staff,
and training experience are positively associated with
collective efficacy.

Conclusions. The study’s findings highlight key factors
influencing the preparedness of community pharmacies
in Metro Manila. Pharmacies with staff trained in first aid
and CPR/BLS, as well as those equipped with adequate
emergency supplies, demonstrated significantly higher
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levels of preparedness for medical emergencies. These
results emphasize the critical role of ongoing, compre-
hensive training for pharmacy personnel. Ensuring that
all staff are properly trained to manage acute medical
situations can greatly enhance emergency response and
improve patient outcomes.

Keywords: acute medical emergency, collective efficacy,
community pharmacies, emergency preparedness, self-
efficacy
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INTRODUCTION

Amid growing global threats like natural disasters,
pandemics, and other unexpected crises, emergency
preparedness has become a fundamental aspect of community
resilience. A prepared community develops, maintains, and
utilizes a comprehensive emergency plan that integrates risk
assessments, clearly defined roles and responsibilities, and
systems for mass healthcare delivery.! The ability to respond
effectively during emergencies can be the difference between
life and death.

Achieving meaningful preparedness requires coordinated
planning, responder training, and the availability of appropriate
equipment and supplies.? Acute medical emergencies—such
as cardiac events, respiratory distress, trauma, severe allergic
reactions, and loss of consciousness—are often unpredictable
and challenging for the public to assess.® In such cases, timely
intervention is crucial to minimizing harm and improving
health outcomes.

Preparedness must also be context-specific. Strategies
should be tailored to local conditions, as urban and rural
communities often differ in population density, infrastructure,
and healthcare resources.** Regular evaluation and revision
of preparedness plans are essential to adapt to emerging risks
and ensure an effective response.

Community pharmacies increasingly been
recognized as important players in public health emergency
management. Their accessibility—being located on main roads,
inside malls, supermarkets, and even in underserved areas—
makes them ideal points of contact during emergencies.®
Pharmacists not only dispense medications but also provide
health education, drug counseling, primary care services, and
health screenings to diverse populations.”

The 2014 Ebola outbreak in Nigeria demonstrated
the critical role of community pharmacies in public health.
Pharmacies supported prevention efforts and public educa-
tion, helping to mitigate the spread of the virus.® Similarly,
during the COVID-19 pandemic, pharmacists played an
essential role in vaccine administration, first aid provision, and
emergency medication refills, proving their value in enhancing
healthcare access and system resilience.” These examples
underscore the importance of empowering pharmacists
across all four phases of emergency management: prevention,
preparedness, response, and recovery.'

Despite their potential, the role of community pharma-
cies in emergency preparedness remains underutilized in the
Philippines. Research has shown that Filipinos often perceive
pharmacists merely as medicine sellers, which discourages
many from seeking assistance at pharmacies during medical
emergencies.! This perception contributes to a gap in the
use of community pharmacies as first responders and high-
lights the need to better understand and strengthen their
emergency preparedness capabilities.

Although acute medical emergencies are relatively rare in
pharmacy settings, they do occur.? As trusted and accessible

have

members of the healthcare team, community pharmacists are
well-positioned to respond to such incidents by conducting
basic patient assessments, providing emergency medication
refills, administering vaccines, and volunteering in shelters.
However, literature on pharmacist preparedness remains
limited—largely composed of narrative reports with little
empirical investigation into the factors that influence
readiness.’* "

Two key concepts essential to understanding pharmacy
preparedness are self-efficacy and collective efficacy. Self-
efficacy refers to an individual’s belief in their ability to
respond effectively to emergencies, while collective efficacy
reflects a group’s confidence in their shared capacity to act
in such situations.'® Studies in Indonesia and Australia
have found that pharmacists often report varying levels of
preparedness, influenced by both individual skills and team-
based coordination.'®

In the Philippines, the need to shift public perception
and reframe pharmacists as frontline healthcare providers is
urgent.’®"” Improving awareness of their capabilities—not
just as dispensers but as health advocates and emergency
responders—can enhance their contribution to the health
system, especially during crises.

This study assessed the preparedness of community
pharmacies in Metro Manila to respond to acute medical
emergencies, with a focus on the roles of self-efficacy and
collective efficacy among pharmacy staff. It identified key
factors associated with these constructs and addressed gaps
in the existing literature by providing empirical evidence on
what influences pharmacy emergency readiness. The findings
offer valuable insights into how community pharmacists
can be better supported to enhance their role in emergency
response. Strengthening the preparedness of these pharmacies
can ultimately improve access to emergency care and bolster
community resilience in the Philippines.

METHODS

Research Design and Setting

This community-based, cross-sectional study was
conducted from August 2023 to June 2024 in Metro Manila,
Philippines. Metro Manila comprises 1,710 barangays
(communities) and includes one municipality and 16 highly
urbanized cities. As the country’s economic center, it is the
most developed and the third most densely populated area
in Southeast Asia.”® It also has the highest concentration of
community pharmacies in the Philippines.?' The region’s rapid
urban development, diverse population, and concentrated
economic activity make it particularly vulnerable to various
emergencies, including natural disasters and complex
urban challenges.

Selection of Participants
Participants included registered community pharma-
cists and community pharmacy staff—such as pharmacy
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technicians and assistants—currently employed in Metro

Manila, Philippines.

Recruitment and Data Collection

'The study employed purposive sampling as its recruitment
strategy. Participants provided informed consent prior to
beginning the survey, which was administered in both pen-
and-paper and web-based formats. Researchers collabo-
rated with pharmaceutical chain drugstore organizations
and non-governmental organizations to disseminate the
web-based survey link, which included information about
the study's objectives, data handling procedures, and privacy
policies. Sociodemographic data were collected as part of
the baseline survey.

To ensure completeness and transparency in reporting,
the Strengthening the Reporting of Observational Studies in
Epidemiology (STROBE) checklist was used to guide the

presentation of study methods and results.

Inclusion Criteria

Eligible participants met the following criteria: (1)
registered community pharmacists, pharmacy assistants, or
pharmacy technicians currently employed in a community
pharmacy in Metro Manila; (2) Filipino citizens; and (3) aged
20 to 45 years.

Exclusion Criteria

Participants who did not provide informed consent were
excluded from the study. In addition, individuals working
as hospital pharmacists, institutional pharmacists, or those
employed in telepharmacy settings were also excluded.

Variables and Measurements

Outcome Variables: Emergency Preparedness

The researchers used self-efficacy and collective efficacy
scales, adapted from a study conducted in Davao City, to
assess emergency preparedness.” Responses to each item were
summarized, and mean scores were calculated to gauge parti-
cipants' overall preparedness. Sample self-efficacy statements
included, “I am able to conduct an initial assessment of an
acutely ill patient that occurs within the pharmacy,” and
“I am confident that I am prepared to deal with a medical
emergency in my pharmacy.” Collective efficacy statements
included, “My pharmacy coworkers and I can rely on each
other to do our part in addressing a medical emergency,” and
“My pharmacy has a list of different suppliers with contact
numbers to facilitate emergency purchases.” Response options
ranged from 1 (Strongly disagree) to 5 (Strongly agree).
Preparedness levels were categorized as follows: 5.00 indicated
“very high preparedness,” 4.00-4.99 “high preparedness,”
3.00-3.99 “moderate preparedness,” 2.00-2.99 “low
preparedness,” and 1.00-1.99 “very low preparedness.” The
overall mean scores reflected participants’ self and collective
emergency preparedness, with higher scores indicating greater
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confidence and effectiveness in responding to acute medical
emergencies. The scales demonstrated good reliability, with
Cronbach’s alpha values of 0.94 for self-efficacy and 0.92

for collective efficacy.

Exposure Variables: Emergency Certifications,
Emergency Equipment, and Experience on Medical
Emergency

Participants were assessed for training in first aid,
cardiopulmonary resuscitation/basic life support (CPR/
BLS), advanced cardiac life support (ACLS), and pediatric
advanced life support (PALS) using a checklist to collect data
on emergency certifications. These training certifications were
included as exposure variables in analyses of both self- and
collective efficacy.

Additionally, the authors incorporated a modified
emergency equipment checklist, adapted from international
standards but tailored for community pharmacy settings. The
number of emergency equipment items was summarized
using descriptive statistics (Appendix A) and included in
analyses related to collective efficacy.

Participants were also asked whether they had
encountered any patient medical emergencies while working
in a community pharmacy, including incidents such as
breathing difficulties (e.g., choking), asthma attacks, heart
attacks, unresponsiveness, trauma, anaphylaxis, diabetic
emergencies, and seizures. An “Other” option allowed
participants to specify additional emergencies. The total
number of reported emergency experiences was calculated
and treated as a continuous variable, which was included in
analyses of both self and collective efficacy.

Control Variables: Participant Characteristics,
Pharmacies’ Characteristics, and Study Site

The researchers collected data on characteristics of
community pharmacists and pharmacy staff, including age,
sex, educational level, position in the pharmacy, number
of pharmacy staff, years of experience, type of pharmacy,
and pharmacy location. Sex was dichotomized as male or
female, while educational attainment was categorized into
three groups: BS Pharmacy and higher, other degrees, and
undergraduate/high school or lower. Pharmacy positions
were grouped as pharmacy assistant/technician, manager/
supervisor, and branch/staff pharmacist. The type of pharmacy
was classified as independent, chain drugstore, or grocery
store with an in-store pharmacy. Pharmacy location was
identified via a checklist or dropdown menu in the web-
based questionnaire and categorized by cities or municipality
within Metro Manila.

These exposure variables were considered potential
influencers of the study outcomes. Age, sex, educational
level, job position, and years of experience were included in
the analysis for self-efficacy, while type of pharmacy, years of
operation, and number of pharmacy staft were included in
the analysis for collective efficacy.
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Data Analysis

After excluding participants with missing data (n=12),
the final analytical sample included 533 participants with
complete responses. Descriptive statistics were used to
summarize participants’ sociodemographic characteristics,
which were presented using cross-tabulations. The availability
of medical emergency equipment was also listed and
summarized. Mean scores for the self-efficacy and collective
efficacy scales were calculated and interpreted according to
the scoring criteria for the outcome variables.

Correlation analyses between numerical and categorical
variables and the mean self-efficacy and collective efficacy
scores were performed using Spearman’s correlation and
Analysis of Variance (ANOVA), respectively. Since Eta
correlation analysis is not available in Stata 13.1, ANOVA
was used to approximate the Eta coeflicient by dividing the
partial sum of squares (SS) by the total sum of squares (SS).

A forward elimination process was employed to system-
atically select the most relevant exposure variables for the
regression model, simplifying the model and improving
interpretability. Significant factors identified in the corre-
lation analyses were included in the final multiple linear
regression models for self-efficacy and collective efficacy,
controlling for study sites.

To assess multicollinearity, variance inflation factor (VIF)
analysis was conducted, with all VIF values below 5, indica-
ting no significant multicollinearity. All statistical analyses
were performed using Stata 13.1 (StataCorp, College Station,
TX, USA), with a two-tailed significance level set at 0.05.

Ethical Considerations

'The study was approved by the University Ethics Review
Committee of Adamson University (Approval Code: 2024-
02-PHA-02). Written or online informed consent was
obtained from all participants prior to their participation.

Data collection took place from February to April 2024.
RESULTS

Table 1 presents the general characteristics of the 533
study participants. Of these, 287 (53.9%) were male, with the
largest age group being 26-30 years old (39.2%). The majority
held a BS in Pharmacy or higher (85.2%). The most common
position was Pharmacy Assistant/Technician (38.8%), and
nearly half of the participants (48.0%) reported having
3-5 years of experience working in a community pharmacy.

Regarding medical emergency training, a high percen-
tage (81.8%) reported having first aid certification, which
is crucial for immediate emergency response. Similarly,
65.7% had training in CPR/Basic Life Support, essential
for lifesaving interventions in certain situations. In contrast,
99% of respondents reported no training in ACLS or
PALS. Additionally, over half of the participants (55%)
had experienced medical emergencies while working in

the pharmacy.

Table 1. Characteristics of Respondents (n = 533)°

Characteristics n %

Sex

Male 287 53.9

Female 246 46.1
Age (years)

21-25 124 23.3

26-30 209 39.2

31-35 137 25.7

36 and above 19 11.8
Education

BS Pharmacy and higher 454 85.2

Others 53 9.9

Undergraduate/Highschool or lower 26 4.9
Position

Pharmacy Assistant/Technician 207 38.8

Manager/Supervisor 130 24.4

Branch/Staff Pharmacist 196 36.8
Years of Experience

2 or less 129 24.2

3-5 256 48.0

6 and above 148 27.8
Has First Aid Training

Yes 436 81.8

No 97 18.2
Has CPR/Basic Life Support Training

Yes 350 65.7

No 183 34.3
Has Advanced Cardiac Life Support (ACLS) Training

Yes 3 0.6

No 530 99.4
Has Pediatric Advanced Life Support (PALS) Training

Yes 1 0.2

No 532 99.8
Has Experienced Medical Emergencies

Yes 293 55.0

No 240 45.0

@ Participants were recruited from across Metro Manila, including
Caloocan (n=46), Las Pifias (n=21), Makati (n=16), Malabon (n=45),
Mandaluyong (n=18), Manila (n=27), Marikina (n=45), Muntinlupa
(n=19), Navotas (n=46), Paranaque (n=23), Pasay (n=19), Pasig (n=40),
Pateros (n=24), Quezon City (n=59), San Juan (n=14), Taguig (n=25), and
Valenzuela (n=46).

Table 2 presents the characteristics of community
pharmacies in Metro Manila. The majority were independent
pharmacies (57.2%). The most common range of years
in operation was 6-10 years (44.3%). Nearly half of the
pharmacies (46.7%) employed 2-3 registered pharmacists,
while the largest proportion (30.1%) had 2-3 pharmacy
assistants or technicians.

Table 3 presents the mean scores for each item on the
self-efficacy scale. The highest-rated item was S2: “I am able
to identify a ‘sick vs. ‘non-sick’ patient within the pharmacy.”
In contrast, the lowest-rated item was S7: “I am able to
perform splinting/fracture care within the pharmacy.” The
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Table 2. Characteristics of Community Pharmacies (n = 533)

Characteristics n %

Type of Pharmacy

Independent Pharmacy 305 57.2

Chain Drug Store 183 34.3

Grocery with In-store pharmacy 45 8.4
Years of Operation

1-5 130 244

6-10 236 44.3

11 and above 167 31.3
Number of Registered Pharmacists

0-1 158 29.7

2-3 249 46.7

4 and above 126 23.6
Number of Pharmacy Assistant/Technician

0-1 97 18.2

2-3 160 30.1

4 and above 276 51.8

@ Participants were recruited from across Metro Manila, including
Caloocan (n=46), Las Pifias (n=21), Makati (n=16), Malabon (n=45),
Mandaluyong (n=18), Manila (n=27), Marikina (n=45), Muntinlupa
(n=19), Navotas (n=46), Paranaque (n=23), Pasay (n=19), Pasig (n=40),
Pateros (n=24), Quezon City (n=59), San Juan (n=14), Taguig (n=25), and
Valenzuela (n=46).

overall mean self-efficacy score was 3.65, suggesting that
community pharmacists and pharmacy staff in Metro Manila
perceive themselves as moderately prepared to respond to
medical emergencies.

Table 4 presents the mean scores for each item on the
collective efficacy scale. The highest-rated item was C15:
“My pharmacy has a list of different suppliers with contact
numbers to facilitate emergency purchases,” with a mean
score of 4.28. Conversely, the lowest-rated item was C4: “My
pharmacy coworkers and I can effectively use an Automated

Table 3. Mean Scores of the Self-efficacy Scale

Acute Medical Emergency Preparedness

External Defibrillator (AED),” with a mean score of 1.89.
'The overall mean collective efficacy score was 3.69, indicating
that pharmacy teams in Metro Manila perceive themselves
as moderately prepared to respond collectively to medical
emergencies.

Factors Associated with Self-efficacy and
Collective Efficacy in Emergency Preparedness

Correlation analysis was conducted prior to regression
analysis. Variables that are significant in the analysis proceed
to the regression models (Appendix B).

Table 5 presents the factors associated with community
pharmacy staft’s self-efficacy in managing acute medical
emergencies. In the adjusted model, increasing age was
significantly associated with higher self-efficacy (B = 0.03,
95% Confidence Interval [CI]: 0.01, 0.04). Compared to
those with a BS in Pharmacy or higher, participants with
other degrees (B = -0.90, 95% CI: -1.11, -0.69) and those
with an undergraduate or high school education or lower (B
= —0.32, 95% CI: —0.55, -0.09) demonstrated significantly
lower self-efficacy.

Pharmacy position was also a significant factor: manager/
supervisors (B = 0.19, 95% CI: 0.05, 0.34) and branch/staft
pharmacists (B = 0.26, 95% CI: 0.16, 0.37) reported higher
self-efficacy compared to pharmacy assistants/technicians.
Interestingly, years of experience were negatively associated
with self-efficacy (B = -0.05, 95% CI: -0.09,-0.02).

Training in first aid (B = 0.45, 95% CI: 0.25, 0.66)
and CPR/BLS (B = 0.46, 95% CI: 0.32, 0.60) were both
significantly associated with higher self-eflicacy scores.

Table 6 presents the factors associated with the collective
efficacy of community pharmacies in responding to acute
medical emergencies. In the adjusted model, employment

in chain drug stores (B = -0.42, 95% CI: -0.71, -0.13) and

Items Mean (SD)

S1. 1 am able to conduct an initial assessment of an acutely ill patient that occur within the pharmacy. 3.81(1.23)
S2. 1 am able to identify a “sick” vs. “non-sick” patient that occur within the pharmacy. 4.29 (0.75)
S3. 1 am able to formulate a differential diagnosis list that occur within the pharmacy. 3.19 (1.06)
S4. 1 am able to develop an appropriate management plan for emergency cases that occur within the pharmacy. 3.75 (1.00)
S5. | am able to perform wound closure and repair that occur within the pharmacy. 3.18 (1.26)
Sé6. | am able to perform basic life support that occur within the pharmacy. 3.36 (1.30)
S7. 1 am able to perform splinting/fracture care that occur within the pharmacy. 2.95(1.06)
S8. | am able to assist someone who is choking within the pharmacy. 3.62(1.06)
S9. 1 am able to help someone who is bleeding severely in my pharmacy. 3.52(1.17)
S10. | can keep my composure when addressing a medical emergency in my pharmacy. 3.95(0.81)
S11.1am able to deal with my own stress when addressing a medical emergency occurring in my pharmacy. 3.99 (0.98)
S12. 1 am confident that | will be able to apply my emergency training if the need arises in my pharmacy. 3.79 (1.05)
S13. 1 am confident that | am prepared to deal with a medical emergency in my pharmacy. 4,05 (0.87)
Overall Mean 3.65

Preparedness levels were categorized as follows: 5.00 indicated “very high preparedness,” 4.00-4.99 “high preparedness,” 3.00-3.99 “moderate
preparedness,” 2.00-2.99 “low preparedness,” and 1.00-1.99 “very low preparedness.”
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Table 4. Mean Scores of the Collective Efficacy Scale

Items Mean (SD)

C1. My pharmacy can effectively manage an emergency medical situation. 3.94 (1.00)
C2. My pharmacy is prepared to deal with medical emergencies that occur within it. 4,08 (0.82)
C3. My pharmacy co-workers and | can effectively work together to perform CPR. 3.38(1.13)
C4. My pharmacy co-workers and | can effectively work together to use an Automated External Defibrillator (AED). 1.89 (1.43)
C5. My pharmacy co-workers and | can effectively work together to perform rescue breathing. 3.33(1.48)
C6. My pharmacy would be able to effectively work with rescue personnel in addressing medical emergencies. 3.81(0.95)
C7. My pharmacy co-workers and | can rely on each other to do our part in addressing a medical emergency. 4.24 (0.80)
C8. My co-workers and | would work well together in crisis situations. 3.77 (0.98)
C9. There is a protocol in place at my pharmacy regarding handling medical situations. 3.89 (1.26)
C10. My pharmacy promotes medical emergency awareness among its staff members. 3.96 (0.93)
C11. 1 can count on my colleagues to contribute to handling an acute medical emergency situation. 3.94 (0.94)
C12. My pharmacy annually conducts a mock drill to simulate emergency situations. 2.86(1.47)
C13. My pharmacy has past experiences in responding to emergencies effectively. 3.56 (1.26)
C14. My pharmacy has an emergency contact number of frontline personnel for continuous service. 4.22(0.94)
C15. My pharmacy has a list of different suppliers with contact numbers to facilitate emergency purchases needed. 4.28 (0.87)
C16. My pharmacy has a protocol that includes evacuation planning in times of emergency. 3.87(1.38)
Overall mean 3.69

Preparedness levels were categorized as follows: 5.00 indicated “very high preparedness,” 4.00-4.99 “high preparedness,” 3.00-3.99 “moderate
preparedness,” 2.00-2.99 “low preparedness,” and 1.00-1.99 “very low preparedness.”

Table 5. Factors Associated with Self-efficacy

Unadjusted Adjusted
Variables —_——
B (95% Cl) p-value B (95% Cl) p-value
Age 0.02(0.01, 0.03) 0.001 0.03 (0.01, 0.04) 0.002
Education (vs. BS Pharmacy or higher)
Other degrees -1.35(-1.53,-1.18) <0.001 -0.90 (-1.11, -0.69) <0.001
Undergraduate/ High school or lower -1.15(-1.30, -1.18) <0.001 -0.32 (-0.55, -0.09) 0.009
Position (vs. Pharmacy assistant/technician)
Manager/Supervisor 0.67 (0.51, 0.84) <0.001 0.19 (0.05, 0.34) 0.011
Branch/Staff Pharmacist 0.88(0.74, 1.02) <0.001 0.26 (0.16,0.37) <0.001
Years of experience 0.03 (0.00, 0.06) 0.040 -0.05 (-0.09, -0.02) 0.009
First Aid Training (vs. No) 0.82(0.66,0.99) <0.001 0.45 (0.25,0.66) <0.001
CPR/BLS Training (vs. No) 1.00(0.90, 1.11) <0.001 0.46 (0.32, 0.60) <0.001
B — unstandardized coefficients, Cl — confidence interval
Table 6. Factors Associated with Collective Efficacy
Unadjusted Adjusted
Variables —_—
B (95% Cl) p-value B (95% Cl) p-value
Type of Pharmacy (vs. Independent pharmacy)
Chain drugstore 0.33(0.15,0.51) 0.001 -0.42(-0.71,-0.13) 0.007
Grocery with In-store pharmacy -0.09 (-0.30, 0.13) 0.419 -0.52 (-0.69, -0.36) <0.001
Years of Operation 0.11(0.03,0.18) 0.007 -0.08 (-0.16, -0.01) 0.030
Number of Equipment 0.07 (0.06, 0.90) <0.001 0.03(0.01, 0.04) 0.001
Number of Registered Pharmacists 0.31(0.26,0.36) <0.001 0.29 (0.21,0.38) <0.001
Number of Pharmacy Assistant/Pharmacy Technician 0.13(0.10,0.17) <0.001 0.02 (-0.03, 0.07) 0.377
First Aid Training (vs. No) 1.14 (0.95, 1.34) <0.001 0.69 (0.56, 0.83) <0.001
CPR/BLS Training (vs. No) 0.90(0.73, 1.08) <0.001 0.26 (0.12, 0.40) 0.001

B — unstandardized coefficients, Cl — confidence interval
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grocery stores with in-store pharmacies (B = -0.52, 95% CI:
-0.69,-0.36) was significantly associated with lower collective
efficacy compared to independent pharmacies. Additionally,
longer years of pharmacy operation were linked to decreased
collective efficacy (B = -0.08, 95% CI: -0.16,-0.01).
Conversely, factors associated with increased collective
efficacy included a greater number of emergency equipment
items (B = 0.03, 95% CI: 0.01, 0.04), a higher number of
registered pharmacists (B = 0.29, 95% CI: 0.21, 0.38), and
completion of first aid (B = 0.69, 95% CI: 0.56, 0.83) and
CPR/BLS training (B = 0.26,95% CI: 0.12, 0.40).

DISCUSSION

Participants’ age, educational level, job position, and
emergency training certifications were positively associated
with self-efficacy in emergency preparedness. In contrast,
more years of experience were linked to lower self-eflicacy. For
collective efficacy, a greater number of registered pharmacists,
the availability of medical equipment, and the presence of
emergency training certifications were positively associated
with stronger collective efficacy. However, collective efficacy
was lower in chain drugstores and grocery stores with in-
store pharmacies compared to independent pharmacies.
Additionally, a greater number of years in operation was
negatively associated with collective efficacy.

Age and education were significantly associated with
self-efficacy in emergency preparedness. While previous
studies have suggested that aging may reduce self-efficacy
and increase risk,our findings indicate the opposite: self-
efficacy improved with increasing age.> 'This could be
attributed to the accumulation of diverse personal and
professional experiences that enhance confidence in handling
emergencies. Similarly, higher educational attainment was
associated with greater self-efficacy, likely due to enhanced
abstract reasoning and anticipatory decision-making skills.
In particular, individuals holding a Bachelor of Science in
Pharmacy or higher demonstrated stronger self-efficacy
compared to those with lower educational levels. This finding
aligns with a study conducted in Thailand, which found
that more educated individuals had greater awareness of
emergency risks and were better prepared.” These results
underscore the role of education as a preventive measure that
promotes emergency readiness and facilitates the adoption
of preparedness practices.

Job position and years of experience influenced self-
efficacy, while staff size and years of operation impacted
collective efficacy. Individuals in managerial or supervisory
roles exhibited higher self-efficacy, likely due to greater
decision-making responsibilities, autonomy, and access to
training opportunities. In contrast, longer years of experience
were unexpectedly associated with lower self-efficacy in
emergency preparedness. This may reflect the effects of
professional complacency, reduced motivation to pursue
further training, or burnout resulting from prolonged exposure

Acute Medical Emergency Preparedness

to routine tasks without frequent emergency encounters.
Regarding collective efficacy, a larger number of staff
members was positively associated with stronger collective
efficacy, particularly in the context of emergency preparedness
training. However, longer years of pharmacy operation were
negatively associated with collective efficacy. One possible
explanation is that older, more established pharmacies may
be slower to adopt updated emergency protocols, invest
in modern equipment, or promote team-based training
initiatives. Organizational inertia and reliance on outdated
routines may further hinder collaborative engagement in
emergency preparedness. These findings highlight the need
for further research to better understand how institutional
age and culture affect team-based emergency readiness.

The findings indicate that familiarity with emergency
equipment significantly enhances confidence in managing
emergencies. Hands-on experience with such equipment
not only makes emergencies more manageable but also
improves patient outcomes. Supporting this, a cross-sectional
study from Ecuador found that healthcare providers trained
in advanced life support equipment reported greater
confidence in managing cardiac emergencies.”” Practical,
experiential training enhances both knowledge and comfort
in using emergency tools effectively. However, in our study,
participants reported limited exposure to automated external
defibrillators (AEDs) and other advanced life support devices.
'This underscores the need for emergency equipment—such
as AEDs, oxygen tanks, and first aid kits—to be readily
available and for staft to be properly trained in their use.
Such preparedness is crucial and may be the difference
between life and death in critical situations.

Training and drill exercises are increasingly recognized
as essential strategies for enhancing emergency preparedness.
Although basic life support (BLS) certification is not a
formal requirement for pharmacists in the Philippines, it is
strongly recommended to enhance professional competence
and response capacity. In this study, 81.8% of community
pharmacy personnel reported receiving first aid training,
which is critical for immediate and effective emergency
response. However, a descriptive study in Batangas City
found that most community pharmacists are not required
to obtain CPR or first aid certification, as licensure is
typically based only on a Bachelor’s degree and passing
the board examination." Additionally, pharmacy school
curricula often lack structured emergency training. This
gap highlights the need to institutionalize certified training
in CPR, BLS, and first aid to equip pharmacy staff with
the skills needed to manage common emergencies such as
choking, wounds, and allergic reactions. Advanced training
in areas such as advanced life support (ALS) and pediatric
advanced life support (PALS) should also be prioritized,
especially given that 99% of participants had no experience
in these areas. The study’s findings underscore strong positive
associations between emergency training and both self-
efficacy and collective efficacy, emphasizing the importance

VOL. 60 NO. 4 2026

ACTA MEDICA PHILIPPINA 41



Acute Medical Emergency Preparedness

of integrating formal emergency preparedness education
into pharmacy practice.

'This study has several notable strengths and limitations.
One key strength is its broad geographic coverage, which
exceeds that of other local studies. Additionally, the analysis of
multiple contributing factors—including sociodemographic
characteristics, equipment availability, and organizational
features—provides a comprehensive understanding of the
influences on both self-efficacy and collective efficacy in
emergency preparedness. However, the cross-sectional
design limits our ability to draw causal inferences. As such,
we cannot determine whether improvements in self-efficacy
and collective efficacy would directly lead to better emergency
responses among community pharmacy personnel. Future
research using more robust study designs, such as randomized
controlled trials or longitudinal studies, is recommended to
explore these relationships further. Lastly, the use of online
recruitment may have introduced self-selection bias, as
individuals with prior experience or interest in emergency
preparedness may have been more likely to participate.

CONCLUSIONS

This study highlights the critical role of both self-
efficacy and collective efficacy in strengthening emergency
preparedness in community pharmacy settings. Key
individual-level factors—including age, education, job
position, and emergency training—positively influence self-
efficacy, while organizational characteristics such as staff
size and access to medical equipment enhance collective
efficacy. Conversely, longer years of professional experience
and pharmacy operation were negatively associated with
efficacy outcomes, suggesting potential challenges related
to complacency, outdated practices, or limited adaptation to
new protocols. Limited exposure to emergency equipment
and gaps in structured emergency training further underscore
the need for targeted interventions. Strengthening emergency
preparedness will require institutionalizing certified training
in first aid, CPR, BLS, ALS, and PALS, as well as ensuring
access to critical emergency equipment. These findings
underscore the importance of emergency preparedness in
pharmacy practice and may inform efforts by policymakers
and educators to integrate relevant content into pharmacy
curricula and explore opportunities for standardized training
and certification, particularly in both urban and rural contexts.
By addressing these gaps, community pharmacies can be
better equipped to respond effectively to medical emergencies,
ultimately improving public health outcomes.
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APPENDICES
Appendix A. Summary distribution of emergency equipment Appendix B. Correlation analyses
Equipment? n % ) ) ) )
First aid kit 490 96.7 B.1. Correlation analysis of continuous variables and self efficacy
Face mask 481 94.9 Numerical Variable cf)z?f?zgs?(s) p-value
Gloves 479 94.5 °
Soap 478 943 Experienced Medical Emergencies 0.05 0.277
Thermometer 476 93.9 Age 0.19 <0.001
Bandage, Medical plaster 474 93.5 Years of Experience 0.15 <0.001
B"?Od pressure measuring equipment 469 92.5 B.2. Correlation analysis of categorical variables and self-efficacy
SC|§sors X . 442 87.2 Categorical Variable Eta coefficient p-value
Syringe with needles (disposable) 424 83.6
Inhaler 397 78.3 Has First Aid Tralnlng 0.18 <0.001
Gauze pad 393 77.5 Has CPR/BLS Tralnlng 0.41 <0.001
Stethoscope 300 59.2 sex <0.01 0.101
Eye protection 292 57.6 EdU'Cf:lt'lon 0.38 <0.001
Light source (lamp and flashlight) 286 56.4 Position 0.26 <0.001
Resuscitator bag valve and mask 222 438 B.3. Correlation analysis of continuous variables and collective efficacy
Tourniquet 194 38.3 . . Spearman’s
Splint for arm, leg 174 34.3 Numerical Variable T p-value
Protective gown/apron 171 33.7 Number of Equipment 0.40 <0.001
Needle and suture 166 32.7 .
Years of Operation 0.21 <0.001
Forceps 146 28.8 . . .
. Experienced Medical Emergencies 0.01 0.752
Glucagon emergency kit 144 28.4 . -
. Number of Pharmacy assistants and Technicians 0.39 <0.001
Scalpel with blades 139 274 Number of Registered Pharmacists 0.60 <0.001
Sterilizer 131 258 & : :
Epi pen 99 19.5 B.4. Correlation analysis of categorical variables and collective efficacy
Oropharyngeal airway 72 14.2 Categorical Variable Eta coefficient  p-value
Automated External Defibrillator 0 0 Type of Pharmacy 0.04 <0.001
“ Not mutually exclusive Has First Aid Training 0.29 <0.001
Has CPR/BLS Training 0.28 <0.001
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