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ABSTRACT  
 

Community pharmacists are accessible, knowledgeable, and trained health care providers who efficiently 

deliver many health interventions. While Substance Use Disorder (SUD) is a prevalent and escalating 

epidemic in North America, pharmacist SUD services are limited to dispensing. There is an opportunity 

for pharmacists to deliver community-based interventions for people living with SUD. Among various 

challenges and barriers for community pharmacists’ involvement in SUD services, lack of education and 

training are the most pressing.  

Therefore, we conducted two needs assessments among pharmacists and patients living with SUD. One-

on-one interviews and focus groups were conducted to gather the data. The outcomes of the need 

assessments showed the need for SUD education for community pharmacists to understand the complex 

multifactorial nature of SUD and train on evidence-based practices for pharmacist-patient encounters. The 

need assessment for pharmacists also emphasized their need for a guiding practice tool that offers 

evidence-based practice suitable for pharmacist-patients encounters. On the other hand, the patients’ 

needs assessment stressed the importance of effective communication skills to deliver successful SUD 

services. Therefore, we developed a SUD management toolkit for community pharmacists.  The toolkit 

was validated by an e-Delphi method in which experts were consulted on the clarity and usefulness of the 

toolkit. The toolkit guides pharmacists while caring for people living with SUD, adapting the Screening, 

Brief Intervention, and Referral to Treatment (SBIRT) approach.  

Finally, a one-day SUD workshop was designed and piloted. It included talks, a panel discussion, and a 

training session on a practice guide for eight community pharmacists. The workshop was evaluated with 

pre and post self-assessment surveys, showing a high satisfaction rate regarding the workshop contents 

and structure. After implementing the practice guide for three months, follow-up interviews were 

conducted to have an in-depth understanding of the participants' experiences. Analysis of the interviews 

showed overall positive sentiment but highlighted that compensation, time, and privacy are significant 

barriers to implementing the toolkit. 

This pilot intervention indicated the promising potential of pharmacist-patient encounters in a community 

pharmacy to address SUD at both the social and medical levels. However, several organizational barriers 

must be addressed before replicating the SUD management intervention on a larger scale.  Large-scale 

intervention is the natural next step to measure the effect on the patients' SUD treatment outcomes. 
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For the sake of consistency in this project, this document is adopting the term Substance 

Use Disorder (SUD). The SUD definition and criteria of DMS-V will be used as the primary 

definition for SUD in this document. It is acknowledged that the literature lacks consistency 

in terminology describing SUD; however, the term SUD will be used primarily in this 

document even if other terms were used in the cited reference(s). It is believed that 

“addiction” is an overarching term that includes both behavioral and drug addiction. This 

project is focused on substance use only; thus, the term SUD seemed more relevant to the 

research.     
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Chapter 1: Introduction, Hypothesis, and Literature Review  
 

1.1 Introduction  
Substance Use Disorder (SUD) is a significant disease that affects different aspects of an 

individual’s wellbeing, including physiological, behavioral, social, legal, and financial. Many 

drugs, such as depressants (e.g., opioids) and stimulants (e.g., cocaine), are part of the SUD 

epidemic. Canada is having an opioid crisis and has a problem with opioid over-prescribing 

(1, 2), both of which are linked to the spiked rate of over-dose related deaths (1). An effective 

response is required to mitigate the consequences of SUD and to deliver care for the affected 

people. At the end of 2016, a report by the House of Commons Standing Committee on 

Health summarized the efforts, observations, and recommendations to contain the opioid 

crisis in Canada. Among the key actions in response to the opioid crisis were developing of 

new guidelines for prescribing opioids, public education campaigns addressing the issue, and 

improving accessibility to opioid treatment through educating physicians and health care 

providers (3).  Health care providers and, specifically, primary health care providers are on 

the frontline to deal with SUD. SUD education and training is vital for health care providers 

to possibly address the current crisis in Canada.  

SUD is a chronic and relapsing disease that needs a complex and holistic approach for 

effective treatment (4).  Therefore, early detection, referral to treatment, and harm reduction 

strategies have been identified as the best approaches to reduce harmful consequences, 

improve quality of life, and reduce social and economic burdens related to SUD (5). Early 

detection and referral to treatment aim to increase the likelihood of connecting patients living 

with SUD with the health care services at the earliest opportunity. Primary health care 

providers, such as community pharmacists, can facilitate the access of patients living with 

SUD to health care services. Community pharmacists can also engage in harm reduction 

activities through counseling and health promotion services as a means of increasing public 

awareness on safe practices. Community pharmacists have a critical role in caring for people 

with SUD by being the providers of methadone maintenance therapy (MMT), which is the 

primary treatment for SUD in Canada. They also can expand their role to deliver more 
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comprehensive care for people living with SUD. These additional activities can include 

counseling, screening, needle exchange, and referral to treatment.  

In Canada, Community pharmacists are accessible health care providers, with over 9,000 

community pharmacies as of 2013(6). By January 2014, community pharmacies' accessibility 

was estimated to range from 3.61 to 2.22 pharmacies per 10,000 inhabitants (6). Since then, 

the accessibility rate to community pharmacies in Canada is likely even higher due to the 

recent increases in the number of community pharmacies to over 10,000 across the country 

(7). According to the National Association of Pharmacy Regulatory Authorities (NAPRA), as 

of January 2020, Canada has 10.924 community pharmacies with a total of 45,651 licensed 

pharmacists, including in-patient hospital pharmacists (8). The higher accessibility rate also 

translates to a higher number of consumers. A 2013 study found that in a given week, more 

than 55% of Canadians visit a pharmacy at least once for various services (9). Therefore, 

health interventions provided by community pharmacists would be highly accessible to the 

Canadian population.  

 Pharmacists provide high-quality services in community pharmacies, such as filling and 

dispensing prescriptions with an average wait time of fewer than 15 minutes (10). 

Accessible, high-quality, and prompt services are a needed combination to attain high 

customer satisfaction with pharmaceutical services among Canadians (10). Pharmacists have 

earned their reputation as trustful and accountable health care providers (11, 12) due to their 

complex role in ensuring the delivery of drugs to clients with a legitimate need while 

preventing drug diversion, misuse, and abuse. Besides, they play an important role in 

monitoring the overall positive or negative effects of prescribed medications, and they 

provide valuable recommendations to enhance medication regimens. Regular contact of 

community pharmacists with their clients provides a great opportunity to deliver early-onset 

health initiatives for people who suffer from SUD at low cost for the health care system (13). 

The positive impact of SUD early detection and intervention is well documented (5, 14, 15). 

Community pharmacists are willing to provide SUD  interventions and act as public health 

advocates; however, lack of education and training has been identified as a major hurdle for 

pharmacists’ involvement (16, 17). 
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The need for additional SUD-related education among pharmacists is common in the 

SUD literature (18-22). At the undergraduate level, courses that focus on enhancing student 

knowledge and experiences regarding SUD have had positively affected student beliefs, 

knowledge, and compassion when addressing SUD (19, 23). Similarly, continuing education 

workshops that focus on SUD have reported an improvement in the knowledge, self-

confidence, and beliefs regarding SUD among different health professional learners (24, 25). 

Although continuing education (CE) and training is an asset in maintaining pharmacists’ 

competence in general and in the SUD field in particular, specific SUD educational programs 

for pharmacists are limited (26). Providing pharmacists with SUD education that examine 

SUD from a holistic lens and addresses the broad spectrum of needs for the affected patients 

would improve pharmacists' engagement in caring for people with SUD (27, 28).  

Screening, brief intervention, and referral to treatment (SBIRT) is an appealing approach 

to involve community pharmacists in caring for SUD patients (29, 30). However, to the best 

of our knowledge, the SBIRT concept, as it relates to people with SUD, has not been 

implemented or evaluated for community pharmacists in Canada. A previous need 

assessment study conducted by our research team found that community pharmacists in 

Saskatoon implemented components of the SBIRT model, like providing information on 

available SUD services to support their clients' needs (31). The study also found that 

although pharmacists are willing to provide information and support for their clients living 

with SUD, they were reluctant to provide services due to inadequate knowledge and lack of 

guidelines (31). Accordingly, the key assumption of this project is that supporting 

community pharmacists with the required guiding tools and knowledge will enhance the 

services provided by pharmacists to people with SUD. The challenge is to design a useful, 

clear, and simple SUD guiding toolkit for community pharmacists that provides them with 

evidence-based practices to apply in community pharmacy settings. Implementation is a 

primary contributing element to the success of this project. Stakeholders should be involved 

in the planning and implementation of the intervention to create a conducive environment 

that supports the management of SUD in community pharmacies. Service providers 

(community pharmacists) and services recipients (patients with SUD) are the two major 

groups that need to be considered when formulating and testing a strategy that addresses 

SUD in community pharmacies.   
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Programs that are designed and tailored to address specifically identified and distinct 

needs are more likely to succeed as compared to programs that have broad, non-specific 

objectives (32). Therefore, this project used the recommendations generated by the needs 

assessment conducted to explore the education and skills needs of community pharmacists in 

Saskatoon regarding SUD to guide the formulation of its goals and objectives (31). This 

project is  based on the following hypotheses:  

1.2 Hypotheses  

1.2.1 Hypothesis (1)  
Providing community pharmacists with a guiding instrument (SUD management toolkit 

including flow chart and referral guide) and supporting them during its implementation will 

facilitate the adoption and implementation of SUD screening, brief intervention, and referral 

to treatment approach into community pharmacists' practice routine.  

Objectives  

1. Develop a SUD management toolkit, including a practice flow chart and referral 

guide for community pharmacists.  

2. Validate the SUD management toolkit (Delphi technique). 

3. Develop and structure a training session on the use of the SUD management 

toolkit in community pharmacy settings. 

1.2.2 Hypothesis (2) 
Designing and delivering a SUD educational program (workshop) that is carefully crafted 

to provides educational and training material that addresses the needs of community 

pharmacists is expected to improve community pharmacists' knowledge and skills. Also, it 

would motivate pharmacists to improve their SUD services and implement novel practices.  

Objective: 

1. Explore the perspective of SUD patients concerning community pharmacists and 

services provided through community pharmacies.    

2. Design SUD educational workshop that delivers additional SUD education and 

training that address SUD from a holistic approach while focusing on community 

pharmacists’ role in caring for people living with SUD.    

3. Evaluate the effects (i.e., outcomes) of the educational and training program on 

community pharmacists’ practice regarding SUD.    
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1.3 Literature Review 
 

1.3.1 Related Definitions  
 Drug addiction, drug abuse, and substance use are different terms that have been used 

interchangeably to describe the same concept. There is no single widely adopted and accepted 

term. The short definition of “addiction” used by the American Society of Addiction Medicine 

(ASAM) states that,  “Addiction is a primary, chronic disease of brain reward, motivation, 

memory, and related circuitry. Dysfunction in these circuits leads to characteristic biological, 

psychological, social, and spiritual manifestations. This is reflected in an individual 

pathologically pursuing reward and/or relief by substance use and other behaviors. Addiction is 

characterized by the inability to consistently abstain, impairment in behavioral control, craving, 

diminished recognition of significant problems with one’s behaviors and interpersonal 

relationships, and a dysfunctional emotional response. Like other chronic diseases, addiction 

often involves cycles of relapse and remission. Without treatment or engagement in recovery 

activities, addiction is progressive and can result in disability or premature death.” (33). It is 

worth noting that the ASAM definition acknowledges “addiction” as a chronic brain disease that 

has behavioral and socially-driven manifestations. In addition, the definition includes both types 

of addiction, drug addiction and behavioral addiction. Another key fact is acknowledging the 

importance of engaging patients with SUD in recovery activities to avoid the progression of the 

disease. SUD is a chronic, treatable disease but not curable.   

On the other hand, the Diagnostic and Statistical Manual (DSM), in its fourth version, 

differentiates between “substance abuse” and “substance dependence” based on the number of 

manifested symptoms. However, the fifth version of the DSM has combined substance abuse and 

substance dependence under one overarching term “substance use disorder” that ranges from 

mild to severe. Also, it specifies that the substance use disorder is based on the involved 

substance, e.g., Alcohol use disorder and opioid use disorder. Despite the minor variation in the 

criteria between the different substance use disorders, they share common overarching features. 

Table (1-1) lists the common criteria of substance use disorders described in DSM-V (34). 

Although impaired control is one of the DMS-V criteria for SUD, other theories suggest the 

opposite. These theories are worth mentioning to demonstrate how difficult it is to unify 

perspectives regarding SUD. Spripada (2018)(35) explored the two sides of the theories 
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regarding “loss of control” in SUD: 1) the “irresistibility model”  advocates for loss of control 

(36-39), and 2) the “Choice Model” advocates that substance use is not compulsory  (40-43). At 

the same time, he proposed fallibility, which is a new model to recognize the loss of control as a 

failure of self-control (35). Spripada explored these theories at the remission phase, in which an 

individual starts using again after a prolonged period of sobriety. It is important to emphasize 

that despite these two-opposing stream theories, both are acknowledging SUD as a chronic 

illness. 

1.3.2 The prevalence and cost of SUD 

  Globally, Substance Use Disorder (SUD) is one of the most prevalent diseases that continue 

to exert negative health and socioeconomic consequences on a large segment of the population. 

In 2009, as many as 271 million people reported the use of illicit drugs worldwide (44). While 

ten percent of the world’s disabilities are associated with illicit drug use, and 9.6% were linked to 

alcohol use disorder alone (45). A recent study reported that alcohol, tobacco, and drugs caused 

over 10 million deaths worldwide in 2016 (46).  

 North America is one of the regions most affected by the burden of SUD (47). Although the 

largest overall population of illicit drug dependents was found in East and South Asia, the 

highest per capita rate was found in Australia and North America (47). High-income countries of 

North America (the US and Canada) are severely affected by SUD's negative consequences. In 

2017, SAMSA reported that in the USA alone, there are 20.1 million people with SUD, with 

over 16,000 overdose deaths in 2016. Similarly, in 2012, Canada was estimated to h ave about 

9.1 million people that met the criteria of mental illness or SUD, and 6 million that met the 

criteria of SUD (48). Of these, 60,000-90,000 individuals in Canada use opioids regularly (49), 

and 80,000-125,000 people are actively engaged in injecting illicit drugs (50, 51). SUD is a 

prevalent disorder that causes adverse health and economic consequences.  

 Health consequences can be evaluated by the Disability-Adjusted Life Years (DALY). 

DALY is a common concept used to measure the overall burden of a disease expressed in the 

number of potential years lost due to premature mortality or disability (52, 53), and it is usually 

used to indicate the burden of disease on countries (53).  The opioid-related DALY had a steep 

incline in Canada from 1990 to 2014, reaching 355.5 per 100,000 population (54), which is 

higher than the international opioid-related DALY (54). In fact, SUD was considered one of the 
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top leading causes of all-ages DALY in Canada (55). A recent report released by the Canadian 

Institute for Health Information (CIHI) in 2018 indicated that the rate of harms due to opioid 

poisoning in Canada increased, on average, by 27% over the past five years(56), with a total of 

12,800 apparent opioid-related deaths between January 2016 and March 2019 (57). This section 

focuses on opioid-related statistics because Canada is currently suffering from an “opioid 

crisis”(1, 58); however, other illicit substances like marijuana and cocaine are still reported to be 

commonly used in Canada, leading to adverse consequences similar to opioids (59, 60).  SUD is 

an escalating problem, and Canada has been suffering from its negative consequences for 

decades.  

 In addition to the health burden, the high prevalence of SUD among the Canadian population 

is generating a huge cost burden. The country spent over 40 million in 2002 alone in response to 

substance use and misuse (61). SUD continues to drain substantial resources from the Canadian 

economy with an economic cost of $38.4 billion in 2014 (62). The cost attributed to the harmful 

use of alcohol, tobacco, opioid, and cannabis only counted for more than $32 billion (62). The 

cost of SUD continues to escalate, reaching an estimation of $47 billion in 2017, accounting for 

$1,258 for every person in Canada (63). Regionally, the province of British Columbia is facing 

an opioid overdose epidemic due to illicitly manufactured fentanyl (64). In Saskatchewan, it was 

reported that patients who have a co-occurring SUD with a primary mental health diagnosis have 

a significantly higher number of emergency department visits than those without SUD(65). In 

general, people with SUD are frequent users of costly emergency services. (66). French and 

colleagues (2000) have found that the utilization rate of emergency and inpatient services for 

chronic substance abusers and injection drug users is significantly higher than non-drug users. 

Cost analysis has revealed that the cost of caring for chronic substance users and people who are 

injecting substances would generate a toll of $1000 excess cost per individual compared to non-

drug users (67).   
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Table (1-1) DMS-V Common Criteria 

Criteria grouping Criteria Description 

A. Impaired control 

1. The individual may take the substance in larger amounts or over a longer 

period than was originally intended. 

2. The individual may express a persistent desire to cut down or regulate 

substance use and may report multiple unsuccessful efforts to decrease or 

discontinue use. 

3. The individual may spend a great deal of time obtaining the substance, 

using the substance, or recovering from its effects. 

4. Craving is manifested by an intense desire or urge for the drug that may 

occur at any time but is more likely when in an environment where the 

drug previously was obtained or used. 

B. Social impairment 

5. Recurrent substance use may result in a failure to fulfill major role 

obligations at work, school, or home 

6. The individual may continue substance use despite having persistent or 

recurrent social or interpersonal problems caused or exacerbated by the 

effects of the substance. 

7. Important social, occupational, or recreational activities may be given up 

or reduced because of substance use. 

C. Risky use 

 

8. This may take the form of recurrent substance use in situations in which it 

is physically hazardous. 

9. The individual may continue substance use despite knowledge of having a 

persistent or recurrent physical or psychological problem that is likely to 

have been caused or exacerbated by the substance. 

D. Pharmacological 

10. Tolerance is signaled by requiring a markedly increased dose of the 

substance to achieve the desired effect or a markedly reduced effect when 

the usual dose is consumed. 

11. Withdrawal (Criterion 11) is a syndrome that occurs when blood or tissue 

concentrations of a substance decline in an individual who had 

maintained prolonged heavy use of the substance. 
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Frequent hazardous actions associated with SUD, such as injecting drugs, sharing needles, and 

overdosing, contribute to the high use of health services (60, 68-71). For better treatment 

outcomes, SUD should be treated in specialized facilities that are devoted to SUD treatment, 

such as rehabilitation and detoxification centers (72). Another study compared chronic drug 

users and non-drug users regarding their need and appropriate utilization of the health care 

system. As expected, chronic drug users reported a higher need for health care services (73). 

However, the results showed that both groups had received almost the same percentage of health 

care (73), which indicates a lack of adequate care for people with SUD that attain to their actual 

needs. Accessibility to health care services remains the main barrier for people living with SUD 

(74-76), while stigma being the main reason for the reported low services use (77, 78). The 

economic burden of SUD is not only linked to costly emergency visits, but it is also generated 

from low productivity (79), disability (45), criminal justice issues (80), and other medical 

expenses. 

 Legally obtained substances (i.e., medicines and alcohol) account for the major proportion of 

national expenses attributable to SUD (81-84). In the United States, prescription opioids (PO) are 

the cause of 40% of all opioid overdose death (85), and they are the first source of opioids for 

individuals who eventually abuse opioids (84). The trend of initiating illegal drug use after 

nonmedical PO use is documented in the literature (86-88). Similarly, in Canada, almost 70% of 

the total SUD cost was attributed to alcohol and tobacco (62, 89). Tobacco use was the leading 

cause of deaths related to substance use, with 47,562 deaths in 2014, followed by alcohol with 

14,827 deaths (62). After the United States, Canada ranked second globally for PO consumption 

(90). Substance use, and particularly PO use, has increased dramatically in all Canadian 

provinces (91-95), leading to adverse consequences, namely mortality, morbidity, crimes, and 

loss of productivity (48, 96-99). For example, in 2002, nineteen percent of all deaths and around 

30% of deaths in younger individuals is attributed to substance use (97). A more recent report 

attributed more than 67,500 deaths in 2014 to substance use in Canada (62).  Also, Illicit drug 

use is positively correlated with crimes in Canada, with more than half of the federal and 

provincial inmates having reported using illicit drugs prior to their incarceration (100). Canada 
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needs updated, systematic national data regarding the prevalence, cost, and harm associated with 

substance use to improve the tracking of adverse SUD-related consequences.  

 While substance use is increasing across all 10 Canadian provinces, there is some variation 

(91, 94, 101).  Saskatchewan and Newfoundland and Labrador are the two Canadian provinces 

that witnessed a drastic increase in PO dispensing rates (54% and 84.7%, respectively) over the 

past decade (94). Fentanyl, Hydromorphone, and Morphine are the three prescription opioids 

frequently dispensed in Saskatchewan (91, 101). Similarly, in Saskatchewan, patients with a co-

existing diagnosis of SUD had significantly higher use of emergency departments in comparison 

with those who do not have SUD (65). More structured studies on the prevalence, cost, and harm 

of substance use are needed in Canada, especially studies that track patterns, risk indicators, and 

social changes in relation to used substances. Such studies will be useful to inform and tailor 

programs and interventions to address the issue of SUD.      

 Another major health expense related to SUD, especially among injection drug users, is HIV. 

Globally, in 2004 the estimated number of injection drug users was 13.2 million, and HIV was 

reported in over 20% of this population (102). The prevalence rate continues to rise. As of 2008, 

the number of injection drug users was around 16 million worldwide, and the rate of HIV among 

injected substance users ranged from20-40% in five countries and over 40% in nine countries 

(103). Similarly, the number of people who tested positive for HIV due to injecting drugs in 

Canada continues to rise from an estimated 64,000 cases in 2008 to 71,300 cases in 2011(104). 

Approximately 17% of those living with HIV acquired their HIV infection from injection drug 

use (105). It should be noted that a huge part of the health care costs is strongly linked to HIV 

and HCV infections, as there is a causal relationship between these infections and injection drug 

use. The cost of HIV lifetime treatment for each case is estimated at $150,000. (106) It is 

expected that the total cost of treating Hepatitis C in Canada will rise to $3.96 billion between 

2006 and 2026 (107-109). In addition to the treatment cost associated with HIV and HCV, the 

cost of ambulances responding to overdose cases is approximately $500,000 in the city of 

Vancouver alone (107). The overall costs of substance use in Canada in 2014 were estimated to 

be $38.4 billion, while legally available substances such as alcohol and tobacco contributed to 

70% of these costs (110). Early detection of substance use and referral to proper treatment is a 

reasonable way to reduce the costly utilization of emergency departments and could help 
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decreases the rate of comorbidity of infectious diseases like HIV and HCV. Cumulative, 

accurate, and well-delivered efforts to tackle and contain the consequences associated with SUD 

are needed at both the community and primary care levels.  

  

1.3.3 Unmet Need of Patients with SUD:  
  In 2001 a categorization of theories around SUD was established by Robert West (111). 

These various theories of SUD had been developed to comprehend different aspects of SUD, 

including conceptualization, causations, conditions, stimuli, and related factors like 

susceptibilities among individuals, as well as recovery and relapse (111). Recognizing these 

theories around SUD helps to understand the numerous factors that could be linked to SUD 

etiology and manifestation. Identifying the underpinning factors or causes of any disease is 

critical to developing effective care and treatment plan. Likewise, the under-pinning factors 

attributed to SUD needs to be clarified and identified before a caring plan is developed for 

patients with SUD. Since no single evident cause for SUD etiology has been identified, these 

theories help to conceptualize related factors to SUD etiology and manifestation.  

 Logically, addressing the possibility of having different and various causes for SUD in a 

patient’s care plan must lead to explore a variety of treatment options and eventually provide 

positive treatment outcomes. For example, Hofler and Kooyman (112, 113) believe that 

disruption of important social relationships could be a valid reason to develop SUD, while 

Stilerman (114) considers SUD to be a result of negative social experiences, such as 

discrimination. These etiological factors are only a few among many potential other causes, and 

the interaction between factors adds another layer of complexity to the treatment and recovery of 

SUD. The provision of pharmacological treatment only, without also offering support and 

counseling to mitigate the effects of the negative social experiences, will likely result in failure to 

effectively treat the condition. Also, by identifying the underpinning causes of SUD (e.g., 

trauma) and through the provision of proper support at the early stages, before its manifestation, 

SUD could be prevented. Learning about SUD-related theories would provide an opportunity for 

health care providers to recognize and conceptualize the complexity and extent of the factors 

involved in SUD development. Also, factors involved in SUD development can inform health 

providers as to what needs must be addressed in order to provide proper treatment. Needs can 
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range from informal social support or professional counseling to overcome the effect of 

childhood trauma (115, 116) to basic needs related to food and shelter (117). Identifying the 

needs of patients with SUD and tailoring interventions to address these needs at the early stages 

will have a significant impact on a patient’s health outcomes. Unfortunately, a limited number of 

studies have examined the perceived unmet needs in marginalized populations, like homeless 

substance users (118-120), which leads to ineffective treatments or no treatment whatsoever.     

 Many people with mental illness and/or SUD do not perceive that they need medical care 

(120, 121). However, those who recognize their medical needs report many barriers to accessing 

health services. In Canada, it was found that more than two-thirds of people living with SUD did 

not receive any care, while others reported receiving informal support only (122). These gaps in 

health care services are routinely reported among vulnerable populations, including people living 

with SUD and mental illness (123-126). The lack of accessibility to professional health care 

services among vulnerable populations increases the severity of their disease, which will 

eventually increase the economic burden on the health care system. 

 Based on the literature, barriers to perceived unmet care can be categorized as attitudinal and 

structural (127). Structural barriers are related to cost, accessibility, stigma (128), discrimination 

(77), or lack of diagnosis (129). Whereas attitudinal barriers are related to an individual’s 

perception of the issue. A common attitudinal barrier for not seeking care to a perceived need 

related to mental illness and SUD is deciding to self-manage the symptoms without seeking 

professional help (123, 130, 131). Attitudinal barriers tend to be reported more frequently than 

structural barriers (132-134). No specific reason can be linked to the common attitudinal barrier 

of “Self-managing the symptoms for a perceived need.” However, lack of trust and confidence in 

health care providers, and negative experiences with the health care system, and many other 

structural barriers such as costs, inaccessible health services, and long waiting lists are some 

reasonable explanations (78, 135, 136). Understanding the barriers that contribute to the 

perceived unmet needs of substance users is critical to avoid severe health consequences and 

elevated economic costs.  It is undeniable that a better understanding of the causes for unmet 

care needs for people with SUD will provide useful information for researchers and program 

planners to create interventions and programs to facilitate service uptake and improve treatment 

outcomes among people with SUD (137).   
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 It is important to recognize how mental illness and SUD situate individuals at a disadvantage 

in terms of accessing needed health services. Breaking the barriers around mental illness and 

SUD is not an easy task due to negative societal perceptions (138). Therefore, societal 

perceptions and attitudes toward SUD should be a core element in health education to equip 

health care providers with approaches to professionally deal with the social elements of 

providing services to patients with SUD. Improving patients’ overall outcomes can be 

accomplished by 1) increasing the awareness of health care providers about the unmet needs of 

this population, 2) increasing patients’ knowledge about the services that are created specifically 

to meet their needs inside and outside the health care system, and 3) facilitating patients’ access 

to services.   

Engaging patients in making shared decisions with health care providers lead to improved 

patient compliance with the recommendations of health care providers (139) and adherence to 

therapy (140). Also, anxiety and depression levels are reduced, while trust between patients and 

health care providers is improved (141, 142). Generally, services designed to meet patients' 

needs are more appealing and easier to follow (143). Therefore, it is critical while developing a 

patient care plan for health care providers to understand patients’ treatment goals, needs, and 

expectations in order to properly apply patient-centered care (144).  

1.3.4 Screening, Brief Intervention, Referral to Treatment (SBIRT) 

 There are many types of SUD interventions with different approaches, such as education-

based (145), skills training (146), screening (147), decriminalization (148), and contingency 

management (149), that can be used to mitigate its consequences. Interventions can be at the 

individual level, targeted to specific age groups (adults or adolescents), or can be at the 

community level and be tailored to certain settings such as schools. For example, parent training 

intervention examined the effect of family-focused prevention intervention on adolescent 

substance use and delinquency (150). Another intervention focused on a supportive housing 

program examined the relationship between housing stability and reduced health care visits, 

including those in relation to SUD (151). As an example of community-level interventions, a 

program called “Communities That Care” (152). It is a community-based prevention system 

shown to reduce adolescent’s initiation of tobacco and alcohol use. Also, school-level programs 

that assessed the effect of education and skill training on school-aged students’ use of substances 

(153-155). These programs are all preventive programs that aim to reduce the adverse 
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consequences, specifically among youth, of SUD. The results of these programs showed a 

reduction in the use of substances like alcohol and tobacco during adolescence (150, 152, 155). 

Preventative interventions suggest potential long-term benefits. While these programs varied in 

their strategies for addressing SUD, they all shared the core element of preventing SUD from 

occurring. Currently, there are no solid recommendations for successful and effective prevention 

programs (154, 156-158); however, among the various prevention approaches, screening is 

frequently reported as one of the most effective strategies (147, 159-162). 

 Studies on preventive health services in relation to SUD emphasize the importance of 

screening as early preventative measures. The emphasis on the importance of screening 

programs as a secondary prevention tool has led to the development of many screening programs 

at different levels of care, namely in primary health services (163, 164) and emergency 

departments (165). Screening is defined as “the presumptive identification of under-recognized 

disease or defect by the application of tests, examinations, or other procedures that can be 

applied rapidly” (166). Routine screening is a well-known preventive measure for a wide 

spectrum of medical conditions, e.g., cancer (167). Similarly, in the field of SUD, promising 

outcomes have been reported for many substance use screening interventions (159, 161, 168). 

Substance use screening interventions are critical for detecting the harmful use of substances and 

the risk of developing SUD. Screening interventions must be followed with proper referral to 

provide an effective continuum of care. Connecting patients with appropriate care services is 

equally essential as identifying people with risky substance use and must be followed by 

appropriate interventions. Therefore, it is critical to offer and link patients screened positive for 

SUD or risky substance use with appropriate care options based on their needs while recognizing 

that their needs may extend beyond treatment (169-172). 

 Health continuity is an integral element of proper care measurements for complex health 

issues. Therefore, Screening, Brief Intervention, and Referral to Treatment (SBIRT) is a 

promising effective care model for varying health conditions (173-175). SBIRT is a 

comprehensive approach that aims to screen for substance use and deliver early interventions to 

people at risk of developing SUD or who have SUD (176). SBIRT combines the benefit of early 

screening while providing a prompt, full spectrum of care for people with alarming symptoms of 

substance use. The SBIRT approach aims to link people who need help for SUD with appropriate 
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care at the earliest opportunity. Depending on the patient’s motivational stage, brief intervention, 

brief treatment, or specialized intensive treatment will be provided. Providing SBIRT in primary 

care settings can fill the gap between community services and treatment agencies (177). SBIRT 

is a well-established public health approach that has been tested for over a decade (176). 

Empirical evidence exists on the effectiveness of this approach in delivering early intervention 

and treatment for people at risk of adverse consequences due to substance use (176, 178). SBIRT 

is also one of the most effective and cost-saving preventative services in the USA (178).  It has 

been successfully utilized not only in relation to SUD but also in relation to different health 

issues like trauma. T-SBIRT utilizes the screening, brief intervention, and referral approach 

while targeting trauma experiences (174). Trauma was found to be a significant factor that has 

health-related effects on low-income adults accessing employment services (179). Therefore, the 

approach of screening, brief intervention, and referral was adopted and implemented to address 

trauma experiences within an employment service program. The results of the study revealed that 

when SBIRT was adapted in an employment program, there was a high acceptance rate among 

participants (174). Overall, 56.6% of participants accepted a referral to mental health care, and 

over 75% accepted a referral to other services, such as counseling (174). SBIRT is a successful 

care model that can be tailored to different categories of people (180) and delivered in multiple 

settings (173, 181). Also, SBIRT has been successfully adapted in community settings (182), ER 

hospital departments (183), worker compensation clinics (184), and criminal justice settings 

(185), which indicates great flexibility and effectiveness across a wide range of milieus.   

 In the USA, SBIRT is a known care model that is ranked as the third-highest prevention 

strategy for adults (186). It provides a tailored approach to care for people with SUD. A 

promotional campaign allocated a federal fund to promote a national wide implementation of 

SBIRT in a primary care setting (187). Due to it is efficiency over a prolonged period, it is 

recognized as a fundamental educational principle in the undergraduate curricula (188), 

continuous (189), and interprofessional education (190) across multiple health care professional 

programs. SBIRT has been integrated into educational programs to educate students from a wide 

range of health care professions, including pharmacy, medicine, nursing, among others (191). 

Students describe their educational experience of SBIRT as a great learning experience (191). 

Introducing SBIRT in an interprofessional educational atmosphere will lay the foundation for 

respectful interprofessional collaboration in caring for people living with SUD (192). 
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Unfortunately, Canada has not yet recognized the great potential that this model could have for 

people living with SUD. To the best of my knowledge, no SBIRT studies within Canadian 

context exist in the literature. 

 Project ASSERT is another example of the screening and brief interventions care model. 

ASSERT is an acronym for Alcohol and Substance Abuse Services and Educating providers to 

Refer patients to Treatment. ASSERT aims to link emergency department (ED) patients who 

screened positive for SUD with substance abuse treatment programs, primary care, and other 

related services (193). ASSERT considers different types of referrals, including primary care, 

preventative services, and support groups. The project was successful in connecting 37% of SUD 

patients identified in the emergency department with treatment and other SUD-related services 

and found a significant reduction in substance use. The screening program consists of four major 

phases: 1) case-finding, which detects patients with substance abuse or other preventable 

problems; 2) informed consent, enrollment, and assessment; 3) a brief negotiated interview 

(BNI) that results in a discussion of options and resources, active referral, or linkage with 

support services, and 5) follow-up (193). ASSERT is a successful modified implementation 

model of SBIRT, which provides evidence that the concept of screening and referral to care, can 

be modified and tailored to different settings.  

 The unique element of ASSERT is the utilization of BNI as a motivation enhancement 

technique. BNI is a brief intervention designed to deliver an impactful short duration (7 minutes) 

counseling and motivation session. It was originally intended for people with heavy and harmful 

drinking behaviours presenting in an Emergency Department (ED). Due to the busy nature of an 

ED, D’Onofrio, and colleges designed BNI (194). Usually, brief interventions are counseling 

sessions that could take up to 60 minutes, including feedback, advice, and motivational 

enhancement technique. The common motivation enhancement technique in brief intervention is 

based on motivational interviewing (MI). MI can be defined as a client-centered conversational 

approach to trigger intrinsic and personal motivations toward a positive lifestyle change (195). 

Substantial training is needed to master and conduct all MI elements (196). BNI, on the contrary, 

is a pragmatic stepwise technique that delivers an impactful motivational strategy in 

approximately 7 minutes if the practitioner utilizes the provided scripted procedure (194). 
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Therefore, BNI is a brief intervention that can be delivered in a relatively short amount of time 

while requiring minimal training.  

 The principle of prompt brief intervention after identifying substance or alcohol consumption 

issues effectively reduces harmful use. It is estimated that 20-25% of patients in the primary care 

setting have substance and alcohol problems and could benefit from screening and brief 

intervention (197). However, these patients are not identified in a primary care setting due to the 

lack of routine substance and alcohol screening (198), leading to inadequate referrals for patients 

in need (198, 199). Offering routine screening and brief intervention in primary settings can 

result in better treatment engagement and cost-effective intervention (5). 

1.3.5 SBIRT and Community Pharmacy Setting 
 Despite compelling evidence on the effectiveness of SBIRT in various settings(200), very 

few studies have investigated SBIRT in a community pharmacy setting until recently (201). A 

recently published study by Shonesy and colleagues (2019) investigated the feasibility of SBIRT 

in a retail community pharmacy setting. The study also compared the percentage of patients at 

high risk for SUD screened by SBIRT with a similar patient percentage calculated by a special 

algorithm that utilized data from the Prescription Drug Monitoring Program (PDMP) (202). The 

special algorithm was designed to gather data from PDMP, identify a pattern for, and calculate a 

high-risk score concerning the patient's high-risk utilization of controlled substances (203). The 

participants were patients presenting at the pharmacy who agreed to participate in the study.  

SBIRT interviews were conducted by a research coordinator who received special training on 

SBIRT. A limitation of the study was that pharmacists were not involved in the delivery of the 

SBIRT interview. Involving pharmacists in SBIRT interviews and screening is expected to be 

more engaging and effective. Also, all patients presenting at the pharmacy were targeted 

regardless of their prescription medications, and they could already have been enrolled in SUD 

treatment. Pharmacists' knowledge about patients’ conditions and medications would be 

beneficial in the delivery of tailored interventions based on clients' needs. Also, this study was 

conducted at only one community pharmacy; therefore, the outcomes cannot be generalized to 

other community pharmacies. Despite the one site limitation, this study suggests that community 

pharmacies are a conceivable environment for the SBIRT approach (202). The SBIRT care 

model can have a beneficial role in addressing substance use when implemented in a community 

pharmacy setting.  



  18 

  Adding the SBIRT care model to community pharmacists' routine workflow would 

complement pharmacists’ role in harm reduction and preventative services. Community 

pharmacists have played a significant role in expanding the utility of harm reduction by 

providing effective and successful initiatives, such as syringes exchange (204) and smoke 

cessation (205, 206). Pharmacists’ provision of such initiatives facilitated the accessibility to the 

services because of their proximity and extended working hours make it very convenient for the 

public. Pharmacists have also demonstrated the effectiveness of their involvement in various 

other interventions regarding different health issues like diabetes (207) and alcohol (30, 208). By 

far, the most beneficial aspect of community pharmacies is the availability of a trained and 

trusted cadre, who are willing to provide medical advice when needed (162, 209, 210). 

Pharmacists also provide urgent health initiatives to support community needs and facilitate the 

delivery of services to the public (2, 211). Therefore, positive outcomes are expected when 

community pharmacists address SUD and deliver SBIRT activities (202), especially that patients 

are willing to undertake SUD counselling from pharmacists (212). General pharmacy customers 

have demonstrated a positive attitude towards pharmacists' involvement in substance use 

screening (213). However, despite the advantages and convenience of introducing substance use 

intervention in a community pharmacy setting, several barriers may inhibit successful 

intervention implementation. For example, despite the evidence in favour of community 

pharmacists’ provision of Naloxone dispensing and training programs as a prevention 

measurement of opioid overdose (214), pharmacist dispensing of Naloxone remains limited (215, 

216). Several barriers were recognized as hindering pharmacist involvement in Naloxone 

dispensing, such as education, training, workflow, pricing, insurance, and policies (217-220). For 

successful and effective implementation of pharmacists-led interventions in community 

pharmacy settings, it is critical to investigate barriers and evaluate the compatibility of 

interventions in these settings.    

 Evaluating the compatibility of the SBIRT care model within the community pharmacy 

setting is integral to proper implementation. Cochran and colleagues (2016) collected and 

analyzed discussion among experts in pharmacy, SUD, intervention, and treatment, who met to 

develop and review a framework to adapt SBIRT in the community pharmacy setting (29). The 

study resulted in the formation of a conceptual framework that facilitates the adaption of SBIRT 

in community pharmacies. The discussion pointed to four main themes for SBIRT adaptation in 
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community pharmacies, including patient identification, intervention, prevention, and referral to 

care. Each theme introduced a number of essential considerations that provide the rationale of 

SBIRT implementation in community pharmacies (Table 1-2). The study summarized vital 

points that should be considered while adapting SBIRT in community pharmacy practices. For 

example, experts decided that pharmacists should focus their screening within their area of 

expertise (e.g., prescribed opioids) and provide counselling to emphasize the risk of substance 

use (29). In addition, experts identified the challenges community pharmacists would face while 

inquiring about substance consumption behaviours as pharmacists have dual responsibilities of 

reporting harmful substance use and providing medicines for people with legitimate health 

concerns. Experts also acknowledged that community pharmacies are busy and overwhelming 

practices, yet the benefit of adding a routine substance screening and brief intervention surpasses 

the expected implementation costs. Implementing a novel care approach like SBIRT should be 

carefully integrated into pharmacists’ scope of practice and compatible with the workflow in the 

community pharmacy.  
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Table (1-2)Themes and subthemes of the study conducted by Shonesy et al., 2019. 

Themes  Sub-themes 

Patient Identification  • Operationalize target behaviour: 

Focus on pharmacist’s area of expertise, specifically the risk of adverse 

drug effects 

• Policing role: 

It is challenging for community pharmacists to pursue dual roles 

screening/monitoring versus tracking/reporting illegal of suspicious 

behavior.  

• Using electronic screening: 

To discuss the results of electronic health screening, which collects the 

data from patients’ electronic records.  

• Comprehensive assessment  

To document the pre-existing risk factors of misuse that could lead to 

SUD  

Intervention  • Build on pharmacy strengths 

Intervention should focus on comprehensive medication review and 

disease status.    

• Patient-centered intervention 

Patient preferences should be the focus of any intervention  

Prevention  • Prevention of SUD from occurring  

• Preventing overdose incidents, for example, naloxone training   

Referral to care  • Refer patients to professionals to assist with other care needs 

• Refer patient back to prescribers for a higher level of care 
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  The barriers that could hinder the implementation of  SBIRT in community pharmacy could 

be categorized into two levels: systematic and individual. Systematic level barriers are hurdles 

that could undermine pharmacist's genuine willingness to provide SBIRT. These include 

documentation and lack of reimbursement for intervention administration (202). Documenting 

patients’ observations and recording notes to follow up on is required for several interventions, 

including SBIRT. Therefore, limited storage space or inadequate communication systems in 

community pharmacy settings could hinder SBIRT implementation. Also, the lack of 

reimbursement for pharmacists’ provision of SBIRT activities like screening and counselling 

would restrict their ability to deliver SBIRT despite their desire to help (221). Barriers at the 

individual level would relate to individuals’ knowledge, skills, and attitudes that could deter 

pharmacists from investing time and effort in SBIRT. For example, many health care providers 

still perceive SUD as a moral failure or a result of a series of bad personal choices, despite the 

compelling body of literature recognizing SUD as a chronic illness similar to other chronic 

diseases, such as diabetes, asthma, and hypertension (38, 222-225). The notion of moral failure 

and the obvious negative consequences of SUD have led to its stigmatization (77, 226, 227). 

Stigma is a significant barrier to accessing the health care system and leads to the aggravation of 

a disease condition that can substantially be controlled and stabilized with medical care and 

treatment (228, 229). Stigma and the negative cultural attitudes toward SUD are among 

individual-level barriers that contribute to the delayed implementation of novel and effective 

SUD practices in clinical and community settings. SUD is a complex disease, and health care 

providers in general, and community pharmacists specifically, need adequate education and 

training to be comfortable and confident in engaging with and providing care to people with 

SUD.  

 The educational gap in pharmacists’ knowledge regarding substance abuse has been reported 

and emphasized iteratively in the literature (230-233). However, the educational hours dedicated 

to SUD in pharmacy curricula are either limited to one or two or completely absent in some 

programs (16, 234). Many American-based studies discussed integrating undergraduate SUD 

curricular courses to integrate the SBIRT approach to prepare future health care providers to care 

for patients with SUD (235). In contrast, few studies have discussed the need to include SUD 

educational content in pharmacy program curricula in Canada. Adequate SUD education and 
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training are essential to enhance pharmacists' confidence, motivation, and engagement in caring 

for people with SUD.   

1.3.6 Continuing Education  
 The different perspectives regarding knowledge application between researchers (i.e., people 

who develop recovery initiatives) and practitioners (i.e., people who implement and deliver 

initiatives) is a primary contributor to the delay in transferring research findings to clinical 

practice (236). Health continuing education is believed to be the most promising strategy to 

bridge the gap between practice and research and to improve health practices. Griffiths (1972) 

defines health education as “[an] attempt to close the gap between what is known about optimum 

health practice and that which is actually practiced” (237). Simonds (1976) defines health 

education as an approach that aims to “bring about behaviour changes in individuals, groups, 

and larger populations from behaviours that are presumed to be detrimental to health, to 

behaviour that is conducive to present health and future health”(238). Another definition of 

health education was proposed by Green (1980) as “any combination of learning experiences 

designed to facilitate voluntary adaptation of behaviour conducive to health.” These definitions 

emphasize the critical role of continuing education on maintaining competency levels for health 

care providers. Health care practice is improving and updating rapidly, and health care providers 

are required to remain up-to-date with evidence-based practices and to improve their care 

services accordingly. Therefore, continuous health education is essential to updating health 

practice, improving behaviour, and improving the standards of care to meet effective evidence-

based practices.    

Many educational interventions and training programs have been developed for healthcare 

providers, namely: physicians (239), nurses (240), and pharmacists (241), to enhance their 

performance and ultimately to improve patient outcomes. (25) Health education and training is a 

necessary endeavour to improve health services to meet the health demands of the public and to 

respond to urgent health circumstances. To develop an effective health education program, it 

must be driven by theories, research, and practice. Without one of these elements, the 

educational intervention may be ineffective and/or poorly implemented (242).  Additional factors 

should also be considered when planning health educational interventions. Mayhew Derryberry 

(1960) emphasized various factors, such as current knowledge, attitudes, goals, and other factors 

related to public interest in the proposed practice, as crucially important during the planning and 
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designing of educational initiatives (243). A key to effective health education is to address the 

health issue comprehensively in terms of the social and institutional conditions that could 

facilitate or hinder the improvement of the health condition (237). For example, despite a 

plethora of evidence supporting the benefits and advantages of a proposed behavioural change in 

an education intervention, lack of environmental tolerance and institutional support would inhibit 

its implementation (237). The practicality of an education intervention’s objectives is critical to 

its success. Using various methods for designing, implementing, and evaluating the effectiveness 

of education interventions makes it challenging to standardize its development (244). Lack of 

standardized processes to develop and evaluate educational interventions makes it difficult to 

draw rigorous conclusions regarding the effectiveness of continuous education programs. 

 Effect size is the common statistical measurement utilized to evaluate the effectiveness of 

educational interventions (245). Effect size can be defined as “the degree to which a 

phenomenon is present in the population or to which the null hypothesis is false” (246). Effect 

size is an important measurement of the strength of the relationship between dependent and 

independent variables. Several meta-analyses and systematic reviews have been conducted to 

determine different “moderator variables” that influence the “effect size” of continuing medical 

education interventions (247-249).  Beaudry (1989) found a strong effect size between 

knowledge and educational interventions, a moderate effect size between the intervention and 

physician performance, while a small effect size was found between the educational intervention 

and patient outcomes (250). Therefore, careful consideration of the variables that could influence 

the effect size is critical when planning and implementing an educational intervention (247-249). 

An analysis of influential variables found that multifaceted interventions that include different 

approaches such as educational materials, presentations from opinion leaders, and reminders had 

greater potential to be effective as compared to single-component interventions (251). 

 Similarly, a combination of active (e.g., training and workshops) and passive methods (e.g., 

educational hand-outs and conferences) in an education intervention were likely linked to 

effective outcomes of interventions that involve changing the behaviour of health care providers 

(252). Also, Mansouri and Lockyer (2007) found a positive correlation between educational 

intervention length and effect size (247). However, they found a negative correlation in terms of 

length of time between the educational intervention and its impact on practice (247). When 



  24 

Mansouri and Lockyer (2007) explored the correlation further, they found that assessment 

interval correlated positively with physician knowledge but negatively with physician 

performance and patient outcomes (247). It is critical to consider all factors that may influence 

an educational intervention's outcomes during the intervention planning. Properly developed 

continuing education programs are effective tools to deliver evidence-based practice and meet 

community pharmacists' knowledge and training demands (253-255).   

1.3.7 SUD Education and Training Interventions 
 In the past 30 years, many programs have been developed to enhance practitioners’ 

performance and promote SUD evidence-based practices. Noting the effectiveness of 

psychosocial approaches, such as brief intervention, motivational enhancement, and community 

reinforcement, on SUD treatment, different educational and training interventions were 

developed to equip health care providers with the knowledge and skills to provide such 

psychosocial approaches in different settings (256-259). Nevertheless, effective SUD education 

and training programs have not been implemented into standard care practices for SUD (260). 

Lack of consistency and standard clinical practices concerning SUD remain significant hurdles to 

develop effective SUD education programs or interventions. However, SUD education and 

training programs have been shown to be effective in improving knowledge and changing 

negative behaviours and attitudes toward SUD (261, 262). Interprofessional learning approach is 

an evolving educational strategy in SUD education literature as one of the most effective 

learning strategies (233, 263-269). Interprofessional learning provides a comprehensive learning 

opportunity that recognizes the role of different health professionals in the caring process. Also, 

interactivity is another effective educational strategy that has been recommended repeatedly in 

SUD education and training (249). Lack of knowledge regarding SUD exists throughout all 

health care professions (22, 270); however, the fields of medicine and nursing have recognized 

the SUD educational gap and have significant volume of research that attempts to rectify this gap 

(235, 261, 271). Medicine and nursing SUD education programs provide a foundation for 

program planners and researchers in terms of the most effective educational content and delivery 

methods.   

 Acknowledging the social stigma attached to SUD is an important element to be considered 

in SUD continuing education. SUD is associated with socially unfavourable connotations 

resulting in stigma (226). It is expected that community pharmacists’ perspectives and/or 
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practice will be influenced by social norms, which currently stigmatize SUD patients (226). 

Since the early years of the 20th century, substance use and abuse have been viewed as a moral 

matter where people who use substances are labeled negatively as morally weak and as engaging 

in negative behaviors (272). The negative attitude of health care providers toward SUD and its 

impact on treatment outcomes is well documented in the literature (273-275). Passing laws and 

regulations regarding opioid use, like the Harrison Act in the USA (1918) and Drug Enforcement 

Act in the UK (1920), have perpetuated the negative perceptions toward SUD within 

communities (276). As per the Harrison Act, physicians were prohibited from prescribing 

opioids to treat opioid abuse/addiction (addendum on Harrison Act 1919) (277). Physicians, 

therefore, stopped prescribing opioids to treat pain to avoid the punishment that could lead to 

incarceration and the loss of medical license (276).  These regulations, in effect, limited 

physicians’ prescriptions of opioids and prevented SUD from being recognized as an illness as 

opposed to criminal and wrongful behaviour. Over time, opioid regulation went through many 

changes; however, the negative attitudes towards its use remain (278, 279). Recognizing the 

unique history and negative stereotypes of SUD within SUD educational intervention is key for 

effective learning.  

 Several strategies and key points are proposed in the literature to adequately address SUD in 

continuous health programs. SUD must be explicitly explained and introduced as a chronic brain 

disease (280). Recognizing SUD as a medical illness is linked to reduced stigma and blame 

(281). Similarly, neuroscientific and biogenetic explanations of SUD has also reduced stigma 

and blame related to SUD (282, 283). Reducing stigma and blame toward SUD is essential for 

SUD educational interventions to maintain and provide compassionate care and to facilitate 

access to health services (284). Also, formal education programs should increase the number of 

hours devoted to SUD and include it within the scope of practice to improve students' 

perceptions (22, 285). Translating theoretical knowledge to practice and providing services for 

which students have received minimal training and education will be frustrating. Unfortunately, 

pain and SUD management receive minimal attention during formal education in health care 

programs, including pharmacy (21, 286). Therefore, continuous education interventions 

concerning SUD should consider the educational gap in pharmacists' formal education and 

consider providing background information regarding SUD before offering evidence-based 

practices. For example, it makes little sense to introduce new caring practices in a community 
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setting, e.g., Methadone Maintenance Therapy (MMT), without ensuring that the involved 

personal, e.g., community pharmacists, are confident and well-informed about the basics and 

merit of the new practice. A study found that some pharmacists did not understand the concept of 

harm reduction and did not believe in MMT while providing the service (31). Low engagement 

levels are expected from uninformed health care providers even when they still offer the service, 

resulting in poor implementation (287, 288). Designing a SUD educational intervention that 

addresses the multiple layers and factors of the disease would be complicated, primarily due to 

the lack of a comprehensive framework.  

 Utilizing and combining theories with research and practice is ideal when formulating 

continuing education as it ensures that all the involved factors that could affect the desired 

outcome are incorporated (242). Continuing education programs tend to neglect the theoretical 

backbone as they are usually formulated quickly to provide urgent training needs. SUD care 

management involves many social features and characteristic behavioural patterns that need to be 

recognized before implementing a novel practice approach. Utilizing a theoretical framework 

will assist in recognizing various features and elements while employing logical activities to 

achieve the intervention’s objectives. Role Theory, which involves the analysis of various social 

systems, can assist in understanding the essential features of social behaviours related to SUD. 

Role theory assumes that both actors (i.e., pharmacists and patients) participate and shape the 

interaction equally (289). Hence, pharmacists’ skills, knowledge, attitudes, and qualifications to 

intervene are significant elements for successfully managing SUD patient-pharmacist encounters. 

Patient cooperation is an integral element of the process as well. Patients should expect and 

acknowledge pharmacists’ extended roles and seek their assistance. It may be challenging for 

patients to understand pharmacists’ new expanded roles and to seek assistance because the 

pharmacist-patient relationship has been “ritualized,” meaning that it involves well-known 

typical interactions. Due to previous encounters, patients with SUD may not expect advice or 

assistance from a pharmacist concerning his/her substance use related condition, which makes it 

hard for pharmacists to initiate a conversation. To change or enhance this “script,” actors' 

expectations and environmental contextual cues need to adapt to prepare actors for change (289). 

For example, patients will not expect different interactions or services from pharmacists unless 

their expectations are changed. Patients will be able to bring their own experiences to the 

encounter once they note pharmacists’ extended capabilities. Changing patients’ expectations 
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might sound challenging to achieve; however, a simple solution such as a promotional poster 

about the new extended roles of community pharmacists (i.e., counselling and referral) might be 

all that is needed. Simultaneously, pharmacists should be prepared for the presumed tasks and 

acquire adequate knowledge and skills to deliver the services (290). Thus, both pharmacists and 

patients would have a mutual understanding and expectation, leading to effective information 

exchange.   

There is international recognition of the impact community pharmacists could have on SUD 

and its management (291, 292). Community pharmacists are accessible, knowledgeable, and 

properly equipped health care providers who can address SUD by embracing harm reduction 

(293). They have proven their ability to expand their scope of practice for people living with 

SUD beyond dispensing medications by being involved in many SUD health initiatives (294). 

Pharmacists' role in SUD treatment has been recognized by different organizations such as the 

American Society of Health-System Pharmacists (ASHP). ASHP outlined pharmacists' 

responsibilities concerning SUD, which included prevention, education, and assistance (295). 

Similarly, the Association for Multidisciplinary Education and Research in Substance Use and 

Addiction (AMERSA) in the USA developed a report to address the core competencies for SUD 

for pharmacists to apply in the 21st century (296). AMERSA identified the essentiality of 

involving community pharmacists in caring for people living with SUD while recommending 

specific skills and attitudes pharmacists should acquire (296). Despite these official 

recommendations, pharmacists’ role in caring for people living with SUD remains limited. 

Various factors, like the type of intervention, expected barriers, and appropriate implementation 

strategies are critical to paving the way for pharmacists to take a role in caring for people living 

with SUD. 

1.3.8 Pharmacy training/education programs relevant to SUD 
 The traditional pharmacy model that limits pharmacists’ role in filling and dispensing 

medications could explain community pharmacists' limited involvement in caring for patients 

with SUD. However, the pharmacy profession is evolving and changing over time to deliver 

direct patient care and expanded services beyond dispensing (260). The shift in the pharmacy 

profession's vision was sparked by the adoption of the concept of pharmaceutical care in 1990 

when pharmacists were required to provide patient-centered care (297, 298). Pharmacists are 

currently asked to “abandon functionalism and adopt patient-center[ed] pharmaceutical care as 
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their philosophy of practice” (298), where the social role is an essential element. Pharmacists are 

public health advocates who need to deliver services to meet community health needs. The new 

role in the pharmacy profession required changes to the education system. However, the rapid 

pace of change within practice resulted in educational institutions lagging in equipping pharmacy 

graduates with the skills and knowledge that qualify them to practice within their new roles 

(299). For instance, the Blueprint for pharmacy outlined the need for Canadian pharmacists to 

take action toward “optimal drug therapy outcomes through patient-centered care”(300); The 

required actions and deliverables are detailed in the implementation document (301). Actions are 

categorized into five key areas: pharmacy human resources; education and continuing 

professional development; financial viability and sustainability; legislation, regulation and 

liability; and information and communication technology (301). Education and continuing 

professional development are essential to shift the current practice toward a more patient-

centered approach. To fill the gap concerning the need for current pharmacists to adopt new 

practices, nonformal educational certificates, such as certified diabetes educators and vaccine 

administration training, have become common. Currently, pharmacists’ role as a public health 

advocate and primary health care provider is more prominent. Pharmacists have recently 

contributed to many public health programs, such as the flu vaccination program (302), smoke 

cessation (303), and diabetes education programs (304). Therefore, similar programs should be 

developed to rectify the education gap in relation to SUD.   

 Education is the main asset for professional development and the main factor for 

implementing any new services in practice (301). However, evidence differentiates between 

continuing education and continuing professional development, indicating that continuing 

professional development is a superior method to traditional continuing education in improving 

pharmacists’ learning (305-307). Continuous professional development is a systematic self-

directed process that enables an individual to reflect on personal knowledge, skills, and 

competencies (308). On the other hand, traditional continuing education relies on rewarding 

credits for the hours of dedicated lectures provided by an accredited organization. However, 

traditional continuing education is a successful strategy to improve participants' knowledge 

regarding a specific topic (309). A recent study found that first-year pharmacy students lacked 

basic knowledge of SUD, harm reduction, and naloxone use for opioid overdose. The study also 

reported the presence of stigma and bias in the students' written reflections about SUD (310). 
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The study's findings indicate the need to rectify the SUD knowledge gap and address the inherent 

stigma that health providers in general, including pharmacists, may have toward SUD. 

Additional SUD education hours are needed to prepare pharmacists to practice as public health 

advocates when addressing SUD. Education programs that address SUD by allowing students to 

reflect on their own biases significantly affect student knowledge and attitudes regarding SUD 

(311). Unfortunately, the availability of SUD-related educational programs for community 

pharmacists is limited within the Canadian context (26). Therefore, more effort should focus on 

integrating SUD into pharmacists' formal education programs while improving the current 

practice through continuing education programs. In recent years, studies have focused on 

developing and evaluating SUD undergraduate education courses and training (230). Many 

studies investigated pharmacists’ readiness and barriers to address SUD and care for people with 

SUD (310-314). Pharmacy schools and programs are currently required to add SUD educational 

hours into their curricula (315, 316). Because the trend in educating pharmacists regarding SUD 

is relatively new, more time is needed to see a change in current practices.  

 The international recognition of the impact community pharmacists could have on substance 

use has grown over the past decade (291, 292), indicating a vital necessity to shift and expand 

the traditional pharmaceutical care model. As community pharmacists are accessible and 

knowledgeable health care providers who can provide health advice free of charge, they could 

also have a positive clinical and economic impact on health care services, including those 

provided for substance use (291, 317). The potential role of community pharmacists in the opioid 

crisis cannot be ignored, and pharmacists should be prepared to embrace their expanded care 

role. Continuing education provides the opportunity to provide practicing pharmacists with the 

needed knowledge and skills to improve services and adopt new evidence-based practices. 

However, the sensitivity and complexity of SUD as a disease provides a challenge for 

pharmacists to be competent in this new role. SUD is a unique condition in terms of its negative 

social associations. Stigma, stereotypes, and prejudices are among many of the negative 

connotations linked to SUD. Therefore, successful continuing education programs should 

consider the type of essential knowledge needed and the best educational methods to deliver 

educational content. These are critical factors to consider while bearing in mind not to 

overwhelm the busy pharmacy practice. For example, for SUD, self-efficacy and participating in 

educational sessions were significant indicators of the provision of SUD-related services and 
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counselling by community pharmacists. Fleming et al. (2014) recently found that community 

pharmacists' willingness to counsel patients about substance use and available treatment options 

was positively associated with participation in specific SUD continuing education. (318, 319). 

Other factors that were linked to pharmacists' involvement in caring for people with SUD 

included environmental factors and systematic support. Systematic support was critical to 

facilitating the implementation of newly acquired knowledge and skills (319, 320). Also, 

providing incentives and resources to support the new practice would definitely facilitate 

implementation. Therefore, properly designed SUD education and training intervention is not 

enough to initiate proper care routines for people with SUD in the community pharmacy setting; 

it should be accompanied with careful attention to implementation and evaluation.  

 A brief search in Medline and PubMed databases of articles published up to August 2019 

was conducted to identify papers describing the development and evaluation of SUD educational 

interventions (workshops) for community pharmacists. These papers would be useful to establish 

a basic understanding of the type of educational interventions, methods of evaluation, and 

effective educational approaches in relation to SUD education. Selected key terms included in 

this search were: “Pharmacy,” Substance Use Disorder,” “Continuing Education,” 

“Community,” “Pharmac*.”  Undergraduate education courses or programs were excluded from 

the search. The search subject headers were combined, resulting in 34 papers. After reviewing 

the papers, only five studies discussed SUD educational intervention for community pharmacists 

were found, while one paper was a study protocol (Table.1-3). Pharmacists were included in 

interprofessional SUD educational intervention in seven papers. The rest of the papers were not 

relevant. The scarcity of papers discussing SUD educational programs for community 

pharmacists indicates the need for more scientific research in this field. In February 2020, the 

literature search was updated to include three recent publications. 

 The studies' objectives (outlined in Table 1-3) focused on smoke cessation, minimizing over-

the-counter drug misuse, assessing the level of pharmacists’ involvement in different SUD-

related activities, and investigating pharmacist knowledge, attitudes, and skills regarding opioid 

substitution therapy. A shift toward a more general approach in relation to SUD that includes 

screening and referral after conducting a brief intervention was noticed in recent publications 

(321-323). Each study was found to focus on one aspect of SUD. The number of educational 
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hours varied immensely between two hours of training to an intensive four days of training. The 

lack of high-quality studies regarding community pharmacist SUD continuing education and 

training has led to a lack of a standardized strategy for educational intervention development.   

 The sustainability of new interventions/practices in community pharmacies is contingent on 

pharmacists’ perceptions regarding their professional role and how the proposed intervention fits 

within their role. A cross-sectional qualitative study conducted in Edmonton, Alberta, involved 

interviews with 100 community pharmacists to understand their self-description and perceptions 

of their professional role (324). The study found that pharmacists' primary perception regarding 

their professional role is “dispensers of medication,” not patient-centered practitioners (324). It is 

expected to be challenging for community pharmacists to adopt new professional practices that 

do not reflect their perceptions of pharmacists’ professional duties. The shift of community 

pharmacy services to a patient-centered approach was embraced by several national pharmacy 

organizations in Canada (301); however, changing pharmacists' perceptions to accommodate the 

new vision requires time, education, and a proper implementation plan (326, 327).  
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Table 1-3 Continuing education programs for community pharmacists; studies 7-10 were added after the search updated in April 

2020 

 Year and author  Objectives Country Targeted sample  Type /Duration 

1 Wazaify et al., 2006 

(327) 

Test an intervention model which sought to 

minimize over-the-counter drug misuse and abuse 

in community pharmacies  

Greater Belfast, 

United Kingdom 

Community 

pharmacists  
 

Two full days of training 

2 Brooks et al., 2001 

(328) 

To determine if pharmacists who attended a SUD 

training program will have greater involvement in 

SUD related activities in comparison to their peer 

who did not attend the training program 

USA Pharmacists 
 

Undergraduate course 

3 Walters et al., 2012 

(329) 

To evaluate online training for opioid substitute 

therapy and to establish feasibility and 

acceptability of this format of training  

New 

Zealand 

Community 

pharmacists  Three online modules 

4  El-Hajj et al., 2019 

(330) (PROTOCOL) 

To design, implement, and evaluate an intensive 

education program on tobacco dependence 

treatment  

Qatar 

Community 

Pharmacists  
Four days with an average of 

8 hours per day 

5 Fitzgerald et al., 2009 

(331) 

To evaluate community pharmacist’s readiness to 

provide brief interventions on alcohol abuse  

To utilize the finding to develop a training 

program to screen and intervene for hazardous 

drinking   

Greater 

Glasgow, 

Scotland 

Community 

Pharmacists 
Two-days course 

6 Sinclair et al., 

1997 (332) To evaluate an interactive workshop based on the 

stages of change model of smoke cessation 

Grampian, 

Scotland 

Community 

pharmacists 

Pharmacy 

assistances 

Two-hours training 
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7  Alley et al., 2019(333) To describe the development of the RESPOND 

Toolkit and summarize findings from initial pilot 

testing 

Oregon, USA 
Community 

pharmacists 

Three online models 

accompanied by RESPOND 

toolkit 

8 Skoy et al., 2019 (321, 

322) 
To describe the implementation of a statewide 

pharmacy called ONE Rx within community 

pharmacies 

North 

Dakota, 

USA 

Community 

pharmacists 

Education and tools to screen 

every patient who was 

prescribed an opioid 

medication for the risk of 

opioid misuse and accidental 

overdose 

9 Eukel, et al., 2019 

(323) 

To describe the results of training to promote 

behavioral change by altering pharmacists' 

perception toward opioids misuse through the 

provision of content-related education.  

USA 
Community 

pharmacists 

A free 3-hour opioid misuse 

and overdose prevention 

training program 

10 Nielsen, et al., 2019 To describe a pilot study, called Routine Opioid 

Outcome Monitoring (ROOM), which involved 

implementing a computer-facilitated screening 

and brief intervention to support community 

pharmacists  

USA 
Community 

pharmacists 
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 1.3.8 Implementation   
 Implementation is integral to the success of programs and interventions. Implementation can 

be defined as the process of integrating a program or intervention into an organization to be 

routinely and skillfully used by the stakeholders (334, 335). It is important to understand the 

context and setting into which an intervention will be used in order to achieve successful 

implementation. The literature is rich in different implementation models and frameworks to 

guide the implementation of novel programs and practices (336). One intervention may be 

successful in one setting, yet it may fail in another. The interaction between the contents of the 

intervention, its context, and setting shapes the process of implementation. Therefore, 

interventions are not expected to work without careful adaptation to the context and the setting 

where the intervention will be utilized (337). Successful implementation strategies are tailored in 

particular to the context of the intervention.  

 Implementation is defined as the “effort designated to get evidence-based practices or 

programs of known dimension into use via effective change strategies” (338). Thus, the 

implementation strategy should have evidence-based activities that are chosen, tailored, and 

adapted to fit the context in which the intervention is implemented (339). As a result, the 

probability of delivering effective programs is increased (340). Even if the program did not meet 

the expected level of its objective, having an implementation plan in place will assist in 

uncovering the reasons for failure. Several theories and frameworks of program implementation 

have been developed to conceptualize and guide health education and promotion program 

development (342-344). Each framework focuses on several factors or stages for successful 

implementation. For example, targeting multiple levels of influence (individual, interpersonal, 

community, institutional, policy) is highlighted as a successful strategy for the design and 

delivery of social and behavioural educational interventions (345). The Ottawa Model for 

Research highlighted three main activities for proper implementation: assess barriers and 

facilitators, monitor the intervention during the implementation, and evaluate outcomes (346). 

Learning about the various implementation theories while planning a health education program is 

advantageous in formulating rigorous and relevant implementation strategies to translate 

scientific knowledge into evidence-based practices. 

 Implementation models and frameworks are articulated based on different theories. A theory 

is a group of ideas, statements, or concepts that explain and link a group of facts or activities 
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concerning a phenomenon (346). Theories can guide researchers through the implementation 

process (Process Theories), such as planning and organizing, and explaining the mechanism of 

change as well as what influences the change process (Impact Theory) (347). In relation to 

process theories, for example, Backer (1993) has recommended four conditions for successful 

knowledge utilization and technology transfer: 1) organizational support for the intended change 

is critical to overcome any mechanical difficulty and/or psychosocial threat, 2) resources and 

monetary support should be adequate and significant, 3) innovation should encourage adopters to 

utilize it, 4) evidence must support intervention feasibility (348). While Backer suggested 

general concepts for successful implementation, Mendel and colleagues (2008) proposed specific 

theories that explained the multi-layered nature of community settings and the challenges 

associated with selecting proper mechanisms to introduce new evidence-based interventions in a 

community setting (349).  

 Based on the intent of a program, some theories may be more relevant than others. A 

researcher may prefer to work according to a guideline or select specific stages of a theory, while 

others prefer applying elements from different theories. There are no standards regarding which 

theory to use or how to apply it. However, a structured and logical implementation plan is more 

likely to lead to a successful program and effective outcomes. The development of health 

education programs has three main elements: needs assessment for the targeted population, 

planned implementation of the program, and evaluation of its effectiveness and outcomes. For 

example, intervention mapping is a conceptual framework that was developed to assist health 

education program planners with effective decision-making during the various stages of 

educational program development (350). This framework provides a strategy to integrate theory, 

literature findings and collected information from the need’s assessment. A paper described 

intervention mapping in developing the framework for an online mental health continuing 

education program for pharmacy staff (351). According to intervention mapping protocol, there 

are six steps to developing a high-quality educational intervention, including 1) conducting needs 

assessment, 2) determining program objectives, 3) identifying theory-based methods and 

practical applications, 4) developing the program, 5) adopting and implementing the program, 

and 6) evaluating the program (352). Intervention mapping provides a rigorous stepwise 

approach to developing a high-quality health education program. 
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 Implementing and disseminating strategies are the focus of several research articles. 

Research has attempted to highlight different factors that could affect the efficacy of well-

designed educational programs and narrow the gap between what has been shown to work in 

research and what actually take-place in reality (353-355). There is a wide gap between scientific 

knowledge and practice, especially in relation to SUD (236, 356, 357). Despite the important role 

of continuous education programs in mitigating the gap between research findings and practice, 

poor implementation and delivery can lower the effectiveness of educational interventions. Poor 

implementation can result in inconsistent or inaccurate use of the intervention and its core 

elements (358). No matter how suitable an intervention’s educational content, poor design, and 

delivery could jeopardize its effectiveness.  

 One of the effective implementation strategies for health education is acknowledging the 

differences among target populations and employing different tactics to impact a greater 

proportion of participants. Especially in educational interventions, it is important to diversify the 

educational methods to meet learners at their levels. Individuals have different personalities and 

educational levels, which could lead to learners with various rates of adoption. Roger (2003) 

proposes five general categories of people when adapting to new interventions. According to the 

Diffusion of Innovation Theory, the five different categories of people are innovator, early 

adaptor, early majority, late majority, and laggards. Each category has a different set of strategies 

and tactics that should be used to make an intervention appealing and persuasive. Table 1-4 

illustrates the categories and the proposed strategies based on the attributes of each category. 

Rogers (2003) has further filtered the five categories of adopters into two groups: earlier adopters 

and later adopters. Earlier adopters consist of innovators, early adopters, and early majority, 

while later adopters are the late majority and laggards. While an educational intervention may 

not be appealing for all community pharmacists, different strategies must be utilized to convince 

and persuade a higher percentage of participants (359). Participants’ character, needs, and level 

of knowledge are critical to implementing successful education programs. 

 Likewise, in many other fields, SUD interventions are behind the scientific knowledge of the 

field (360, 361). For example, Naltrexone was approved by the FDA to treat alcohol dependence 

in 1994; however, in 2009, a study found that only 20% of treatment centers used it to treat 

alcohol dependence (362). Similarly with Naltrexone, despite the long-known effect of naloxone 
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in reversing the effect of opioid overdose, naloxone training was not introduced to community 

and health care providers until recently. A number of theories have been proposed to increase the 

speed of scientific knowledge translation in SUD-related practice to those that are evidence-

based. The Consolidated Framework for Implementation Research (CFIR) is a practical 

taxonomy that has been constructed for a number of effective theories. CFIR is an attempt to 

unify and merge different models and theories that have been used in relation to SUD, and that 

have been proven effective (338). CFIR identifies five primary constructs that may affect the 

implementation: 1) intervention characteristics; 2) outer setting; 3) inner setting, 4) the targeted 

sample, and 5) the process of implementation. 

 

Table 1-4 Adaptor categories according to the Diffusion of Innovation Theory 

Adaptor 

Category 
Simple Definition Proposed Appealing Strategy 

Innovator 
Personally motivated and willing to 

experience new ideas  

Technical knowledge to adopt the innovation   

Early Adaptor 
Holds leadership role, embrace 

change opportunities  

Knowledge about the innovation implementation 

and how to disseminate  

Early Majority 

Deliberates in adopting an 

innovation before the average 

person  

Knowledge about successful previous experiences 

with innovation and evidence on the effectiveness  

Late Majority 

Skeptical of change and waits until 

the majority of their peers adopt 

innovation  

Economical outcome of the innovation and 

percentage of successful adaptation   

Laggards 
Traditional; very conservative 

views  

Increase their knowledge resources about 

innovation  
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One of the central principles of interventions is to make it as simple as possible. The more 

complex the program is, the more challenging the implementation will be (359). The outer 

setting of the intervention relates to the organizational influences. Considering the resources and 

available funding in the setting of the intended intervention is critical for implementation. In 

relation to SUD, individuality is an effective strategy for SUD treatment that has not been used 

due to cost and limited logistics (338). Inner setting is the third construct of CFIR, which 

involves the targeted individuals with the intervention (e.g., community pharmacists or 

employees of a specific organization) and how the data will be collected. This step can be simple 

and straightforward or complex and complicated based on the intervention. Also, there are many 

other integral constructs to the implementation, such as the organizational attributes (e.g., size) 

and the quality of communication between the target groups within an organization. The fourth 

construct is individuals’ characters. It is important to understand individuals’ traits, knowledge, 

attitudes, and skills in relation to the intervention. Some interventions may require certain 

prerequisite knowledge or confidence that the target group does not have. The final aspect of 

CFIR is that the implementation process should be monitored and followed up on carefully 

through a well-designed plan. CFIR is an implementation framework that provides the most 

comprehensive and detailed strategy for use with SUD. 

 Implementation is a critical stage in any intervention. Therefore, careful consideration should 

be applied to create a tailored implementation that considers all the challenges and barriers that 

could be encountered in the proposed setting. Poor and unplanned implementation is the leading 

cause of program failure (363). 

1.3.9 Validation Methods for clinical and research instruments 
 Clinical instruments are one of the utilized tools that transfer scientific knowledge to 

practice. Health care providers depend on clinical instruments in many health-related fields as 

they provide guidance and lead to informative decisions in a timely fashion. Before a clinical or 

research instrument is utilized in practice, it should first be assessed for validity (364). It is 

considered good research practice to validate a tool before utilization; however, many studies do 

not endeavour to validate clinical or research instruments (365). Validating clinical instruments 

increase the quality and effectiveness of the tool by ensuring that all the included concepts are 

relevant.  Validity is defined as “the degree to which an instrument measures what it is intended 

to measure” (364). While there are several different forms of validity, some forms are more 
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comprehensive than others. For example, a number of validity forms are concerned with specific 

concepts regarding measurement, like convergent validity, which is defined as “the testing of 

hypothes[es] formulated about the measurement scales the measure under development will 

correlate with.” Similarly, factorial validity is defined as “a statistical procedure for reducing a 

large set of variables to a smaller and more relevant group of variables.” However, an 

assessment of construct validity appears to be the attempt to capture both of the two forms, 

convergent and factorial validity (366). In relation to a clinical or research instrument, a 

construct refers to the phenomenon or collection of abstract concepts in which the instrument has 

been designed to test (366). The constructs of an instrument should be defined and clarified 

before its validation. 

 An instrument’s validity can be supported by five sources of evidence, including content, 

response process, internal structure, the relationship between variables, and consequences (366).  

Content, as a form of evidence, refers to the relationship between the instrument’s content and 

the intended construct (366). In practice, this relationship can be assessed using the opinions of 

experts (367). The nominal group technique (NGT) and the Delphi technique are two consensus-

based techniques that make use of expert opinion to assess the validity of both research and 

clinical instruments (368). 

 The nominal group technique (NGT) is a structured meeting of experts in specific fields 

related to the developed instrument that is akin to a focus group (368). Experts meet face-to-face 

and review all the instrument’s items (368). Experts are asked to silently create lists of ideas or 

critiques and present them in a round-robin fashion to the rest of the group (368). Following the 

presentation of ideas, a structured discussion is held to evaluate each idea, and then the ideas are 

ranked according to importance (368). The meeting is facilitated by an individual who is familiar 

with the instrument and its use (369). The NGT has been used previously to validate a range of 

instruments, including a scale to measure the quality of life in hypertension patients and an 

assessment of professional behaviour in medical students (370, 371). However, one study found 

that the NGT resulted in less consensus than the Delphi technique (368). 

 In contrast to the nominal group method, the Delphi method is conducted anonymously, 

whereby experts are surveyed about their opinion on a specific topic by mail, email, or online 

survey (372). The array of experts involved in a Delphi study is called the panel, and individual 
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experts are referred to as panellists (372). This technique is differentiated by other group 

consensus techniques in that it is anonymous, it is iterative, the feedback is controlled, and the 

groups’ ratings can be statistically analyzed (373). The Delphi method was originally developed 

in the 1940s and 1950s by the Rand corporation to forecast nuclear technology development, and 

the results of their findings were first published in 1963 (374). However, the Delphi method has 

been used extensively in health services research for the development and validation of clinical 

instruments, including algorithms, practice guidelines, tools, protocols, criteria lists, and 

checklists (375-384). 

 The Delphi study has a general format, although there are several iterations of the method in 

the literature (385, 386). The first step in any Delphi is to select the expert panel members. It is 

important to note that the selection process of panellists is critical for maintaining the validity of 

the Delphi technique, and the selection process must be well justified (387). Once a sampling of 

panellists is done, they are asked to rate and comment on each item of the instruments for 

relevance, appropriateness, representativeness, specificity and/or clarity (367, 388, 389). In 

subsequent rounds, panellists’ responses are collated, thematically analyzed, summarized, and 

redistributed, along with a structured questionnaire based on the results from the previous round 

(388, 390).  In some instances, researchers may make changes to items based on panellists’ 

responses (391). The panellists are then asked to reassess their responses, with consideration of 

item changes and panellists’ responses from the previous round (388). In this fashion, subsequent 

rounds tend to lead to increasing levels of consensus and response stability for each of the 

instrument’s items (388). The Delphi can undergo a predefined number of rounds (usually no 

more than 3 or 4), or it can also continue until a pre-defined level of consensus and stability is 

reached (388, 390) or the Delphi study can continue until there are diminishing returns (388, 

390). 

 Nominal group and Delphi methods each have strengths and drawbacks, which dictate which 

type of scenario each should be used. The nominal group method can be conducted in a short 

time, but it requires panelists to meet face-to-face (369). The Delphi technique has greater 

flexibility and can be utilized with a higher number of participants (369). However, a Delphi 

may take weeks or months to complete (369). It has been suggested by some that the Delphi 

approach is more suited to the development of guidelines because there is increased validity 
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when consensus is attained from a greater number of individuals (369). Depending on the 

situation in terms of time and intended rigor level, one method may be suited over the other. 

 Although there are several different methods to gather evidence for the validity of a clinical 

instrument, a consensus technique is most suited to validating a novel clinical instrument. Of the 

two consensus techniques considered, the Delphi technique is the most convenient and used 

more frequently to develop and validate clinical instruments. Delphi is an economical and 

relatively efficient strategy to combine and aggregate the opinion of a group of experts regarding 

a certain topic. A review of some of the available literature revealed many successful examples 

of Delphi’s use in developing and validating a variety of research and clinical protocols, position 

statements, diagnostic criteria, and guidelines. 

1.3.10 Conclusion: Filling the gap  
 SUD is an epidemic that continues to exert adverse effects on multiple levels of society. 

Health care providers need to be adequately equipped to address SUD. At the community level, 

community pharmacists are the most accessible health care providers who are willing to help and 

intervene in relation to SUD. However, SUD education and training are lacking, leaving 

pharmacists feeling uncomfortable to discuss issues regarding SUD with their clients. SBIRT is a 

comprehensive caring approach for SUD that can be successfully adapted to community 

pharmacy settings. Despite the promising outcomes of substance screening and treatment 

initiatives, primary care practices in the Canadian context, including community pharmacies, are 

lacking such relatively easy to apply approaches. However, pharmacists were found to have a 

positive attitude toward implementing screening and brief interventions (210). Pharmacists need 

continuing education and training to be better equipped to address SUD and adopt SBIRT in 

their community practice.   

 Validated clinical instruments may be useful tools that would facilitate the adoption of new 

practices. For example, an instrument designed to guide community pharmacists on how to 

discuss SUD-related issues (e.g., routine screening) and which includes the person with SUD in 

the counselling routine will help pharmacists initiate discussions on SUD. In addition, clear and 

concise communication is integral to SBIRT implementation. Understanding the full spectrum of 

the care plan for people with SUD across the involved health care provider is important for 

consistency, sustainability, and improved care. Community pharmacies are the most accessible 
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settings in the health care system; however, they are also distanced from the health care system. 

Although the practice in a community pharmacy setting provided community pharmacists with 

the opportunity to witness aspects of the challenges and understand a certain extent of the trauma 

of the people living with SUD, they were not equipped to intervene and help. Therefore, 

interprofessional collaboration and education are highly recommended as effective strategies to 

properly address SUD.   

 In addition, due to the complexity of SUD, it is important to note that treatment has to be 

tailored to meet the multiple needs of an individual. SUD treatment should not focus only on 

treating drug use behaviour; it should be comprehensive to include other individual needs (e.g., 

social needs) and treat other symptoms such as cravings. In addition to pharmacotherapy and 

counselling/behavioural therapy, there are other core components that should be considered, such 

as assessment, support, monitoring, intervention, and education. The best treatment programs are 

the ones that provide a combination of therapies and other services.  
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2.1 Abstract  
Background: Substance use disorder (SUD) is a major health concern affecting Canadians and 

their health care system. SUD treatment plans addressing patients’ needs and choices have 

demonstrated improved treatment outcomes. It is essential for health care providers, including 

community pharmacists, to understand patients' needs and prioritize them. Therefore, this 

study explores the perspective of patients living with SUD regarding community pharmacist 

services and the delivery of care in a community pharmacy setting located in the small urban 

center of Saskatoon, Saskatchewan, Canada. 

Methods: A qualitative methodology was used for this research inquiry. Four focus groups 

were conducted in Saskatoon, with a total of 20 individuals who had experienced substance 

use and accessed community pharmacy services. The discussion of the four focus groups was 

transcribed verbatim and analyzed independently by two researchers. Agreement on the 

emergent themes was reached through discussion between the two researchers.  

Results: Data analysis resulted in four themes that described participants' perspectives about 

community pharmacists. The four emergent themes are: 1) experience of people living with 

SUD in a community pharmacy, 2) services provided by community pharmacists, 3) the 

methadone maintenance program, and 4) needs from community pharmacists.  

Conclusion: There is significant potential for the patient-pharmacist relationship to address the 

varying needs of patients living with SUD and improve their overall health care experience. 

Patients who use substances are receptive to pharmacists' services beyond dispensary; 

however, respectful communication, provision of drug-related information, and counseling are 

among the primary demands. Future research should focus on studying the impact of meeting 

the needs of patients on their treatment outcomes.   

Keywords: Community pharmacists, Substance use disorder, Methadone, Qualitative study 

2.2 Introduction  
Substance Use Disorder (SUD) is a prevalent disease that affects an individual’s social, 

physical, and psychological wellbeing. Other difficulties usually co-occur with SUD, such as 

legal and financial problems, family instability, and unemployment (1). These social 

situations are both symptoms of SUD and causes that exacerbate the disease. SUD-related 

problems vary among patients in terms of symptoms, intensity, and responsiveness to 
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treatments. Also, relapse is a common aspect of SUD recovery (2). Relapses can have varying 

triggers depending on the individual’s experience with substance use (3, 4). Therefore, it is 

integral that tailored treatments are provided for patients living with SUD that address their 

etiological and symptomatic variations. Addressing the needs of patients living with SUD, 

beyond the pharmacological aspects, has been proven as critical to achieving effective 

treatment outcomes (5, 6).  

To properly address patients’ needs, health care services have shifted toward “patient-

centered care,” and it becomes one of the main indications of high-quality care services (7). 

Patient-centered care occurs when patient choices and needs to inform treatment decisions 

(8). Patient engagement in all decisions concerning their health is the foundation of the 

patient-centered approach. The Institute of Medicine (IOM) defines a “patient-centred” 

approach as “care that is respectful of and responsive to individual patient preferences, 

needs, and values, and ensuring that patient values guide all clinical decisions.”(7). Patient-

centered care is not only necessary from an ethical perspective, but it also improves care 

services, patient’s wellbeing and enhances overall treatment outcomes (9, 10).  A patient-

centered approach significantly improves both the pharmacological and psychosocial 

treatment outcome for patients living with SUD (11, 12) and enhances the level of patients’ 

trust with their health care providers (13, 14). In fact, the higher the level of trust and 

confidence patients have in their care provider, the more effective the treatment (15, 16). 

Health care providers, such as physicians and pharmacists, who interact with SUD patients, 

need to acknowledge the positive impact of patient-centered care and prioritize patients' 

needs in treatment decisions.  

Community pharmacists are among the health care providers who most frequently encounter 

clients living with SUD. Those working in a community pharmacy with methadone programs 

are uniquely positioned to encounter patients with SUD on a daily basis. Easy access and 

extended working hours make community pharmacists among the most accessible health care 

providers in Canada. Proximity and accessibility is an impactful combination to initiate and 

sustain effective strategies to address SUD (17). 

Community pharmacists have been successful in achieving the goals of many initiatives 

directed toward public health safety and harm reduction, such as smoking cessation (18) and 
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diabetes management (19). Therefore we would expect that involving community 

pharmacists in caring for people living with SUD would similarly be successful by helping 

with the management and alleviating the negative consequences associated with SUD (20-

22). It is critical to closely investigate pharmacists' relationships with patients living with 

SUD to recognize opportunities to deliver health care and harm reduction services. Studies 

investigating pharmacists’ perspectives regarding SUD found that pharmacists are willing to 

help and provide services for patients with SUD (23). Also, some pharmacists recognized 

opportunities in daily practice to intervene and help clients in the early stages of SUD(24).  

In addition, the perspectives of the patients living with SUD regarding the services of 

community pharmacists should also be examined. Although several studies generally 

examined the overall needs of patients living with SUD (12, 25, 26), very few studies have 

focused specifically on their perceptions of community pharmacists and pharmacists' ability 

to meet their needs (27). Patients’ needs, acceptance of pharmacists’ services, and their 

expectation of community pharmacists as health care providers is critical to formulating and 

applying patient-centered care for patients living with SUD.  

Therefore, this study explored the perspectives of patients living with SUD regarding 

community pharmacist services and the delivery of care in a community pharmacy setting. 

The purpose of the study was to: 1) explore patients’ perceptions regarding community 

pharmacists’ delivery of care, including harm reduction, counseling, and referral to 

community/social services; 2) identify services and resources for patients with SUD in 

community pharmacies; 3) identify types of services and resources patients want community 

pharmacists to provide; and 4) explore the barriers patients face while accessing care in a 

community pharmacy.  

2.3 Methods 

2.3.1 Setting, Recruitment, and Selection Criteria   

The study was conducted in the city of Saskatoon, Saskatchewan, Canada. Saskatoon is the 

largest city in the province of Saskatchewan (population of approximately 275,000) and is 

known for its high rate of HIV due to substance use (28, 29). Purposive recruitment for 

patients living with SUD was conducted through community-based and harm reduction 

organizations that have regular contact with SUD patients, namely AIDS Saskatoon, 
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currently named Prairie Harm Reduction (https://prairiehr.ca/). This organization is devoted 

to supporting people who are dealing with SUD consequences like HIV, AIDS, and Hepatitis 

C. A poster outlining the research was distributed through the organization. In addition, a 

word-of-mouth approach was also used for recruitment (i.e., snowball recruitment). 

Participants had to be individuals over the age of 18  and current substances users, or 

individuals who had engaged in recreational substance use in the past two years (illicit drugs 

and/or prescription drugs) and who have accessed community pharmacy services. Ethical 

approval was obtained from the University of Saskatchewan Ethics Board (Beh#16-256). 

 

2.3.2 Data Collection 

A qualitative methodology was considered the appropriate approach for this research project. 

Qualitative studies are used to explore and understand in-depth human-related phenomena 

(30). The focus group was the chosen method for data collection due to its effectiveness in 

exploratory studies, especially when interaction among individuals is needed to facilitate 

discussion and to yield a broader range of ideas (31-33). Focus groups have become one of 

the most frequently utilized data collection methods in primary research (34, 35). 

An Interview guide was developed to facilitate the discussion in the focus groups. The 

questions were carefully designed to lead the discussion towards the areas of interest (Table 

2-1). There was a mixture of open and closed-ended questions that were tailored to be 

sensitive, clear, and unbiased. The discussion guide was reviewed by two researchers to 

ensure validity and relevance to research objectives. 

2.3.3 Focus Group Procedure    

For participants’ convenience, the focus groups took place at a private conference room in a 

community enterprise center (Station 20) in the west-side core neighbourhoods of Saskatoon. 

All participants signed consent forms before the focus group. The participants had the chance 

to ask questions after the consent form was read and explained to them. Participants were 

informed about the confidentiality of the research and that no data could be identified or 

linked to a specific participant. Also, participants were asked to maintain the privacy of other 

participants and not to share members’ information with non-participants.  

 

https://prairiehr.ca/
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Table 2-1 Interview Questions 

 

The focus group discussion was structured using a written guide to maintain consistency 

across the multiple focus groups. The same question guide was used in all focus groups. 

During the focus groups, at least one researcher acted as the moderator to prompt and engage 

participants in productive discussions while using the questions guide to maintaining focus. 

At the end of each focus group, participants received honoraria ($25 Tim Hortons [a coffee 

shop chain] gift cards) for their participation in the research.  

2.3.4 Data Analysis 

Four focus groups were conducted with a total of 20 participants for an average of one hour 

per session. All the participants identified themselves as people with experience using 

substances. All but one were enrolled in a methadone maintenance program. The focus 

groups were audio-recorded, then transcribed verbatim to ensure the accuracy of the data. 

The number of focus groups was predetermined to be four for this study as a range of 3 – 5 

participants per group is considered an acceptable range (36). More focus groups would have 

been conducted if the generated data had not been sufficient to formulate robust themes (36-

38).   

Using NVivo software, inductive content analysis was performed independently by a 

research team member and a research assistant. The latter was hired as an external researcher 

Clarification of 

Terms 

1) People Who Use Drugs 

2) Community Pharmacist 

3) Pharmacy 

4) Any Others? 

Introductory 

Question 

1) What experiences have you had speaking with community pharmacists? 

Transition 

Questions 

1) Can you identify services and information that are available from a Pharmacist for people who 

use drugs? 

2) Is a pharmacist a good person to get health information or services from? 

Key Questions 1) Think back to a time that you’ve visited a pharmacy in the past and spoke with a pharmacist.  

Were there any specific reasons why you did or did not feel comfortable speaking to a 

pharmacist about your care? 

2) When you visited the pharmacist, what were the most helpful services or information that 

pharmacists provided to you? 

3) Pharmacists in some countries are able to offer needle exchange, information about HIV or HCV, 

or dispense naloxone. What would be the most helpful services or information that a pharmacist 

should provide that they don’t have now? 

Final Question Is there anything else that anyone feels that we should talk about but didn’t? 
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to reduce bias and ensure the validity of the analysis. The initial coding sorted the data into 

themes according to the questions of the interview guide. With a further in-depth reading of 

the data, subthemes emerged under each main theme. The researchers compared the coding 

systems and emergent themes. This process was conducted iteratively until an agreement was 

reached.  The one team member who initiated the analysis process attended and conducted 

the focus groups.  

2.4 Results 

Four major themes emerged, and the analysis revealed several recommendations to improve 

community pharmacy services for patients living with SUD. The four themes provided 

insights regarding participants' experiences and perceptions of community pharmacists as 

health care providers. Also, they summarized the participants' needs that went beyond the 

pharmacological aspects of treatment. The themes also explained the effect of physical space 

and the community pharmacy setting on the communication between people living with SUD 

and pharmacists. Finally, the developed themes described participants' experiences with the 

services provided by community pharmacists, particularly harm reduction services, such as 

needle exchange and maintenance therapy of methadone.  

2.4.1 Experience of people with SUD in a Community Pharmacy 

All participants had notable experiences with community pharmacists due to their frequent 

visits to community pharmacies that ranged between daily to weekly occurrences. 

Participants' visits to community pharmacies were mainly to obtain their methadone and HIV 

medications. They described community pharmacists as the most seen health care provider. 

They indicated that pharmacists are nearby and have long working hours so they can be 

reached easily. Paradoxically, pharmacists were described by the focus group participants as 

the health care providers they would be least likely to seek out when help was needed. They 

elaborated that pharmacists have a busy work environment and hardly reply to their questions 

or consultations. However, most participants did not recognize community pharmacists even 

when they have time as a source for medical information, counseling, or medical advice. The 

broad spectrum of services that community pharmacists can provide was limited from 

participants' perspective to dispensing pills. 
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“Participant A - The pharmacist, I never really thought about going to him for support for 

anything. I always just thought of him as someone serving me just to get the pills and…And, 

get out. 

Participant B – Get your drugs, and that’s it, yeah.” Focus Group 1 

The main issues that shaped participants experiences with community pharmacists are listed 

as sub-themes: 

1. Time:  

Lack of time was a core problem often reported by participants. They elaborated that 

community pharmacists are always busy and do not have time to communicate with their 

patients. Lack of time for appropriate communication, being too busy, and inefficient 

multitasking were common themes across all group meetings. In fact, lack of time was the 

main reason that participants do not seek help and medical advice from community 

pharmacists. Participants expressed that pharmacists do not have time in their daily routine to 

provide one-to-one counsel for them.  

“Participant A – Probably we don’t go to them, like for counseling or whatever because it 

seems like they don’t have enough time, [it] seems like they’re so busy.” Focus Group 1 

 

“Participant A – That’s basically the problem, yeah. They’re so busy packaging and looking 

at their computer. 

Participants B – Prescribing. 

Participant A – Answering phones for the next prescription. They don’t have time to even 

look at you. And, then when you do get a chance, they’ll start and then…Oh, excuse me I got 

to get going.” Focus Group 2  

 

2. Profitability: 

Participants explained that some community pharmacists could be helpful when they have 

time, but the business model of community pharmacies pushes pharmacists toward 

profitability. Profitability is mandated by the companies and forces pharmacists to “push 

drugs” and limit counseling time with their patients, as explained by participants.  

“..They have very, very, very little time to spend with patients. As a matter of fact, zero time 

to spend with patients because their job is to push drugs.” Focus Group 2  
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“Participant A – All they care about is the money. They just want the money. And they don’t 

really care.” Focus Group 3  

Also, participants articulated that pharmacists are inefficient multitaskers in that they do not 

have time to properly counsel patients and provide medication-related information in 

addition to their many other tasks. This was identified by a number of participants. They 

perceived that the extent to which pharmacists are required to multitask was harmful to 

patients’ care, resulting in suboptimal services. For example, several participants reported 

that the concentration of methadone varies from one time to another because pharmacists are 

multitasking and cannot stay focused on any one task.  

“Participant C - Yeah, in [Pharmacy Name and Location], like that’s a constant problem 

with me too. There’s always a different pharmacist filling [the] bottles. There’s never one 

person, and it’s never the same. I’m always finding my methadone’s too, too much.” Focus 

Group 2 

 

“Participant E – You know, instead of having four different pharmacists doing one 

methadone…you know methadone for all these people, yeah. It’s never constant, and it’s 

always, yeah, I, I find sometimes that my, my methadone’s too weak and I get that bone rot. 

Like, you know, cause yeah. And, it, it…” Focus Group 2  

 

Participants believe that the business and profitability pressures of pharmacy operations 

affected the way health care services are provided in community pharmacies by hiring a few 

pharmacists and overworking them. According to the participants, community pharmacists 

are “overworked, underpaid” workers who are pushed by their companies to make a profit. 

Having this perspective of community pharmacy services affected patients’ engagement with 

pharmacists. Participants describe pharmacy services as a money-making business that 

endeavour to maintain power and control over the patients they serve. 

“I truly think it’s a power/control issue. Extremely, that’s what it’s become.” Focus Group 3 

3. Consistency:  

Participants identified that lack of consistency in pharmacy services negatively affected their 

experiences in community pharmacies. Participants reported that dealing with a different 
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pharmacist each time prohibits building trust and meaningful relationships with pharmacists. 

Having different pharmacists providing regular services like methadone, HIV, and Hepatitis 

C medication prevented the feeling of familiarity with the system and alienated patients.  

 “Yes, that’s exactly what the problem [is]… There’s always a different pharmacist doing 

something. Right, one pharmacist for methadone, period. That would be great. That way that 

pharmacist knows who’s, what, where, how, when and why” Focus Group 2 

Lack of consistency in pharmacy procedures was also a concern for participants. For 

example, it was not clear for participants why some pharmacies would provide them with 

over-the-counter medications, such as Tylenol One (a medication that contains codeine, an 

opioid), while other pharmacies would deny it. Similarly, it was upsetting for participants 

that providing pamphlets with information about their medication and illnesses was not a 

regular practice at all pharmacies.   

“Participant A – You know what is weird…because of my methadone, uh, some pharmacies 

will sell me ones [Tylenol one], and some other pharmacies will not sell me ones. 

Participant B – Yeah, yeah, but, uh, I am wondering how come other pharmacies will sell me 

them? And, I have asked them too, like, why do you guys do this…like, are you purposely 

giving me a hard time? Because other pharmacies do it, no problem.” Focus Group 3  

 

“I used to like some of the [Pharmacy Name] pharmacies because they used to have all the 

pamphlets and everything…all the drugs and all the illnesses…and stuff like that available. 

Like the one [location of a pharmacy, with street name] doesn’t have it … I don’t know why 

but they don’t, but the ones on the east side have pamphlets with the ailments.” Focus 

Group1  

 

Participants suggested pharmacies should hire more pharmacists to improve services. 

Participants believed that if pharmacies were properly staffed, pharmacists would have more 

time to answer questions, improve consistency, and augment the quality of the provided 

services.  
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“You know, it’s, it’s constantly like that. That’s why if they got one pharmacist for the 

methadone, HIV, Hep C, whatever. Then, that pharmacist is just doing that job and able to 

answer questions for you. Then, that, I would feel much better about all pharmacists. But 

right now, when go I see my pharmacist, I got no time for them either. Cause, why? They 

don’t, they look at you, they sneer their nose down at you, or whatever and then have a nice 

day.” Focus Group 2  

 

4. Positive Encounters: 

It was an interesting observation when participants from different focus groups shared 

positive stories of the same pharmacists. A number of pharmacists -known by name- were 

able to provide a positive experience to multiple participants. Polite, genuine, friendly, and 

caring were the main characteristics of the pharmacists who created positive experiences for 

participants. Participants perceived that those pharmacists sincerely cared, tried to put their 

health first, and never let them go without the necessary medications.  

“Participant A –certain pharmacies are good, like, it depends on the pharmacist. Like, 

[Pharmacist Name] was an awesome pharmacist… 

I – What, what makes [Pharmacist Name], a good pharmacist? 

Participant A – Well, his attitude. 

Participant B – He cared about people. 

Participants A – He actually cared. 

Participant C – He, like, he mingled with the people, you know. 

Participant A – He never ever let me go without my medication” Focus Group 2  

 

2.4.2 Services from Community Pharmacists 

Participants showed a lack of knowledge regarding the scope of services community 

pharmacists could provide. It was surprising for participants that community pharmacists can 

provide services beyond dispensing medications. The only service community pharmacists 

were recognized for from participants' perspective was dispensing pills, namely methadone 

and HIV medications. However, even the dispensary services were reported as suboptimal 

because of pharmacists’ inefficient multitasking and lack of time for proper communication.  

“I always just thought of him as someone serving me just to get the pills and get out” Focus 

Group 1  

“The only reason, the only reason they use a pharmacist…they go get my, my product.” 

Focus Group 2  
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The limited understanding of the role, services, and responsibilities of community 

pharmacists created a communication barrier for SUD patients when accessing pharmacy 

services. Not knowing about the services pharmacists could provide discouraged participants 

from seeking help and other services from pharmacists beyond dispensing medication. When 

a pharmacist offered additional services such as dose adjustment or medical advice regarding 

their drug regimen, participants felt annoyed as they believed pharmacists were overstepping 

their role and delaying the dispensary services. Participants stated that understanding the 

broad scope of a pharmacist’s role would facilitate information exchange between patients 

and pharmacists.  

“I did not even know that they could do all that stuff because … they never …showed that 

they could do all that stuff.” Focus Group 3 

“And, the pharmacist will sometimes say that, uh, I really do not think you need this 

medication, or it should be lowered, or something like that. And I do not think that it is their 

job to be doing that and when it comes to the doctor … I mean, when the doctor prescribes it, 

they should just be following what the doctor orders.” Focus Group 1  

However, once participants became aware of the extent of help community pharmacists can 

provide, they showed interest in accessing such services if offered by community 

pharmacists. Some participants indicated that their pharmacy uses posters to promote the 

different services they can provide. Those participants described the convenience of 

accessing different services through community pharmacies. Stronger relationships appeared 

to be formed between patients and pharmacists when patients accessed various additional 

services via community pharmacy.  

“Participant A – Well, like at my pharmacy, they post up posters, like, post up like… 

Participant B – What they can do? 

Participant A – Things that, what they can do and what, what. 

Participant C – How they can help. 

Participant A – What they’re there for if it makes it easier than going to a doctor. 

Participant B – That’s a lot better. 

Participant A – Like, even when I’ve been sick when it happened on a weekend when it hasn’t 

been a doctor, they can look up stuff that…if they can give me something, they can give me 

something until I can get to a doctor. I think I’ve been through that system three times 

already and I think it’s pretty good. 

Participants C – Yeah, that’s how [Pharmacy Name] in Winnipeg…when I was in Winnipeg, 

that’s how they were. Like, they’re very like, you know, one-on-one basis. Like, they care for 

you. Like, they, they, like they knew when something was wrong with me and they come up to 
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me. Because I have mental health issues. And, so they know, like, I’d be off balance and stuff 

like that.” Focus Group 3  

 

Participants across all focus groups described one specific Saskatoon pharmacy with a higher 

number of positive comments as compared with other pharmacies in the vicinity. This 

pharmacy offered multiple services at one location. The “one-stop-shop” was recognized by 

most participants for its convenience for patients who do not have transportation. It was the 

only community pharmacy in Saskatoon that has a unique patient-friendly arrangement, 

whereby participants were able to receive more services than what a usual pharmacy 

provides, including access to a nurse practitioner, a doctor two days a week, and a counselor.  

Also, the pharmacists working in that pharmacy were able to provide a positive experience 

for most of the participants.  

“In my pharmacy, we go [to] my methadone doctor comes there on Tuesday. And, we got 

them nurse practitioners, and then the doctors do come in, and it’s right in the building. And, 

then it’s open all week too. Other things like drug things, talk to the counselors there, 

and…we have all of that [Pharmacy Name].” Focus Group 3 

“And, then I told him, we need a one-stop-shop. Quit sending us to the east side cause 

they’re not going to go. Cause they didn’t feel well. And, then so [Physician Name] cut them 

off. So, we, we tried to relocate it back to…everything back to [Street Name], but they’re 

being labeled.” Focus Group 2  

 

2.4.3 The Methadone Program 

Enrollment in a methadone program was the predominant reason why participants accessed 

community pharmacy services. Almost all participants had experience with the methadone 

program, and those experiences appeared to shape their perspective of community 

pharmacists. Participants were glad to have the advantage of accessing the program that 

helped them manage their SUD. However, the way the methadone program was operated 

generated negative feelings and experiences among most participants. Several participants 

showed frustration with the idea of methadone as a lifelong commitment. They believed that 

it creates a power disparity where pharmacists “control how [their] health is right now.”  

The negative experiences about the methadone program were centred around pharmacists’ 

attitudes, pharmacy settings, and unclear procedures.  

1. Stigma:  
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Although participants reported few positive encounters, most of the participants’ comments 

were characterized as unfavorable, describing both stigma and discrimination. Participants 

felt that pharmacists’ attitudes showed prejudice. Those negative feelings were combined 

with participants' beliefs that pharmacists do not understand the hardship they are going 

through to stay on the methadone program. They explained the difficult lifestyle they have as 

drug users and the significant effects of unforeseen events like a death in the family or a 

house fire. Despite all their sufferings, patients felt that pharmacists did not offer sufficient 

assistance and are finding different reasons every time they visit to cut them off methadone. 

For example, losing methadone bottles, coming late to their methadone appointment, being 

rude to pharmacy staff have been reasons cited by a pharmacist to refuse to give them their 

methadone dose. Participants believed that community pharmacists lack sincere compassion 

and enact barriers because they are on the methadone program.  

“Right. And, you got these people looking at you. Oh, you’re on the methadone program. 

You’re a user. You’re garbage. That’s how you feel because that’s the response you get from 

all the people.” Focus Group 2 

 “No, health region helping us. I have some people hitchhiking on the highway, coming to get 

their methadone because the pharmacist won’t give them a week or two days or three days.” 

Focus Group 2  

 

Participants also believed that they are being discriminated against and treated differently 

than other clients because they are engaged with the methadone program. Participants 

reported that being on methadone or having HIV or Hepatitis C evokes negative attitudes and 

behaviors from community pharmacists. Participants expressed that pharmacists’ body 

language changes once they know that a patient is a methadone client. For example, they feel 

because they are methadone clients, they are ignored, stigmatized, and pushed aside in favour 

of serving other clients.  

“Participant A – We shouldn’t feel discriminated against because we’re sick, you know. And, 

a lot of these pharmacists do that. They will look at you, …like if they know that you’re Hep 

C or HIV. Right, they’re automatically, like, there are some that just will not touch you. 

Participant B – They’ll get somebody else… 

Participant A – Oh, oh, their, their language, … eye appearance.  

Participant A – Their facial expression.  

Participant B – You can feel it. 

Participant A – Yeah, you just…Oh god, you’re here. Ok, well, ok, where is my gloves, 

where’s my hat and…you know, cover up garb or whatever, you know.” Focus Group 2  
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2. Pharmacy settings:  

Pharmacy settings for methadone patients were described as unwelcoming environments that 

made them feel uncomfortable, especially with pharmacies that designated a separate 

entrance and space for methadone patients. Using a different back door and dealing with 

pharmacists through a glass barrier was an upsetting experience for participants. Participants 

felt alienated, discriminated against, and stigmatized because they had to access their services 

differently than other clients. In other pharmacies, the situation is less traumatic, but 

methadone clients were still treated differently and “pushed” aside to wait, unlike other 

clients.  

“You know…even if they had some pictures up, behind [Pharmacy Name], in the back 

door…there’s nothing to make that person feel comfortable. You are in the cold; you’re in an 

enclosed space that’s no bigger than this (Participant indicates the size of the space by 

tracing it out in the room). With a, with a big plexiglass window and that is all you got. There 

are no pictures. It is always gross on the floor, and you feel like you’re in a prisoner’s box” 

Focus Group 2 

 

Participants indicated that despite their negative experiences regarding a particular pharmacy 

setting or pharmacist’s attitude, they did not have the option of getting methadone from 

another pharmacy. They were forced by their SUD and their doctors’ referrals to access 

certain pharmacies. Due to their sickness, they needed to utilize a nearby pharmacy, 

especially when they did not feel well.  

Furthermore, the lack of privacy was reported as a communication barrier by different 

participants. Participants did not like to discuss and share sensitive information about their 

substance use with community pharmacists in such a public setting. Also, a few participants 

felt ashamed when a pharmacist discussed their medications and health concerns where 

others could hear. This behaviour was perceived as a breach of confidentiality.  

Participants elaborated that community pharmacies are very busy, community pharmacists 

are overworked, and that is why patients may be receiving suboptimal services. In fact, 

participants recognize how challenging the work environment is in community pharmacies. 

They explained that pharmacists provide services to a wide range of clients and that some 

methadone clients are rude and obstinate. They understand how stressful it is for pharmacists 
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to validate the information provided by a SUD patient as some patients may provide 

misleading information to break the rules. It was recognized that pharmacists’ behavior 

might be justified based on previous negative encounters with other methadone clients. 

However, participants felt that pharmacists should not judge all methadone clients negatively 

and should “treat people how [they] want to be treated” Focus Group 3.   

3. Unclear Procedures and Policies 

Unpredictability and lack of consistency in the procedures for methadone dispensing was a 

primary concern for several participants. Various reasons were shared as to why pharmacists 

may refuse to dispense methadone, such as being late for appointments, being rude to the 

pharmacist, missing daily methadone doses for a couple of days, and losing carries bottles. 

The worst scenario was when, according to some participants, pharmacists refused to 

dispense medications without any explanation. Also, participants reported that pharmacists 

did not assist participants when they have unforeseen events like travel arrangements to 

attend an unexpected family funeral. It was not clear for participants what the policies were 

under such circumstances as pharmacists often lacked consistency in such situations. 

Participants theorized that pharmacists were prejudiced and enforce policy without caring 

about their patients. 

Participants shared incidents of when they suffered from withdrawal symptoms after 

receiving their witnessed daily dose of methadone due to inaccurate dosing or because they 

vomited the dose. Participants explained how they felt abandoned as pharmacists did not help 

while witnessing their suffering. They explained the pharmacists did not replace their dose 

until they contacted a doctor. The situation sometimes resulted in the replacement of the 

methadone dose; however, other times, participants’ doses were not replaced. Participants 

felt controlled by pharmacists who may find different reasons not to give them their 

methadone carries – take-home methadone doses - or even their daily witnessed dose. It was 

upsetting for participants that pharmacists lacked compassion when enforcing policies and 

regulations.  

“They don’t care about the patients. They don’t. It’s all by…based on rules and 

regulations.” Focus Group 2 
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“I mean, like, um, for one instance, like, a house of mine burnt and my methadone carries 

bottles were in the house. They burnt too. The pharmacist on [location] knew about it. Like, 

it was on the news … I had to pay back sixty dollars for the bottles plus thirty bottles for my 

replacement drinks.” Focus Group 2  

 

2.4.4 Needs from community pharmacists 

Participants' responses aggregated around three main aspects concerning their needs, namely 

respect, education, and the needle exchange program.  

1. Respect:  

Participants explained that they wanted to receive respectful communication from 

community pharmacists, similar to other clients. They expressed that they deserved to be 

treated with respect, politeness, and care and not to be judged because of their SUD. 

Participants also described that they would appreciate if pharmacists socialized and engaged 

in friendly exchanges with them. Genuine understanding and respectful communication were 

the paramount need reported by participants. However, participants also clarified that it 

might take some time to build trust and form a relationship with them; therefore, the best way 

to interact with SUD patients is to be professional, polite, and “do not force it.”  

“If I [were] a pharmacist, I would look at each individual case separately and would not 

judge a person if they are having a bad day. I would ask them, are you ok? I would direct 

them, you know, if you need someone to talk to, here is a number, you can go here. There is a 

job there, you know. There is a lot of help out there; you just got to reach out.” Focus Group 

4  

 

Finally, participants wanted pharmacists to be sensitive to different cultures, languages, and 

practices, particularly the culture of the Indigenous peoples of Canada. An Indigenous 

participant described how great the experience would be for an Indigenous patient if a 

pharmacist showed a sign of cultural admiration.  

“They (referring to First Nations peoples) are all flown here to get their drugs. And, they are 

just, it is intimidating. It is scary as hell, having a pharmacist there, the pharmaceutical 

company ready to hop on you. They got a whole team of doctors as soon as they get off the 

plane. Not one of them speaks their language.” Focus Group 2  

 

2. Education:  

Participants acknowledged the need to be educated by community pharmacists regarding 

their medications, such as toxicity, drug-drug interaction, and drug-food interaction. Health 
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information provision and explanations were one of the main topics discussed across all four 

focus groups. Learning about SUD and understanding the effect of the medications on 

functionality was reported as an essential need. A pamphlet (print-out) with information 

about SUD or where to get help was recognized as a great approach to providing information.   

“Participants A - But they got to educate people more on…and give them more information 

about the drugs people are taking. Instead of just prescribing and giving the person their 

prescription and, you know, go home and take your meds until they are done. And, you know, 

if they are prescribed Dilaudid or morphine, well, two weeks down the road they are… they 

have no energy, they are sore, and they are sweating and everything.  

Participant B - But they do not understand why. 

Participant A – Yeah, they do not understand why because they did not get the information 

from the pharmacy when they started taking this.” Focus Group 2  

 

“what drugs interact with each other. I think it is a good idea that they should bring it to the 

drug addict’s attention. Like say, for instance, this seizure medication combined with this 

medication, if you are abusing crystal-meth, it will do this to you, just a heads-up, I know it is 

stupid cause drug…people just think that they are drug addicts and they do not care, who 

cares to let them know, but it’s important because some of us are diabetic or suffering with 

mental illnesses like depression ” Focus Group 1  

 

Similarly, participants wanted community pharmacists to learn about the difficulties and 

social hardships they are going through as drug users. Many participants expressed that they 

wanted pharmacists to understand how hard it was for them to secure basic needs like food, 

shelter, and transportation. Participants also believed that community pharmacists needed 

more education and training on SUDs. According to the participants, pharmacists had a 

knowledge gap concerning SUDs and HIV; thus, they needed to be further educated in order 

to better serve patients with SUD.  

“They do not know what we are talking about when I am discussing my lab results with them. 

CD4 count, CD4 count, uh…[Multiple Participants’ Voices] CD4 count and your viral load. 

They did not know any of that. You know, just looked at me. They are real puzzled.” Focus 

Group 4  

 

3. The needle exchange program:  

Several participants described the city’s needle exchange program as a non-effective program 

because of how it was operated. They elaborated that the operating hours, the quantity of 

provided syringes, in addition to the limitations of the exchange policy, made the program 

ineffective when needed. Community pharmacies were not currently providers of the needle 
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exchange program in Saskatoon; however, participants believed they should be.  Having 

community pharmacists involved in the distribution of clean needles would enhance the 

accessibility of the program, especially on weekends.  

“The Health Bus* is done at 11. After 11 and on weekends, you are done. If you do not have 

a clean rig, well, all of a sudden, you are using one of your used ones. Heaven forbid you 

would use somebody else’s, but I am sure you would not in this day and age. Or, you are 

sharpening one of yours. I am it is, it is really quite gross. I could go into it. or [Pharmacy 

Name] could have it……. could have a mandate of giving out five.” Focus Group 2 

 

* Health Bus is a mobile health initiative in Saskatoon. It is designed to bring health care 

services to people and is staffed with nurse practitioners and paramedics.  

 

2.5 Discussion 

The main goal of this study was to understand the perspectives and the experiences of patients 

living with SUDs about community pharmacists as health care providers. The study's findings 

suggested that the participants’ experiences with community pharmacists are generally negative, 

with many interactions lacking effective counseling and support. Similar to other studies, lack of 

pharmacist time, stigma(39), lack of privacy(40), and need for additional education for 

pharmacists (24) were mentioned by participants among the barriers to accessing care in a 

community pharmacy setting.  

Supporting the notion that the public is often unaware of pharmacists' full spectrum of services 

(41, 42), participants shared their limited understanding of community pharmacists' role beyond 

dispensing. It is true that community pharmacists are not practicing the full potential of their role 

in caring for people with SUD (43). Community pharmacists are health care providers who 

received formal education and training to deliver many healthcare services, such as counseling 

and referral to services, that go beyond the traditional model of pharmacy that focuses on filling 

and dispensing medications (44). Participants reported pharmacists’ lack of time as the main 

reason for not recognizing or accessing pharmacists' extended services. Lack of time was also 

reported in many other studies (45), among other responses like an educational and policy gap. 

Participants wanted to be educated on their health issues and explore the various treatment 

options and available services. Participants’ need to receive information and be educated on their 

health issues was a common finding in many other studies (46-48). Educating patients about 
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their health issues and illness was related to improved patient satisfaction with pharmaceutical 

services (49). Also, participants expressed that pharmacists' attitudes and the stigma toward SUD 

were a barrier for effective communication. The stigma toward SUD, which has been found to 

exist among health care providers (39), remains a key barrier to accessing health care services 

and treatment (50-52).  Health care providers, including community pharmacists, should be 

aware of the stigma, its consequences on people’s physical and mental health, and should try to 

find new methods to limit its negative impact (53).  

Another reason for limiting pharmacists’ role to the dispensing of medications may be the 

standard “ritual” understanding of the pharmacist-patient relationship. The relationship is 

“ritualized,” meaning that it involves well-known typical interactions. Based on previous 

encounters, SUD patients may not expect advice or help from a pharmacist concerning their 

condition, which makes it hard for pharmacists to initiate a conversation concerning SUD. 

Likewise, it may be challenging for patients to understand pharmacists’ extended role and seek 

their assistance (54). Pharmacists’ roles and responsibilities should be clearly defined for 

pharmacists and promoted among patients (55). Also, to change or enhance this relationship, 

environmental contextual cues like promotional posters and pamphlets would encourage both 

pharmacists and patients to utilize these services (56)  

While patients’ satisfaction is an integral element for patients’ retention and adherence to the 

methadone program (16), the overall experience of participants with the methadone program in 

Saskatoon was mostly negative, as articulated by participants in the results of this study. Poor 

communication, an unwelcoming environment, lack of counseling, and lack of sufficient 

information were the primary reasons cited by participants for their negative experiences. 

Providing counseling and being respectful during patient-pharmacist encounters are referenced 

as the participants’ primary needs from community pharmacists. Meeting participants’ needs 

have proven to be critical for positive treatment experiences and subsequent treatment outcomes 

(57, 58). Evidence indicates that comprehensive substance abuse treatment, which addresses 

patients’ health and social needs concurrently with pharmacological treatment, leads to a 

significant reduction in post-treatment substance use and improved patient satisfaction (59-61). 

Nevertheless, failing to meet patients' needs in substance use treatment is a persistent problem 

(62). For example, vocational training, child care, transportation, and housing are among the 
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principal needs that have enhanced patients’ treatment outcomes (12), and many treatment 

programs still lack an adequate referral system. In addition, linking patients to appropriate health 

services concerning SUD treatment to address other health and social concerns reduces costly 

emergency visits (63).  

In contrast to the many negative encounters, some pharmacists were able to provide a positive 

experience for participants. Non-judgmental communication was the prevailing characteristic 

among community pharmacists who provided positive experiences for participants. This finding 

supports the integral role of social relations and support for the recovery and treatment retention 

of patients living with SUD (64, 65). 

A significant improvement in patient retention and treatment outcome has been previously linked 

with receiving advanced services in methadone programs like counseling and social services 

(66). The uptake of methadone treatment was also significantly improved when it was perceived 

as accessible, respectful, and desirable by the clients (66). Enhancing the productivity and 

wellbeing of methadone clients could alleviate the SUD economic burden (67). Further 

investigation into the policy, procedure, and dynamic of the methadone program is critical to 

improving patients' overall experiences and retention rates in the program. Furthermore, the 

length of treatment was positively linked to abstinence and optimal health outcomes (68, 69).  

Other reported needs, such as needle exchange programs and education, were commonly 

identified in the literature and supported by community pharmacists (70-72).    

Participants' observations that pharmacists have a stressful, busy and highly demanding work 

environment are in agreement with previous studies (73). These environmental situations have 

negatively impacted pharmacists’ professional performance and often result in negative patient-

pharmacist interactions. Organizational support for community pharmacists like clear policies, 

additional staffing, and an appropriate remuneration model is critical for the overall 

improvement of patients' experiences and, eventually, treatment outcomes (74-76). Participants 

expressed a need to receive respect and tolerance, just like other patients. They also expressed 

their willingness to discuss their SUD when appropriately engaged. The willingness of the study 

participants to discuss their SUD with community pharmacists may be regarded as contradicting 

other findings indicating that patients living with SUD are hesitant to disclose their substance use 

to health care providers (45). However, participants specified that proper communication and 



87 
 

gaining trust over a prolonged duration was key to engaging in open discussions regarding SUD.  

Similar to other pharmacy clients, participants were willing to explore and access the extended 

services pharmacists can offer beyond the traditional model of dispensing medications (42, 77). 

Paradoxically, pharmacists in Saskatoon expressed a great deal of caution and hesitation when 

approaching suspected SUD patients to offer help(24). In fact, community pharmacists perceived 

that it might be offensive to the clients to initiate a discussion in relation to substance use (24). 

On the other hand, pharmacists and patients agree on the need for SUD education with an 

emphasis on the social attachments of SUD treatment (78) and training on effective 

communication skills (24). 

The following recommendations can be drawn from the current study: there is a need for 1) 

community pharmacists to provide preventative and harm reduction services like counseling and 

referral, 2) additional SUD education and training for community pharmacists so they can 

provide additional SUD services, namely communication skills, 3) community pharmacists to be 

resourceful with knowledge, skills, and material before engaging with their clients regarding 

SUD, and 4) addressing the identified gaps in the policy, dispensing procedures, and practices of 

the methadone program.  

Pharmacists, who are identified as drug experts (79), can play a leading role in addressing and 

managing patients' social and health needs. Community pharmacists are easily accessible, 

trustworthy medical sources, and public health advocates. As such, utilizing community 

pharmacists to address SUD is expected to have promising outcomes. The literature indicates 

that community pharmacists are willing to help patients with SUD (21, 80, 81).  However, 

several barriers were identified as significant hindrances for pharmacists’ participation, such as 

lack of education (82, 83); fear of losing other non-SUD clients as well as fear of pharmacy staff 

being harmed (84-86); lack of knowledge about the laws regarding harm reduction services (87); 

the inability of pharmacists to refer their clients to suitable social or health services (88, 89); and 

lack of time, training, space, and adequate compensation (86, 87). In Canada, pharmacists also 

mentioned the lack of clear policy as a major obstacle for their increased participation in harm 

reduction services (90). There is great potential in the pharmacist-patient relationship for early 

intervention, especially since community pharmacists can be a primary access point to the health 
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care system. Due to their accessibility, community pharmacists can, over multiple visits, engage 

in discussions with SUD patients regarding treatment plans and different social needs.  

There are several limitations to this study. Firstly, the findings of this study can not be 

generalized to other settings. However, these findings can give an indication of the needs and 

barriers people living with SUDs can have in a small urban city like Saskatoon. Also, sampling 

was voluntary, which may have influenced the outcome of the study. Sampling was mainly 

through word-of-mouth (snowball sampling); therefore, the sample is not representative of the 

whole population of people living with SUD in Saskatoon. However, some findings of the study 

were supported with similar studies in the literature that endorse the support needs and proper 

exchange of information between people with SUD and health care providers (25, 27). 

2.6 Conclusion 

Community pharmacists have a golden opportunity to deliver preventative and harm reduction 

interventions. Unfortunately, the experience of patients living with SUDs with community 

pharmacists is often limited to dispensing medications. Patients’ receptivity for the broader range 

of services community pharmacists can provide are contingent on respectful communication and 

genuine, friendly and professional conversations. Health care providers, including community 

pharmacists, should be trained to address patients’ needs while properly delivering patient-

centered care for optimum outcomes.  

List of Abbreviation:  

SUD Substance Use Disorder 

IOM Institute of Medicine  

HIV Human Immunodeficiency Virus  

AIDS Acquired Immunodeficiency Syndrome  

Declaration Section 

 

Ethical Approval and Consent to participate:  

This study was conducted after the ethical approval from the University of Saskatchewan Ethics 

Board (Beh#16-256). Participants provided their signed consent to participate in the study. 

 



89 
 

Consent for publication:  

Not applicable.  

Availability of data and materials:  

The datasets [i.e., focus group transcripts] generated during and analysed during the current 

study are not publicly available, but are available from the corresponding author on reasonable 

request. 

Competing interests:  

The authors declare that they have no competing interests.  

Funding:  

This project was made available by the generous funding from 

• Canadian Research Initiatives in Substance Misuse (CRISM) National Study Prairie Node 

subgrant, Canadian Institute of Health Research 

• Saskatchewan College of Pharmacy Professionals (SCPP) 

• Funding and scholarship for Sarah Fatani were provided by the Ministry of Education of Saudi 

Arabia. 

 

Authors' contributions:  

SF collected and analyzed the data; co-conducted three focus groups and she drafted/revised the 

manuscript as needed. SF also helped in the design of the study and in securing funding for the 

project through CRISM.  

DB collected data and co-conducted the focus groups with SF and AE; DB also transcribed the 

focus groups and provided initial rough analysis of the findings. DB provided important 

suggestions to the draft manuscript. 

MD is a co-supervisor of SF, providing input in the various stages of the project particularly data 

analysis. MD also revised the various version of the manuscripts.  

AE is the PI of the project, secured funding for the project, designed the project and is the 

supervisor of SF & DB. AE conducted one focus group, provided input to the analysis and 

revised the various versions of the manuscript.  

Acknowledgment 

AIDS Saskatoon and Station 20 staff for hosting the interviews in their buildings and supporting 

the research members while arranging the events. Special thanks to Jason Mercredi from AIDS 



90 
 

Saskatoon and Lisa Erikson from Station 20 West for their help and support. Ms. Marla Rogers 

and Ms. Jessica McCutcheon form the Social Sciences Research Laboratories (SSRL) are 

acknowledged for validating the analysis and proof-editing the English of the manuscript, 

respectively. Interview Transcription credited to co-author, Mr. Daniel Bakke   

  



91 
 

References   
1.     Roberts NJ, Fishbein D. An Integrative Perspective on the Etiology of Substance Use.  

Prevention of Substance Use: Springer; 2019. p. 37-55. 

2. Sliedrecht W, de Waart R, Witkiewitz K, Roozen HG. Alcohol use disorder relapse factors: 

A systematic review. Psychiatry research. 2019. 

3. Waldrop AE, Back SE, Verduin ML, Brady KT. Triggers for cocaine and alcohol use in the 

presence and absence of posttraumatic stress disorder. Addictive behaviors. 2007;32(3):634-

9. 

4. Staiger PK, Melville F, Hides L, Kambouropoulos N, Lubman DI. Can emotion-focused 

coping help explain the link between posttraumatic stress disorder severity and triggers for 

substance use in young adults? Journal of substance abuse treatment. 2009;36(2):220-6. 

5. Marsh JC, Cao D, Guerrero E, Shin H-C. Need-service matching in substance abuse 

treatment: Racial/ethnic differences. Evaluation and Program Planning. 2009;32(1):43-51. 

6. Smith BD, Marsh JC. Client-service matching in substance abuse treatment for women with 

children. Journal of substance abuse treatment. 2002;22(3):161-8. 

7. America CoQoHCi, Staff IoM. Crossing the quality chasm: A new health system for the 

21st century: National Academies Press; 2001. 

8. Barry MJ, Edgman-Levitan S. Shared decision making—The pinnacle patient-centered care. 

2012. 

9. Stewart M, Brown JB, Weston W, McWhinney IR, McWilliam CL, Freeman T. Patient-

centered medicine: transforming the clinical method: CRC press; 2013. 

10. Oates J, Weston WW, Jordan J. The impact of patient-centered care on outcomes. Fam 

Pract. 2000;49(9):796-804. 

11. Barrio P, Gual A. Patient-centered care interventions for the management of alcohol use 

disorders: a systematic review of randomized controlled trials. Patient preference and 

adherence. 2016;10:1823. 

12. Hser Y-I, Polinsky ML, Maglione M, Anglin MD. Matching clients’ needs with drug 

treatment services. Journal of substance abuse treatment. 1999;16(4):299-305. 

13. Hawkins EJ, Lott AM, Malte CA, Frank AN, Hamilton B, Sayre GG, et al. Patients' 

perspectives on care management services for complex substance use disorders. Journal of 

addictive diseases. 2017;36(3):193-206. 

14. Bradley KA, Kivlahan DR. Bringing patient-centered care to patients with alcohol use 

disorders. Jama. 2014;311(18):1861-2. 

15. Marchand K, Beaumont S, Westfall J, MacDonald S, Harrison S, Marsh DC, et al. Patient-

centred care for addiction treatment: a scoping review protocol. BMJ open. 

2018;8(12):e024588. 

16. Kelly SM, O'Grady KE, Brown BS, Mitchell SG, Schwartz RP. The role of patient 

satisfaction in methadone treatment. The American journal of drug and alcohol abuse. 

2010;36(3):150-4. 

17. Bratberg JP. Opioids, naloxone, and beyond: the intersection of medication safety, public 

health, and pharmacy. Journal of the American Pharmacists Association. 2017;57(2):S5-S7. 

18. Agomo CO. The role of community pharmacists in public health: a scoping review of the 

literature. Journal of Pharmaceutical Health Services Research. 2012;3(1):25-33. 

19. Armor BL, Britton ML, Dennis VC, Letassy NA. A review of pharmacist contributions to 

diabetes care in the United States. Journal of Pharmacy Practice. 2010;23(3):250-64. 



92 
 

20. Lynas K. Pharmacists can play a key role in implementing new national strategy to combat 

prescription drug abuse. Canadian Pharmacists Journal/Revue des Pharmaciens du Canada. 

2013;146(3):128-9. 

21. Cobaugh DJ. Pharmacist's role in preventing and treating substance abuse: Why are 

wedoing so little? American Society of Health-System Pharmacists. 2003;60. 

22. Association AP. Pharmacists’ role in addressing opioid abuse, addiction, and diversion. 

Journal of the American Pharmacists Association. 2014;54(1):e5-e15. 

23. Vorobjov S, Uusküla A, Abel-Ollo K, Talu A, Des Jarlais D. Should pharmacists have a role 

in harm reduction services for IDUs? A qualitative study in Tallinn, Estonia. Journal of 

Urban Health. 2009;86(6):918. 

24. Fatani S, Dobson R, El-Aneed A. Qualitative exploration of the education and skill needs of 

community pharmacists in Saskatoon concerning substance use disorder. Canadian 

Pharmacists Journal/Revue des Pharmaciens du Canada. 2019;152(2):117-29. 

25. Pulford J, Adams P, Sheridan J. What do clients want from alcohol and other drug treatment 

services? A mixed methods examination. Addiction Research & Theory. 2011;19(3):224-34. 

26. Perron BE, Ilgen MA, Hasche L, Howard MO. Service needs of clients in outpatient 

substance-use disorder treatment: A latent class analysis. Journal of studies on alcohol and 

drugs. 2008;69(3):449-53. 

27. Dhital R, Whittlesea CM, Norman IJ, Milligan P. Community pharmacy service users' views 

and perceptions of alcohol screening and brief intervention. Drug and alcohol review. 

2010;29(6):596-602. 

28. Thomson L. A review of needle exchange programs in Saskatchewan: Final report. Prepared 

for Population Health Branch: Saskatchewan Ministry of Health. 2008. 

29. Jozaghi E, Jackson A. Examining the potential role of a supervised injection facility in 

Saskatoon, Saskatchewan, to avert HIV among people who inject drugs. International 

journal of health policy and management. 2015;4(6):373. 

30. Marshall MN. Sampling for qualitative research. Family practice. 1996;13(6):522-6. 

31. Coreil J. Group interview methods in community health research. Medical Anthropology. 

1994;16(1-4):193-210. 

32. Rabiee F. Focus-group interview and data analysis. Proceedings of the nutrition society. 

2004;63(4):655-60. 

33. Twohig PL, Putnam W. Group interviews in primary care research: advancing the state of 

the art or ritualized research? Family practice. 2002;19(3):278-84. 

34. Kuo C, Schonbrun YC, Zlotnick C, Bates N, Todorova R, Kao JC-W, et al. A qualitative 

study of treatment needs among pregnant and postpartum women with substance use and 

depression. Substance Use & Misuse. 2013;48(14):1498-508. 

35. Zupančič V, Pahor M, Kogovšek T. Focus group in community mental health research: need 

for adaption. Community mental health journal. 2019;55(1):168-79. 

36. Morgan DL. Focus groups as qualitative research: Sage publications; 1996. 

37. Kitzinger J. Qualitative research: introducing focus groups. Bmj. 1995;311(7000):299-302. 

38. Glaser BG, Strauss AL, Strutzel E. The discovery of grounded theory; strategies for 

qualitative research. Nursing research. 1968;17(4):364. 

39. Van Boekel LC, Brouwers EP, Van Weeghel J, Garretsen HF. Stigma among health 

professionals towards patients with substance use disorders and its consequences for 

healthcare delivery: systematic review. Drug and alcohol dependence. 2013;131(1-2):23-35. 



93 
 

40. Hattingh HL, Emmerton L, Ng Cheong Tin P, Green C. Utilization of community pharmacy 

space to enhance privacy: a qualitative study. Health Expectations. 2016;19(5):1098-110. 

41. Anderson C, Blenkinsopp A, Armstrong M. Feedback from community pharmacy users on 

the contribution of community pharmacy to improving the public's health: a systematic 

review of the peer reviewed and non‐peer reviewed literature 1990–2002. Health 

Expectations. 2004;7(3):191-202. 

42. Kelly DV, Young S, Phillips L, Clark D. Patient attitudes regarding the role of the 

pharmacist and interest in expanded pharmacist services. Canadian Pharmacists 

Journal/Revue des Pharmaciens du Canada. 2014;147(4):239-47. 

43. Compton WM, Jones CM, Stein JB, Wargo EM. Promising roles for pharmacists in 

addressing the US opioid crisis. Research in Social and Administrative Pharmacy. 

2019;15(8):910-6. 

44. Jones EJ, MacKinnon NJ, Tsuyuki RT. Pharmaceutical care in community pharmacies: 

practice and research in Canada. Annals of Pharmacotherapy. 2005;39(9):1527-33. 

45. McNeely J, Kumar PC, Rieckmann T, Sedlander E, Farkas S, Chollak C, et al. Barriers and 

facilitators affecting the implementation of substance use screening in primary care clinics: 

a qualitative study of patients, providers, and staff. Addiction science & clinical practice. 

2018;13(1):8. 

46. Cerulli J. Patients’ perceptions of independent community pharmacists. Journal of the 

American Pharmaceutical Association. 2002;42(2):279-82. 

47. Chewning B, Schommer JC. Increasing clients' knowledge of community pharmacists' roles. 

Pharmaceutical research. 1996;13(9):1299-304. 

48. Nau DP, Ried LD, Lipowski E. What Makes Patients Think That Their Pharmacists' 

Services Are of Value?: Convincing patients of the value of pharmaceutical care is as 

crucial to the profession's transition as convincing physicians and payers. Journal of the 

American Pharmaceutical Association (1996). 1997;37(1):91-8. 

49. Ried LD, Wang F, Young H, Avviphan R. Patients’ satisfaction and their perception of the 

pharmacist. Journal of the American Pharmaceutical Association (1996). 1999;39(6):835-

42. 

50. Buchman D, Reiner PB. Stigma and addiction: Being and becoming. The American Journal 

of Bioethics. 2009;9(9):18-9. 

51. Interian A, Ang A, Gara MA, Link BG, Rodriguez MA, Vega WA. Stigma and depression 

treatment utilization among Latinos: utility of four stigma measures. Psychiatric services 

(Washington, DC). 2010;61(4):373. 

52. Room R. Stigma, social inequality and alcohol and drug use. Drug and alcohol review. 

2005;24(2):143-55. 

53. Smith LR, Earnshaw VA, Copenhaver MM, Cunningham CO. Substance use stigma: 

Reliability and validity of a theory-based scale for substance-using populations. Drug and 

alcohol dependence. 2016;162:34-43. 

54. Sabater-Galindo M, de Maya SR, Benrimoj SI, Gastelurrutia MA, Martínez-Martínez F, 

Sabater-Hernández D. Patients' expectations of the role of the community pharmacist: 

Development and testing of a conceptual model. Research in Social and Administrative 

Pharmacy. 2017;13(2):313-20. 

55. Worley MM, Schommer JC, Brown LM, Hadsall RS, Ranelli PL, Stratton TP, et al. 

Pharmacists' and patients' roles in the pharmacist-patient relationship: are pharmacists and 



94 
 

patients reading from the same relationship script? Research in Social and Administrative 

Pharmacy. 2007;3(1):47-69. 

56. Guirguis LM, Chewning BA. Role theory: literature review and implications for patient-

pharmacist interactions. Research in Social and Administrative Pharmacy. 2005;1(4):483-

507. 

57. Fiorentine R, Nakashima J, Anglin MD. Client engagement in drug treatment. Journal of 

substance abuse treatment. 1999;17(3):199-206. 

58. Fiorentine R, Anglin MD. More is better: Counseling participation and the effectiveness of 

outpatient drug treatment. Journal of substance abuse treatment. 1996;13(4):341-8. 

59. Friedmann PD, Hendrickson JC, Gerstein DR, Zhang Z. The effect of matching 

comprehensive services to patients’ needs on drug use improvement in addiction treatment. 

Addiction. 2004;99(8):962-72. 

60. Simpson DD, Joe GW, Rowan-Szal GA, Greener JM. Drug abuse treatment process 

components that improve retention. Journal of substance abuse treatment. 1997;14(6):565-

72. 

61. Gerstein DR, Harwood HJ. Treating drug problems: A study of the evolution, effectiveness, 

and financing of public and private drug treatment systems (Vol. 1). Washington, DC: 

Institute of Medicine. 1990. 

62. Pringle JL, Emptage NP, Hubbard RL. Unmet needs for comprehensive services in 

outpatient addiction treatment. Journal of Substance Abuse Treatment; 2006. p. 183-9. 

63. Friedmann PD, Hendrickson JC, Gerstein DR, Zhang Z, Stein MD. Do mechanisms that link 

addiction treatment patients to primary care influence subsequent utilization of emergency 

and hospital care? Medical Care. 2006;44(1):8-15. 

64. Dobkin PL, Civita MD, Paraherakis A, Gill K. The role of functional social support in 

treatment retention and outcomes among outpatient adult substance abusers. Addiction. 

2002;97(3):347-56. 

65. Pettersen H, Landheim A, Skeie I, Biong S, Brodahl M, Oute J, et al. How social 

relationships influence substance use disorder recovery: a collaborative narrative study. 

Substance abuse: research and treatment. 2019;13:1178221819833379. 

66. McLellan AT, Arndt IO, Metzger DS, Woody GE, O'Brlen CP. The effects of psychosocial 

services in substance abuse treatment. Addictions Nursing Network. 1993;5(2):38-47. 

67. Leslie DL, Ba DM, Agbese E, Xing X, Liu G. The economic burden of the opioid epidemic 

on states: the case of Medicaid. Am J Manag Care. 2019;25:S243-S9. 

68. Weisner C, Matzger H, Kaskutas LA. How important is treatment? One‐year outcomes of 

treated and untreated alcohol‐dependent individuals. Addiction. 2003;98(7):901-11. 

69. Brewer DD, Catalano RF, Haggerty K, Gainey RR, Fleming CB. RESEARCH REPORT A 

meta‐analysis of predictors of continued drug use during and after treatment for opiate 

addiction. Addiction. 1998;93(1):73-92. 

70. Matheson C, Thiruvothiyur M, Robertson H, Bond C. Community pharmacy services for 

people with drug problems over two decades in Scotland: Implications for future 

development. International Journal of Drug Policy. 2016;27:105-12. 

71. Tesoriero JM, Battles HB, Klein SJ, Kaufman E, Birkhead GS. Expanding access to sterile 

syringes through pharmacies: assessment of New York's Expanded Syringe Access 

Program. Journal of the American Pharmacists Association. 2009;49(3):407-16. 



95 
 

72. Winstanley EL, Mashni R, Schnee S, Miller N, Mashni SM. The development and 

feasibility of a pharmacy-delivered opioid intervention in the emergency department. 

Journal of the American Pharmacists Association. 2017;57(2):S87-S91. 

73. Munger MA, Gordon E, Hartman J, Vincent K, Feehan M. Community pharmacists’ 

occupational satisfaction and stress: a profession in jeopardy? Journal of the American 

Pharmacists Association. 2013;53(3):282-96. 

74. Greener JM, Joe GW, Simpson DD, Rowan-Szal GA, Lehman WE. Influence of 

organizational functioning on client engagement in treatment. Journal of substance abuse 

treatment. 2007;33(2):139-47. 

75. Scahill S, Harrison J, Carswell P. Organisational culture: an important concept for pharmacy 

practice research. Pharmacy world & science. 2009;31(5):517-21. 

76. Watson T, Hughes C. Pharmacists and harm reduction: A review of current practices and 

attitudes. Canadian Pharmacists Journal/Revue des Pharmaciens du Canada. 

2012;145(3):124-7. e2. 

77. MacKinnon GE, Mahrous H. Assessing consumers’ interest in health care services offered 

in community pharmacies. Journal of the American Pharmaceutical Association. 

2002;42(3):512-5. 

78. Kuluski K, Ho JW, Hans PK, Nelson ML. Community care for people with complex care 

needs: bridging the gap between health and social care. International journal of integrated 

care. 2017;17(4). 

79. Kenna GA, Erickson C, Tommasello A. Understanding substance abuse and dependence by 

the pharmacy profession. US Pharm. 2006;5:15. 

80. Tommasello A. Substance abuse and pharmacy practice: what community pharmacist needs 

to know about drug abuse and dependence. Harm Reduction Journal. 2004. 

81. Schnipper JL, Kirwin JL, Cotugno MC, Wahlstrom SA, Brown BA, Tarvin E, et al. Role of 

pharmacist counseling in preventing adverse drug events after hospitalization. Archives of 

internal medicine. 2006;166(5):565-71. 

82. Lafferty L, Hunter TS, Marsh WA. Knowledge, attitudes and practices of pharmacists 

concerning prescription drug abuse. Journal of psychoactive drugs. 2006;38(3):229-32. 

83. Kehoe Jr WA. Substance abuse: new numbers are a cause for action. The Annals of 

pharmacotherapy. 2008;42(2):270-2. 

84. Bossak BH, Tempalski B, Friedman SR, Des Jarlais DC. Temporal trends in spatial access 

to pharmacies that sell over-the-counter syringes in New York City health districts: 

relationship to local racial/ethnic composition and need. Journal of Urban Health. 

2009;86(6):929-45. 

85. Matheson C, Bond CM, Tinelli M. Community pharmacy harm reduction services for drug 

misusers: national service delivery and professional attitude development over a decade in 

Scotland. Journal of public health. 2007;29(4):350-7. 

86. Watson L, Bond C, Gault C. A survey of community pharmacists on prevention of HIV and 

hepatitis B and C: current practice and attitudes in Grampian. Journal of Public Health. 

2003;25(1):13-8. 

87. Taussig J, Junge B, Burris S, Jones TS, Sterk CE. Individual and structural influences 

shaping pharmacists’ decisions to sell syringes to injection drug users in Atlanta, Georgia. 

Journal of the American Pharmacists Association. 2002;42(6s2):S40-S5. 



96 
 

88. Le PP, Hotham ED. South Australian rural community pharmacists and the provision of 

methadone, buprenorphine and injecting equipment. International Journal of Pharmacy 

Practice. 2008;16(3):149-54. 

89. Hall S, Matheson C. Barriers to the provision of needle‐exchange services: a qualitative 

study in community pharmacies. International journal of pharmacy practice. 2008;16(1):11-

6. 

90. N V. Perception on sale of needles and syringes by pharmacies in Kelowna. 2002. 

  



97 
 

Chapter 3: The Delphi Study Manuscript 
 

Development and Validation of Patient- Community Pharmacist Encounter Toolkit regarding 

Substance Use Disorder: Delphi Procedure 

Sarah Fatani, Daniel Bakke, Katlyn Halpape, Marcel D’Eon, Anas El-Aneed 

Sarah Fatani  

Sarah.fatani@usask.ca  

College of Pharmacy and Nutrition, University of Saskatchewan, Canada  

 

Danial Bakke  

Danialbakke@gmail.com 

College of Pharmacy and Nutrition, University of Saskatchewan, Canada  

 

Katlyn Halpape  

Katlyn.halpape@usask.ca  

College of Pharmacy and Nutrition, University of Saskatchewan 

 

Marcel D’Eon  

Marcel.deon@usask.ca  

Director, Education Innovation Institute, Medical College of Georgia, Augusta University 

 

*Correspondence to: 

       Anas El-Aneed 

Anas.el-aneed@usask.ca  

College of Pharmacy and Nutrition, University of Saskatchewan 

107 Wiggins Road, Room 3D01.3 

Saskatoon, Saskatchewan, S7N 5E5, Canada 

 

This paper is submitted to the journal of Research in Social and Administrative Pharmacy. 

Currently, the paper is in review.  

 

List of Abbreviation:  

SUD  Substance Use Disorder 

e-Delphi  Electronic Delphi  

CIWA  Clinical Institute Withdrawal Assessment for Alcohol  

COWS  Clinical Opioid Withdrawal Scale  

CANSAS Camberwell Assessment of Needs Short Appraisal Schedule 

mailto:Sarah.fatani@usask.ca
mailto:Danialbakke@gmail.com
mailto:Katlyn.halpape@usask.ca
mailto:Marcel.deon@usask.ca
mailto:Anas.el-aneed@usask.ca


98 
 

SOWS  Subjective Opiate Withdrawal Scale  

BNI   Brief Negotiation Interviewing  

MI   Motivational Interviewing  

 

Declaration Section 

Ethical Approval and Consent to participate:  

This study was conducted after receiving an ethical exemption from the University of 

Saskatchewan Ethics Board. Participants provided their signed consent to participate in the 

study. 

Consent for publication:  

Not applicable.  

 

Availability of data and materials:  

The datasets [i.e., participants feedback and comments] generated during and analysed during the 

current study are not publicly available but are available from the corresponding author on 

reasonable request. 

 

Competing interests:  

The authors declare that they have no competing interests.  

 

Funding:  

This project was made available by the generous funding from 

• Canadian Research Initiatives in Substance Misuse (CRISM) National Study Prairie Node 

subgrant, Canadian Institute of Health Research 

• Saskatchewan College of Pharmacy Professionals (SCPP) 

• Funding and scholarship for Sarah Fatani were provided by the Ministry of Education of Saudi 

Arabia. 

 

Authors' contributions:  

SF designed and conducted the e-Delphi procedure; collected and analyzed the data; re-

configurating the toolkit based on the participants feedback and comments and she 



99 
 

drafted/revised the manuscript as needed. SF also helped in securing funding for the project 

through CRISM.  

KH helped SF in reviewing the data analysis. She also revised and provided important 

suggestions to the draft manuscript.  

DB helped SF in e-Delphi questions, technical designing of the toolkit and provided suggestions 

to the draft manuscript. 

AE is the PI on the project; secured funding for the project and is the supervisor of SF & DB. AE 

revised the various versions of the manuscript and provided valuable suggestion throughout the 

different stages of the project.  

MD is a co-supervisor of SF, providing input in the various stages of the project particularly data 

analysis. MD also revised the various version of the manuscripts.  

 

Acknowledgment 

Ms. Jessica McCutcheon form the Social Sciences Research Laboratories (SSRL) is 

acknowledged for proof-editing the English of the manuscript. Dr. Kary Mansell and Terry Dam 

from the College of Pharmacy and Nutrition fore reviewing and conducting face validity to the 

toolkit. Barry Ward and Mary Fraser for piloting the first round of e-Delphi questions. Karen 

Jensen for support and help with the process of conducting e-Delphi.  

 

  



100 
 

3.1 Abstract  
Community pharmacists have a vital role in effective health care management, especially 

in the management of chronic diseases, such as diabetes and hypertension. However, 

pharmacists’ role in the care of patients with substance use disorders (SUDs) is not well 

defined, and this practice is variable. Several barriers have been identified for the role of 

pharmacists in offering care to people with SUD, such as lack of education and guiding tools.  

This study aims to develop a SUD management toolkit for community pharmacists to 

guide and support them in the care of people living with SUD. The toolkit is based on an 

adaption of the Screening, Brief Intervention, and Referral to Treatment (SBIRT) model, 

which is one of the most well defined and effective strategies for substance use disorder 

management. However, it is considered a novel care model for community pharmacy 

settings. Therefore, a unique substance use disorder management toolkit, which incorporates 

evidence-based strategies and clinical algorithms, was created to guide community 

pharmacists.  

The toolkit was validated through a Delphi procedure. Two rounds of questions were sent 

to experts in the field of substance use disorder. In both rounds, experts were asked to rate 

the appropriateness and clarity of items in the toolkit and provide feedback. Based on the 

feedback from the first round, the toolkit was modified.  In the second round, the experts 

were asked to rerate the revised version of the toolkit and provide comments. After the 

second round, an agreement was reached regarding almost all items of the toolkit.  

In sum, we were successful in validating a new SUD guiding toolkit for community 

pharmacists through the Delphi procedure. The toolkit should be implemented and evaluated 

in practice.   

 

3.2 Introduction 

The professional role of pharmacists has expanded in Canada (1, 2), and other places 

worldwide (3), to include many care services such as substitute prescription, laboratory result 

interpretation, minor ailment prescribing, and vaccine injections. Pharmacists are recognized 

as public health advocates who play a crucial role in successful health initiatives, such as 

smoke cessation, alcohol reduction, and weight management (4). The involvement of 
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pharmacists in caring for patients with chronic diseases has significantly improved treatment 

outcomes and patient adherence (5). Substance use disorders (SUDs) are one of the most 

prevalent chronic diseases in Canada and, as such, continually strain the health care system 

(6). Canada's opioid crisis has led to high mortality, morbidity, and loss of productivity (7). 

  Community pharmacists are responsible for dispensing opioid agonist therapies such as 

buprenorphine/naloxone and methadone. In these patient care interactions, pharmacists often 

interact with patients who are actively using substances. The accessibility and extended 

working hours of community pharmacists create an opportunity for them to identify patients 

at risk of various diseases such as HIV and Hepatitis C and apply preventative measures (8). 

Studies found that pharmacists agree that they have an opportunity to intervene and provide 

harm reduction and preventative services (9). They also recognize the importance of having 

different resources for a patient living with SUD through community pharmacies (10). 

Pharmacists have indicated that they endorse their involvement in SUD related services, such 

as dispensing naloxone (11) and providing needle exchange programs (12) as a means of 

alleviating the negative consequences of SUD.  Involving community pharmacists in harm 

reduction and the management of SUD has excellent potential to improve patient care (13) 

and reduce health costs (14).  

Among the various strategies to intervene in the care of SUD, Screening, Brief 

Intervention, and Referral to Treatment (SBIRT) is a well-established public health approach 

that has been developed and tested for over a decade (15). Empirical evidence supports the 

effectiveness of SBIRT in delivering early intervention and treatment for people at risk of 

adverse consequences due to substance use (16, 17). The SBIRT approach promotes routine 

screening for risky drug-related behavior and delivers early intervention using a motivation 

enhancement technique for individuals interested in therapeutic and social interventions. 

SBIRT is a successful care model that can be tailored to a variety of situations (18) and can 

be delivered in various settings (19, 20). SBIRT has been successfully adapted to a 

community setting (21), emergency room hospital departments (22), worker compensation 

clinics (23), and criminal justice settings (24), which underlines the flexibility and 

effectiveness of the approach.  

SBIRT is also a recognized health care approach that has been endorsed by community 

pharmacists for its effectiveness, feasibility to be implemented in community pharmacy 
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settings, and its great potential to address SUD (25). In a community pharmacy, pharmacists 

are the leading supplier of legitimate prescription and diverted opioids (26). It must be noted 

that, in the USA, the majority of overdose deaths and emergency visits in 2015 are linked to 

prescription opioids (27, 28). Similarly, in Canada, the death toll of opioid overdose due to 

prescription opioids has increased drastically over time (29, 30). Pharmacists are known to be 

continuously vigilant for drug interactions, contraindications, and medication errors. Hence, 

community pharmacists are adequately positioned and trained to adapt SBIRT. Utilizing a 

pharmacy drug monitoring system to identify patients with a high risk of developing SUD 

and implementing SBIRT to screen and refer clients could be an effective combination for 

early intervention and, eventually, for promoting optimal treatment outcomes (31). One of 

the main concepts of the SBIRT model is to link individuals who need help for SUD with 

appropriate care at the earliest opportunity (16). Providing SBIRT in primary care settings 

can fill the gap between community services and treatment agencies and improve the 

delivery of care based on patients' needs (32). 

Individuals living with SUD have many needs beyond drug therapy and, when not met, 

they can negatively affect their treatment and overall well-being (33, 34). Evidence 

demonstrates the positive impact of addressing the varying needs of individuals living with 

SUD on treatment outcomes and post-treatment substance use (35). Receiving help with 

essential services such as childcare, employment, and transportation have significantly 

affected treatment retention for individuals living with SUD (36). Addressing the social 

needs of individuals with SUD is a core element for successful treatment.  

  While pharmacists' involvement in caring for people with SUD can be quite positive, 

several barriers hinder the effectiveness of their involvement. Lack of adequate education is 

one of the main barriers for pharmacists to participate in SUD care management (37, 38). 

Pharmacists acknowledge their role as public health advocates and want to have a significant 

role in caring for people with SUD (39-41). However, formal pharmacy education still 

provides limited SUD educational hours that fall behind the minimum recommendations of 

the curricular guideline of health care programs (42). Other barriers include inadequate 

compensation and time as well as lack of health system support, resources, and clinical tools 

(43).   
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The aim of this study was two-fold. Firstly, to develop an evidence-based toolkit for SUD 

management for community pharmacists. Secondly, to conduct a Delphi procedure to 

establish the tool’s validity and collect evidence of the appropriateness and clarity of the 

toolkit.  

3.3 Methodology  
The SUD toolkit would serve as one element of a broader educational intervention for 

community pharmacists in the care of individuals living with SUD. A more comprehensive 

intervention includes a full-day educational workshop, with two-hours of training on the 

toolkit. The workshop, its design, theoretical framework, and evaluation will be reported 

elsewhere. Role theory informed the implementation plan for the toolkit (44). Role theory 

explains human behavior as a part of a social position whereby individuals hold specific 

expectations regarding their own and other individuals' roles (44). Hence, pharmacists’ skills, 

knowledge, attitudes, and qualification to intervene is a significant element in formulating 

successful encounters with SUD patients. Patients receptivity is also an integral element of 

the process (45). Therefore, toolkit activities were carefully crafted to be compatible with the 

workflow in a community pharmacy with minimal alterations to the typical pharmacist-

patient interaction.  

3.3.1 Source of evidence  

The SUD toolkit was informed by the outcomes of two earlier needs assessment studies 

conducted by the research group (37, 46). Both studies were conducted in Saskatoon, a small 

urban city in Saskatchewan, Canada. One study investigated the needs of community 

pharmacists to provide effective care services for people with SUD (37). The other study 

explored the perception of patients living with SUD concerning community pharmacists as 

health care providers and their services (46). The outcomes and recommendations of both 

studies informed the development of the toolkit.   

In addition, extensive literature reviews regarding effective SUD interventions and 

evidence-based practice were conducted independently by two of the authors [S.F. and D.B.]. 

The focus of the literature reviews was to find evidence-based SUD interventions, 

compatible with existing workflow, that could be implemented in a community pharmacy 

setting. The literature search also identified recommendations by key organizations regarding 

community pharmacists’ roles in caring for people living with SUD (47, 48). SBIRT was 
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found to be an appealing intervention for community pharmacy settings (49) that matched 

most of the generated recommendations of the needs assessment. Therefore, the authors 

crafted a toolkit by adjusting the SBIRT care model to be compatible with the community 

pharmacy setting. The “SUD management toolkit” encompasses a practice flow chart and a 

recourses guide. The flow chart is designed as an algorithm to guide community pharmacists 

during their encounters with people living with SUD. In addition, the resources guide 

provides updated contact information of a wide range of SUD related services to refer clients 

when need. The steps conducted in the process of developing SUD management toolkit are 

demonstrated in Figure 3-1.  

The formulation of the SUD flow chart and referral guide was established based on three 

main goals. Firstly, the authors were concerned with the best approaches and methods to 

adapt and deliver SBIRT to a community 

pharmacy setting without overwhelming 

community pharmacists. The second goal was to 

ensure that the SBIRT strategy is clear and user-

friendly for community pharmacists. Community 

pharmacies are busy care providers with time 

restraints; therefore, the toolkit must be efficient 

and easily managed over multiple visits. The last 

and most important goal for the SUD management 

toolkit was the ability to embed the SBIRT strategy 

within community pharmacist standard practice. 

These principles were adopted to ensure 

acceptance by both pharmacists and patients. The 

toolkit (flowchart and referral guide) is available in 

Appendix A. 

 

3.3.2 SUD Management Flowchart and Referral Guide  

Two main elements were developed: 1) SUD encounter flowchart and 2) referral guide. 

The encounter flow chart was constructed to provide a stepwise instrument for pharmacists to 

manage pharmacist-patient encounters related to SUD. The initial version of the SUD 

Pharmacists Needs Assessment 

Patients Needs Assessment 

Extensive Literature Review 

Development of SUD Management 
Flowchart the Referral Guide

Figure 3-1 The development Steps of the Flowchart and 
Referral Guide 
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encounter flowchart included 20 items and a sidebar. The sidebar was created to function as 

an information source for several items, as some items needed more clarification and 

reminders to be understood and performed adequately. Each item describes a condition or 

mentions a statement that ends with a yes/no question leading to the following item based on 

the answer.  

The original SBIRT strategy utilizes Motivational Interviewing (MI) as a motivation 

enhancement technique; however, in this flow chart, Brief Negotiation Interviewing (BNI) 

was preferred. BNI is a shorter motivational intervention that needs minimum training in 

contrast to MI. BNI was initially created to help patients who are administered to emergency 

departments due to the consequences of harmful substance use. It employs a simple format 

well-suited to the constrained nature of emergency rooms (50). Community pharmacy 

settings have similar constraints in terms of time limitations. Therefore, like the BNI, the 

intervention should be practical and time efficient. In a pharmacy setting, if a patient accepts 

the intervention, pharmacists can offer prompt referral to services based on the patient's 

needs using the referral guide.    

The referral guide – the other component in the SUD management toolkit - was 

developed to provide community pharmacists with the needed information to properly refer 

their clients when needed. In the referral guide, there are ten domains (e.g., treatment, legal, 

food), and each domain has the contact information of four organizations that provide 

applicable services. The contact information of these organizations was obtained through 211 

Saskatchewan. 211 Saskatchewan is an online province-wide referral and information system 

of community and social services (https://sk.211.ca). The 211 Saskatchewan offered to 

provide an updated guide for pharmacists every three months so pharmacists can have 

authentic and updated information to share with their clients when needed.  

After the development of the flowchart and referral guide, two researchers external to the 

research team helped refine them and provide face validity of the content and logical flow. 

The two researchers were faculty members in the College of Pharmacy at the authors’ 

institution, who were also practicing community pharmacists. Their suggestions were applied 

to enhance the next version of the flowchart and referral guide.  

https://sk.211.ca/
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3.3.3 Delphi procedure  

The Delphi method is a consensus-seeking method whereby participants are surveyed by 

mail, email, or online over multiple rounds of questions for their opinions on a specific topic 

(51). The participants (or panelists) involved in a Delphi study are experts in the field of 

inquiry. Therefore, participants for this Delphi study were experts in the field of SUD, 

including researchers, university professors, and practitioners who are involved in SUD 

practice and/or research (Table 3-1). The number of recommended Delphi rounds varies in the 

literature; however, 2-3 rounds are standard and considered sufficient (52-54). For this study, 

we limited the rounds to two to maintain response consistency over multiple rounds. However, 

if the data did not reach consensus after two rounds, more would have been considered.  

Using an online platform, “Survey Monkey,” Delphi questionnaires were created and 

administered to panelists. The Delphi questionnaire was created as a “Reactive-Delphi” (55). 

In the first round, panelists were asked to rate each of the 16 items composing the flowchart 

and referral guide for appropriateness and clarity (55) on a 9-point Likert scale (56, 57). Before 

the evaluations, participants were asked to read the provided background information 

regarding the purpose of the study, the Delphi procedure, and the definition of terms used in 

the study. Information regarding the SBIRT approach was available upon request for experts 

to review. A scoring instruction document provided the experts with a brief description of the 

scoring system. Appropriateness and clarity were assessed on a 9-point scale that was further 

divided into three groupings. Ratings of 1-3 were deemed inappropriate, ratings of 4-6 were 

deemed uncertain and ratings of 7-9 were deemed appropriate. Only items that receive a 

median rating of 7 or higher were included in the final version of the SUD toolkit. In contrast, 

items with a median rating of 1-3 were deleted from further rounds (56). On the second round, 

panelists were asked to rate an updated version of the flow chart and referral guide, including 

items with medians of 7 or above. Panelists also received a summary of the comments and 

feedback, their previous score compared to the median, and a summary of the modifications 

conducted to each item.  

Using the RAND/UCLA Appropriateness Method definition, an item is deemed 

appropriate if, regardless of cost, the anticipated health benefits exceed the anticipated negative 

consequences by a sufficiently wide margin (56). An additional condition for deeming an item 

appropriate is that it should be within the scope of practice of community pharmacists. Clarity 
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referred to a condition whereby the language used to construct an item effectively conveys the 

intended meaning. In addition to appropriateness and clarity, panelists were asked to defend 

their ratings of each item by providing a brief explanation (55). The surveys also allowed 

panelists to provide suggestions to improve the clarity of each item and provide feedback on 

its appropriateness. Four weeks were scheduled as the duration between the two rounds, with 

two weeks for the panelists to complete the questionnaire and two weeks for the researchers 

[S.F. and K.H.] to collect, analyze, and incorporate the data into the second round.  

The first round of the Delphi questionnaire was piloted by two community pharmacists 

affiliated with the College of Pharmacy and Nutrition. The pilot round identified a few 

technical problems, in addition to other issues like font, clarity, and color contrast. These were 

all fixed in advance of sending the survey to panelists.  

3.3.4 Study Panelists (Experts Panel)  

The panelists' selection was conducted by non-probability sampling (58). The selection 

criteria for the experts were based on their interest in SUD, which was determined through 

their clinical or research activities (i.e., publication records). They also had to be employed as 

clinicians or researchers in the area of SUD for no less than three years within Canada. 

Finally, participants had to be willing to dedicate up to three hours of their time for the two 

Delphi rounds. There is no specific number for adequate sample size (59); however, 12 

panelists were recommended (60) (Table 3-1). Experts who agreed to participate in the study 

were asked to complete the consent form and demographic survey and email it back.  

The Behavioral Research Ethics Board at the University of Saskatchewan exempted the 

study from full ethical review as the focus of the project was to evaluate the toolkit.  
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Table 3-1 Summary of the Delphi Procedure  

Factor Name The proposed approach in relation to SUD toolkit 

validation 

Panelist Criteria  

Professional Role: 

• 4 Pharmacists  

• 7 Academics  

o 4 Pharmacy 

o 1 Clinical psychology  

o 1 Nursing  

o 1 Sociology and Behavioral science  

• 3 Physicians 

• 2 Regional directors  

Gender: 

• 7 Men  

• 9 Women 

Educational Designations (Highest Level): 

• 3 B.Sc.  

• 2 M.Sc. 

• 3 PharmD 

• 5 Ph.D.  

• 3 M.D. 

Classification  

• 8 Clinicians 

• 3 Researchers  

• 4 have dual roles as a clinician & researcher  

• 1 Other  

Delphi Termination 
The study reaches consensus, agreement over 70% 

Panelists have completed two rounds of questionnaire 

Panel Size 16 panelists  

Time Frame 
Two weeks to complete each round and two weeks for 

data analysis in between rounds 

Administration  An online survey using Survey Monkey as a platform  

 

3.4 Results 

3.4.1 Experts panel  

Through emails and phone calls, 25 national experts in the field of SUD were invited to 

participate in the Delphi procedure. Of those, 16 experts agreed to participate in the study. 

The main reason not to participate was lack of time. Upon the initial acceptance to 

participate, experts were asked to complete a consent form and demographic survey.  



109 
 

3.4.2 Delphi Rounds  

The results of the first round are presented in Table 3-2, including examples of experts’ 

comments and feedback. The first round resulted in agreement on the appropriateness of 11 

items, while five items failed to reach agreement on appropriateness. Also, five items were 

identified as lacking clarity. The primary reported issues were related to the flow of the chart, 

language, and screening questions. Experts provided suggestions and examples to enhance 

flow and terminology. The clarity issue was concerned with the implementation process of 

the toolkit. Experts asked about the method in which the toolkit was to be introduced to 

pharmacists and whether pharmacists would receive training in advance to the 

implementation of the toolkit.  Experts’ opinions were divided between endorsing or 

rejecting the Camberwell Assessment of Need – Short Appraisal Schedule (CANSAS)(61). A 

number of experts indicated the inadequacy of including the CANSAS in the flow chart as it 

is more of a social worker’s role, not that of a community pharmacist. However, other 

experts supported having such a tool available for community pharmacists and suggested that 

patients self-complete it.  

In the second round, only ten experts responded to the Delphi. Two panelists withdrew 

from the study after the first round was completed due to time restraints. The other four 

panelists did not respond to the second-round invitation. Experts were asked to rate the 

modified toolkit that contained 15 items and to provide comments and feedback to justify 

their ratings (Table 3-3). In this round, experts were provided with summaries of the 

comments generated in the first round in addition to a summary of the changes to each item. 

Despite the drop in the number of experts in the second-round, a higher level of agreement 

was reached on the updated version of the toolkit. Experts provided positive feedback 

regarding the enhanced flow, the new items, and the language of the chart. However, four 

items were identified as having clarity issues. 

3.4.3 Termination of Delphi Rounds 

 Considering the high level of agreement reached in the second round and the drop in the 

number of participants, the research team decided that further rounds would not be needed. 

The items tagged for clarity were resolved over a few consensus meetings between research 

team members. Experts’ comments and suggestions guided the modifications during the 

consensus meeting. The final SUD management toolkit contained 17 items.  The final 

version of the toolkit is shown in Appendix A.   
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Table 3-2 Results of Delphi First Round 

Items 

Appropriate 

 
Example of Key Quotes 

Clarity 

 
Example of Key Quotes 

Median Agree% Median 
Agree 

% 

Item 1 

Identifying patient history of 

alcohol and drug use 

8 72.2 

“It's very appropriate to determine whether 

the patient has a history of SUD or screens 

positive for likely SUD.” 

 

7 60 

“Does "identified" mean a diagnosis, or 

does this include a self-report of SUD? 

Most SUDs will not have been diagnosed. 

What constitutes treatment?” 

Item 2 

Quantify S.U. 

Perform CAIG to identify risky S.U. 

 

7 66.6 

“The content of the assessment is appropriate 

… If selecting a brief alcohol screen of at-

risk drinking/AUD AUDIT item, three is 

optimal (or see NIAAA single-item screening 

question, based on AUDIT item 3).” 

6 41.6 

“Some questions targeted to alcohol and 

some other substances it is not really clear 

what the side bar b or c or the other positive 

for SUD lines correlate to? and how it is 

distributed and how to score it.”  

Item 3 

Perform BNI 
7 77.7 

“I think it is appropriate for pharmacists to 

be able to tackle a 10-minute intervention 

that is really quite similar to the discussion 

we have with patients about other diseases.” 

7.5 78.5 

“The advice is straight forward. The 

variable is whether or not the pharmacist 

has the training and ability to do the 

negotiation.”  

 

Item 4 

Perform active referral 
7 77.7 

“This should be considered a standard of 

practice! If someone identifies a SUD, and 

they agree to help, they should be referred!!! 

The same goes for naloxone training.” 

6.5 50 

“The sheet is very well done in terms of 

listing the community resources available, 

but the lack of clarity comes in the process 

for referring.” 

Item 5 

Train on and dispense Naloxone kit 
8 83.3 

“It is appropriate for pharmacists to provide 

training on opioid overdose management, 

including training on naloxone kits.” 
7.5 75 

“I have an issue with the wording 

'assessment'. What exactly does that mean? 

I believe it should be offered, and if 

accepted, the patient gets trained.” 

Item 6 

Reassure patients who refused BNI 

that help is available when needed 

8 83.3 

“This seems reasonable and appropriate 

within the scope of pharmacists. “ 

 
7.5 88.8 

“Rather than reassure, "Inform" patient that 

providers are available to assist "if" needed 

and provide the patient with written 

resources.” 

Item 7 

Continue with other clinical duties 
8 88.8 

“This helps to normalize the content and flow 

of the intervention. “ 
7 87.5 

“Clear but may be unnecessary.”  

 

Item 8 

Perform CANSAS 
7 61 

“I feel as though this is within the scope of a 

social worker, not a pharmacist.” 

“Having the patient self-complete this tool 

makes it much easier to implement into a 

community pharmacy practice.” 

7 86.6 

“When dealing with individuals with 

addiction, I think it may be very important 

to include an assessment of living 

conditions and safety issues.” 

Item 9 

Based on CANSAS refer the patient 
7 72.2 

“It is not the pharmacist's role nor expertise 

to triage non-pharmacological treatment 

needs.” 

7 76.9 

“Again, needs clarity on the process for 

referring”  

 

Item 10 

Identify other S.U. and route of 

administration 

8 77.7 

“All substances used by patients should be 

identified, but not for the purposes outlined 

for #11, but for the purpose of identifying 

DTPs.” 

8 81.25 

“It is clear, but I am unsure if you are able 

to identify if the patient does not care to 

disclose. Maybe language better used is, 

'Inquire' rather than identify.” 

Item 11 

Offer referrals to social and 

treatment services based on 

identified substances. 

7 61.1 

“If a SUD is already being treated (Following 

from Box 1), it is not entirely clear why SUD 

referral steps are being taken here. If a SUD 

is not treated, Also unclear why type of SUD 

is being differentiated here, but not following 

Box 2-3.” 

7 53.3 

“Far too many abbreviations (and not all are 

in the index). Spell these words out to make 

it easier for the reader.” 

 

Item 12.A 

Side bar-Supporting information for 

item 1 

7 88.8 

The impact would be greater if it included 

counseling, when appropriate, on the 

pharmacotherapies available for the identified 

SUD, or, more specifically, OUD and AUD. 

Where does nicotine fit in? 

8 76.4 

“I would use a semicolon here, just as B 

and C and D have used semicolons. I do not 

like the word "complaints" here. Maybe 

"Provide appropriate responses to the 

patient's questions ..." 

Item 12.B 

Side bar-Supporting information for 

item 2 

7.5 83.3 

Asking about a prescription for cocaine is not 

appropriate. Patients may fear to answer 

questions about opiates if they think they 

may lose the prescription that they do have. 

7 76.4 

While the steps are clear, I am not sure what 

to do with the responses I receive - what are 

the "problem" responses? 

 

Item 12.C 

Side bar-Supporting information for 

item 2 

7.5 77.7 

Appropriate as long as pharmacist knows 

how to score. 7.5 75 

No scoring info provided  

 

Item 12.D 

Side bar-Supporting information for 

item 3 

7 83.3 

The appropriateness is high conceptually, but 

the appropriateness for the client is 

determined by how it is done and what 

support is provided. 

7 58.8 

The wording is clear, but is there a tool 

pharmacists can use to assess readiness? 

What is the process for making referrals?  

 

Item 13 

Addendum 
7.5 77.7 

It seems potentially unnecessary to include as 

an addendum.  

 

7 73.3 

“Is "addendum" the right word for this 

area? I am not sure what might be better. 

Legend?”  

Item 14 

A reminder of patient consent 
8 88.8 

Patients may be unwilling to speak about 

their substance use, so it is important to ask 

their permission. 

7 82.3 

Verbal or written consent? Where is this 

recorded?  

 

Item 15 

Using instruction of referral guide 
8 66.6 

These are constructive, concrete resources. It 

might be helpful to include space for 

additional resources that might be identified 

by the pharmacist. 

8 80 

I don't feel as though these are instructions; 

it's more an introduction or explanation of 

the tool. To me, instructions are more 

directive. 

Item 16 

Referral guide 
7 61.1 

Very useful to have in this tool, but not 

specifically for pharmacists.  8 75 

Need more information on services offered 

in domain A  

 

*CAGE is an acronym for Cut-Annoyed-Guilty-Eye, which is a simple screening questionnaire to identify a 

potentially harmful substance use.  
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Table 3-3 Results of Delphi Second Round 

Items 

Appropriate 

 

Clarity 

 

Median Agree% Median Agree% 

Item 1 

Identifying patient history of alcohol and 

drug use 

7 88.8 7 77.7 

Item 2 

Quantify S.U. 

Perform CAIG to identify risky S.U. 

8 90 7 70 

Item 3 

Perform BNI 
9 90 8 70 

Item 4 

Perform active referral 
8 88.8 8 77.7 

Item 5 

Train on and dispense Naloxone kit 
7.50 80 6.5 60 

Item 6 

Reassure patients who refused BNI that 

help is available when needed 

8.5 80 8.5 80 

Item 7 

Continue with other clinical duties 
7.5 90 7.5 90 

Item 8 

Perform CANSAS 
6.5 77.7 7 66.6 

Item 9 

Based on CANSAS refer the patient 
8 90 7.5 80 

Item 10 

Identify other S.U. and route of 

administration 

8 100 8 80 

Item 11 

Offer referrals to social and treatment 

services based on identified substances. 

8 100 8 90 

Item 12 

Side bar-Supporting information for item 1 
7.5 80 5 40 

Item 13 

Side bar-Supporting information for item 2 
7 70 7 70 

Item 14 

Side bar-Supporting information for item 2 
8 90 4 40 

Item 15 

Side bar-Supporting information for item 3 
8 100 8 100 

Item 16 

Addendum 
8 70 8 70 

Item 17 

Reminder of patient consent 
8 70 7 70 
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3.5 Discussion  
Community pharmacists are accessible, knowledgeable, and appropriately positioned 

health care providers who can address SUD by employing harm reduction strategies during 

pharmaceutical care (62, 63). While it is known that community pharmacists can positively 

impact the opioid crisis and SUD in general (40), there are many barriers. A broad array of 

measurements and skills are needed to advance community pharmacists' involvement, such 

as education, training, proper remuneration, guiding tools, and blueprints, to describe the 

expectations of community pharmacists regarding SUD. Therefore, due to the lack of a 

supportive system and adequate implementation strategies, SUD interventions implemented 

in community pharmacy settings tend to be sporadic and have limited effectiveness (64, 65).  

This study is an attempt to resolve one of the barriers to caring for individuals living with 

SUD in community pharmacy settings that is the lack of a SUD guiding tool. Developing a 

SUD management toolkit crafted specifically for community pharmacists is an essential step 

to introduce evidence-based practices. It is also equally critical to normalize these practices 

within a community pharmacy setting. Normalizing new health practices within their 

standard workflow, empowers pharmacists to properly engage patients in SUD-related 

discussions and eventually allow them to implement an intervention strategy. Embedding 

routine screening for substance use and risky alcohol intake within regular pharmacists’ 

dispensing and counseling services is a crucial modification to address the opioid crisis and 

provide care for patients with SUD. 

The SUD management toolkit for community pharmacists proposes a general approach to 

detect individuals at risk of substance-related harm. Using the toolkit, pharmacists can 

perform routine and regular screening to identify aberrant prescription medication use, risky 

alcohol consumption, and non-medical use drugs. Within the SUD flow chart, pharmacists 

are provided a variety of validated assessment and monitoring tools such as the Clinical 

Institute Withdrawal Assessment for Alcohol (CIWA), Clinical Opioid Withdrawal Scale 

(COWS), CANSAS, and Subjective Opiate Withdrawal Scale (SOWS). Those tools are 

useful to assist with evidence-based care of patients with SUD and to provide an informative 

referral to other health care providers.  Also, the referral guide, developed with the 

cooperation of 211 Saskatchewan, provides pharmacists with updated and practical contact 

information for a wide range of services in the province. This will allow them to offer prompt 
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and accurate referrals when needed. The flow chart adapts a general approach to identify 

risky substance use and/or alcohol consumption, unlike other interventions that focus on one 

substance like tobacco (9, 66), alcohol (67), or opioids (68-70). Currently, there is no practice 

in place for pharmacists to routinely screen for general substance use. Therefore, the main 

purpose of the toolkit is to empower pharmacists to provide preventative and harm reduction 

services by making all required resources and information accessible to SUD patients.   

The toolkit, designed to integrate into pharmacists’ existing workflow, offers a variety of 

preventative strategies for alcohol and substance use that pharmacists can apply during 

routine patient interactions. However, pharmacists can adapt the flow chart and triage, as 

needed. It was challenging to strike a balance between panelists’ requests to add more 

information and instruction to the flow chart and the need to keep it user-friendly and easy to 

follow. We acknowledge that the flow chart is a novel caring approach for a community 

pharmacy setting, and therefore, detailed instructions may be helpful. However, we took into 

consideration the importance of creating a user-friendly tool for successful implementation. 

The chart design balanced the need for presenting critical information while at the same time 

maintaining a smooth flow. More instructive information was added to the sidebar based on 

panelists' suggestions such as CAGE scoring (71) and the national guideline for risky alcohol 

drinking. 

The five items the experts did not reach consensus on included quantifying and 

identifying substance use, offering CANSAS, and referring clients to various treatment and 

social services. Experts’ feedback and comments related to the implementation plan and the 

lack of consensus stemmed from the unknown implementation plan. Also, lack of time, 

workload, and insufficient staffing are common challenges in a community pharmacy that 

made it difficult for the panelists to imagine adding more work to standard community 

pharmacy services. The comments also inquired about the additional education and training 

needed in advance of the toolkit’s implementation. Explaining that the toolkit is an element 

of a more comprehensive SUD educational intervention that includes special training hours 

for the toolkit resulted in an improved agreement in the second round.  Even with the 

expert’s lack of consensus regarding CANSAS, the research group decided to keep it as a 

step in the flow chart as an additional option. It is evident that addressing the varying needs 

of patients with SUD at the intake in treatment centers improved the drug use behavior and 
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treatment retention (72). We believe that keeping CANSAS in the flow chart may motivate 

pharmacists to consider patients' needs beyond those requiring pharmaceutical care (73). It is 

worth noting that the utilized Camberwell Assessment of Needs is a modified version that 

only contains ten domains commonly related to SUD including, accommodation, food, 

physical health, psychological distress, education, social support, counseling, treatment, and 

legal and financial support. The ten domains of the modified CANSAS are linked to the 10 

domains of the referral guide so pharmacists can provide prompt referrals for patients’ 

identified needs.  

This study has several limitations. Firstly, the expert panel has an interest in SUD by 

being involved in SUD practice and/or research. They were selected because they are SUD 

experts, implying a higher level of knowledge regarding SUD than general health care 

practitioners and researchers. Being personally motivated by the topic may have imposed a 

certain level of bias. They have a better understanding of the problem in comparison to 

general practitioners, which could affect their ratings of appropriateness and clarity.  

Secondly, the panelists did not have a clear understanding of the context and training hours 

that would be allocated during the toolkit implementation. This was a drawback to the design 

as we should have included a clear description of the training session of the toolkit, its 

content, and the presenters. However, this limitation was mitigated by providing additional 

explanations in the second round of the Delphi. A final drawback is related to conducting the 

Delphi online, resulting in a lag time between the rounds, which may have affected the 

response rate. Having in-person consensus meetings where all the experts have the chance to 

exchange ideas and suggestions would have resulted in faster and, perhaps, better outcomes. 

However, due to limited resources and scheduling difficulties, it was impossible to arrange 

an in-person meeting.     

The literature has a fair amount of evidence concerning the effective role community 

pharmacists could play in addressing substance use in general, and the opioid crisis in 

particular (41). Nevertheless, no wide-scale implementation initiative for those practices has 

been found in the literature. Implementation is a critical element that needs further research, 

especially in relation to SUD due to the sensitivity of the subject (74). Also, modifying an 

existing ritualized relationship like the one between a pharmacist and a patient (45) needs a 

carefully crafted strategy that takes into consideration other environmental factors that could 
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jeopardize the effectiveness of any intervention (75). Future research should focus on 

developing an evidence-based implementation framework specifically designed for SUD 

initiatives in a community pharmacy setting. This would pave the way toward a SUD 

national pharmacy initiative. Also, it is essential to create a proper remuneration model for 

pharmacists' cognitive services concerning SUD. A follow-up study regarding the 

implementation of the SUD management toolkit for community pharmacists is being 

conducted by the research team and will be reported upon completion.  

3.6 Conclusion 

Involving community pharmacists in the care of individuals with SUD has great potential 

to address the opioid crisis in Canada and to provide much-needed support to individuals 

living with SUD. The SUD management toolkit for community pharmacists is a validated 

tool to help community pharmacists provide preventative and harm reduction services. The 

implementation of the toolkit will be investigated in a pilot study in Saskatoon.  The 

comprehensive strategy of the SUD management toolkit in addressing SUD, through SBIRT, 

could be incorporated as a part of existing guidelines for community pharmacists.  
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4.1 Abstract  
Background: Substance Use Disorder (SUD) is a growing crisis in Canada and North America, 

leading to a high rate of morbidity and mortality. Community pharmacists have an excellent 

opportunity to address this pandemic; however, lack of SUD education, training, and guiding 

tools are recognized as significant impediments for community pharmacists. Therefore, we 

developed and validated a SUD management toolkit (i.e., practice flow chart and referral 

resources) for community pharmacists, which adapts the Screen, Brief Intervention, Referral to 

Treatment (SBIRT) care model. In addition, a one-day SUD workshop was designed to educate 

pharmacists on the complex multifactorial nature of SUD and effective pharmacist-patient 

communication. The workshop also included talks, panel discussions, and a training session on 

the toolkit to enhance community pharmacist self-confidence and the ability to integrate SUD 

evidence-based practices in their daily workflow.  

Objective: To describe the planning and evaluation of the workshop, along with and the SUD 

management toolkit, on community pharmacists’ perceived knowledge, attitudes, and behavior 

when caring for people living with SUD. 

Methods: The educational content of the workshop were based on past need assessment studies 

among pharmacists and SUD patients. The SUD management toolkit was developed and 

validated, including a practice flow chart and referral resource. Finally, informed by theories and 

implementation frameworks, a one-day training workshop for community pharmacists was 

implemented and evaluated using a one group pre- and post-self-assessment model. After three 

months, follow-up interviews were conducted to gather an in-depth understanding of 

participants’ experiences.  

Results: The one-day SUD workshop included talks, a panel discussion, and a training session 

on the toolkit. It was offered to eight community pharmacists. Participants reported a high 

satisfaction rating regarding the workshop’s content and structure. Participants’ perceived 

knowledge changed significantly pre and post workshop (pre-score 74.8, post-score 115.6, 

Cohen’s d = 2.45). Using the Substance Abuse Attitude Survey (SAAS), there was a significant 

change in the non-stereotyped domain (Cohen’s d = .87) and the non-moralization domain 

(Cohen’s d = .78). The interviews showed overall positive sentimental toward the intervention 
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but highlighted compensation, time, and privacy as significant barriers for implementing SUD-

related services in a community pharmacy setting. 

Conclusion: In sum, the SUD management toolkit had a favorable influence on community 

pharmacists' practice and management of encounters with people living with SUD. Having the 

knowledge and tools, participants showed a change in behavior by offering more services for 

people with SUD. Continued improvement of the program and evaluation of its impact on a 

larger scale is needed. 

4.2 Introduction 

  Health care providers, and in particular, primary health care providers, are on the frontline 

dealing with Substance Use Disorder (SUD), including the current opioid crisis in Canada. 

Community pharmacists are among the most accessible health care providers in Canada, with 

over 9,000 community pharmacies across the country in 2013 (1). In January 2014, it was 

estimated that there were between 2.22 to 3.61 community pharmacies per 10,000 inhabitants 

(1). Currently, the accessibility rate of community pharmacies in Canada has likely climbed even 

higher due to the recent increase in the total number of community pharmacies (2). According to 

the National Association of Pharmacy Regulatory Authorities (NAPRA), as of January 2019, 

Canada had 10.682 community pharmacies, including in-patient hospital pharmacies, with a total 

of 11,175 licensed pharmacies (2). The higher accessibility rate to pharmacies is directly related 

to a higher number of customers. A study found that in a given week, more than 55% of 

Canadians visit a pharmacy at least once for various services (3). Pharmacists have been 

successful in delivering many health initiatives such as smoking cessation, flu vaccinations, and 

treatment for minor ailments. Also, community pharmacists are willing to provide SUD 

interventions and act as public health advocates (4, 5). Therefore, utilizing the accessibility of 

community pharmacists to deliver health care initiatives holds great promise. However, lack of 

education and training has been identified as a major hurdle for pharmacists’ involvement (4, 5).  

 The education and training of different health professionals (6, 7), including pharmacists (6, 

8-12), is lacking in SUD-related knowledge and skills. Courses with a focus on enhancing 

student knowledge and skills regarding SUD have had a positive effect on student beliefs, 

knowledge, and compassion (11, 13). Similarly, continuing education (CE) that focuses on SUD 

result in improvement among other health professional learners concerning knowledge, self-
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confidence, and beliefs regarding SUD (14, 15). Although CE and training can contribute to 

maintaining pharmacists’ competence across many fields, and SUD in particular, specific SUD 

educational programs for pharmacists are limited (16). Providing pharmacists with additional 

SUD education that acknowledges holistic SUD care and addresses the broad spectrum of needs 

for these patients would likely improve pharmacists' engagement and effectiveness in caring for 

people with SUD (17, 18). Pharmacists need an effective approach to caring for these patients for 

which they can then be trained. 

 Screening, brief intervention, and referral to treatment (SBIRT) is an appealing approach to 

involve community pharmacists in caring for SUD patients (19, 20). SBIRT is a comprehensive 

approach that aims to screen for substance use and deliver early interventions to people at risk of 

developing SUD or to those who have SUD (21). SBIRT combines the benefit of early screening 

while providing a prompt full spectrum of care for people with harmful substance use. The main 

goal of the SBIRT approach is to link people who need help for SUD with appropriate care at the 

earliest opportunity. Due to the compelling evidence on the effectiveness of SBIRT(21-23), 

many authors have recognized it as an essential educational component in the undergraduate 

curricula(24, 25), and continuous (26) and interprofessional education (27) in multiple health 

care programs. SBIRT guides health care providers through a tailored series of steps starting 

with a screen for substance use. They also encourage behaviour change in clients through 

motivational enhancement techniques, namely Motivational Interviewing (MI), and connect their 

clients with available community resources to support their recovery.   

 Brief Negotiating Interviewing (BNI) is another motivation enhancement technique that was 

developed to be administered in the Emergency Department (ED) (28, 29). Due to the busy 

nature of the ED work environment, D’Onofrio and colleagues created this short intervention 

technique to help people who got admitted to the ED due to heavy drinking (28). BNI was 

developed to be a short (7 minutes), effective counseling and motivational technique. 

Motivational Interviewing (MI) is the commonly used motivation enhancement technique in 

SBIRT; however, it requires substantial training. (30) (31). BNI, on the contrary, is an effective, 

pragmatic stepwise technique that is delivered through scripted procedures (28). BNI would be 

suitable for the community pharmacy setting, which is a busy working environment, similar to 

ED.  
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 Several substance-related interventions like Partnership to Assess with Cessation of Tobacco 

(PACT) have targeted community pharmacists due to their accessibility and potential to reach 

larger populations. However, very few interventions designed to enhance pharmacists’ 

knowledge and attitudes concerning SUD have combined training with general background 

education on SUD. Also, even fewer interventions have targeted the diversity of SUDs. Many 

interventions targeted only one substance, such as nicotine (32, 33), alcohol(34, 35), or 

opioids(36, 37). The purpose of this project is to develop and evaluate the impact of a pilot 

theory-based SUD management educational intervention for community pharmacists in 

Saskatoon, Saskatchewan, Canada. The pilot SUD management intervention for community 

pharmacists focused on educating community pharmacists about the multifactorial nature of 

SUD, explaining the concept of recovery and abstinence, and highlighting other related 

principles. The intervention provided training on communication techniques that community 

pharmacists could integrate within their workflow to enhance pharmacist-patient communication 

while following the SUD management toolkit. The toolkit was designed following the SBIRT 

model while integrating BNI as an additional feature (Appendix A). 

The material and design of the intervention were informed by three studies conducted by 

our research team. One study investigated the precived knowledge and skills needs for 

community pharmacists to care for people living with SUD (38). Developing a SUD interactive 

inter-professional continuous education workshop and SUD management practice guide were 

two primary recommendations from this study. Also, to better understand the situation, the 

research team conducted an additional need assessment with patients living with SUD to 

describe their perspectives and needs with respect to community pharmacists. The two studies 

reported similar findings with an emphasis on the need for additional education and 

communication skills on the part of community pharmacists (38).  

The second phase was to create a toolkit to provide an evidence-based practice to 

facilitate community pharmacists’ communications and encounters with people with SUD. A 

toolkit that could easily be integrated within the community pharmacists’ daily workflow was 

developed. Using SBIRT as a care model, the SUD management toolkit for community 

pharmacists was designed to consist of a SUD practice guide and referral resource. After creating 

the toolkit, using e-Delphi another study was conducted to validate the toolkit. The details of the 
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e-Delphi procedure, including the recruitment of SUD experts, methods, analysis, and results, are 

described in a separate paper (Chapter 4).  

4.2.1 Theoretical Framework      

Theories are fundamental for the development and evaluation of evidence-informed 

programs (39). The theory of planned behavior is one of the behavioral theories that has been 

frequently used in health promotion and education research (40). There are many other 

behavioral theories like stages of change, diffusion, and social cognitive theory. However, the 

theory of planned behavior was found to be the most suitable to follow in the development of 

this pilot project as it focuses on changes at the individual level (community pharmacists) (41, 

42). The theory of planned behavior states that changes in human behavior are influenced by 

intentions (41). Intentions are affected by three primary constructs: attitudes, subjective norms, 

and perceived behavioral controls(41). The program is designed to deliver an educational 

experience that aims to improve participants' perceived knowledge and attitudes toward SUD. 

The change in participants' perceived knowledge and attitudes toward SUD is expected to form 

the foundation for desired behavioral change. Therefore, through the educational intervention, 

participants were presented with educational materials, including neuroscience, lived 

experiences, and recovery journeys, that aimed to improve their perceived knowledge and affect 

their attitudes toward SUD. Subjective norms were targeted through discussions about the 

various treatment options, pharmacists’ role in caring for people with SUD, and trauma-informed 

care. Trauma-informed practice is an effective approach that emerged in caring for people living 

with SUD, especially women with SUD (43, 44). These discussions introduced the concept that 

SUD is a common disease with different treatment options and available resources. Finally, 

perceived behavioral control was targeted by providing a one-hour panel discussion and a two-

hour training session on the validated SUD management toolkit (i.e., practice flow chart and 

referral resource). This tool was crafted to offer educated, evidence-based decisions to empower 

pharmacists during their encounters with patients with SUD. The intended behavioral change for 

the workshop participants is the adoption and use of a new SUD-related care model (i.e., SBIRT) 

into their practice.  

4.3 Methods  
The development of a SUDs management workshop and toolkit for community pharmacists 

was informed by investigating pharmacists' and patients' needs concerning SUD management in 
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a community pharmacy setting. During the preparation period of this project, we discovered that 

the current practice in community pharmacies did not offer standardized initiatives or services 

concerning SUD. Although pharmacists were providing the Methadone Maintenance Program 

(MMP) and Tobacco cessation initiative, there were neither practices nor policies concerning 

pharmacists’ counseling, screening, and referring for patients with substance use issues in place.   

4.3.1 Development of the Workshop Educational Course 

The workshop was a knowledge-based intervention that included presentations, discussion 

panels, and training sessions on the toolkit. Experts in the field of substance use were recruited to 

give presentations with objective-driven talks. These were in the areas of 1) the neuroscience of 

substance use disorder; 2) social aspects of substance use disorder and stigma; 3) substance use 

treatment and recovery, and 4) the role of community pharmacists in caring for clients living 

with substance use disorder. One of the main objectives of the workshop was for participants to 

realize and accept that helping, support and offer preventative services for people living with 

SUD is part of their professional role. The neuroscience-focused talk presented the latest 

scientific evidence and addressed SUD as a chronic relapsing disease (45-47). Recognizing SUD 

as a chronic brain disease would incorporate its treatment under pharmacists’ management of 

chronic diseases and could reduce the stigma associate with it. The second presentation was 

about stigma and was intended to describe the impact of stigma on the health and life of people 

suffering from SUD (48, 49). The stigma session also described how to identify stigma within 

one’s language, behavior, eye contact, and body language. Also, it offered applicable wording 

and communication techniques to avoid stigma. The presentation about substance use treatment 

and recovery discussed the full range of care available to people with SUD, including 

rehabilitation, detoxification, and maintenance therapy (50). A critical goal of the recovery talk 

was to correct participants' perceptions and understanding of SUD treatment and challenge the 

belief that abstinence is essential in SUD treatment. We wanted participants to realize that SUD 

is a chronic relapsing disease and redefine SUD recovery as becoming a functioning individual 

regardless of abstinence (45, 51). Finally, the presentation about the role of community 

pharmacists in caring for SUD was intended to provide a summary of the type and extent of SUD 

services community pharmacists can provide and how these services can be enhanced using 

trauma-informed care.  
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After the presentations, participants had the opportunity to ask questions to the speakers 

during a one-hour panel discussion. Pharmacists had an interactive inter-professional 

conversation with varying perspectives on the continuum of care for people living with 

SUD. The final element of the workshop was a training session to introduce the participants to 

the SUD Management toolkit and Referral Resource. In the training session, presenters explained 

the items of the practice flow chart and resource guide to participants.  The participants had the 

chance to watch a demonstration video that was specifically created to explain the use of the 

toolkit in practice. During the training session, participants discussed the management of several 

cases using the toolkit (https://www.youtube.com/watch?v=g5yM_0hY69g&feature=youtu.be).  

4.3.2 Implementation and Monitoring  

Participants received a collection of resources that included documents needed to 

implement the toolkit protocol, such as laminated hard copies of the practice flowchart, resource 

guide, weekly tally sheets, among others. The tally sheet was provided to encourage the 

application of the toolkit by reporting toolkit usage. Participants were asked to regularly report 

their usage of the toolkit per week on one tally sheet and to share their experiences on the online 

discussion board. The online discussion board was designed to support the participants during 

their implementation of the toolkit. Participants were able to anonymously post and respond on 

the discussion board, while two members of the research team (SF & KH) with administrator 

access would answer questions, stimulate discussion, and provide additional directions when 

needed. At the end of the third month of the monitoring stage, participants completed the last 

weekly sheet, and access to the discussion board was discontinued. The logic model below 

(Figure 4-1) provides a visual depiction of resources, planned activities, and expected outcomes 

of the program. 

4.3.3. Follow-up 

Emails were sent to all workshop attendees to thank them for their participation and 

commitment, along with an invitation to participate in an interview. A semi-structured interview 

guide was prepared to explore participants' experiences while implementing the toolkit (Table 4-

1). The interview guide was informed by the Consolidated Framework for Implementation 

Research (CFIR) (52). CFIR is a meta-theoretical framework that includes constructs from a 

collection of existing theories without depicting any interrelationships. CFIR provides a 

systematic approach that enables researchers to collect data along common constructs utilized 

https://www.youtube.com/watch?v=g5yM_0hY69g&feature=youtu.be
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among different theories to promote the development of a novel theory (52). The interview guide 

was designed to generate recommendations and suggestions to improve the implementation and 

overcome any unforeseen challenges. No personal information was gathered, such as details 

about specific patient/pharmacist encounters.  
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Outcome 

• Increase participants’ 

knowledge regarding SUD 

 

• Change participants’ 

attitude toward SUD  

 

• Increase pharmacists’ 

confidence level to 

intervene, provide services 

and counseling to people 

with SUD. 

 

• Increase the number of 

community pharmacist 

referrals to SUD community 

services. 

 

• Improve accessibility to 

social services and 

treatment programs for 

patients with SUD.   

 

Assumptions 
Lack of knowledge concerning SUD is among the 

main reasons for the lack of community pharmacists’ 

engagement in harm reduction services and 

substance abuse disorder initiatives.  

 

Providing community pharmacists with tools 

(protocol and referral guide) will improve their 

practice toward people with SUD and will enable 

them to deliver optimal service levels  

Output 

On September 29, 2019, a full-day 

SUD workshop took place at the 

University of Saskatchewan with the 

attendance of eight participants and 

four stakeholders.  

Logistic activities  

• Develop recruitment strategy 

• Accommodation arrangements   

• Finding volunteers 

➢ Honorariums  

➢ Professional designing 

services for protocol 

designing and printing  

• IT support to create the discussion 

board for participants   

➢ Meeting with CHASR and 

IT support 

• Find and contact guest speakers 

• Scheduling proper time for the 

workshop with CPDPP  

  

Setting 

• Motivated participants  

• High population of SUD in the 

city of Saskatoon 

• Community pharmacists not 

involved in caring for people 

with substance use disorder 

• Support from SCPP & CPDPP 

• Canada is having Opioid crisis.   
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Output 

• Four interviews 

with participants   

• Data from follow up 

surveys 

• Discussion from the 

electronic 

discussion board  

 

Output 

• One day workshop that included (5 

lectures, 1-hour, panel discussion, 2 

hr training session) 

• Participants trained on the modified 

SBIRT care model  

 

Educational activities 

• Formulate the agenda of the 

workshop including the topics 

and lecture objectives  

• Develop pre-reading material  

• Design interactive 

interprofessional training 

session to train participants on 

Brief Negotiation Interviewing 

(BNI) and the protocol  

• 1-hour meeting with 

pharmacy managers  

• 1-hour meeting with speakers 

• Complete SBIRT online 

training  

 

Input 

• Labour  

Ph.D. Student  

Volunteer 

Speakers  

• Material 

Funding ($20,000) from 

SCPP and CRISM 

• Resources 

U of S Library  

Canadian Hub for Social and 

Applied Research (CHASR) 

• Stakeholder 

Community Pharmacists 

Patients living with SUD   

 
Evaluation activities 

Quantitative Data 

• Deign five surveys  

• Review of surveys by the PIs  

Qualitative Data 

• Discussion board discussions  

• Email communications  

• Open-ended questions in the 

satisfaction survey  

• Design interview guide  

• Pilot the interview   

   

Output 

• Pre- and post-assessment using a 

total of five surveys.  

• Online discussion board  

 

 

 Figure 4-1 Logic Model for the Workshop      132 
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4.3.4 Evaluation and Analysis Plan  

4.3.1 Recruitment  

Recruitment was accomplished with the help of the Saskatchewan College of Pharmacy 

Professionals (SCPP) and the Pharmacists Association of Saskatchewan (PAS). An advertising 

poster was sent through email to all community pharmacists in Saskatoon and surrounding areas 

that identified the nature of the research, participation requirements, research duration, 

registration procedure, and other related information. Participants received an honorarium of 

$150 (workshop only) or $200 (workshop and interview) for their participation.  

4.3.2 One-Group with Pre- and Post- Self Assessment  

  One-group pre-test/post-test design can give an estimation of the change in evaluation 

measurements; it is often used in pilot programs to estimate the likely effect of the intervention 

(53). This design allows us to collect data from the participants at any time point before the event 

and at any time point after the event. Using Reflexive control, participants who receive the 

intervention will be compared to themselves before receiving the intervention with no separate 

comparison group (54, 55). We collected data before, immediately after, and then three months 

later. 

4.3.3 Methods of Data Collection 

The data were collected using surveys and semi-structured follow-up interviews. Based 

on the research objectives, participants completed several surveys at three points during the 

project time frame, including pre- and post-workshop, and three months after the workshop. The 

surveys were created and reviewed by different researchers. For the attitudinal survey, we used 

the Substance Abuse Attitude Survey (SAAS) (56). SAAS is a validated tool used to measure the 

attitudes of health care providers regarding SUD. The attitudinal scale comprises five domains, 

including Permissiveness, Non-Stereotype, Treatment Intervention, Treatment Optimism, and 

Non-Moralism. The qualitative data were generated from the discussion on the online discussion 

board and the follow-up interviews. Participant input on the online discussion board was 

collected during the implementation of the toolkit while the interviews were conducted three 

months after the workshop. Using mixed methods provides the ability to overcome the known 

weaknesses of using one method and allows an opportunity to explore complex and multilayered 

problems from different perspectives (57).  
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4.3.4 Analysis Plan  

A professional research unit affiliated with the University of Saskatchewan (Canadian Hub 

for Applied and Social Research – CHASR) was hired for data handling, including sending the 

online surveys and reminders, developing the online discussion board, and collecting data. 

CHASR programmed and administered all the surveys online using Voxco, a Canadian-owned 

and managed company, with secure servers located in Canada.  

To evaluate the change in the workshop attendees’ knowledge, attitudes, and practice, the 

effect sizes were calculated using Cohen’s D. Other data from the surveys, including the 

demographic and satisfaction information, are reported using descriptive statistics. The interview 

guide was designed based on CFIR domains inquiring about intervention characteristics, 

individual characteristics, outer settings, and inner settings. The fifth domain, “Process,” of CFIR 

was not included as the intended evaluation was effect evaluation only. Two researchers 

reviewed the interview guide to ensure the clarity of the questions. The interview guide was 

piloted with two pharmacists to test the questions, their suitability, and identify any limitations. 

Subsequnetly, few modifications were applied to the interview guide, such as language editing to 

enhance clarity, order of questions, and removal of repeated questions. Open-ended responses 

and interview data were transcribed verbatim and coded in NVivo 12. Qualitative data from the 

interviews, discussion boards, participant emails, and data sheets were analyzed and are reported 

as process analyses and comparative analyses informed by CFIR (52). CFIR provides a 

systematic approach that enables researchers to collect common constructs utilized among 

different theories to promote the development of the theory of "what works,” "where," and 

"why."  The qualitative data were analyzed by two researchers independently following a 

comparative analysis strategy. The primary goal of comparative analysis is to understand what 

aspects of the intervention worked or not and why. The researchers read interview transcripts 

independently to get immersed in the data looking for patterns and redundant conditions under 

each domain of CFIR and how it affected the intervention outcomes. The two researchers met to 

discuss their analysis. After few meetings, the researchers reached an agreement regarding the 

element influenced the intervention outcomes under each domain of CFIR.  
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4.4 Results 

4.4.1 Demographics 

Twelve community pharmacists participated in the workshop; all (100%) were female. Most 

participants had bachelor’s degrees (11 BSP), while one participant had a Ph.D. Information on 

age, years of experience, practice setting, and the number of prescriptions dispensed per day 

were collected (Table 1). Most were relatively new to the pharmacy practice, with four reporting 

one year or less of work experience, three had one to five years, three reported 6-10 years of 

experience, and two reported 11-20 years. The prescription volume varied as one participant 

reported working in a pharmacy that processed more than 400 prescriptions per day. Five worked 

in pharmacies that dispensed fewer than 100 prescriptions per day, while the remaining 50% 

worked in pharmacies that dispensed between 100 and 300 prescriptions per day.  

Half of the participants had access to a fully private counselling room within their pharmacy, 

while three had access to a semi-private counselling room. Seven participants (58%) worked in 

pharmacies that had a methadone program. (Registration and Demographic survey at Appendix 

B).   

Table 4-1 Participants Demographics and practice characteristics 

Characteristics Count (%) 

Female  12 (100%) 

Education  

• BSP 

• PhD 

 

11 (91.6 %) 

1 (8.3%) 

Age  

• 21-30 years  

• 31-40 years  

• 41-50 years  

 

4 (33.3%) 

4 (33.3%) 

4 (33.3%) 

Years in community practice  

• 1 or fewer years of 

practice  

• 2-5 years of practice  

• 6-10 years of practice  

• 11-20 years of practice 

 

4 (33.3%) 

 

3 (25%) 

3 (25%) 

2 (16.7%) 

Pharmacy Type  

• Chain/banner pharmacy  

• Independent  

• Within large retail 

operation  

 

4 (33.3%) 

5 (41.7%) 

3 (25%) 

Counseling Area  

• Fully private 

counselling  

• Semi-private 

counselling  

• No counselling  

 

6 (50%) 

3 (25%) 

3 (25%) 
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4.4.2 Satisfaction 

Participants were asked to fill out a brief satisfaction survey after the workshop (n=7). The 

satisfaction survey (Appendix C) contained six questions on which they could rate their overall 

satisfaction on a scale from 1 to 10. The mean score for participants' satisfaction was 8.31 (range 

3-10), indicating high overall satisfaction. The lowest single-item satisfaction score (mean = 7.7) 

was linked to the training session of the practice flow chart and referral guide, and the length of 

the workshop. Also, participants were asked to comment and provide suggestions to improve the 

workshop. Suggestions for improvement included more time to review the preparation materials 

and spreading the workshop out over a few different days. Participants provided generally 

positive comments regarding the presentations. However, few participants described the 

workshop as a demanding learning experience and would have appreciated having more time to 

prepare or to be provided the slides ahead of time to follow along and add notes. Participants 

liked the group discussion and suggested introducing more practical examples i.e., cases, of 

using the practice flow chart in their work settings. 

4.4.3 Persived Knowledge Assessment   

Percived knowledge was measured using a 14-item survey (Appendix D). Participants 

completed the perceived knowledge survey at three time-points over the timeframe of the project 

(pre n= 8, post n=8, and follow-up n=4) to have an indication of the change in participants' 

perceived knowledge. Mean scores improved from pre-survey (mean= 74.8) to post-survey 

(115.6) with a significant score on the effect size (Cohen’s d = 2.45, P-value = .001 ), and the 

effect decreased somewhat but remained significant from post-workshop to follow-up (Cohen’s 

d= 1.15, P-value = .105). Scores of individual perceived knowledge items were compared across 

testing items, with large improvements across most items, demonstrating a surge in perceived 

knowledge and training regarding substance use. 

4.4.4 Attitude Assessment  

Using the Brief Substance Abuse Attitude Survey (56) (Appendix E), participants' attitude 

was measured using 25 questions across five domains: permissiveness, non-stereotypes, 

treatment intervention, treatment optimism, and non-moralization. The questions pertain to using 

habits and treatment of those who use alcohol and substances. There was a statistically 

significant change in the effect size from pre-test (n=7) to follow-up (n=4) in two domains, the 
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non-stereotyped and the non-moralization domains, with Cohen’s d values (0.87, P-value = .182) 

and (0.78, P-value = .215) consecutively (Table 4-2). The remaining domains (i.e., 

permissiveness, treatment intervention, treatment optimism) were not significantly affected. The 

results indicate that there was a change in participants’ attitudes toward SUD, in particular, the 

connection of SUD to moral weakness and the stereotypes of individuals living with SUD.  

4.4.5 Frequency (perceived behavioral control) Assessment  

This survey (Appendix F) was developed to assess the change in the number of incidents 

concerning substance use screening, counseling, referring, and other related services at pre (n=7), 

post (n=6), and follow-up (n=4) after three months. The assumption was that after attending the 

workshop and using the toolkit, participants would be providing more counseling events, 

indicating enhanced perceived behavioral control. On a ten-point Likert scale where 0 = Rarely 

and 10 = Always, participants’ scores ranged from three to ten pre-workshop with a mean of 5.86 

(table 4-3). Post-workshop, the mean increased to 6.83 (Cohen’s d pre to follow up = .79) and 

then decreased again at the follow-up to 5.25. The fluctuation in the outcomes may indicate an 

improvement in perceived behavioral control after the workshop, including improving the 

perceived ability to deliver SUD-related services. However, at follow-up surveys after they tried 

implementing the services in their practice, they found out that they could not implement the 

services due to other barriers, discussed below.  

4.4.6 Practice Assessment  

Participants (n=4) completed a follow-up survey after three months of implementing the 

toolkit (Appendix G). This final survey consisted of 14 questions that ask participants to recall 

on their use of the toolkit and how it affected their practice. Participants responded to each 

question relating to their toolkit on a 10-point Likert scale where 1 = Not at all and 10 = 

Extremely. Scores for most questions were low, with means of 3.5 or less indicating that there 

were only a few incidents where the toolkit was used during the three months. These low scores 

may reflect the lack of opportunities to apply different aspects of the protocol within the time 

frame, as higher scores were observed for the questions that reflected the change, influence, or 

improvement on pharmacists’ practice, and lower scores for the actual application of the toolkit.  
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Table 4-2 The change in the effect size across the project 

Survey Cohen’s D Values  

Pre to post Post to follow-up Pre to follow-up 

Knowledge 2.45 1.15 1.97 

Frequency  0.38 0.57 0.79 

Attitude 

Permissiveness  

Non-stereotype  

Treatment Intervention  

Treatment Optimism  

Non-Moralization 

 

0.34 

0.87 

0.17 

0.17 

0.78 

NA 

 

0.34 

0.87 

0.17 

0.17 

0.78 

 

 

Table 4-3 The change in the surveys means at per, post and follow up 

Survey Pre Mean Post Mean follow up Mean 

Percived Knowledge  74.8 115.6 108.8 

Attitude  

Permissiveness  

Non-stereotype  

Treatment Intervention  

Treatment Optimism  

Non-Moralization  

 

15.1 

19.9  

21.3  

21.9  

19.3 

 

16 

21  

20.8  

22.5  

21 

 

16 

21  

20.8  

22.5  

21 

 

Frequency  4.92 5.59 3.83 
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4.4.7 Qualitative data   

 Qualitative data allow gaining a deeper understanding of the implementation process. Data 

were collected from multiple sources, including interviews, discussion boards, participant emails, 

and notes on tally sheets. The data are reported as process analyses and comparative analyses 

with the CFIR domains, including intervention characteristics, inner setting, outer setting, and 

characteristics of individuals. Many of the themes and constructs of the CFIS framework were 

linked and overlapped during the implementation process as experienced by the participants. The 

data generated from the discussion board, emails, and tally sheets notes were mainly inquiries 

and descriptions of challenges and barriers during the implementation that falls under the CFIR 

domains. However, the interviews generated more thoughtful and organized ideas as 

participants’ experiences were completed providing a holistic understanding of all the involved 

elements. Quotes from interviews are used to support the emergent process and framework.  

1) Characteristics of the individuals: 

All the participants expressed a personal interest in learning about SUD and displayed a high 

level of motivation to help people living with SUD. Their interest in learning about SUD was 

primarily due to the high occurrence of substance-related issues in community pharmacist’s daily 

practice and their lack of SUD training. Participants indicated that SUD was not adequately 

addressed in their formal undergraduate education nor in their continuing education. Having a 

methadone dispensing program was another reason for wanting to learn about SUD. One 

participant explained that she had an incomplete understanding of the methadone program as she 

received no training before starting the program. The primary source of information about the 

methadone program was asking colleagues pharmacists from other pharmacies who dispense 

methadone.  

Due to their interest in SUD, almost all participants conducted some self-education. 

Nevertheless, they felt that the workshop provided a high level of condensed information that 

impacted their understanding and perceptions. It also enhanced their compassion toward people 

living with SUD. Participants emphasized the importance of SUD education to improve the 

services that pharmacists offer to people living with SUD and reduce the stigma attached to 
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SUD. One participant responded to a question regarding the importance of SUD education on 

both pharmacists and patients.  

“I think that if people understand that it is a disorder and not a choice that people are just 

constantly making …, it entirely changes how you approach these patients and, therefore then 

how they respond and how likely they are to get help. You know, they’re not gonna come into 

contact with the healthcare system if they feel like they’re constantly being judged or put down, 

right? So, I think that education is huge for decreasing the ignorance that can even be in the 

healthcare system, too.”  

 

Also, participants described an enhanced level of confidence after attending the workshop, 

particularly in their ability to ask questions related to SUD and share different resources with 

their clients. The workshop’s educational presentations and practice flow chart both were 

identified by participants as integral elements to enhance their confidence and boost their 

knowledge. 

“I felt like it was very good, actually, even with patients that I didn’t feel like I could go protocol 

direction with. Even just talking about, say, for example, the first part of the workshop where we 

were talking about the like neurochemical basis of substance use disorder—being able to come 

at the discussion with patients with that information about how it’s actually a disease. Like this 

is something that is going on in your body, you know. It kind of takes that hurt and that pain 

away from being labeled as an addict or whatever else.”  

2) Intervention characteristics: 

Evidence Strength: Participants felt confident in the quality of the evidence-based practices 

presented in the workshop and believe that the educational material was well-presented. 

“It [refer to the education] was really multi-faceted, so the pre-reading material was a 

lot of kind of science-based information, which was good to be able to read that on our 

own time and understand it before we got to the session, just because it’s a little bit more 

intense.” 

 

Relative Advantage: Many advantages were mentioned as participants described their gains after 

attending the workshop, including knowledge, confidence, and skills. Also, they described how 

the toolkit provided a clear, systematic, and patient-centered approach for their encounter with 

patients living with SUD. Before the workshop, participants felt they had no standard practices 

or guidelines to support them in approaching their clients with identified substance-related 

issues. Participants felt more comfortable asking questions regarding substance use, as SUD was 

considered a “taboo” topic before the workshop. Having the validation and guidance on how to 
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initiate a conversation regarding SUD (i.e., proper wording and questioning) and understanding 

the range of help and type of services community pharmacists can provide for people living with 

SUD was a major benefit of attending the workshop.  

“The protocol will help us to become more comfortable discussing substance use rather 

than it just being taboo to ask about or something that we shouldn’t approach … And 

also, by helping in identifying people with substance use disorder, we can also help them 

in other ways for needs that may not have been addressed before, like food and shelter 

and just support.” 

 

Participants also described the impact of the multidimensional lectures and the pre-readings on 

their perceptions. They indicated that the workshops’ educational material provided a holistic 

understanding of SUD by highlighting the scientific basis and social experiences of people living 

with SUD.  

“The training really helped me understand the patients, what they’re going through, and 

how they might feel, like feeling judged about their substance use or that maybe they 

can’t afford nice clothing and just realizing that it might be a lot of reasons that they 

would be in that situation.” 

Design and Packaging: Participants liked the workshop flow and its content. However, 

participants agreed that it was an intense workshop, and it would have been better if it had been 

delivered over two days. One participant suggested a modification to the workshop's flow by 

having the training session on the toolkit first and revisit it again at the end of the workshop with 

the educational talks presented in between to reinforce the training and answer any generated 

questions about the toolkit. The customized video, pre-reading material, and resources were 

highly favoured by the participants. They liked having these resources to refer to when needed.        

Adaptability: Participants commented on how the toolkit and proposed care model can be easily 

adapted within the workflow in community pharmacies and its alignment with community 

pharmacists’ scope of practice. However, participants reported the need for significant 

modifications to standardize this toolkit for use in community pharmacies. Developing a 

mandatory training for all community pharmacists was specifically highlighted by the 

participants to have all pharmacists understanding the concepts related to harm reduction.  

“As well if the training programs were mandatory to keep our pharmacy license. This [is] 

especially because it is such a big issue in the community, I guess almost forcing us to offer these 

services would really help to reduce harm to patients. So fee-for-service consultations would be 

a beneficial option for pharmacy business.” 
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To address the lack of time and privacy barriers, participants suggested they implement the flow 

chart in an appointment style similar to the existing Saskatchewan Medication Assessment 

Program (SMAP) (58)) so patients can discuss the details of their condition privately. Also, they 

indicated that framing the protocol similar to the SMAP would make it easier for pharmacists as 

they are trained on SMAP. As favorably as most participants felt toward booking appointments, 

one participant was particularly skeptical, believing the most of these appointments will not 

happen because people will not come. Other suggestions included advertising about pharmacists’ 

new roles (screening and referring) and having pamphlets about different resources readily 

available for patients at the pharmacy.  

Cost: Participants reported that the cost attached to implementing this toolkit in community 

pharmacies corresponds to money and time. They explained that without developing proper 

compensation, such as a fee-for-service model to compensate for their time and cognitive 

services like counseling and referring, no pharmacy owner/employer would approve of this 

service provision.  They elaborated that pharmacists will not engage in a longer discussion about 

SUD while delaying dispensing prescriptions.  

“It would have to be monetized, ‘cause without getting paid for it, that is a subject that a lot of, I 

would think, managers and business owners would have a hard time kind of coming around to, 

especially if you are dealing with populations that are less prescription and more recreational, 

you’re not going to be able to charge, you know, privately for it. So that would be an absolute 

necessity in my mind.”  

Complexity: Participants described the initiation of the protocol as the most challenging part. 

Although the protocol offered a clear and logical flow as participants described, they still felt 

nervous about patients’ responses and were uncomfortable initiating discussions. Also, 

participants indicated that they wanted to memorize the protocol and not refer to the binder when 

needed.  

“It was really hard at first. I think I was nervous to try it because of what the response from the 

patient might be. And it took a while for me to feel comfortable following the flowchart and the 

protocol.” 

“Well, I think memorization is best to just be able to do it, but I don’t know like I would have had 

to have sat at home on my own time and absolutely memorized it. But I have trouble memorizing 

something without being able to practice it right away.”  
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Participants described that they did not use the full protocol; however, they used only some items 

of the protocol. They also applied the principles they learned at the workshop, such as 

motivational techniques and trauma-informed care. The most commonly used parts of the 

protocol were assessment and monitoring tools, such as the Clinical Institute Withdrawal 

Assessment for Alcohol (CIWA), the Clinical Opioid Withdrawal Scale (COWS), CANSAS, and 

the Subjective Opiate Withdrawal Scale (SOWS) (Appendix H). 

3) Inner Setting: 

Culture: All participants were personally motivated to attend the workshop and did not receive 

any organizational accommodations to support their attendance at the workshop. They wanted to 

attend the workshop to improve their knowledge about SUD and support their clients with 

substance use problems. However, they indicated that other pharmacists might not have a similar 

perspective and mindset concerning SUD, which may be a barrier to protocol implementation. 

Therefore, participants emphasized the benefit of the workshop not only to learn evidence-based 

practices to utilize in the encounters but also to change pharmacists' perceptions and mindset 

regarding the topic of SUD.   

 Participants described that community pharmacy culture concerning SUD is built on 

ignoring people with suspicious substance-related behavior, reporting frequent purchasing of 

over-the-counter drugs with a propensity of misuse, and rejecting early refills of opioid 

prescriptions. Participants elaborated that this was their process of dealing with red flags 

encounters not only due to limited time but also because they did not know an alternative 

approaches. They had no training or knowledge on how to effectively communicate their 

concerns about substance use to the pharmacy clients without offending or losing them. Almost 

all participants agreed that the protocol is compatible with certain aspects of their working 

culture in the community pharmacy setting in terms of accessibility, extended working hours, 

and extended scope of practice. One participant reported, explaining the extended scope of 

practice, that pharmacists are used to being continuously pushed to learn new skills and provide 

new services, and SUD services can be easily fit under this category as long as it is adequately 

compensated and regulated.  

“Pharmacists are constantly being pushed to learn different areas and offer different services. 

For example, when I graduated, we were not giving injections, but now we are. So that’s a huge 
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thing that we had to learn. So in saying that, like if there was reimbursement in some way for 

taking the time to implement this model, I think it would be more likely that we could do it.”  

However, participants also had major concerns regarding feasibility due to high dispensing 

volumes, in addition to the lack of time and privacy, which could make it very difficult to 

implement the protocol. 

Implementation climate: Participants have varying perspectives regarding the implementation 

climate in community pharmacies. Some participants were very positive about the 

implementation of the protocol as they see opportunities because of their accessibility and 

multiple interactions with patients. While other participants believed it would be very difficult to 

implement the protocol in the current busy, understaffed pharmacy climate, especially with the 

lack of compensation. The following quote summarizes the controversy from participants’ 

perspectives regarding the implementation climate.  

Structural fabric and network: The structural fabric in community pharmacies varied across 

participants based on their different workplaces. However, one to two pharmacists were the 

average number of pharmacists working during a shift, with some pharmacies having part-time 

pharmacists. Participants also reported having a communication system in place to facilitate 

documentation and follow-up between pharmacists. 

“I think with our pharmacy software, there is a possibility that could be done well. There are 

certain documentation places where you can put into the patient file where you’ve gone to, and 

the only place where that communication would break down is in the human error of not actually 

going to check that.”  

 However, one participant thought that dealing with something as complex as SUD would be 

harder to translate well in the documentation.  

“Usually, when it comes to something more complicated, we prefer to see it from the beginning 

to the end ourselves, because then you don’t have to pass out all the info to everyone else. So 

that would be challenging because we still have so much else going on in the pharmacy.” 

4) Outer setting:  

Patient Needs and Resources: Numerous challenges were brought up in discussions with 

workshop participants, particularly around the social complexities of substance use, such as the 

difficulties many of their clients face trying to meet basic needs such as childcare, transportation, 

and mental health. One participant commented that the clients who usually seek community 
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pharmacists’ help regarding their SUD are clients with low socioeconomic status, and 

pharmacists have little power to help them. The participant elaborated that part of the challenge 

dealing with those clients is that they may refuse the referral, fearing the consequences that may 

be involved (e.g., having their kids taken away from them).  

“We can tell them where to go for that, but something else that came up often in my workplace 

setting, we’re based in [name of the neighbourhood], and a lot of the patients we identify that 

need these types of resources don’t have access to transportation. So like most of them are using 

the bus system, but it’s hard for them because it takes a long time, a lot of them will have 

children that they’re responsible for, and then just trying to organize their family, take time out 

of their day to take a bus that takes an hour to get to the west side to get to a clinic or a needle 

exchange program, that is a huge barrier for a lot of people. Also, a lot of people that I do speak 

to have concerns that if they seek out resources, then social services will get involved and like 

take their children away.  

Other participants highlighted another category of pharmacy clients who suffer from issues with 

their prescription opioids and refuse to identify the problem. From the participants' perspective, 

patients do not want to label themselves with SUD due to the ingrained stigma toward SUD.  

“The struggle comes in with the prescription drug substance use disorder angle because it’s 

hard for people to identify that there’s a problem with the medication that they were prescribed 

by an actual professional who told them they needed it and gave them a prescription for it. So 

yeah, the self-identification of having a need for something like this is, I think honestly, probably 

the biggest thing for the toughness of even initiating a protocol.”  

Other challenges mentioned were the need for a longer duration of time to make a client 

comfortable to talk about their substance use issues compounded by the lack of privacy and time 

in a community pharmacy setting. 

External policies and incentives: The impact of the external policies on SUD implementation 

was considered particularly important for participants. One participant mentioned that 

governmental and organizational support for a substance use-related service would lead to higher 

compliance and more pharmacists being involved in such services. However, governmental 

support should be accompanied by mandatory education, training, and resources, which are 

lacking in the current circumstances. They also brought up the creation of a payment model to 

provide revenue to the community pharmacy businesses to encourage the approval of service 

implementation by pharmacy owners.  

“I think that if we got the government on board to help pay for services where pharmacists 

engage with patients and being able to, say, bill a fee for that interaction, more pharmacists 
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would be willing to take the time to ask those questions. And for example, with the PACT 

program to help people with smoking cessation, a pharmacist who’s trained in that area can bill 

a 10 dollar fee just for asking someone if they’re a smoker and offering them the PACT 

program.” 

Participants also discussed other challenges with external policies involving the different 

approaches and resources available for Non-Insured Health Benefits Program (NIHB) patients 

versus Saskatchewan Health patients, including the Naloxone kit. The final point was the 

centralization of all substance-related services and resources in one area of the city, which deny 

other patients from accessing those services due to limited transportation and/or money.   

“[A]nother barrier that we have with helping people with substance use disorder is with access 

to naloxone kits because for our NIHB patients, we can give them like training on how to use it 

even though we don’t have a certificate or anything, but we know how to use it, and we can tell 

them how to use it, and we can give it to them But if we have a Sask Health patient, we are not 

allowed to give it to them. They have to go to 20th Street West or the two methadone clinics on 

the west side. They have training programs where they can give it to them, and it’s publicly 

funded by the Sask provincial drug plan. If they want to get it from us, they have to pay 40 bucks 

for the kit, and most of them won’t have 40 bucks to just give to you in exchange for a naloxone 

kit. They would rather keep their 40 bucks and take their chances. And then with transportation 

as a barrier to access for those naloxone kits, I worry that a lot of people who don’t have NIHB 

coverage are going without them because it’s easier for them in the short term.”
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Table 4-4 Interview questions organized according to CFIM 

CFIR Domains Constructs and related questions 

Intervention 

Characteristics 

Evidence strength and quality  

o How do you describe the strength of the evidence supporting the use of this care model presented in this intervention?  

Relative advantage  

o What would be the advantages of implementing the protocol comparing to current practice?  Elaborate and give examples. 
o Do you believe this care model is providing a patient-centered approach in caring for people living with SUD? Please elaborate. 

o Thinking of the whole project, what would be the one thing you benefited the most from this experience? 

Adaptability  

o How adaptive did you find the model to community pharmacy setting and workflow? Elaborate. 

o If you were to modify this approach further, what would be your modifications?   

Complexity  

o Do you think the intervention provided a clear management roadmap for community pharmacists when dealing with people living with SUD? Elaborate. 

o After your experience during the past months with the protocol, how challenging was the implementation of the protocol to you? Elaborate. 

Design quality and packaging   

o How relevant did you find the training session to the implementation process? How could the training be improved in the future? Elaborate. 

o How can you describe the relevance and impact of the provided material and educational activities to the implementation of the proposed care model?  

o In your opinion, what would be the costs attached to implementing this care module in community pharmacies? 

Inner Setting 

Structural characteristics  

o In your pharmacy setting do you think pharmacists would have the maturity and perspective regarding SUD to support the implementation of this care model? 

Network and communication  

o In your community pharmacy setting, do you believe the connection and system of communications between community pharmacists, in terms of dimension of shared knowledge and 

information is adequate to facilitate the implementation of this model? Can you please describe how? 

Culture  

o Culture refers to the values, norms and basic assumptions of community pharmacy environment and pharmacist role.  Do you believe that this approach for caring for people living 
with SUD is in harmony with community pharmacy culture? Elaborate. 

Implementation climate  

o Despite the intervention’s multiple components and continuous support during implementation, why do you believe it was still challenging to use the protocol for some participants? 

o What are your suggestions for a better implementation strategy within the community pharmacy in the future? 

o Considering perceived needs and risks, and the potential impact of the intervention, what are your thoughts of prioritizing implementing this SUD intervention into community 
pharmacists caring services over other interventions? Elaborate. 

o Did you receive institutional or departmental support to participate in the program? 

o How can you describe the support of the leadership in your practice setting for the learning needed to implement new practice concerning SUD? 

Outer Setting 

Patients needs and resources 

o Do you think this care model helped you address the needs of patients with SUD like treatment options, syringe-related questions in a more systematic approach? Explain and 

provide example if any.   

o How can you describe patients’ responses when you used the protocol?  
o What are the challenges patients had in your community pharmacy setting with implementing this protocol? Elaborate. 

o How can we improve the environment within your practice setting to facilitate patient’s engagement in this care model? 

External policies and incentives  

o If this care model was mandated as the standard care routine in community pharmacies for patients living with SUD, what should be the main alterations (changes) to the system and 

policies to engage community pharmacists in the process? 

Characteristics 
of Individuals 

Knowledge and beliefs about the intervention  

o How would you describe the importance of “SUD education” in changing the current care practices for people with SUD in community pharmacies? Explain. 

o Were you driven to conduct self-learning about SUD after the educational workshop? Can you please explain.    

Self-efficacy  

o After this intervention, how can you describe your confidence approaching people with SUD and discuss the steps of the protocol with them?   
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4.5 Discussion  
The SUD management workshop and toolkit were uniquely designed based on the principles 

of the theory of planned behavior (42). Following the three principles of the theory, the focus of 

the intervention was to enhance individual attitudes toward SUD, normalize pharmacists’ roles 

and services in relation to SUD and improve their perceived control to execute the proposed 

services. The workshop successfully achieved its intended objectives with high satisfaction 

levels reported and significant improvement in participants' perceived knowledge and behavior. 

However, these results were not maintained over the course of the project due to implementation 

impediments. The utilization of a theoretical implementation framework, namely CFIS, helped to 

explain the findings by providing a deeper and stronger understanding of the surroundings of the 

intervention. CFIS analysis points to the complexity of implementing an intervention in a 

community pharmacy setting, highlighting the facilitators and barriers. Despite the advantages of 

utilizing behavioral change and implementation theories and frameworks in intervention 

development and implementation, pharmacy practice interventions with theoretical foundations 

are limited.  

Employing CFIS in developing and implementing the intervention, many factors were 

considered, yet not all were amenable to be addressed within the scope of our intervention. These 

included patients’ resistance and organizational and managerial support. To rectify the 

anticipated barriers, we augmented the support for the participants during the implementation by 

creating an online discussion board. The online discussion board was an additional layer of 

support to maintain the elevated motivation and perceived control of participants. However, 

many barriers – in addition to the ones we anticipated- hindered the intended changes in practice. 

Utilizing CFIS helped to explore those barriers and generate suggestions for improvement. 

  A community pharmacy is a multilayered work environment that is influenced by different 

organizational levels, including the pharmacy’s owner, community, administrative, legislative, 

and licensing organizations. For successful implementation, the intervention must be compatible 

with the whole system (59). Community pharmacists are only one element in community 

pharmacy culture and would not be able to change the practice without considerable support. 

According to CFIS, the outer setting, namely policies and incentives, were found as significant 
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barriers to provide comprehensive SUD services in community pharmacy. Currently, 

pharmaceutical services are directly linked with the profitability of the pharmacy business, which 

is product and volume-based. Participants indicated that the volume-based compensation model 

was restricting them from providing SUD-related services. The proposed services in the SUD 

management toolkit based on the SBIRT model are considered cognitive services that require 

substantial time, and pharmacists cannot reasonably devote that amount of time without being 

compensated. Lack of proper compensation is documented as a significant impediment for 

community pharmacists' cognitive services, like lack of time and adequate training (60-62).  The 

compensation system in community pharmacies is based on dispensing volume, not the 

recognition of the great potential of community pharmacists’ cognitive services for improving 

the health of people living with SUD. Therefore, community pharmacists are immersed in 

dispensing, compounding, and other product-focused duties, leaving little time for clinical and 

cognitive services. Despite the development of a number of compensation models for clinical 

pharmacist services, its impact is limited due to inconsistency(63). Pharmaceutical care, 

including cognitive services, is vital to address the growing cost of health care, facilitate 

accessibility, and improve the quality of services (64). 

To enhance the compatibility of the inner setting of community pharmacies for SUD care 

services, participants recommended mandatory SUD education for all pharmacists. They 

elaborated that mandatory education must emphasize the principles of harm reduction, trauma-

informed care, SUD neuroscience, evidence-based practices, and effective communication 

approaches. In addition to improved knowledge, they reported that the neuroscience lecture 

reduced stigma and enabled them to discuss substance-related issues openly with their clients. 

Although participants stated the reality that not all pharmacists will be providing extended SUD 

services (i.e., SBIRT), mandatory education would reduce the stigma and discrimination toward 

SUD. Some studies supported the effect of educational interventions in reducing stigma and 

blame while improving knowledge, skills, and attitudes (65-67). Other studies differentiated 

between the impact of neurobiology and biogenetic learnings on stigma, reporting that learning 

about the neurobiology of SUD would increase social distance, dangerousness, prognostic 

pessimism, and would have no effect on reducing stigma and blame(68). Another study reported 

that learning about the biogenetic component of SUD would reduce stigma and blame but 

increased social distance, dangerousness, and prognostic pessimism (69). While the literature so 
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far is equivocal and ambiguous, our participants supported education in neuroscience. 

Understanding the impact of education/training on stigma is critical to inform the development 

of SUD educational interventions. 

On the intervention characteristics level, participants appreciated training regarding 

appropriate language options to communicate with people living with SUD. Appropriate 

language was described as one of the significant challenges as participants were always cautious 

about offending their clients by using inappropriate terminology. The negative terminologies 

utilized in describing SUD have shaped perspectives, policies, and cultural norms concerning 

SUD conditions resulting in many disadvantages for the affected people. It is vital for health care 

providers to understand the impact of language and receive proper training to better serve people 

living with SUD. Scientific research has found terminology used with SUD patients has a 

substantial impact on the level of stigma (70-72). Some terminology was significantly associated 

with negative views like “addict” “alcoholic,” in contrast to the counter terms like “a person with 

SUD” and “person with alcohol use disorder” that was positively perceived (71). Although 

people who use substances used the term “addict” to describe themselves when talking to others, 

they did like others to describe them as an “addict” (73). Inappropriate language contributed 

negatively to stigma (74), which made it challenging for participants to initiate a conversation 

with their clients regarding substance use. One participant reported that it was hard for patients 

with opioid use disorder to identify their issues because of perceived stigma toward SUD. She 

added that although they would deny pharmacists’ offers to help them despite the severe and 

harmful consequences of their use because they do not want to be labeled as “addicts.” Training 

on appropriate SUD terminology is essential to reduce stigma, improve communication, facilitate 

accessibility to treatment (75), and, eventually, improve treatment outcomes for people living 

with SUD (76).  

The analysis of participants' characteristics, like percived knowledge , reported the most 

significant change after the workshop. Participants' perceived knowledge andbehavior 

improvement was significant over the course of the project. They reported a higher level of 

compassionate communication and improved recognition of the various needs of patients living 

with SUD. Introducing SUD as a chronic relapsing disease and providing the supporting 

evidence has decreased participants’ stigma and blame toward people living with SUD, which 
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motivated participants to engage in many educational conversations concerning SUD with their 

clients. However, the administrative support for participants was ineffectual. Therefore, 

participants did not utilize the toolkit as they expected. The significant changes in the 

participant's perceived self-control did not align with the reported utilization of the flowchart and 

referral resource.  

Expanding the role of community pharmacists in caring for people living with SUD does not 

depend solely on the education and training of community pharmacists. Lack of proper 

environmental support is a significant impediment to SUD initiatives. Modifying the capacity of 

community pharmacy practice, compensation, managerial support, and policy is essential to 

support community pharmacists' SUD extended services similar to other interventions (77). The 

extended SUD services of community pharmacists like SBIRT is compatible with pharmacy 

routine services (78, 79). In fact, SBIRT is a care model that can be implemented within the 

community pharmacy, facilitating communication, screening for substance use, and delivering 

early substance-related initiatives for people living with SUD (78).  Community pharmacists are 

trained health care provider who, with proper additional SUD related education and training, can 

extend their services such as SBIRT to meet their client's needs. However, the work environment 

in a community pharmacy setting requires adjustment to incorporate SBIRT within community 

pharmacy. The practice model, compensation, managerial support, and policy remodeling all are 

mandatory supports needed for community pharmacists to implement SUD pharmaceutical 

services beyond their current dispensing role. This pilot project points to the need to prepare the 

work environment in a community pharmacy setting to incorporate SUD care services such as 

the SBIRT model.      

This study has several limitations that must be noted. The sample size was small, and the data 

cannot be generalized. However, from design, this project was intended to be a pilot project. 

Pilot projects involve small scale implementation to support the viability of a program within a 

particular environment and a particular audience. Using the same group as a control group had a 

disadvantage of that the changes in measurement outcomes cannot be attributed to the 

intervention with a great level of certainty as if there was a separate control group. A way to 

overcome this design drawback is to collect data at multiple time-points before and after the 

event. Collecting data at multiple time-points will make the change in the measurement variables 



152 
 

more visible and can subsequently be attributed to the intervention (54). All participants were 

women which may have lead to unintentional gender bias. Another limitation, as one participant 

pointed out, was that the time this project was implemented coincided with the beginning of the 

flu season, which limited participants' time to engage with clients due to flu vaccinations. Also, 

there was a manufacturing shortage with Tylenol one and Gravol, two drugs that are commonly 

abused, which reduced the opportunity to encounter clients who abuse those drugs. Building 

relationships with clients to effectively implement the whole project requires longer than three 

months to develop. However, the project's timeframe was set up to assess the changes in 

participants' practices shortly after the workshop. It was not intended that participants implement 

the full extent of the flowchart. Finally, the number of participants who completed the surveys 

varied, which may have affected the outcome.   

4.6 Conclusion 

This SUD management workshop and toolkit is a promising example of developing a theory-

based educational intervention for community pharmacists. It is vital to incorporate an 

appropriate implementation plan that addresses the community pharmacy's unique structure 

simultaneously with providing proper education and training.  Possible replication and expansion 

of the program should consider the shortcoming of this pilot project. Implementing this SUD 

management intervention on a larger scale is needed to properly evaluate the impact on patient 

outcomes. 
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Chapter 5: General Discussion and Recommendation 
 

This chapter contains a general discussion that includes the outcomes of all previous chapters. The 

general discussion will explain the several stages of this project and describing the connections between 

them. Also, the project findings will be discussed and compared to related literature findings. The chapter 

was concluded by several recommendations generated based on the project outcomes.  

5.1 General Discussion 
 

Principle Assumption: 

The principle assumption that advised the design of the SUD management intervention 

was that the accessibility of community pharmacists provides a great opportunity to address SUD 

in Canada. Nevertheless, the current services of community pharmacists in relation to SUD is 

limited to dispensing. Therefore, we started by investigating community pharmacists’ 

experiences to understand their perspective and what they need to improve their services for 

people living with SUD (i.e., needs assessment) (1). Pharmacists’ primary needs were additional 

SUD education and guiding practice tools that provide related evidence-based practices to use in 

their encounters with people living with SUD (1). The outcomes of the needs assessment also 

included several recommendations for undergraduate education and other pharmacy setting 

adjustments, like enhancing patient privacy (1).  

According to role theory, acknowledging the perspectives of the other involved 

stakeholders (i.e., patients in this case) is essential to have a comprehensive appreciation of the 

problem (2). Although the public is usually receptive to community pharmacists' services (3), an 

additional needs assessment was conducted to specifically explore the perspective of people 

living with SUD and understand whether offering additional services from community 

pharmacists would be appealing for them to access (Chapter 2). Focus groups with people living 

with SUD augmented the notion that pharmacists need additional SUD education.  Patients stated 

that pharmacists lack an accurate understanding of the complex nature of SUD and need to be 

equipped with appropriate communication skills. Both pharmacists and patients explicitly stated 

the need for additional SUD education. The outcomes of the need assessments also suggested the 
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potential positive impact of community pharmacists’ extended SUD services on the patients’ 

wellbeing and treatment outcomes.  

Needs assessments provided important insight into the problem by contrasting “current 

condition” and “desirable condition” from the perspective of the stakeholders (like pharmacists 

and patients) (4). Therefore, the perspectives of patients living with SUD is an integral element 

to effectively improve and extend community pharmacists' services in relation to SUD. Several 

studies investigated patients’ satisfaction and perception regarding methadone maintenance 

therapy with the sole goal of improving services (5-9). Patients' dissatisfaction with methadone 

maintenance therapy had increased the relative risk ratio of reported severest side effects of the 

used medications (6). Another study reported a positive link between participants' retention rate 

in the methadone program and their satisfaction with the program and counselors (9). Noting the 

importance of patients’ perspectives on the effectiveness of health services, we had to investigate 

patients’ perceptions regarding SUD extended services provided by pharmacists. Conducting 

needs assessments in preparation for educational intervention helps health educators understand 

community character, needs, and vision on how to improve current practice. It is integral to set 

realistic objectives that satisfy community needs while using resources within the community 

setting capacity (10, 11).  

Addressing community needs and improving community health are the ultimate goals of 

many health interventions. Therefore, conducting a needs assessment of the stakeholders is a 

good research practice in advance of program development. The needs assessment of community 

pharmacists and patients' perspectives preceded the development of the SUD management 

intervention and provided the foundation for the program. It also gave validity to the program 

and established a partnership with the stakeholders. Knowing that both community pharmacists 

and patients agreed on the need for additional SUD education and training directed and shaped 

the program. 

Social Theories and Framework Utilization in Program Planning: 

Some would dispute that behavioral change can not be solely influenced by acquiring 

knowledge through “education” (12). By contrast, Ajzen postulated in the Theory of Planned 

Behavior that intentions are the main drive for behavioral change (13). Based on the theory of 

planned behavior, the goal was to design a tailored intervention to boost community pharmacists’ 

knowledge, skills, and confidence to deliver effective care for people living with SUD. Also, the 
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intervention addressed a few anticipated barriers, such as the lack of SUD evidence-based 

practices. The focus was to create an educational experience that would provide the knowledge 

to influence participants’ intentions and implement changes in practice (14, 15). Tailored 

intervention is a strategy developed to improve professional practice by resolving previously 

identified barriers (16). Knowing there are other barriers in addition to lack of education, such as 

unclear SUD practice guidelines, it was essential to develop a practice guide toolkit to manage 

SUD encounters in community pharmacies. The toolkit was created to enhance participants’ self-

efficacy by 1) displaying available SUD evidence-based practices and 2) making it accessible. 

Also, SUD is a complex, multilayered disease with special characteristics, like stigma, 

discrimination (11, 12), and unsettled controversies regarding many of its aspects like the moral 

failure versus the chronic disease. Therefore, an intervention that depends merely on the 

educational principle to address SUD is not expected to deliver effective outcomes. Adding the 

supplementary SUD management toolkit to the intervention was necessary to normalize SUD 

services within community pharmacy settings and augment pharmacists’ resources to implement 

the services.  

Utilizing theories during the development of the tailored intervention was very 

advantageous in understanding the various dimensions of the problem and mitigating a few of 

the anticipated barriers. Although this pilot project had limited resources that did not allow us to 

modify all identified barriers, anticipating the barriers assisted in creating realistic objectives for 

the project. In light of the Kirkpatrick evaluation pyramid of educational interventions (17), the 

objectives of SUD tailored intervention were carefully crafted to focus on community 

pharmacists only. The pyramid of the Kirkpatrick evaluation model describes four levels of 

evaluation for educational interventions listed as the following: Reaction, Learning, Behavior, 

and Results (or outcomes) (17). Reaction aims to measure participants’ satisfaction with the 

intervention; Learning intends to measure participants' gained knowledge, while Behaviour 

seeks to evaluate the impact of the gained knowledge on participants’ practice (17). The top-

level of Kirkpatrick model Results focuses on the impact of the intervention on the organization, 

e.g., patients’ outcomes. Community pharmacists are the evaluation unit of the intervention; 

therefore, the intervention is designed only to impact their reaction, learning, and behavior 

levels.  
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Nonetheless, participants’ experience with the toolkit generated important input regarding 

implementation hurdles in the “community pharmacy setting.” Such information is beneficial for 

the future implementation of the intervention. According to the program life cycle by Issel and 

Wells (4), pilot projects are to inform the implementation protocol of a model program (4). 

Intervention in the model program level are interventions informed by an implementation 

protocol to standardize the intervention. A model program is delivered under controlled 

conditions to measure the program's impact on the organizational level(4). Therefore, we were 

eager to document all identified barriers and report them in a pragmatic, methodological 

approach. CFIS was a perfect fitting for our evaluation purpose. CFIS is an implementation 

framework developed by Damschroder et al. in 2009 (18) and has since been prominently 

utilized in implementation research (19). Utilizing CFIS to guide the analysis of the qualitative 

data categorized the identified issues under the five components of CFIS (18). Although all 

participants highlighted the suitability of the proposed care model, i.e., SBIRT for community 

pharmacists’ values and professional scope, they also recognized how challenging the 

implementation of SBIRT under the current pharmacy culture. The outcome indicated the 

significant negative impact of; patients’ receptivity to the proposed services, lack of 

compensation, time limitation, and profitability model of community pharmacy retail businesses 

on community pharmacists' ability to provide SUD extended services (20).  

Many pharmacist-led care interventions identified similar implementation barriers to the 

ones identified in my project, including lack of staff, limited time, lack of practice protocol, 

limited compensation, and lack of privacy (21). However, interventions are still mostly directed 

toward educating community pharmacists. Pharmacists have demonstrated in many interventions 

that they are well-trained health care providers who, with proper education and training 

programs, can deliver health interventions and improve their clients’ outcomes. However, the 

hurdles for pharmacists’ provision in the case of extended SUD services are related to structural 

barriers, namely lack of privacy as well as community pharmacy business, like lack of time. The 

community pharmacy system and work environment must be remodeled to overcome the barriers 

and facilitate pharmacists’ comprehensive services. Interventions in community pharmacy 

settings must shift from an individual, educational focus to organizational implementation to 

deliver sustainable, effective caring services. 
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Remodeling the Practice Model in Community Pharmacy  

Employing education and training programs as a solo strategy to implement services and 

change practices is not effective, especially if the goal is to provide sustained services. Education 

is an integral and necessary element of the change process; however, it is not sufficient on its 

own to change practice. The study participants clearly described the restricting effect of the 

current practice model on their ability to extend current SUD services. On the other hand, 

community pharmacists proved over an extended range of initiatives that they can effectively 

deliver health interventions that improved patients’ outcomes (22-24).  

Community pharmacists can deliver effective health care services for their clients once 

proper knowledge and training are acquired; a good example is the smoke cessation program 

(25). In fact, pharmacists are recognized for their significant role in smoke cessation (25-28). 

Smoke cessation was added to pharmacy curriculums (29-31), and several continuing education 

programs were developed to equip pharmacists with the proper knowledge and skills for that role 

(32-34). However, efforts invested in changing community pharmacy practice have been 

focusing on community pharmacists as a unit of change at the individual level. In contrast, the 

community pharmacy's traditional practice model is still dominating and expending most 

pharmacists’ time and effort on dispensing. The literature discussion about implementation 

barriers in community pharmacy settings leads to the conclusion that the lack of organizational 

support is a major barrier to sustaining services (35-38). The research concerning the change in 

community pharmacy practice has to progress and address barriers and facilitators on the 

organizational level (35).  

To create a successful practice change within a community pharmacy setting, we need to 

move up a level and address the community pharmacy as a healthcare organization that requires 

several system changes to accommodate and promote extended services (39). Fewer studies 

focused on the organization of community pharmacy as a unit of change (40, 41).  Community 

pharmacy is a complex setting, and it would be challenging to address organizational barriers. 

Therefore, practice change in community pharmacy is expected to evolve gradually over a longer 

period of time. Future research and change efforts must focus on how to enhance the 
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organizational capacity of community pharmacies to allow for and encourage the delivery of 

pharmacists’extended services (35). 

The services of community pharmacists are constantly expanding to accommodate 

community needs. For example, community pharmacists are now providing flu vaccination(42) 

and Covid-19 testing (43, 44) due to the urgent need for these health care services (43, 45). The 

health system recognizes the positive impact of pharmacists’ services on health quality, 

treatment outcome, direct health care cost, and individual productivity (46). Regulatory changes 

and training programs were promptly implemented to support community pharmacists while 

successfully delivering short-term interventions (47).  Those regulatory changes took place since 

utilizing community pharmacists in those services would reduce the cost of direct health 

services. Direct cost analysis of the pharmacists-administered influenza vaccinations in Ontario 

indicated a net saving of $2.3 million in direct healthcare costs and lost productivity (48). 

Providing community pharmacists for services like influenza vaccination also facilitates 

accessibility and enhances public convenience. The immunization initiative for community 

pharmacists was not only cost-effective; it was also an accessible intervention that increased the 

rate of public immunization (49, 50). Similar outcomes were obtained from opioid-related 

interventions in community pharmacies specifying the feasibility and leveraging impact on 

identifying and treating opioid use disorder (51, 52). However, limited efforts were reported to 

impose regulatory changes to support pharmacists’ comprehensive, sustained services in relation 

to SUD (53).  One of the participants indicated that the proposed services in SUD management 

educational intervention for community pharmacists are feasible and within the course of 

community pharmacists’ professional value; however, it is not operational within the current 

model of community pharmacy practice. 

Therefore, imposing regulatory changes to support community pharmacists providing 

comprehensive SUD services is not only critical to implement the services, but it is also essential 

to deliver services that would enhance treatment outcomes. SUD is a persistent pandemic that 

has been progressing over the past decade, causing devastating consequences. SUD is a sensitive 

topic with negative connotations; thus, sporadic short-term interventions are not expected to 

effectively address the issue in community pharmacy settings. Participants indicated that the 

short duration of the project was a barrier to deliver the intervention. They elaborated that 
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developing relationships with clients to discuss substance use requires a long time. Appropriate 

SUD management in a community pharmacy requires long-term interventions that address the 

several organizational barriers (54), as already outlined.  Therefore, pharmacists’ services in 

caring for and supporting people living with SUD should be standard practice for community 

pharmacists (55). Regulatory changes are needed to recognize community pharmacists as health 

care providers who can deliver regular, cost-effective, and sustainable services for people living 

with SUD (35).  

To fill the gaps in the health care system and improve the delivery of care to patients, the 

literature discussed two methodologies: structural or cultural changes (56). The structural 

pathway follows the top-down strategy to the healthcare pyramid with changes coming from 

policymaker and managerial levels (56). In contrast, the cultural pathway focuses on changing 

the culture by educating frontline workers and implement practice and service interventions. The 

evaluation outcomes of the project pointed to both structural and cultural barriers. To generate 

the desired change in community pharmacy and implement SUD services, structural and cultural 

changes are simultaneously required. Comprehensive SUD services like screening and referral 

must be sustained and normalized to adequately address the opioid pandemic. Delivering the 

overarching goal of normalized sustained and comprehensive SUD services in a community 

pharmacy setting, a pilot project must be the initial step toward this change. A pilot, individual-

oriented intervention is necessary to identify and highlight the gaps and needs and to understand 

practitioners’ perspectives “community pharmacists.” Pilot projects also generate valuable 

recommendations for future directions (4). However, to generate the desired impact, the 

intervention must progress to a larger-scale intervention. Escalating projects to a larger-scale 

requires the involvement of policymakers and other organizations’ stakeholders. Therefore, 

translating the recommendations generated by pilot projects must be translated and discussed 

with the organizations’ policymakers and stakeholders. The approval and support of the higher-

level stakeholder and policymaker is an integral step in designing and implementing large-scale 

interventions that can evaluate and assess their impact on the public health and treatment 

outcomes (40).  

The Issel program life cycle describes the gradual progression of interventions and 

programs to generate sustained and efficient healthcare services in five developmental stages: 
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pilot, model, prototype, organizationally institutionalized, and, finally, professionally 

institutionalized (4). The pilot program is a vital step in the program life cycle as it provides a 

foundation and a modest start or proof of concept. Usually, a pilot program does not rely on an 

existing format or theory; it is merely a simple trial of an idea to determine its feasibility within a 

specific setting. Such programs require limited funding and resources. The outcomes of 

successful pilot programs inform the development of an intervention protocol to standardize the 

implementation. An intervention designed on a standardized protocol and implemented under 

controlled conditions is called a model program (4). Model program interventions require 

additional funding and resources to have greater control over the implementation climate. A 

model program intervention is designed to evaluate the impact of the idea on the health problem 

under investigation. Once an intervention on a model program level delivers promising 

outcomes, it can be implemented within realistic conditions.  Replicating a program in real-life 

conditions tailored to a specific organization environment and group is called a prototype 

program. The final stage of the program life cycle involves stabilizing the service as an accepted 

standardized practice within the institution's health services (4). 

Following Issel’s program, the program life cycle may appear to take a long time and to 

require significant amounts of resources, but it paves the way to steady progress that leads to 

sustainable services. Issel’s program life cycle displays an ideal strategy for the process of 

changing practice in a community pharmacy. It may also enhance the sustainability of SUD 

services in a community pharmacy setting. Because of the complex, multilayered nature of 

community pharmacy practice and SUD, slow, steady progress towards service implementation 

is favored, which may mitigate barriers to a program’s effectiveness. A bulk of literature 

investigated the barriers and moderators for implementing and enhancing services in community 

pharmacy (21, 36, 39, 57). However, there is no comprehensive standard framework that 

program planners and policymakers utilize to improve the analysis of service intervention within 

the community pharmacy setting (21). Following the Issel program’s life cycle may facilitate the 

adoption of a standardized implementation protocol for community pharmacy.  

Significances of the tailored SUD management intervention  

While the DSM5 addresses ten different classes of substances, SUDs for all substances 

are diagnosed based on the same overarching symptoms on a range from mild to severe (58). 
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Most substance-related interventions in community pharmacy settings focus on a particular 

disorder like opioid use disorder (59-62). On the other hand, the SUD management intervention 

proposes a different approach by viewing the vast opportunity for community pharmacists to 

address harmful substance use in general. Pharmacists are trustworthy and accessible healthcare 

providers that the public turns to when medical advice is needed.  Many of the signs of harmful 

and risky substance use are possibly detectable by community pharmacists in routine encounters. 

In many of those encounters, pharmacists may detect red flags for harmful substance use or even 

symptoms for SUD. Hence, pharmacists must have the knowledge and skills to reach out and 

deliver SUD brief intervention for their clients. 

A recently published study evaluated the RESPONS program, an education, and 

communication program for safe opioid and naloxone dispensing among community pharmacists 

(63). Similar to our tailored intervention, the RESPONS program offers a patient screening and 

communication algorithm, a communication checklist, in addition to 3 online educational 

modules. The development of the program’s material was also informed by several focus groups 

with different stakeholders, including patients, prescribers, and pharmacists. Likewise, the 

RESPOND program development and evaluation had a solid theoretical background on the basis 

of the theory of planned behavior. The RESPONS program followed a very similar strategy to 

the program developed in my Ph.D. thesis. The evaluation of RESPONS program indicates a 

significant improvement in participants' knowledge and increased confidence in addressing 

prescription opioid misuse (63). Tailored educational interventions for community pharmacists 

that include the two concepts of knowledge advancement and practice change is an effective 

strategy to address SUD in community pharmacy settings. SUD is a complex, multilayered 

disease that needs more than a regular continuing education program to be appropriately and 

effectively incorporated into community pharmacists' scope of practice.    

Similarly, pharmacists can help with opioid use disorder for clients on methadone 

maintenance therapy. SUD management intervention proposes a greater role for community 

pharmacists to address opioid use disorder. Pharmacists can deliver multiple substance-related 

interventions on different occasions during their practice. For example, pharmacists can take 

advantage of their frequent encounters with clients on the methadone program to deliver various 

screening and referral interventions. SUD management toolkit (i.e., flow chart) proposes 
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frequent evaluations for regular methadone clients to check on their adherence, ongoing 

symptoms of SUD, and ongoing substance use. To fully utilize community pharmacists’ 

accessibility in addressing SUD, SBIRT should be an accepted standardized practice for 

community pharmacists. It must be normalized to the public that screening for harmful substance 

use, delivering brief interventions, and referrals are within the community pharmacist’s scope of 

practice. Recognizing community pharmacists' extended SUD services will validate their role, 

facilitate the encounters, and reduce public resistance. Participants highlighted that clients’ 

resistance was one of the hurdles to delivering extended SUD services like screening and 

referral. Participants also stated that clients perceived any substance-related inquiry from 

pharmacists with fear and hesitation. Therefore, normalizing pharmacists’ role in caring for 

people with SUD  through the main media channel and advertising for the services would be an 

effective approach to adequately address SUD in a community pharmacy setting (64, 65). 

5.2 Recommendations and Conclusion: 

Based on the evaluation outcomes of the SUD management intervention for community 

pharmacists, several recommendations were generated. The recommendations have two aspects: 

recommendations for pharmacy education programs and recommendations to stakeholders and 

policymakers. 

Recommendations to Pharmacy educational programs   

SUD requires focused education that allows for open discussions regarding controversies, 

stigma, discrimination, the impact of language on how SUD is represented, and proper language 

use. SUD education must discuss the traditional view that addresses SUD as a social and 

criminal problem and the adverse consequences of such a view on patients’ wellbeing, treatment 

outcomes, and accessibility to health services. SUD must be addressed as a health problem, in 

particular, as a chronic brain disease that affects human behavior and the reward system by 

learning its biogenetics and neuroscientific facts (66-68). Neurobiological and genetic advances 

concerning SUD had significantly impacted the perspective of health care providers on reducing 

stigma and discrimination. The recovery and treatment of SUD must be redefined and 

differentiated on a scientific basis. There are several treatment options for SUD, and abstinence-

based treatment is only one treatment strategy. Pharmacists’ training and practice must be 

extended to include harm reduction strategies, screening, brief intervention, and referral. Also, 
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trauma-informed care is a critical concept to be discussed in the context of caring for people 

living with SUD (69-71).   

Pharmacists' role in caring for people living with SUD must change to accommodate the urgent 

need to utilize community pharmacists' accessibility to address SUD in community pharmacy. 

Therefore, pharmacists' formal and continuous education programs must reform to provide 

additional SUD education to better prepare pharmacists for their extended services in caring for 

people living with SUD.  

Recommendations to Stakeholders and Policymakers 

 Several modifications and changes are highly recommended to the health system to address 

SUD in community pharmacies. Firstly, remodel community pharmacies to allocate more time 

for community pharmacists to deliver service-based practices rather than product-based 

practices. This can be accomplished by increasing the staff or incorporating pharmacy 

technicians further in the dispensing process. Pharmacists’ time is mostly consumed with 

medication preparation and dispensing, which needs to change so pharmacists can interact with 

patients and provide counseling.  

Second, practice guidelines for SUD services must clearly explain pharmacists’ roles and 

professional scope of practice. SUD management guidelines in community pharmacy must 

recognize evidence-based practices like routine substance screening, brief intervention, and 

referral to treatment. Third, community pharmacists should be equipped with the resources 

needed to pursue their SUD extended role, such as an evidence-based toolkit and practice 

flowchart, similar to the ones developed in this thesis. Forming linkage and cooperation with 

community organizations and social services like counseling and support groups also facilitates 

patients' referrals when needed. Connecting such services with community pharmacies will 

provide community pharmacists with the advantage of following up with their regular clients and 

motivate them during recovery.  

Fourth, advertise for community pharmacists’ role as a health advocate for SUD counseling and 

brief interventions through proper medial channels. It is essential to inform the public about 

community pharmacists extended care services regarding SUD to enhance their receptiveness in 

the community. Fifth, compensate community pharmacists for the time and services in caring for 
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people living with SUD. Designing fee-for-service model is necessary for the sustainability of 

SUD extended services. Finally, require mandatory training for pharmacists who will provide 

methadone maintenance programs in their community pharmacy. The training assets must 

involve language, trauma-informed care, and evidence-based practice in caring for people living 

with SUD.   

Research Implications and Future Directions:  

It was advantageous to follow the basic format of program planning, implementation, and 

evaluation in developing the SUD management pilot intervention for community pharmacists. 

Considering the complexity of SUDs and community pharmacy practice, a detailed process 

provided the opportunity to address various factors, including facilitators and barriers. Also, 

utilizing theories and frameworks while implementing and evaluating this pilot intervention was 

very useful to draw on theories anticipating both relationships between different variables and 

projecting realistic outcomes of the process. The outcomes also described how the lack of 

adequate organizational support would hinder and maybe even thwart pharmacist SUD 

initiatives. Therefore, this pilot project provided foundational knowledge that will assist 

educators and program developers when planning SUD educational program for community 

pharmacists.  

Involving community pharmacists in SUD preventative and harm reduction services is a newly 

investigated phenomenon. Therefore, a comprehensive understanding of the services is integral 

to draw attention for future research in the area. Future research must consider larger-scale 

programs to determine the impact of pharmacists’ preventative and harm reduction services on 

patients' health outcomes. As indicated throughout the thesis, this pilot program was only 

intended to prove the services' feasibility in a community pharmacy setting and evaluate the 

educational impact of the intervention on community pharmacists. Now, larger-scale studies are 

required to address pharmacists SUD extended services as sustainable services.  

Another research opportunity would be developing and testing an implementation framework for 

SUD interventions in a community pharmacy setting. The framework would highlight vital 

factors that would influence the implementation of new services in a community pharmacy 

setting like pharmacists’ remuneration, patients resistance. Having such a validated evidence-

based tool would be an excellent source for policymakers to anticipate a program impact, draw 



170 
 

some level of discrepancy between programs, and have a basic understanding of vital 

implementation factors of programs or services in a community pharmacy setting.   

Concluding Remarks: 

Community pharmacists are accessible healthcare providers who can deliver efficient SUD 

extended services. Providing proper education and training for community pharmacists to deliver 

such services is equally vital to developing proper implementation strategies. Significant 

modifications to the practice model in a community pharmacy setting are required to adequately 

address SUD and deliver effective and sustainable services within this setting. Future research 

must focus on the proper implementation strategy for new SUD services within community 

pharmacies that goes beyond the individual pharmacist as the unit of change and instead expand 

the focus so that the community pharmacy as a complex organization is the unit of change. 

Several organizational barriers were recognized for their significant impact on community 

pharmacists' practice concerning SUD, like lack of compensation and lack of clear policies and 

guidelines. Therefore, future research must investigate the impact of altering these organizational 

factors on community pharmacy practice.      
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Appendix A: SUD Management Toolkit (Flowchart) 
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SUD Management Toolkit (Referral Resource) 
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Appendix B: Registration and Demographic Survey 

 

Thank you for your interest in participating in the research project “Educational Intervention 

Strategy to Support Community Pharmacists’ Management of Substance Use Disorder”. Your 

participation in this important study will help advance community pharmacy practice in relation to 

Substance Use Disorder (SUD).  

This project aims at providing well structured and evidence-based education and training program 

for community pharmacists to improve the care for people with SUD or at risk to develop SUD. 

Evaluating this intervention will help to improve the program so we can deliver the best possible 

version for future implementation.  

Please read the details of the study and your role in the Consent form (attached). Hard copies of the 

consent form will be available at the event for you to sign. 

The workshop will take place on Sunday, September 29th, 2019 from 8:30 am – 4:30 pm, at the 

University of Saskatchewan. An email will be sent closer to the workshop date with more details 

regarding; the program (agenda), location, and parking arrangement.  

Please make sure to check your email closer to the workshop date.  

Thank you in advance for your participation. We are looking forward to meeting you at the 

workshop. 

Kind regards,  

Research Team  
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Educational Intervention Strategy to Support Community Pharmacists’ Management of Substance Use 

Disorder 

Registration Survey  

Name: …………………………………. (This name will be used to create name tags for participants at the event) 

Email: …………………………………  

Gender  Male     Female   Others  Don’t want to say  

Kindly complete this brief survey to ensure your registration in the workshop.   

Please specify your last pharmacy educational degree  

 B.Sc.  

 M.Sc.  

 Ph.D.   

 Pharm. D  

 Others. specify ………………………. 

 

Which age category do you belong to?  

 21 – 30  

 31 – 40  

 41 – 50  

 51 – 60  

 61 and more  

 

Please specify the rage of years of experiences in community pharmacy practice  

 1 year or less  

 1 – 5 years  

 6 – 10 years  

 11 – 20 years  

 21 – 30 years  

 More than 30 years  

 

Please indicate if you received additional professional development or continuing education training 

on Substance Use Disorder  

 No  

 Yes. specify ………………………. 

 

Please specify your main community pharmacy practice setting (Check only one) 

 Independently owned  

 Chain/Banner   

 Pharmacy located within a large retail operation 
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Please indicate if your main community pharmacy practice setting has a private counseling area  

 No  

 Yes. Please specify  fully private  Semi-private  

 

Please specify if your main community pharmacy practice setting has a Methadone program  

 No 

 Yes  

 

Please estimate the average number of prescriptions dispensed per day in your main community 

pharmacy practice  

 Less than 100 

 101 – 200 

 201 – 300 

 301 – 400 

 More than 400 
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Appendix C: Satisfaction Survey 

 
Please complete this survey drawing on your attendance to the full-day workshop and training:  
 

Question #1 

  0 1    2    3    4    5    6    7    8    9 10  

  Extremely Dissatisfied      Extremely Satisfied    

Question #2 

     

0 1    2    3    4    5    6    7    8    9 10  

  Extremely Dissatisfied      Extremely Satisfied    

Question #3 

     

0 1    2    3    4    5    6    7    8    9 10  

  Extremely Dissatisfied      Extremely Satisfied    

Question #4 

     

0 1    2    3    4    5    6    7    8    9 10  

  Extremely Dissatisfied      Extremely Satisfied    

Question #5 

     

0 1    2    3    4    5    6    7    8    9 10 

  Extremely Dissatisfied      Extremely Satisfied    

Question #6 

 

0 1    2    3    4    5    6    7    8    9 10  

  Extremely Dissatisfied       Extremely Satisfied    
 

  

How would you rate your satisfaction with the length of the workshop (full day)?   

 

How would you rate your satisfaction with the training session of the flowchart 

(protocol)  and referral guide?   

 

How would you rate your overall satisfaction with the workshop?   

How would you rate your satisfaction with the topics covered during the workshop 

(i.e. the talks)?   

 

How would you rate your satisfaction with the workshop guest speakers?    

 

How would you rate your satisfaction with the panel discussion at the end of the 

workshop?  
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What about the workshop was most relevant and useful in supporting your practice in 

relation to SUD? 

 

 

 

 

How can we improve the workshop and training in the future?  

 

 

 

 

Please share with us any feedback and comments regarding the event: 
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Appendix D: Knowledge Survey 
 

Please complete the following questionnaire:  
 
Question #1 

     

0 1    2    3    4    5    6    7    8    9 10  

  Poor                  Excellent    

Question #2 

     

0 1    2    3    4    5    6    7    8    9 10  

  Poor                            Excellent   

Question #3 

     

0 1    2    3    4    5    6    7    8    9 10  

  Poor                  Excellent    

Question #4 

     

0 1    2    3    4    5    6    7    8    9 10  

  Poor                  Excellent    

Question #5 

     

0 1    2    3    4    5    6    7    8    9 10  

  Poor                  Excellent    

Question #6 

  

   

0 1    2    3    4    5    6    7    8    9 10  

  Poor                  Excellent    

  

To what extent can you describe the theories of neuronal mechanism of SUD. 

To what extent can you explain the neuroscience evidences leading to the conclusion 

that SUD is a chronic neurological disorder with a high relapse rate. 

 

To what extent can you explain the research evidence connecting between the 

history of trauma/pain and development of SUD.   

 

 

To what extent can you identify where a personal change can happen in one’s 

language, attitudes and behavior when relating to clients with SUD to address stigma.  

 

 

To what extent can you describe the process by which stigma towards SUD is 

developed and perpetuated.   

 

 

To what extent can you describe the impact of stigma on people living with SUD.   
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Question #7 

     

0 1    2    3    4    5    6    7    8    9 10  

  Poor                            Excellent   

Question #8 

    

0 1    2    3    4    5    6    7    8    9 10  

  Poor                            Excellent 

Question #9 

     

0 1    2    3    4    5    6    7    8    9 10  

  Poor                            Excellent 

Question #10 

     

0 1    2    3    4    5    6    7    8    9 10  

  Poor                            Excellent 

Question #11 

    

0 1    2    3    4    5    6    7    8    9 10  

  Poor                            Excellent 

Question #12 

   

0 1    2    3    4    5    6    7    8    9 10  

  Poor                            Excellent 

Question #13 

    

0 1    2    3    4    5    6    7    8    9 10  

  Poor                            Excellent 

To what extent can you describe the personal journey of SUD recovery from the 

client’s perspective.  

To what extent can you explain the basis for and practical steps towards 

detoxification, rehabilitation and maintenance therapy. 

To what extent can you describe and justify the ideal care plan and process for people 

with SUD from diagnosis, treatment and expected outcome. 

To what extent can you describe and justify the community pharmacist’s role in 

caring for people with SUD. 

 

 

To what extent can you identify and justify the process of non-judgment, trauma 

informed care within a community pharmacy setting.   

 

To what extent can you explain the psychosocial factors associated with the 

development of SUD. 

 

To what extent can you describe the role of family and community support and other 

personal and social supports and how it can be integrated into SUD recovery. 
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Question #14 

    

0 1    2    3    4    5    6    7    8    9 10  

  Poor                            Excellent 

 

 

  

To what extent can you compare and contrast the available opioid agonist therapies. 
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Appendix E: Brief Substance Abuse Attitude Survey 

 

This survey was used after purchased the rights to use in research from the Copyrights holder 

Journal of Studies on Alcohol and Drugs. To obtain the rights to use the tool, please contact    

Paul Candon, Managing Editor 

Journal of Studies on Alcohol and Drugs, Center of Alcohol Studies 

Rutgers, The State University of New Jersey 

607 Allison Road 

Piscataway, NJ 08854-8001 USA 

tel: (848) 445-3510 

fax: (732) 445-3500www.jsad.compcandon@smithers.rutgers.edu @JSADJournal  

tel:(848)%20445-3510
tel:(732)%20445-3500
http://www.jsad.com/
mailto:pcandon@smithers.rutgers.edu
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Appendix F: Frequency Survey 

 

Using the provided scale, please select the most relevant answer for the following questions based on 

your community pharmacy practice for the last month (30 days).   

I am having Methadone Maintenance Program (MMT) in my pharmacy practice   □ YES  □ NO  

Question #1 

    

 

           

       

 

For clients you identified in question #1, answer the following questions by selecting the most 

relevant phrase 

Question #2 

     

   

Question #3 

     

 

  

Question #4 

   

 

 

  

From clients you encountered in your practice how often did you encounter clients 

that meet one or more of the following criteria; Receiving treatment for SUD, having 

apparent red flags that indicate substance use, known history of SUD, has disclosure 

non-pharmacological use of substance and/or risky alcohol consumption 

 

… how often did you screen for problematic substance and/or alcohol use  

 

… how often did you identify clients’ needs for example, food, shelter, support, 

treatment, …. 

 

… how often did you refer clients to other services based on their identified needs  

 

4 

I did not adopt 

this practice 

5 

I did this prior 

to the training   

2 

I did this after 

to the training   

1 

All the time 

3 

Rarely  

4 

I did not adopt 

this practice 

5 

I did this prior 

to the training   

2 

some of the 

time 

1 

All the time 

3 

Rarely  

4 

I did not adopt 

this practice 

5 

I did this prior 

to the training   

2 

some of the 

time 

1 

All the time 

3 

Rarely  

0 1    2    3    4    5    6    7    8    9 10  

 Always   Rarely   
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Question #5 

     

            

Question #6 

 

             

Question #7 

     

           

Question #8 

     

           

Question #9 

     

… how often did you provide counseling/education for clients regarding their 

identified substance use for example, negative consequences, harm reduction 

strategies  

… how often did you attempt to motivate a client to change a harmful lifestyle 

regarding substance and/or alcohol use 

… how often did you encounter clients with withdrawal/intoxication symptoms in 

relation to substance and/or alcohol use 

 

… how often did you refer clients to see their physician for substance and/or alcohol 

use concerns    

 

… how often did you provide counseling/education for clients regarding their 

identified risky alcohol consumption for example, Canadian low risk alcohol guideline, 

negative consequences, harm reduction strategies  

 

4 

I did not adopt 

this practice 

5 

I did this prior 

to the training   

2 

some of the 

time 

1 

All the time 

3 

Rarely  

4 

I did not adopt 

this practice 

5 

I did this prior 

to the training   

2 

some of the 

time 

1 

All the time 

3 

Rarely  

4 

I did not adopt 

this practice 

5 

I did this prior 

to the training   

2 

some of the 

time 

1 

All the time 

3 

Rarely  

4 

I did not adopt 

this practice 

5 

I did this prior 

to the training   

2 

some of the 

time 

1 

All the time 

3 

Rarely  

4 

I did not adopt 

this practice 

5 

I did this prior 

to the training   

2 

some of the 

time 

1 

All the time 

3 

Rarely  
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Question #10 

    

            

 

  

… how often did you offer training for Naloxone kit for opioid overdose  

 

4 

I did not adopt 

this practice 

5 

I did this prior 

to the training   

2 

some of the 

time 

1 

All the time 

3 

Rarely  
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Appendix G: Practice Assessment Survey 
 

Please answer the following questions drawing on your experience using the SUD Management 

Protocol for the last two months of your community pharmacy practice to the best of your memory. 

I am having Methadone Maintenance Program (MMT) in my pharmacy practice   □ YES  □ NO 

 

Question #1 

    

  0 1    2    3    4    5    6    7    8    9 10  

  Not at all                 Extremely  

Question #2 

     

0 1    2    3    4    5    6    7    8    9 10  

  Not at all                 Extremely  

Question #3 

     

0 1    2    3    4    5    6    7    8    9 10  

  Not at all                 Extremely 

Question #4 

     

0 1    2    3    4    5    6    7    8    9 10  

  Not at all                 Extremely 

Question #5 

     

0 1    2    3    4    5    6    7    8    9 10  

  Not at all                 Extremely 

  

To what extent have you used the protocol in your practice in a community pharmacy 

dealing with clients living with SUD?  

 

To what extent have you used the protocol in your practice in a community pharmacy 

dealing with clients with risky alcohol and/or substance use? 

 

To what extent has the protocol influenced your care/Services for people with 

recreational substance use (NOT dependent)? 

 

To what extent has the protocol influenced your community pharmacy practice 

working with people living with SUD? 

 

To what extent has the protocol influenced your care/services to people with risky 

alcohol consumption? 
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Question #6 

    

  0 1    2    3    4    5    6    7    8    9 10  

  Not at all                 Extremely 

Question #7 

     

0 1    2    3    4    5    6    7    8    9 10  

  Not at all                 Extremely 

Question #8 

     

0 1    2    3    4    5    6    7    8    9 10  

  Not at all                 Extremely 

Question #9 

     

0 1    2    3    4    5    6    7    8    9 10  

  Not at all                Extremely  

Question #10 

    

  0 1    2    3    4    5    6    7    8    9 10  

  Not at all                 Extremely 

Question #11 

     

0 1    2    3    4    5    6    7    8    9 10  

  Not at all                 Extremely 

  

To what extent were you able to refer clients to different services using the referral 

guide? 

 

To what extent has the protocol helped you apply harm reduction in your pharmacy? 

 

To what extent were you able to identify and quantify substance use and route(s) of 

administration with your patients?  

To what extent were you able to perform the Brief Negotiation Interviewing (BNI) to 

motivate a change in a client? 

 

To what extent were you able to perform CAGE-AID to screen for risky alcohol 

consumption with your patients? 

 

To what extent were you able to perform CAGE-AID to screen for problematic 

substance use? 
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Question #12 

     

0 1    2    3    4    5    6    7    8    9 10  

  Not at all                 Extremely 

Question #13 

     

0 1    2    3    4    5    6    7    8    9 10  

  Not at all                Extremely 

Question #14 

     

0 1    2    3    4    5    6    7    8    9 10  

  Not at all                 Extremely  

Question #15 

Are you interested in participating in a 45 minute one-to-one interview to further discuss 

your experience with the intervention (workshop and SUD protocol)?      □ YES  □ NO 

If yes, please provide the following information and a researcher will contact you to set a date/time 

for the interview  

Name:  

Email:  

Phone:   

 

 

  

To what extent were you able to offer a take-home naloxone kit and training for 

opioid overdose? 

 

To what extent do you think the protocol has changed your practice when dealing 

with patients with SUD  

 

To what extent do you think the protocol has helped you address patient issues with 

SUD in a community pharmacy setting.  
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Appendix H: Modified Camberwell Assessment of Need 
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Appendix I: Recruitment Poster 
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Appendix J: Workshop Agenda 
 

Educational Strategy to Support Community Pharmacists’ Management of Substance Use Disorder   

 September 29th, 2019 

Room 1B03 Health Sciences Building  

University of Saskatchewan, Saskatoon 

Contact: 306-262-3545 

Workshop Objectives 

 

1. To improve the knowledge of community pharmacists regarding the multifactorial aspects of Substance 

Use Disorder (SUD) including, neuroscience, social, and treatment approaches.  

 

2. To enhance and increase pharmacists’ awareness of stigmatizing attitudes towards substance use 

disorder and the impact of these attitudes on patients. 

 

3. To increase pharmacist’s capacity to properly address stigmatizing language and practices.  

 

4. To enhance the understanding of holistic inter-disciplinary care plans for people living with SUD, 

available services, and different treatment approaches.  

 

5. To discuss community pharmacist role in supporting regular clients with substance use disorder.  

 

6. To introduce and train community pharmacists on SUD Management Protocol.    

 

Substance Use Disorder Management in Community Pharmacy Setting 

Time Activity 

8:30 – 9:00 

 
PARTICIPANT REGISTRATION / CONTINENTAL BREAKFAST / MEET AND GREET 

COMPLETING THE PRE-EVALUATION SURVEY 
 

9:00 – 9:15 

 
WELCOME / OPENING REMARKS / WORKSHOP OVERVIEW  
Dr. Anas El-aneed, Professor, College of Pharmacy and Nutrition, University of 
Saskatchewan 
Dr. Marcel D’Eon, Professor, College of Medicine, University of Saskatchewan   
Sarah Fatani, Opening Remark and introducing the workshop 

9:15 – 9:45 

 
Neuroscience of Substance Use Disorder 
Dr. Robert Laprairie, Assistant Professor, College of Pharmacy, University of 
Saskatchewan  

9:45 – 10:15 
 
Social Elements of Substance Use Disorder: Stigma  
Mrs. Marie Ag, Member of “Moms Stop the Harm”  
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Substance Use Disorder Management in Community Pharmacy Setting 

Time Activity 

10:15 – 10:30 
 
BREAK: Coffee, Tea, Juice  
 

10:30 – 11:35 

 
Addiction Treatment and Recovery  
Dr. Peter Butt, Professor, College of Medicine, University of Saskatchewan  
Dr. Colleen Dell, Professor, College of Sociology, University of Saskatchewan 

11:35 – 12:25 LUNCH AND NETWORKING  

12:25 -12:45 
 
Explaining the Participation Process  
Janel Fergusson, SSRL, University of Saskatchewan  

12:45 – 1:15  

 
Community Pharmacists: Opportunity for Intervention and Continuum of Care   
Dr. Katelyn Halpape, Assistant Professor, College of Pharmacy, University of 
Saskatchewan 

1:15 – 2:15 

 
PANEL DISCUSSION  
ACTIVITIES: 

- Breakout Groups 
- Discussion 
- Questions for experts  
- Picture for the speakers  

Refreshment Available  

2:20 – 4:15  

 
Training Session on SUD Management Protocol for Community Pharmacists  
Sarah Fatani 
Dr. Katelyn Halpape 
ACTIVITIES: 

- Presentation  
- Training Video  
- Discussion  
- Gaining Access to Chatroom   

4:15 – 4:30  

 
CLOSING REMARKS Sarah Fatani 
COMPLETING POST-EVALUATION SURVEY  
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Appendix K: Speakers’ Biography 
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Appendix L: Talks Objectives 
  

Topic Presenter 
Objectives/Outcomes 

Participants will be able to … 

Neurosciences of 
Substance use 

Disorder 

Dr. Robert Laprairie 
 

1. Explain the neuroscience evidence leading to the conclusion 
that SUD is a chronic neurological disorder with a high relapse 
rate.  

2. Explain the research evidence showing a connection between 
the history of trauma/pain and the development of SUD.   

3. Describe the leading theories for neuronal mechanisms of 
SUD. 

 

Stigma Marie Ag  

1. Describe the process by which stigma towards SUD is 
developed and perpetuated 

2. Describe the impact of stigma on people living with SUD.  
3. Identify where a personal change can happen in one’s own 

language, attitudes, and behavior when relating to clients 
with SUD to address stigma.  
 

Addiction Treatment 
and recovery 

Dr. Peter Butt 
 

1. Explain the basis for and practical steps towards 
detoxification, rehabilitation, and maintenance therapy.  

2. To describe and justify the ideal care plan and process for 
people with SUD from diagnosis, treatment, and expected 
outcome. 
  

Dr. Colleen Dell 

1. Explain the psychosocial factors associated with SUD 
manifestation such as trauma, pain (physical and emotional). 
 

2. Describe and justify the role of family and community support 
and other personal and social supports and how it can be 
integrated into SUD recovery. 

3. Describe the personal journey of SUD recovery from the 
client’s perspective.  

Community 
Pharmacists: 

Opportunity for SUD 
care continuum 

Dr. Katelyn Halpape 

1. Describe and justify the community pharmacist’s role in 
caring for people with SUD.  

2. Explain and rationalize the process of non-judgmental, 
trauma-informed care within a community pharmacy setting.  

3. Compare and contrast the efficacy, safety, cost, and 
convenience of the available opioid agonist therapies.  
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Appendix M: Ethic Approval Certificate 

 

 


