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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 signi�cant 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.  

Introduction
Substance Use Disorder (SUD) is a prevalent disease that affects an individual’s social, physical, and
psychological wellbeing. Other di�culties usually co-occur with SUD, such as legal and �nancial
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 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
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when patient choices and needs 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) de�nes 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
signi�cantly 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 con�dence 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 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 for proper 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 speci�cally 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
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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.

Methods

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, 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).

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 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.

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
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consent form was read and explained to them. Participants were informed about the con�dentiality of the
research and that no data could be identi�ed or linked to a speci�c participant. Also, participants were
asked to maintain the privacy of other participants and not to share members’ information with non-
participants.

Table 1: Focus Group Discussion Guide

Clari�cation
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 speci�c 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 a pharmacist provided 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?

 

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.

Data Analysis
Four focus groups were conducted with a total of 20 participants for an average of one hour per session.
All the participants identi�ed 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



Page 6/26

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 su�cient 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 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 agreement was reached. The one team member who initiated the analysis
process attended and conducted the focus groups.

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.

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.

“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
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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 ine�cient 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. Pro�tability:

Participants explained that some community pharmacists could be helpful when they have time, but the
business model of community pharmacies pushes pharmacists toward pro�tability. Pro�tability 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

“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 ine�cient 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 identi�ed 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.
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“Participant C - Yeah, in [Pharmacy Name and Location], like that’s a constant problem with me too.
There’s always a different pharmacist �lling [the] bottles. There’s never one person, and it’s never the
same. I’m always �nding 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 �nd 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 pro�tability 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 pro�t. 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 identi�ed that lack of consistency in pharmacy services negatively affected their experiences
in community pharmacies. Participants reported that dealing with a different 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
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“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 Group 1

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.

“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 �rst, 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

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
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dispensing medications. The key service or role community pharmacists provided for them has been
limited to the dispensing of medications, namely methadone and HIV medications. However, even the
dispensary services were reported as suboptimal because of pharmacists’ ine�cient 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

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.
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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 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 speci�c 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

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 di�cult lifestyle they have as drug users and the signi�cant
effects of unforeseen events like a death in the family or a house �re. Despite all their sufferings, patients
felt that pharmacists did not offer proper assistance and are �nding 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

2. Pharmacy settings:
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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 �oor, 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 con�dentiality.

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 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 justi�ed 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.
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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 �nd 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

“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

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 clari�ed 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
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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 �own 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 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 di�culties 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.
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“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 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
�ve.” 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.

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 �ndings of the study suggested
that the participants’ experiences with community pharmacists are generally negative, with many
interactions lacking proper 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 �lling and dispensing medications (44). However,
pharmacists are not practicing to their full capacity. 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
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common �nding in many other studies(46–48). Educating patients about 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 proper
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 �nd 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 de�ned 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. Disrespectful communication,
an unwelcoming environment, lack of counseling, and lack of proper 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 signi�cant 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 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 �nding supports the
integral role of social relations and support for the recovery and treatment retention of patients living with
SUD (64, 65).
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A signi�cant 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 signi�cantly 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 identi�ed 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 sta�ng,
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 �ndings indicating that patients living with SUD are
hesitant to disclose their substance use to health care providers (45). However, participants speci�ed that
proper communication and 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 proper communication skills (24).

The following recommendations can be drawn from the current study: there is a need for 1) community
pharmacists to become public health advocates and sources of medical advice, 2) training on
communication skills for community pharmacists with additional education concerning SUDs and its
social elements, and 3) addressing the identi�ed gaps in the policy, dispensing procedures, and practices
of the methadone program.

Pharmacists, who are identi�ed 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 identi�ed as signi�cant hindrances for
pharmacists’ participation, such as lack of education (82, 83); fear of losing other non-SUD clients as well



Page 19/26

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 proper 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 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 �ndings of this study can not be generalized to other
settings. However, these �ndings 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 in�uenced
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 �ndings 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).

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 Immunode�ciency Virus

AIDS Acquired Immunode�ciency Syndrom
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