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Taking up the gauntlet: 
Pharmacist delivery of primary care services

Alexandra Fletcher  
(McGill University)
News Reporter (HSI 2013-2014)

With Canada’s aging population and the concomitant 
burden of chronic disease, physicians need more help than 
ever in coping with patients with multi-morbidities who 
require complex drug regimens. Community pharmacists 
are increasingly being called upon to move beyond their 
traditional role as drug purveyors and expand the scope 
of their clinical duties. For instance, pharmacists from 
across Canada have been engaging in expanded activities, 
such as providing emergency prescription refills, renewing 
and extending prescriptions, changing drug dosage and 
formulation, making therapeutic substitutions, prescribing 
for minor ailments, initiating prescription drug therapy, 
ordering and interpreting lab tests and administering drugs 

by injections (see table 1). The 
logic behind introducing these 
new responsibilities is that during 
their schooling, pharmacists have 
been trained in many domains of 
disease management, which they 
do not end up actually applying 
once they start practicing. In order 
to use pharmacists’ specialized 
knowledge more effectively, regulated technicians are hired 
by pharmacies to take over the routine, product-focused 
aspects of drug dispensing, such as ensuring that the right 
drug and label have been added to the prescription. � 

Table 1: Summary of Pharmacists’ expanded scope of practice across Canada
BC AB SK MB ON QC NB NS PEI NL NWT YU NT

Provide emergency prescription refills Y Y Y Y Y P6,7 Y Y N Y Y N N

Renew and extend prescriptions Y Y Y Y3 Y P6 Y Y Y Y Y N N

Change drug dosage/formulation Y Y Y Y Y P6,7 Y Y Y Y N N N

Make therapeutic substitutions Y Y Y N N P6,7 Y Y Y Y10 N N N

Prescribe for minor ailments N Y1 Y Y N P6,7 P Y N N N N N

Initiate prescription drug therapy N Y Y2 Y Y4 P6,7 Y9 Y2 N N N N N

Order and interpret lab tests N Y N Y P P6 Y Y N N N N N

Administer drugs by injection Y Y N Y Y5 P6,8 Y Y P P N N N

Table adapted from Blueprint for Pharmacy: http://blueprintforpharmacy.ca/docs/resource-items/pharmacists’-expanded-scope-of-practice_summary-chart---cpha---january-2014-from-graphicsD
F4DC970F6835A01BE1C1989.pdf

1. AB: pharmacists in Alberta who have “additional prescribing authority” can prescribe a Schedule I drug (prescription-only) for the treatment of minor ailments 

2. SK & NS: only as part of assessment and prescribing for minor ailments 

3. MB: as Continued Care Prescriptions under section 122 of the Regulations to the Pharmaceutical Act 

4. ON: restricted to prescribing specified drug products for the purpose of smoking cessation 

5. ON: administration of influenza vaccination to patients five years of age and older; administration of all other injections and inhalations for demonstration and educational purposes 

6. QC: pending Orders in Council (activity enabled by passage of Bill 41, an Act to amend the Pharmacy Act, December 8, 2011; regulation for this activity was planned for September 3, 2013, however it was postponed 
by Orders in Council on August 22, 2013) 

7. QC: when authorized by a physician by means of a “collective prescription” (i.e., collaborative practice agreement) 

8. QC: for demonstration purposes only 

9. NB: prescribing constitutes adapting, emergency prescribing or within a collaborative practice; independent prescribing or as part of minor ailments prescribing is pending 

10. NL: limited to non-formulary generic substitution 

mailto:http://blueprintforpharmacy.ca/docs/resource-items/pharmacists%E2%80%99-expanded-scope-of-practice_summary-chart---cpha---january-2014-from-graphicsDF4DC970F6835A01BE1C1989.pdf?subject=
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This frees up a pharmacist’s time for more complex tasks, 
such as the activities described above. 

These changes have not been adopted haphazardly; they 
are predicated on a significant body of evidence showing 
that pharmacists can improve health outcomes of patients. 
For instance, a 2010 systematic review and meta-analysis 
by Chisholm-Burns et al looked at the impact of pharmacy 
interventions on various health outcomes, which yielded 
distinctly positive assessments.1 At the meta-analysis level, 
pharmacy interventions led to lower hemoglobin A1c and 
LDL levels, as well as decreased blood pressure.1 Although 
there were not enough randomized control trials (RCT) 
to perform a meta-analysis on hospitalizations and re-
admission data, the evidence indicated that pharmacists’ 
interventions reduced these indicators in 51.4% of cases, 
with no effect in the other cases.1 The same authors 
were also able to show significant improvements in both 
safety (reduction in adverse drug events) and humanistic 
(medication adherence, patient satisfaction, quality of 
life and general health) outcomes at the meta-analysis 
level.1 Results like these led Janet Cooper, Senior Director 
of Professional and Membership Affairs at the Canadian 
Pharmacy Association (CPhA), a licensed pharmacist herself, 
to be convinced of the positive role that pharmacists can 
have in improving health care delivery. 

The process of change 
is being guided and 
monitored by Blueprint 
for Pharmacy, an ongoing 
practice change initiative 
spearheaded by the 
CPhA and managed by 
Ms. Cooper (http://www.
blueprintforpharmacy.
ca). The Blueprint was 
conceptualized in 2006 

upon recognizing that pharmacy practice in Canada was 
rapidly evolving. The CPhA considered that the best 
approach would be to provide a regulated framework in 
which pharmacies and jurisdictions could pursue change. 
The CPhA also explicitly decided to de-centralize ownership 
of the project by bringing in key players from both the 
national and provincial levels, as well as some major 
pharmacy chains.2 This initiative is helping to standardize the 
scope of pharmacy practice across the country, as is the case 
with the medical profession. However, not all pharmacists 
are supportive of expanding their scope of practice. This is 

why, as Ms. Cooper highlighted, “provincial legislation is 
enabling, but pharmacists are not being forced to do it.” Of 
course, pharmacists are not the only ones with hesitations; 
physicians, as well as other health care professionals, do 
have legitimate concerns regarding the fragmentation of 
care if they were to send their patients to the pharmacy 
for various procedures. As Ms. Cooper explained, solutions 
to this issue have been developed in Alberta, where 
a province-wide prescription drug network contains 
all patient prescription data history, and pharmacists 
have access to lab values. As well, appropriate payment 
schemes exist to encourage communication between 
pharmacists and physicians. In contrast, in provinces with 
fewer resources for integrative care, pharmacists must still 
rely on verbal and fax communication with the patient’s 
physician. According to Ms. Cooper, physicians have a 
tendency to worry that pharmacists might take away their 
patients, along with the additional revenue. This point was 
also made by Dr. Grabenstein, who is the Senior Medical 
Director for Adult Vaccines for Merck Vaccines, and the 
individual responsible for producing the “Pharmacy-
Based Immunization Delivery,” a CDC (Centers for Disease 
Control and Prevention)-recognized 20-hour immunization-
training course coordinated by the American Pharmacists 
Association (APhA). With respect to lost revenue, his work 
showed that pharmacist immunizers increase absolute 
vaccination rates; people vaccinated by pharmacists are 
often those that would not have been vaccinated, not 
individuals who have left their physician to be vaccinated 
by pharmacists.3 To explain this, he conducted a survey 
that found that “people vaccinated at pharmacies valued 
access and convenience, whereas people who visited their 
physician valued existing personal relationships.”4 Although 
Dr. Grabenstein did not explore these considerations in 
relation to other services provided by pharmacists, patients 
may make choices to either visit their pharmacist or 
physician based on similar values. He conjectured that the 
accessibility of pharmacists 
takes on many dimensions, 
such as geographic proximity, 
extended hours of operation, 
and ease with which 
individuals can talk with 
their pharmacist. These 
reasons can help explain why 
individuals might visit their 
pharmacist, rather than their 
doctor. �
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Moreover, Canadians are very supportive of the direction 
pharmacy is taking. An Ipsos Reid poll from June 2012 
found that over 70% of Canadians either strongly support 
 or somewhat support pharmacists engaging in activities 
as broad as physiotherapy clinics, providing X-rays and in-
home medical care, among others.5 Revealingly, a majority 
of Canadians (82%) believe that if these products and 
services are owned and offered by pharmacies, the quality 
of treatment or service would be higher (28%) or the same 
(54%) as treatment currently available.5 Whether these 
responses reflect a general desire for a more responsive 
and accessible health care system or a true belief in the 
capacity of pharmacists to provide these services is difficult 
to discern; most likely, both influences are at play. What is 
important is that pharmacists are rising to the challenge. 
With over 33,000 licensed pharmacists across Canada, we 
can expect that mobilizing this highly-trained workforce can 
have important consequences on the health of Canadians. ¾ 
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