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Abstract 

Over the past two decades, considerable progress has been made in advancing the global 

agenda to ensure accessible and high-quality sexual and reproductive health (SRH) services for 

everyone. Legislative and policy changes have enabled pharmacists to expand their scope of 

practice to address different and new health challenges. Globally, the pharmacist’s role is described 

as becoming more patient-oriented than it was years ago. Pharmacists’ roles in SRH have evolved 

from primarily dispensing and counselling to delivery of extended services such as prevention and 

screening, prescribing, and referral to other SRH providers. The objective of this thesis was to 

determine community pharmacists’ extended roles, practice experiences, and attitudes towards the 

provision of a wide range of SRH services. The first project, a scoping review of the literature, 

focused on synthesizing research that evaluated community pharmacists’ delivery of SRH services. 

The second study aimed to explore community pharmacists' practices, attitudes, and self-reported 

confidence towards the provision of SRH services in Alberta, Canada.  

The scoping review was completed by searching 6 databases and a grey literature web 

library from January 2007 to July 2020. After applying the eligibility criteria, 43 articles were 

included for analysis. Most studies were carried out in developed countries. Twenty-eight studies 

focused on sexually transmitted and blood-borne infections (STBBI), 12 on contraception, 2 in 

pregnancy, and 1 on sexual dysfunction. The main services provided by pharmacists were 

screening, prescribing, and provision of treatment through protocol or pharmacist only 

medications. Research included in the scoping review demonstrates that pharmacists’ roles have 

extended beyond dispensing practices, supported by legislation, technology, and partnerships. 

Delivery of SRH services by community pharmacists was considered feasible, but most 

importantly, highly accepted and valued by users. However, a number of barriers need to be 

considered and addressed to position community pharmacists as SRH providers.  
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The second study was a cross-sectional web-based survey of community pharmacists 

practicing in Alberta (Canada) that explored practices, attitudes, perception of influencing factors, 

self-reported confidence in providing SRH education, and training preferences related to the 

provision of SRH services. In this study, the majority of participants reported currently dispensing 

medications and educating patients on several SRH topics. Participants were also providing initial 

prescribing, extension or renewal of prescriptions, and administering injections. Overall, 

participants had a positive attitude towards their role in providing SRH services. Participants’ 

characteristics, such as gender, country of first pharmacy degree, additional prescribing 

authorization, and type of pharmacy, were found to be significant predictors of providing some 

extended services. In addition, the number of services provided and the country of first pharmacy 

degree were significant and independent predictors of overall confidence in providing SRH 

education. Most participants (84%) expressed interest in additional training related to at least one 

SRH topic; STBBI, sexual health concerns of lesbian, gay, bisexual, transgender, queer (or 

questioning) and others (LGBTQ+), and abortion medications were the most commonly selected. 

These were the same SRH topics that a higher number of participants reported to feel not at all 

confident in providing patient education. 

The findings from both studies showed that community pharmacists are engaged in 

providing several traditional and extended SRH services. Inclusion of community pharmacists as 

SRH providers will help improve access within community settings. However, several challenges 

need to be addressed to implement pharmacy based SRH services and position community 

pharmacists as providers. This thesis highlights the opportunity to promote community pharmacists 

as members of the primary health care workforce to help address the SRH agenda.   



 iv 

Preface 

This thesis is and original work by Javiera Constanza Navarrete Martínez. 

Chapter 2 has been submitted for publication to the BMJ Open journal as “Navarrete J, 

Yuksel N, Schindel T.J, Hughes C.A. Sexual and Reproductive Health Services Provided by 

Community Pharmacists: A Scoping Review”. I was responsible for conceptualization, analysis, 

and manuscript composition. Drs. Nese Yuksel and Theresa Schindel were involved with the 

analysis and manuscript review and editing. Dr. Christine Hughes was the supervisory and 

corresponding author; she contributed to conceptualization, investigation, analysis, and manuscript 

composition. 

 Chapter 3 of this research project received ethics approval from the University of Alberta 

Research Ethics Board – Health Panel, Pro00095881 “International comparison of community 

pharmacists’ roles and attitudes in provision of sexual and reproductive health services”, Jan 9, 

2020. 

  



 v 

Dedication 

This work is dedicated to my family. 

Egon, who taught me commitment and how to be a hard worker, 

Mirna, who inspired me to pursue my dreams, 

Paula, who shortened the long distance between us with nothing but love and care, and 

Marcelo, who encourages me every day to learn, grow, and makes me smile even on the cloudiest 

days. 

  



 vi 

Acknowledgement 

Since day one, this journey has been full of fascinating coincidences. I want to acknowledge 

every individual I enjoyed working with and who were involved in this project. 

I would like to start by acknowledging my supervisor Dr. Christine Hughes. I am glad that 

my graduate journey started with one of the most dedicated and caring pharmacists I have known. 

I am grateful for her patience, guidance, and constant feedback, always aiming to think outside the 

box. I would like to thank Dr. Nese Yuksel and Dr. Terri Schindel for their support and wise advice 

which were key to complete these projects. I would like to also extend my gratitude to Dr. 

Makowsky for providing valuable feedback as part of my supervisory committee.  

I extend further thanks to Dr. Shigeo Yamamura for the collaborative environment which 

made our quantitative project possible. I would like to recognize the support from Dr. Meghan 

Sebastianski and Diana Keto-Lambert from the Alberta Strategy for Patient-Oriented Research 

(SPOR) SUPPORT Unit Knowledge Translation Platform with the search strategy and database 

searches for our scoping review project.  I would also like to extend further thanks to Lily Yushko, 

Jonathan Chan, Bo Pan, and Yazid Al Hamarneh for their support throughout the survey 

development, data management, and analysis.  

I also acknowledge the National Agency for Research and Development 

(ANID)/Scholarship program for supporting my research (Master Becas Chile/2018 – 73190318) 

and the financial support from the Faculty of Pharmacy and Pharmaceutical Sciences (Taiho Fund) 

for our quantitative project. 

Finally, I am incredibly thankful for the support of my family and close friends. I could not 

have reached this milestone without their care and love. This journey was nourishing and exciting 

in every aspect of it.   



 vii 

Table of Contents 

Chapter 1. Introduction ................................................................................................................. 1 

1.1 Introduction .......................................................................................................................... 1 

1.2 Evolution of Pharmacist’s Roles in Health Care ............................................................... 3 

1.3 Community Pharmacy and Sexual and Reproductive Health Services .......................... 6 

1.4 Objective ............................................................................................................................. 10 

1.5 References ........................................................................................................................... 11 

Chapter 2. Scoping Review .......................................................................................................... 19 

2.1 Introduction ........................................................................................................................ 21 

2.2 Methods ............................................................................................................................... 22 

2.2.1 Study Design ................................................................................................................. 22 

2.2.2 Search Strategy .............................................................................................................. 23 

2.2.3 Screening Stage and Eligibility Criteria ........................................................................ 24 

2.2.4 Data Extraction and Synthesis ....................................................................................... 25 

2.3 Results ................................................................................................................................. 25 

2.3.1 Study Selection .............................................................................................................. 25 

2.3.2 Study Characteristics ..................................................................................................... 26 

2.3.3 Main Findings ............................................................................................................... 26 

2.3.3.1 Sexually Transmitted and Blood-Borne Infections (STBBI) ................................... 26 

2.3.3.2 Contraception .......................................................................................................... 32 

2.3.3.3 Pregnancy ................................................................................................................ 34 

2.3.3.4 Sexual Dysfunction .................................................................................................. 34 

2.4 Discussion ............................................................................................................................ 35 

2.4.1 Strengths and Limitations .............................................................................................. 38 

2.5 Conclusion ........................................................................................................................... 39 

2.6 References ........................................................................................................................... 40 



 viii 

Chapter 3. Research Project ....................................................................................................... 78 

3.1 Introduction ........................................................................................................................ 81 

3.2 Methods ............................................................................................................................... 84 

3.2.1 Study Design and Participants....................................................................................... 84 

3.2.2 Survey Instrument ......................................................................................................... 84 

3.2.3 Bias ................................................................................................................................ 85 

3.2.4 Study Size ...................................................................................................................... 86 

3.2.5 Variables ........................................................................................................................ 86 

3.2.6 Statistical Analysis ........................................................................................................ 87 

3.3 Results ................................................................................................................................. 89 

3.3.1 Characteristics of Participants ....................................................................................... 89 

3.3.2 Current and Future Provision of SRH Services ............................................................ 89 

3.3.3 Attitudes and Factors that Influence the Provision of SRH Services ............................ 91 

3.3.4 Confidence Levels and Additional Training Preferences ............................................. 91 

3.3.5 Factors Influencing Confidence and Delivery of Extended SRH Services ................... 92 

3.4 Discussion ............................................................................................................................ 93 

3.4.1 Limitations .................................................................................................................... 99 

3.4.2 Implications ................................................................................................................. 100 

3.5 Conclusion ......................................................................................................................... 100 

3.6 References ......................................................................................................................... 102 

Chapter 4. Summary .................................................................................................................. 122 

4.1 General Discussion ........................................................................................................... 122 

4.1.1 Community Pharmacists’ Roles in Sexual and Reproductive Health: A Scoping 

Review .................................................................................................................................. 122 

4.1.2 Community Pharmacists’ Roles in Sexual and Reproductive Health: Practices and 

Attitudes Toward the Provision of Services ......................................................................... 124 



 ix 

4.2 Implications and Future Directions ................................................................................ 127 

4.2.1 Pharmacy Practice ....................................................................................................... 127 

4.2.2 Pharmacy Education .................................................................................................... 128 

4.2.3 Pharmacy Research ..................................................................................................... 129 

4.3 Conclusion ......................................................................................................................... 131 

4.4 References ......................................................................................................................... 132 

Bibliography ............................................................................................................................... 135 

Chapter 1 References ............................................................................................................. 135 

Chapter 2 References ............................................................................................................. 147 

Chapter 3 References ............................................................................................................. 159 

Chapter 4 References ............................................................................................................. 167 

Appendices .................................................................................................................................. 170 

Appendix A: Ovid-Medline Search Strategy ....................................................................... 170 

Appendix B: University of Alberta Ethics Approval .......................................................... 174 

Appendix C: Informed Consent ............................................................................................ 175 

Appendix D: Survey ............................................................................................................... 177 

Appendix E: Univariate Regression Analysis Used to Select Potential Predictor in the 

Multiple Regression Analysis ................................................................................................ 188 

 

  



 x 

List of Tables 

 

Table 2.1 ......................................................................................................................................... 54 

Table 2.2 ......................................................................................................................................... 55 

Table 2.3 ......................................................................................................................................... 57 

Table 2.4 ......................................................................................................................................... 58 

Table 3.1 ....................................................................................................................................... 110 

Table 3.2 ....................................................................................................................................... 111 

Table 3.3 ....................................................................................................................................... 113 

Table 3.4 ....................................................................................................................................... 114 

Table 3.5 ....................................................................................................................................... 115 

Table 3.6 ....................................................................................................................................... 116 

Table 3.7 ....................................................................................................................................... 117 

Table 3.8 ....................................................................................................................................... 117 

Table 3.9 ....................................................................................................................................... 118 

Table 3.10 ..................................................................................................................................... 119 

Table 3.11 ..................................................................................................................................... 120 

 

  



 xi 

List of Figures 

 

Figure 2.1 ....................................................................................................................................... 52 

Figure 2.2 ....................................................................................................................................... 53 

Figure 3.1 ..................................................................................................................................... 121 



 1 

Chapter 1. Introduction 

1.1 Introduction 

The right to the highest attainable standard of health is one of the thirty recognized human 

rights envisioned by the World Health Organization (WHO).1 It specifies the right to an accessible 

health system that ensures protection and high-quality standards.1 Within the right to health, sexual 

health and reproductive rights are included, and it is stated that everyone has the freedom and 

autonomy for their health and body.2 According to the WHO, sexual health is defined as “a state of 

physical, mental and social well-being in relation to sexuality. It requires a positive and respectful 

approach to sexuality and sexual relationships, as well as the possibility of having pleasurable and 

safe sexual experiences, free of coercion, discrimination, and violence”;3 whereas reproductive 

health contemplates all matters regarding the functions and processes of the reproductive system.4  

In 2015, the United Nations (UN) General Assembly adopted the Sustainable Development 

Goals (SDGs) as a universal call to action for the following 15 years, including a goal for health.5,6 

Sexual and reproductive health and rights (SRHR) are part of the targets that aim to ensure 

universal access to sexual and reproductive health (SRH) services by 2030.7 After the promulgation 

of the SDGs, the regional WHO office for Europe declared improving SRH as a world health goal 

in 2016.8 The committee proposed an action plan towards achieving the 2030 agenda for 

sustainable development, which emphasized that including SRHR into national strategies and 

planning should be considered a priority.8  

In 2017, the WHO published a framework for an operational approach to sexual health, as 

relevant aspects can be overlooked when sexual health is fully grouped under reproductive health.9 

Sexual health and reproductive health are closely related but they cover different aspects of health; 

they enhance the impacts of each other to achieve a state of well-being. The framework has three 
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elemental components: the foundation of guidance principles, sexual and reproductive health 

interventions, and the climate of social-structural factors.9 The scheme proposes six guiding 

principles that should be considered in the design, implementation, and evaluation of 

interventions.9 Eight intervention areas, four for sexual health and four for reproductive health that 

complement each other, are described.9 The social-structural factors include four dimensions to 

consider, in which sexual health and reproductive health are experienced by individuals, and where 

interventions are implemented.9 This framework serves as the basis to achieve targets proposed by 

the SDGs, and more importantly to guide programs, interventions, and research in this area.9 

Over the past two decades, considerable progress has been made in advancing the global 

agenda to ensure accessible and high-quality SRH services for everyone; however, this has been a 

largely uncoordinated effort.10 Health inequalities and inequitable access is still an issue in 

developing and developed countries. Inequity remains within and between countries due to 

differences in health systems, laws and policies, education, as well as social norms and values. 

Vulnerable populations are at a higher risk of adverse health outcomes, and discrepancies in quality 

and effectiveness of SRH services they can access.11,12 Significant health challenges include 

increased unsafe abortion, high mother and child mortality rates, as well as disproportionate rates 

of sexually transmitted infections (STI) and human immunodeficiency virus (HIV).13 Integrating 

SRH into primary health care (PHC) seems like one of the best options for providing high-quality 

and effective SRH care, focusing on equity and rights for people.14 

Primary health care is recognized as an integral part of health systems and aims to deliver 

health care that is accessible, equitable, and responsive to the health needs of people.15 The PHC 

foundation aligns with the SDGs’ universal access goal and the delivery of comprehensive and 

integrated SRH service.14,16 A strong PHC system may reduce the reliance on professional care by 

supporting peoples’ autonomy and responsibility for their health, thereby relieving burden on the 
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health system.14,17 Integrating SRH into PHC provides two major benefits. First, despite the 

financial resource requirement, it may decrease health care expenses since it is more cost-effective 

than other alternatives.17 Second, one of the PHC principles is patient-centeredness instead of 

disease-centerednes;17 therefore, the SRH needs and preferences of people are considered. Some 

of the essential characteristics of SRH services incorporated into PHC are accessibility, 

affordability, comprehensiveness, integration, coordination, and health promotion and 

prevention.16,17 However, the integration of SRH services does not translate into immediate success 

since lack of quality care and patients’ out of pocket expenses still need to be considered as possible 

barriers.14 PHC is not solely responsible for improving and promoting SRHR, and interventions 

for all SRH elements cannot be implemented at the PHC level.14,17 Still, PHC may take the lead in 

delivering SRH services as the first entry-point to health care and play a coordinating role.17 

1.2 Evolution of Pharmacist’s Roles in Health Care 

As stated in the joint International Pharmacists Federation (FIP) and the WHO guidelines 

on good pharmacy practice, community pharmacists are the most accessible health professional in 

charge of dispensing drugs and ensuring their safe and effective use.18 Over the last half-century, 

the pharmacist’s role as a health care provider has significantly grown and evolved.19 During the 

1950s, the pharmacist’s role was limited to compounding, dispensing, and labelling pre-fabricated 

products chosen by a physician.20 By the 1970s, novel literature supporting pharmacists’ roles in 

primary care started to appear.21 However, between 1990 and 2000, pharmacists became 

fundamental members of healthcare teams by improving patient outcomes through chronic disease 

prevention and management.22 Community pharmacists play an essential role in the health care 

system as front-line health professionals.23  

Globally, the pharmacist’s role is described as becoming more patient-oriented than it was 
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years ago.24,25 Increasingly, community pharmacists are involved in public health initiatives and 

serve as a link to other services in the community.26 The convenient location of community 

pharmacies allows pharmacists to engage with several communities and promote access to 

healthcare services.27-29 Legislative and policy changes have enabled pharmacists to expand their 

scope of practice to address different and new health challenges.30,31 Coinciding with these 

changes, the community pharmacist’s role has increasingly adopted a patient-centred perspective.32 

Based on the expansion of the existing scope of practice, services focused on personalized patient 

care and clinical decision-making are referred to as extended services.32,33 These usually require 

additional education, training or demonstration of competence. 32,33  Some examples are medication 

reviews, prescribing, referrals, ordering and interpreting laboratory tests, and administration of 

injections.32,34 Based on patient care evolution in pharmacy practice, some regions have also 

changed the pharmacy curriculum and certifications which supports pharmacists’ roles as primary 

care providers.34,35 North American, European, and Oceanian countries have replaced the Bachelor 

of Science in Pharmacy (BScPharm) program with a Doctor of Pharmacy (PharmD), a 6-year 

program focused on therapeutics and patient care.22,36  

Reforms in the PHC system have been critical enablers to support the expansion of 

community pharmacists’ patient-centred roles.30,37 Countries worldwide have prioritized the 

development and upgrading of PHC due to its preventive, patient-centred, and responsible 

approach at the community level.37-39 The role of pharmacists as part of PHC is to ensure the 

availability of a broad range of high-quality services, such as influenza vaccination and smoking 

cessation services, to improve the health of the community and reduce health inequalities.37,38 The 

challenges to overcome when integrating community pharmacists into PHC include funding, 

workload management, additional training, and building strong relationships with the health care 

network.30,37-39 Positioning community pharmacists within the primary care system gives them a 
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relevant role as contributors to PHC and collaborative patient care.30  

Different approaches have been proposed to improve access to medications and services in 

PHC through community pharmacies, and changes in the scope of practice have contributed to 

these goals.38-40 Some countries have granted prescribing authority for pharmacists, but prescribing 

models vary worldwide since they are implemented according to each jurisdiction’s regulations.41-

43. For example, in Canada pharmacists’ prescribing authority varies between provinces. In 2007, 

Alberta enacted regulations allowing pharmacists to prescribe under 3 categories: emergency 

prescribing, adapting a prescription, and independent prescribing (also known as additional 

prescribing authorization or APA).43 Pharmacists must submit an application to the Alberta College 

of Pharmacy to obtain APA, which is evaluated to determine if applicants meet the minimum 

standards.44 Other provinces in Canada have adopted different models, such as minor ailments 

prescribing, to regulate pharmacist’s ability to prescribe limited drugs.43 Also, pharmacists are 

allowed to administer injections, including injectable contraceptives and vaccines, in countries like 

Canada, the United States (US), and the United Kingdom (UK).45 In recent years, these non-

dispensing services have been recognized by policymakers as part of pharmacists’ roles in PHC, 

and several remuneration programs for patient care services have been implemented worldwide.45 

Studies have shown that extended pharmacy-based services have the potential to improve 

patients’ outcomes.46 Pharmacists immunization programs have been shown to increase adult 

immunization rates,47 and research has found that smoking cessation interventions delivered by 

community pharmacists are effective and cost-effective.48 As pharmacies are available in most 

communities and in many cases, services are cost-effective, expansion of pharmacy-based services 

may be useful to address current and future health issues.49  



 6 

1.3 Community Pharmacy and Sexual and Reproductive Health Services  

International statistics show that although significant progress has been made in many SRH 

areas, more needs to be done at an accelerated pace.50 There are still some 2030 SDGs unmet 

regarding access to contraception and safe abortion, unintended pregnancy rates, and STI incidence 

and prevalence.51 Additionally, strengthening the PHC system by enhancing access to information, 

services, and opportunities in the health system is crucial for reaching future targets.14 Community 

pharmacists are well-positioned to take on a more significant role in delivering a variety of SRH 

services as one of the most accessible and trusted health professionals.52  

Community pharmacists currently have a role in the delivery of several SRH services.53 

Pharmacists’ roles in SRH have evolved from primarily dispensing and counselling to offer 

prevention and screening services, as well as referral to other SRH providers.53-56 In the literature, 

contraception and family planning are frequently reported as SRH areas pharmacists are engaged 

in. Some authors have described how important access to contraceptive methods through 

pharmacies is, considering their convenient locations and easy access.55-58 The provision of EC, 

independent of its regulatory status, allows pharmacists to counsel not only about contraception 

but also other SRH issues, such as birth control, STI, and reproductive health.59,60 Additionally, 

pharmacies are an important avenue for patients to receive timely counselling and referral to opt 

for safe and effective end of pregnancy options.61 Raifman et al. argued that greater access and 

safety profiles are possible when medical abortion is provided at community pharmacies because 

more providers contribute to a higher positive impact on access.62 

Although it is women who are primarily seeking contraception and family planning 

services, SRH services are needed for men as well. Morales et al. showed that in Spain, 60% of 

men with erectile dysfunction (ED) visited a pharmacist first for advice before going for clinical 

assessment.63 They also found that pharmacists were accurate in detecting a high proportion of ED 
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cases.63 Furthermore, STI affect both men and women, and are of great concern as the incidence 

and prevalence rates of several infections continue to increase worldwide.64 The implementation 

of chlamydia screening services has been shown to be feasible in a community pharmacy 

setting.65,66 Moreover, the literature review by Wood and Gudka found evidence supporting 

pharmacists’ roles in screening of a number of STI, such as gonorrhea, chlamydia, hepatitis B, and 

HIV.67 Pharmacy-based screening services have the potential to be effective in reducing STI 

prevalence and increasing prevention, considering that screening is one of the best ways to detect 

and treat these infections.67  

Data suggests other healthcare professionals and patients support the provision of SRH 

services by pharmacists. Shah et al. found that the provision of HPV vaccination at pharmacies was 

supported by 79% of physicians and 81% of parents in the US.68 Regarding STI, Gudka et al. 

reported that women attending pharmacies for EC considered a chlamydia screening service to be 

highly convenient.69 Similarly, Gauly et al. reported that patients found contraception and STI 

services offered in community pharmacies accessible and convenient.55 Individuals accessing the 

services in a pharmacy reported having a positive experience as they felt comfortable discussing 

their sexual health with a pharmacist.55 Some authors have also studied community pharmacists’ 

attitudes about the provision of specific SRH services. Hilverding et al. examined pharmacists’ 

attitudes regarding contraceptive counselling and perceptions about SRH services in Ohio (US).70 

The results showed that pharmacists would like to be more involved in SRH services, such as HPV 

vaccination (67%) and STI partner therapy (64%), but at the same time, they reported that more 

training is needed to offer a broader range of these services.70  

Community pharmacists need to continue expanding their knowledge and training to 

provide extended SRH services. Continuous training and education are crucial elements to provide 

high-quality services and prevent personal biases.71 Gale and Watson described that Scottish 
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community pharmacists who provided SRH services were willing to receive more training in a 

variety of SRH topics to extend their roles.53 Chaumont and Foster reported that pharmacists agreed 

with the need for continuous education about emergency contraception.72 Lio et al. identified that 

learning needs and lack of comfort with hormonal contraception prescribing were attenuated after 

a training program.73 Even though a low response rate72,73 and samples representing specific 

regions53,72,73 may limit the generalization of the results of these studies, findings suggest that 

additional training is needed to support community pharmacists’ SRH roles, and support the idea 

that continuing professional development tools are crucial for success.74 

Increasingly, societies are upholding the commitment to equity, diversity, and inclusion 

principles, and the services provided by pharmacists and other health providers need to reflect this 

commitment. For example, Maxwell et al. indicated that pharmacists have a relevant role when 

interacting with patients in the lesbian, gay, bisexual, transgender, queer or questioning, and others 

(LGBTQ+) community, which has been underserved by the health system for years.65,75 They 

emphasized that a universal SRH approach should be included in university programs to build new 

skills and generate new cross-cultural competencies.75 Since LGBTQ+ patients are at higher risk 

for STI and are more likely to avoid preventive care, community pharmacists are well-positioned 

to advocate for change and become trustworthy SRH providers.75,76 Continued advancement in care 

delivery requires a more holistic view of SRH rights and addressing other issues, including 

diversity in gender identity and sexual orientation.9,77  

Although authorities have recognized pharmacists’ contributions, there are challenges to 

overcome when implementing community pharmacy-based SRH services.28 Gomez et al. identified 

several barriers in implementing contraceptive prescribing services in independent pharmacies in 

California (US), including the time required to provide the service, concerns about patients seeking 

health care less frequently, and lack of financial incentives.78 Similarly, a systematic review by 
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Wood and Gudka stated that even though STI screening is a suitable activity for pharmacists, 

economic, structural, and safety concerns are perceived barriers that should be considered before 

implementing a screening service.67 These challenges have also been reported by other studies 

focused on a variety of extended SRH services provided by community pharmacists.79-81 

In Canada, provincial and territorial governments have most of the responsibility for health 

care, and pharmacists’ scope of practice differs in each province.49,82 Pharmacists in the province 

of Alberta currently have the broadest scope of practice. In 2007, Alberta enacted legislation that 

allows pharmacists to administer drugs by injection and prescribe medications under different 

categories.43 Since 2010, pharmacists can order laboratory tests in Alberta, and in 2012 the 

provincial government introduced a Compensation Plan for Pharmacy Services, further supporting 

the delivery of extended services.83 However, despite community pharmacists having a broad range 

of services to offer, there are few studies in Alberta addressing their role in SRH as providers of 

extended services.  

In summary, community pharmacists are increasingly providing SRH services to the 

community, and the community pharmacy is a suitable setting to contribute to the SRH agenda. 

Providing SRH services through pharmacies can improve access and contribute to the provision of 

high-quality services. Despite the evidence supporting pharmacists’ involvement in the provision 

of SRH services, research has focused on specific SRH areas. Few studies describe practice, 

attitudes, confidence and training preferences of community pharmacists regarding the full 

spectrum of SRH services. In order to understand community pharmacists’ roles in SRH, further 

research is required to describe the type of services and SRH topics that are part of community 

pharmacists’ practice. Also, exploring attitudes, self-confidence, and additional training 

preferences towards providing a wide range of SRH services may contribute to filling this gap. 
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1.4 Objective 

The purpose of this thesis is to determine community pharmacists’ extended roles, practice 

experiences, and attitudes towards the provision of a wide range of SRH services. Two projects 

were conducted to explore pharmacists’ roles in the delivery of SRH services.  

The first project focused on synthesizing research that evaluated community pharmacists’ 

delivery of SRH services. This project was a scoping review of the literature aimed at identifying 

the SRH areas as well as the extended services provided by community pharmacists. The second 

project was a quantitative study designed to explore community pharmacists’ practices, attitudes, 

and self-reported confidence towards the provision of SRH services in Alberta, Canada. We also 

explored factors associated with pharmacists’ confidence in providing SRH education to patients 

and delivery of extended SRH services. In this study, we used a web-based survey as a 

measurement instrument, which was developed by the research team and underwent validity 

testing. 
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Abstract 

Objectives: This scoping review aims to identify and synthesize research that reported 

community pharmacists’ extended services across a broad range of SRH areas. The specific 

objectives are to describe and categorize the SRH areas and examine what extended services were 

provided by community pharmacists. 

Methods: A scoping review was performed using the framework by Arksey and O’Malley 

and reported in line with the Preferred Reporting Items for Systematic Reviews and Meta-Analyses 

protocol extension for Scoping Reviews (PRISMA-ScR). Six electronic databases and ProQuest 

were searched to identify relevant literature published between January 2007 and July 2020. 

Articles reporting community pharmacists’ roles, the delivery of pharmacy based SRH services 

and individuals’ acceptance, uptake or other outcomes related to the service were included. Two 

investigators independently screened titles and abstracts and one charted the data. Articles were 

grouped and analyzed by key SRH themes uncovered in the review. 

Results: Of 6,559 articles screened, 43 met the inclusion criteria. Most studies were carried 

out in developed countries. Twenty-eight studies focused on sexually transmitted and blood-borne 

infections, 12 on contraception, 2 in pregnancy, and 1 on sexual dysfunction. The main services 

provided by pharmacists in these studies were screening, prescribing, and provision of treatment 

through protocol or pharmacist only medications. 

Conclusion: Community pharmacists can play an important role in enhancing access to 

SRH services. Research demonstrates that pharmacists’ roles have extended beyond dispensing 

practices, supported by legislation, technology, and partnerships. Still, to position these services as 

sustainable and affordable for communities, a number of barriers need to be considered and 

addressed. Exploring other SRH areas and the provision of a full spectrum of SRH services is 

needed to enhance and position community pharmacists’ roles in SRH. 
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2.1 Introduction 

Sexual and reproductive health (SRH) is recognized as essential to a person’s overall health 

and well-being.1 Over the past two decades, considerable progress has been made in advancing the 

global agenda that focused on ensuring high-quality SRH services are accessible to everyone.2 

However, inequity remains within and between countries due to differences in health systems, laws 

and policies, education, as well as social norms and values.2 The far-reaching impact of unsafe 

abortions, unintended pregnancies, reproductive cancers, human immunodeficiency virus (HIV), 

and other sexually transmitted infections (STI) on countries’ health and socioeconomic 

development cannot be overemphasized. Community pharmacists are well-positioned to take on a 

more significant role in delivery of SRH services as one of the most accessible and trusted health 

professionals. The convenient location of pharmacies allows pharmacists to provide SRH services 

and engage with underserved communities.3,4 The expanded scope and patient-oriented shift in 

pharmacists’ practice has potentiated their public health role.5,6 This evolution provides the 

opportunity to address the burden on the primary health care system and poor accessibility, 

especially in SRH. Access issues have exacerbated during the COVID-19 pandemic, and 

pharmacists may be critical in emergency responses. Even though community pharmacy practice 

has evolved, continued advancement requires a more holistic view of SRH and consideration of 

issues, such as adolescent sexuality, diversity in gender identity and sexual orientation, and SRH 

stigma.2,7 

Regulatory frameworks and legislative policies have facilitated direct access to SRH 

services through community pharmacies in many countries. As an example, early in the 21st 

century, non-prescription progestin-only emergency contraception was made available through 

pharmacies in various European countries, followed by Canada, New Zealand, and Australia.8,9 

Pharmacists can prescribe hormonal contraception in several Canadian provinces and jurisdictions 



 

 22 

in the United States (US).10,11 Pharmacists are also authorized to administer injections in many 

parts of the world, including Canada, the US, United Kingdom (UK), Australia, and New 

Zealand.12 These examples highlight the recognition by policy makers of the expanded role 

pharmacists can play, including the delivery of SRH services. 

To better understand community pharmacist’s involvement in SRH services, some reviews 

have explored specific areas, such as the supply of emergency contraception,8 medical abortion 

provision,13 roles in HIV prevention,14 and STI screening.15 Other researchers have focused on 

pharmacists’ and users’ knowledge, attitudes and experiences related to certain SRH services.16-20 

A recent systematic review of experiences and attitudes related to SRH services reported that 

services were accessible and convenient for users, and the provision was considered feasible by the 

pharmacy staff.21 Although research in this area has increased in recent years, there is no literature 

evaluating the extended (patient-centred) roles of community pharmacists in SRH areas. Therefore, 

this review aimed to address this gap by identifying and synthesizing research that reported 

community pharmacists' extended services across a broad range of SRH areas. The specific 

objectives of this scoping review were to (1) describe and categorize SRH areas, and (2) examine 

what non-dispensing services were provided by community pharmacists.  

2.2 Methods 

2.2.1 Study Design  

This scoping review was conducted according to the methodological framework 

recommended by Arksey and O’Malley and enhanced by Levac et al.,22,23 and is reported according 

to the Preferred Reporting Items for Systematic Reviews and Meta-Analyses protocol extension 

for Scoping Reviews (PRISMA-ScR).24 There was not a protocol developed a-priori and this 

review has not been registered/published anywhere. 
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A scoping review is a useful knowledge synthesis tool to map relevant evidence about a 

topic of interest.23 In contrast to systematic reviews, scoping reviews include different study 

designs, address a broad research question, and typically do not critically assess the quality of the 

evidence.23 Therefore, a scoping review of the literature on this topic was beneficial for two main 

reasons. First, it allowed inclusion of research with varying study designs, participants, and 

outcomes.23 Second, it was possible to capture more literature about the topic since there were no 

quality standards for inclusion.24 Scoping reviews’ framework and methodology are an excellent 

option for exploring SRH services offered by community pharmacies, community pharmacists’ 

roles in providing these services, and identifying knowledge gaps within the existing literature. The 

following stages were employed: (1) identifying the research question. (2) identifying relevant 

studies, (3) study selection, (4) charting the data and (5) collecting, summarizing, and reporting the 

results.22,23  

2.2.2 Search Strategy  

The search strategy was developed in consultation with a research librarian. Six health-

science databases were searched for relevant peer-reviewed literature: Medline (Ovid), Embase 

(Ovid), CINAHL (EBSCO), Web of Science Core Collection (Clarivate), SCOPUS (Elsevier), and 

Cochrane Library (Wiley). We searched ProQuest Dissertations & Abstracts for grey literature, 

and hand-searched the reference lists of selected papers to identify any additional studies. There 

were no limits on language of publication. The search included studies published from January 1, 

2007 to July 22, 2020. The timeframe for inclusion was determined based on the publication dates 

of previous reviews in this field, and the scope of pharmacist practice and policy changes 

worldwide that have impacted current practice.  
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Keywords included: pharmacists, community pharmacy services, sexual health, sexually 

transmitted disease* or sexually transmitted infection* or STD* or STI or STIs, prescriptions, 

screening, patient education, service. The full Medline (Ovid) search strategy is available in 

Appendix A. The articles were retrieved from each database and imported into EndNote (v.9, 

Clarivate Analytics) for management and de-duplication, then exported to Excel (v. 16.39, 

Microsoft) for screening. 

2.2.3 Screening Stage and Eligibility Criteria 

Study selection focused on peer-reviewed literature that evaluated community pharmacists’ 

delivery of SRH services. To be included, studies had to report individuals’ acceptance, uptake or 

other outcomes related to the service. Articles were excluded through the screening process if they 

did not report any outcome related to the service or users, if the setting was not a community 

pharmacy, if a community pharmacist did not provide the service, if the outcomes reported were 

only about pharmacists’ experience or attitudes about the service, or if the research was incomplete 

or yet to be published (e.g., conference abstracts). Research evaluating dispensing practices only 

were excluded. Abstracts, protocols, reviews, letters, and commentaries were also excluded. 

Eligibility criteria was established and then refined during initial screening (Table 2.1). 

The articles were screened in two phases. Two investigators (JN and CH) screened titles 

and abstracts independently to identify articles that met the inclusion and exclusion criteria. Full 

articles were obtained in the event that the abstract did not provide enough information. Both 

investigators (JN and CH) reviewed the full text of articles that were identified as potentially 

relevant. Discrepancies about study eligibility were discussed until consensus was reached 
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2.2.4 Data Extraction and Synthesis 

A data extraction tool was developed in Excel (v. 16.39, Microsoft) to record the following 

information for each article: study details (authors, title, journal, year, and country), study 

characteristics (objectives, research method, study design, SRH area, study period, and data 

collection method) population (target population for SRH service, number of participants, and 

number of pharmacies/pharmacists), intervention (service provided), primary outcome, results, and 

conclusions. Data were extracted by JN and reviewed by a second investigator for accuracy (NY, 

TS, or CH). 

A descriptive analysis including a numerical overview of the amount, type, and distribution 

of included papers was performed. A narrative synthesis was used to fulfill the study objectives. 

Articles were grouped and synthetized by key themes or SRH areas uncovered in the scoping 

review. Characteristics of studies and key findings were summarized, and comparisons made 

between studies. 

2.3 Results 

2.3.1 Study Selection 

The initial search yielded 6,559 results after the removal of duplicates (Figure 2.1). After 

screening titles and abstracts, 77 articles were retrieved for full-text review. From these, 43 articles 

met the inclusion criteria and were included. Reasons for exclusion of articles at the different stages 

are provided in Figure 2.1. We excluded a total of 34 studies which were of potential relevance but 

due either to ineligible service (13 studies), results (8 studies), service provider (5 studies setting), 

outcome (4 studies), (3 studies), or study design (1 study) were ineligible for inclusion (Table 2.2).  
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2.3.2 Study Characteristics 

The characteristics of studies included are summarized in Table 2.3. In terms of research 

study design, nearly 70% of studies were quantitative (non-randomized), two were cluster 

randomized, and one was a randomized controlled trial. Mixed methods were used in 

approximately 20% of studies, and one study was qualitative. 

Most of the studies included in the review were carried out in the US (n=20) or UK (n=13). 

Twenty-eight (65%) studies focused on sexually transmitted and blood-borne infections (STBBI), 

12 (28%) on contraception, 2 (5%) on pregnancy, and 1 (2%) on sexual dysfunction. The most 

common SRH activities performed by pharmacists were screening (37%), prescribing (16%), and 

provision of treatment through protocol or pharmacist only medications (14%); other activities 

included administration of injections, education and counselling, screening and treatment, and 

referral. More than two-thirds of studies (70%) were published between 2015 and 2020. Figure 2.2 

shows the number of the articles included by year of publication, for the SRH areas identified in 

this review.  

2.3.3 Main Findings 

Studies were categorized into four main SRH areas: sexually transmitted and blood-borne 

infections, contraception, pregnancy, and sexual dysfunction. An overview of these studies 

is summarized in Table 2.4 and described in further detail below. 

2.3.3.1 Sexually Transmitted and Blood-Borne Infections (STBBI) 

Twenty-eight studies evaluated STBBI services provided by community pharmacists; 9 

(32%) were Chlamydia trachomatis (CT) related, 9 (32%) were focused on human 

immunodeficiency virus (HIV), 5 (18%) on human papillomavirus (HPV), and 5 (18%) on hepatitis 

C virus (HCV). 
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2.3.3.1.1 Chlamydia 

Four of the 9 studies evaluated pharmacists’ involvement in chlamydia screening,25-28 two 

evaluated screening and treatment services,29,30 and three evaluated treatment services.31-33 

Screening for CT was offered through the distribution of chlamydia test kits,25,27,29 or by the 

collection of urine samples that were stored at the pharmacy and shipped to a pathology provider 

for analysis.26,28 In one study, it was not clear how screening was performed.30 Two studies 

implemented the distribution of test kits to women requesting emergency contraception.25,27 Of the 

studies which evaluated treatment services only, two focused on the treatment of partners,31,33 and 

one focused on the treatment of index cases.32  

In terms of studies that assessed chlamydia screening, the target population and sample size 

varied considerably (Table 2.4). Studies that used the home test kits reported 18% and 28% of 

samples returned for testing.25,27 In comparison, one study offered on-site screening (collection of 

samples) with an incentive for participants and pharmacists.26 In this study, 75% of unique samples 

were returned to the pharmacy.26 Positivity rates reported for chlamydia ranged from 0% to 9.5%.25-

27,29,30 Studies focused on treatment services used vouchers that could be redeemed for free 

chlamydia treatment at participating community pharmacies. Cameron et al. found 40% of the 

treatment vouchers were redeemed by partners of index cases in a median of 2 days after being 

issued.31 Slutsker et al. reported similar results; 41% of vouchers were redeemed even when the 

medication was free of charge.33 Another study used the same methodology but for index cases 

with uncomplicated CT and found that 87% of vouchers were redeemed in a median of 1 day.32  

Overall, users reported a high level of satisfaction with the services provided.27,28,30,31 

Convenience,27,28,30 location,28 short waiting times and no appointments needed,27,28,30,31 and a non-

judgmental approach30 were reported as benefits.  Barriers or challenges were also noted, including 
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users’ low awareness of service,25,27 concerns regarding confidentiality and privacy,27,28,30 and in 

some cases, inconvenience of returning specimens to designated pharmacies or laboratories.25,27  

2.3.3.1.2 HIV 

Of the 9 studies focused on HIV, one evaluated pharmacist-led pre-exposure prophylaxis 

(PrEP),34 one focused on pharmacist’s involvement in monitoring adherence/adverse drug reaction 

for dispensed antiretrovirals,35 one on referral of young adults for HIV screening,36 and the 

remainder on HIV screening at the community pharmacy.37-42  

Havens et al. implemented a pilot whereby individuals started on HIV PrEP could choose 

to be followed by a community pharmacist for ongoing STI/HIV screening and PrEP prescribing.34 

Although the authors described logistical challenges related to STI screening, results indicated that 

implementing a pharmacist-led PrEP program was feasible and achieved high satisfaction rates 

among participants.34 Two studies were conducted in Africa.35,36 One focused on ongoing 

antiretroviral medication supply and monitoring devolved from health facilities to community 

pharmacies,35 and the other on pharmacist referral for HIV screening in individuals with possible 

symptoms of acute HIV infection.36 Avong et al. reported 100% prescription refill rate and high 

retention in care, concluding that the model was feasible.35 Mugo et al. found that about one-quarter 

of individuals that met acute HIV targeting criteria were screened for HIV at the study clinic, and 

4% of those tested had a reactive test result, suggesting that pharmacy referrals based on targeted 

criteria may be useful to identify undiagnosed individuals.36  

The studies reporting HIV screening in community pharmacies varied in terms of duration, 

the number of tests performed, as well as whether screening was offered as part of a pilot or an 

established program (Table 2). Most studies used rapid point-of-care testing (POCT) with finger-

prick blood samples for screening,37,39,40,42 and one used oral fluid samples.41 Five studies reported 
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referral and confirmatory testing for individuals with reactive results.37,39-42 The authors reported 

0.8%,37,42 0.9%,40 and 1.6%41 of HIV rapid tests performed were reactive. Fernández-Balbuena et 

al. reported findings from three programs in Spain involving 110 pharmacies and found that 

community pharmacy testing contributed to identifying 10% of new HIV cases in the region; a 

high percentage of heterosexual men were tested.40  

Studies that focused on HIV screening demonstrated that pharmacists are capable of 

reaching high-risk groups and individuals not previously tested.37-42 For example, persons tested 

included low income and minority groups,37,38 and individuals at moderate or very high risk of HIV 

infection.41,42 Crawford et al. evaluated uptake of HIV testing when part of comprehensive disease 

screening implementation in low-access and minority communities.38 Fernández-Balbuena et al. 

and Kelly et al. found as low as 27% and as high as 52% of individuals reported they were not 

previously tested for HIV (or were unsure).40,42  

Some studies reported positive experiences with HIV screening at community 

pharmacies.39,42 However, challenges in providing HIV-screening services were also reported, 

including recruitment and advertising,39,41,42 obtaining the sample,39,42 integration into the daily 

workflow,42 pharmacists’ remuneration,39,42 costs,41 and referral and linkage to care.37 Havens et 

al. also described similar challenges for HIV PrEP services, such as integration into the daily 

workflow, pharmacist compensation, and cost for users and reimbursement policies.34 

2.3.3.1.3 HPV 

Five studies explored pharmacy-based services focused on HPV vaccination. Two studies 

evaluated the implementation of HPV vaccination services at community pharmacies,43,44 two 

studies focused on educational strategies and impact on vaccination rates,45,46 and one study 

focused on a patient assistance program for university students and vaccination uptake.47 Three 
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studies targeted adolescents and/or younger adults,43,46,47 one study targeted individuals between 9 

and 26 years old filling acne or birth control prescriptions at the pharmacy,45 and one did not specify 

the target group (Table 2.4).44  

HPV vaccination service was offered directly through the pharmacy,43,45-47 or by a health 

clinic that promoted a community pharmacy as an alternate setting to complete the vaccination 

series.44 Regarding service promotion, different strategies were described. The efforts reported by 

Calo et al. included direct mailing to families with eligible children, radio and newspaper 

advertisements, posting fliers, and  promotion in the pharmacy using posters, bag stuffers, 

vaccination education handouts, roadside signs, and direct patient approach.43 Other authors 

described similar strategies to reach potential participants, with direct patient approach most 

commonly used.44-47   

From the studies evaluating educational strategies, pharmacists used HPV related 

educational sessions and materials to approach individuals.45,46 Navarrete et al. assessed knowledge 

and attitudes of university students towards HPV prior to implementing the service.47 Seventy-two 

percent of students did not understand how HPV was transmitted, and 87% were unclear whether 

the vaccine was indicated for adults.47  

There were, however, important barriers reported in these studies. Some authors mentioned 

payer reimbursement and insurance coverage as the main obstacles for individuals to receive HPV 

vaccination from pharmacies.43,45,47 In some states in the US, pharmacies are not included as 

qualified vaccine provider sites for vaccinating age-eligible adolescents.43 As a consequence, this 

limits the reach to young people and the integration of the service into primary care systems.43 

Parental beliefs about vaccination,44,46,47 awareness of pharmacists’ immunization training,43 and 

information about available services43,47 were also challenges reported.  
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2.3.3.1.4 Hepatitis C 

All five studies focused on HCV screening services in community pharmacies.48-52 In one 

study, pharmacists performed HCV-antibody (Ab) rapid POCT,50 and in four studies dried blood 

spot testing (DBST) was used.48,49,51,52 One study reported DBST samples were tested for hepatitis 

B virus (HBV), HIV, and syphilis in addition to HCV, although results for these infections were 

not reported.49 Two other studies reported testing samples for HCV, HBV and HIV.51,52 Studies 

also included additional pharmacists services, such as pre- and post-test counselling,48-52 provision 

of results face-to-face,48  treatment dispensing,52 and referral to link patients to care.50-52 

The screening services in these studies aimed to reach primarily high-risk groups, including 

individuals attending for needle exchange,49 opiate substitution therapy,49,51,52 and those with 

limited access to care.50 The percentage of tests performed that were reactive was reported to be 

1.2%,50 7%,48,49 and 25%.51 As part of the service, pharmacists consulted or referred patients with 

reactive tests to specialist care.48-52 Buchanan et al. implemented in 22 pharmacies a “point-of-

diagnosis” consultation with the community pharmacist and a hepatologist for individuals with 

confirmed HCV infection.49 In the study by Dong et al., the only individual with a reactive rapid 

POCT refused referral for linkage to confirmatory testing and care during the study; however, 45 

tests were performed from which six were reactive and linked to care after the pilot period.50 

Pharmacist services extended beyond screening to support patients’ care following diagnosis. 

Buchanan et al. reported that all patients remained actively engaged in care, and some of them 

started HCV treatment during the study period.48,49 Radley et al. reported that 51% of patients 

started treatment upon reactive results when they followed the pharmacist-led pathway for HCV.52  

Challenges implementing HCV screening services included motivating people to get 

tested,50 careful time-management by pharmacists to balance workload,48,50,51 and pharmacists’ 

compensation for the service.50  
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2.3.3.2 Contraception 

Of the twelve studies focused on contraception, eight evaluated hormonal contraceptive 

services.53-60 In terms of pharmacists’ services, six studies assessed prescribing hormonal 

contraception,53-55,57-59 one study evaluated an educational intervention provided by community 

pharmacists,61 three focused on injectable contraceptive administration,60,62,63 and two on 

emergency contraception (EC) provision.56,64  

Five studies focused on the implementation of policies which support direct pharmacy 

access in some US states, and enable pharmacists to independently prescribe contraceptives for 

Medicaid-insured women.53,55,57-59 Anderson et al. found that community pharmacists in Oregon 

issued 10% of new contraceptive prescriptions (oral or transdermal methods) during 2016-2017.53 

In addition, Lu et al. reported that trained pharmacists in Oregon and California prescribed different 

contraceptive methods, including oral (95.7%), patch (1.6%), vaginal ring (2.6%) and injectable 

(0.1%).55 However, Gibbs and Harvey assessed the impact of this type of policy in Oregon during 

the first two years following implementation and concluded there was no significant increase in 

contraceptive use.59 Still, they noted that women’s satisfaction, convenience, cost, equity, and 

impact on access and unintended pregnancy rates should be studied in the future when the demand 

for these services increases.59  

Effective and consistent use of contraception is strongly related to access and supply. 

Rodriguez et al. showed that pharmacists’ prescription service was associated with improved 

contraception continuation rates as pharmacists were significantly more likely to prescribe a 6-

month supply than other prescribers.58 Pharmacists may also enhance access to contraceptive and 

SRH services through referral to other healthcare professionals and clinics for further care.54,56,61,63 

Mantzourani et al. noted that 31% of EC consultations included a referral to a sexual health clinic 

or a general practitioner.56 Monastersky Maderas and Landau found that pharmacy and clinic 
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partnerships to expand access to injectable contraception resulted in reciprocal referrals since they 

referred to each other for STI screening and EC provision.63 Michie et al. concluded that referral 

by pharmacists to a health clinic and pharmacists’ provision of progestogen-only contraceptive pill 

were valuable and could increase the uptake of effective contraception after EC.61 

Compared with other contraceptive methods, injectable contraceptives require more visits 

to clinics, which may be inconvenient for some individuals.62,63 Pharmacists can assist women by 

administering injectable contraceptives at the time of picking up their refill.62,63 Heller et al. 

suggested that a pharmacy-based injection for users of subcutaneous injectable contraceptives may 

be feasible, but the public viewed pharmacist availability as a barrier for access.62 Some 

investigators explored the potential of this service in partnership with a clinic. Picardo and Ferreri60 

randomized women to receive follow-up injections at a pharmacy or clinic,60 and Monastersky 

Maderas and Landau63 gave women the option to continue receiving the injections at the clinic or 

a community pharmacy63. Monastersky Maderas and Landau described that pharmacies, which 

successfully organized and integrated the service into their workflow, reported that 50% of women 

returned for the service more than once.63 Convenient access to community pharmacies made this 

service feasible with high acceptance rates by women.60,62,63 

Community pharmacies provide an important option for women to access EC.56,64 

Community pharmacists contribute to reducing teenage conception and termination rates as they 

increased access to EC.56 According to 5-year trends, Mantzourani et al. described consistent 

provision of a free pharmacy-based EC service in the UK to women of a wide age range.56 Turnbull 

et al. showed that users of over the counter (OTC) EC preferred pharmacy-based EC for the ease 

and speed of access and convenience. 64 Disadvantages included less personalized service by the 

pharmacist and subsequent need for EC.64 Women in this study suggested enhancements including 

increased privacy and consultation to expand pharmacists’ role in the provision of contraception.64 
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2.3.3.3 Pregnancy 

Two studies addressed pregnancy and preconception care.65,66 One of these studies tested 

the feasibility of a pharmacist consultation in early pregnancy.66 The women reported high 

satisfaction rates, emphasizing the importance of a telephone consultation.66 The majority would 

recommend the service to other pregnant women.66 DiPietro Mager et al. demonstrated that 

pharmacists could provide targeted medication reviews (TMR) to provide preconception education 

including folic acid use, medications that may cause fetal harm, and recommended vaccines in 

pregnancy.65 This study found that community pharmacists rapidly integrated the TMR process 

and that a sustainable reimbursement model was feasible.65  

2.3.3.4 Sexual Dysfunction  

One study assessed pharmacists’ ability to detect erectile dysfunction (ED) and encourage 

individuals to seek medical advice.67 Community pharmacists were often the first contact within 

the healthcare system for patients at high-risk of ED and could accurately detect ED.67 The results 

showed that 90% of men included in the study had a risk factor for ED, and 77% had ED.67 The 

authors concluded that pharmacists’ roles in detecting, evaluating, and motivating individuals to 

be evaluated by a physician need to be assessed by future research.67  

  



 

 35 

2.4 Discussion 

The aim of this review was to synthesize research reporting community pharmacists’ roles 

in providing SRH services. Most studies identified were in the areas of STBBI and contraception. 

During the study period, the vast majority of research was conducted in developed countries, 

primarily the US and UK, which may be partly explained by regulatory and legislative policies 

enacted over the past 15 years to support increased access to SRH services. Community 

pharmacists were involved in a wide range of activities beyond dispensing, reflecting the 

opportunity for pharmacists to play a more significant role in delivery of SRH services.  

Based on the results of this review, non-dispensing services provided by community 

pharmacists included screening and/or treatment of STBBI (particularly CT, HIV, and HCV), 

prescribing HIV PrEP or hormonal contraception, administering HPV vaccine or injectable 

contraceptives, providing emergency contraception and CT treatment, counselling and education 

on pregnancy-related needs, and screening and referral for erectile dysfunction. Services were 

frequently aimed at younger adults and in some cases women. In some instances, SRH services 

(e.g., chlamydia screening) were offered to women accessing other pharmacy services, such as 

emergency contraception.25,27 Delivery of SRH services by community pharmacists were 

determined to be feasible,29,34,35,39,41,50,54,60,63,65,66  but most importantly, highly accepted and valued 

by users.27,28,30,31,34,39,42,54,57,62,66  

Generally, studies included in this review found provision of SRH services by community 

pharmacists enhanced access to care, users’ experiences, and the uptake of services. Advantages 

of community pharmacies included the location,28,50,51,57,62 extended opening hours,34,45,62 short 

waiting times and no appointments necessary,27,28,30,34,45,57,62,64 anonymity,42 and the continuous 

presence of friendly healthcare professionals with a non-judgmental approach.27,30,34,42 These 

results are similar to what has previously been reported in the literature. In a systematic review, 
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Chirewa and Wakhisi found that young women considered provision of EC through community 

pharmacies in the UK to be convenient and easy to access.68 Convenience was an important factor 

when deciding where to receive healthcare services.68 In addition, a non-judgmental approach, 

services that were free, private and confidential, and the experience of receiving services from 

helpful pharmacists were considerations when choosing pharmacies over other settings. Similarly, 

Gauly et al. reported in a systematic review that pharmacy users appreciated the convenience and 

easy access of pharmacies for SRH services, and felt comfortable discussing sexual health with the 

pharmacist.21 However, with respect to individuals’ views on privacy, Gauly et al. noted some 

patients appreciated the level of privacy provided while others expressed concerns about being 

overheard when talking to the pharmacist.21  

Community pharmacy SRH services reached new contraceptive users,53,59 people who have 

not been tested before for STBBI,51,52 and hard-to-reach or high-risk populations.34,38-40,42,48-52 

These findings highlight the reach of community pharmacies’ to vulnerable populations that often 

face additional barriers to accessing SRH services. Gonsalves and Hindin found that the availability 

of SRH services through pharmacies appealed to and were used by young people, who often face 

financial, social or cultural barriers to accessing services in the community.69 Community 

pharmacies have been described as a healthcare “hub”,70 and opportunities exist to promote and 

integrate SRH services, along with other services, to underserved or vulnerable populations.  

Legislative changes, availability of technology for screening and sample collection, and 

partnerships were important enablers that supported the delivery of extended SRH services in 

community pharmacies. For example, some studies in this review evaluated pharmacy access of 

hormonal contraceptives and progestin-only EC pill, which is available as a result of approved 

legislation in some states in the US.71,72 Advances in POCT, DBST, and home collection test kits 

technologies enabled pharmacists to offer screening services for HIV, HCV, and chlamydia outside 
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traditional settings.73 Benefits of this type of service provided at pharmacies are that some samples 

can be self-collected,27 the sample collection is non- or minimally invasive,74 and a pharmacy is 

usually more conveniently located than a clinical testing site.74,75 Care delivery models, including 

partnerships with hospitals, sexual health clinics, and physicians35,44,47,60,63 as well as collaborative 

practice agreements34,43,46 were reported as successful implementations. 

The studies included in this scoping review identified several barriers to SRH service 

provision by community pharmacists. Integration of services into the daily workflow,42,44,51 

pharmacists’ remuneration for SRH services,34,42,48-50  cost and reimbursement for patients,34,40,41,47 

and policy regulations46 are some of the commonly reported challenges to expanded SRH care 

services in pharmacies. The introduction of new policy approaches to boost and enhance 

community pharmacists’ roles in SRH is still needed. For example, pharmacists are authorized to 

administer injections in all states in the US. However, state laws may limit pharmacists' ability to 

administer HPV vaccines based on the age of individuals’ and conditions under which they can 

administer HPV vaccines, such as independent authority, collaborative practice agreement, or 

another health professional prescription.43,46 In addition, parents’ and patients’ awareness of 

pharmacists’ training and services,25,27,33,39,41,42,47 concerns about pharmacists providing safe and 

high-quality services,54 and motivation to opt into the services (e.g., voluntarily ask for any STBBI 

screening service)25,27,50 are some of other challenges to overcome. In order for SRH services 

through pharmacies to be sustainable and affordable, addressing these barriers are paramount. 

In this review, most studies focused on a small number of SRH services and were conducted 

primarily in developed countries. None of the studies identified in our search evaluated pharmacist 

delivery of SRH services that address patient needs in the areas of medical abortion, the long-acting 

reversible contraceptives (LARC) intrauterine contraceptive devices and subdermal implants, 

vaccine education and delivery in pregnant women (e.g., Tdap), nutritional advice in pregnant 
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women, and screening and treatment for other STI, such as gonorrhea and syphilis. Studies on 

community pharmacy delivery of SRH services to lesbian, gay, bisexual, transgender, 

queer/questioning (LGBTQ) individuals in the community, who may face health disparities 

particularly related to SRH,76 were not found. These gaps identified may be due in part to the search 

dates and inclusion criteria for this review. However, these gaps highlight opportunities for future 

research to examine pharmacists' roles in other SRH areas and tailored to other populations, 

delivery of integrated SRH services, as well as care delivery models that incorporate telemedicine.  

In addition, research evaluating services offered in developed and developing countries, as well as 

use of other study designs are needed. 

In many parts of the world, the COVID-19 pandemic has dramatically impacted public 

health, and sexual and reproductive health and rights are no exception. The pandemic has had 

repercussions on routine and preventive SRH services, shortage of products and supplies, and 

service delivery capacity.77-79 This situation is likely to impact the most vulnerable populations 

disproportionately.77,80,81 Still, the COVID-19 pandemic also presents an opportunity to consider 

new models and supports needed for person-centered care delivery in the community.77 

Community pharmacists are ideally situated to provide SRH services, such as contraception,82,83 

medical abortion,84 and STBBI treatment and prevention,85 during this time as well as in the future 

to better serve the needs of the public. 

2.4.1 Strengths and Limitations 

Strengths of this scoping review include the comprehensive search strategy developed with 

the assistance of a professional librarian, the use of a methodological framework and PRISMA-

ScR guidelines, and the inclusion of a wide range of study designs and SRH areas. However, it is 

essential to note the limitations of this review as well. Only peer reviewed literature was included, 
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and eligibility was restricted to studies of real patients or pharmacy users. Some studies exploring 

this topic used mystery clients or simulated patients to evaluate community pharmacists’ SRH 

services. Thus, excluding these studies may have resulted in the omission of SRH services 

delivered by community pharmacists. Another issue encountered was the variability in reporting 

results and details across studies.  

2.5 Conclusion 

Community pharmacists can play an important role in enhancing access to SRH services 

and this may be the case particularly in the post-COVID-19 era. Research demonstrates that 

pharmacists’ roles have extended beyond dispensing practice, and include screening of STBBI, 

prescribing contraception and HIV PrEP, and administering HPV vaccine and injectable hormonal 

contraception. Published studies on community pharmacists’ roles in SRH is gaining momentum. 

Still, to position community pharmacists as sustainable and affordable providers of these services 

in communities worldwide, a number of barriers need to be addressed including remuneration for 

these services. Based on identified gaps, future research is needed to examine pharmacist-delivery 

of SRH services in areas such as medical abortion, LARC therapy, vaccine delivery in pregnant 

women, and screening and treatment of other STI, such as gonorrhea and syphilis. Implementation 

and evaluation of integrated SRH services delivered by community pharmacists that meet the needs 

of specific populations, is needed.  
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Figure 2.1 PRISMA-ScR Flow chart 
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Figure 2.2 Systematic map – SRH topic and year of publication 

Area of points are proportional to absolute values of number of studies 

HPV Human papilloma virus, HIV Human immunodeficiency virus 
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Table 2.1 Eligibility Criteria 

Aspects of study 

design 
Eligibility criteria 

Population People of all ages from any country 

Intervention Community-pharmacy based services focused on sexual and 

reproductive health 

Outcome Any outcome related to the service provided for real patients/users.  

Mystery clients or simulated patients were excluded 

Setting  Community pharmacy; not specialized pharmacy or pharmacy based 

in a hospital/clinic 

Provider Community pharmacists had to participate in the provision of the 

service directly; not clinical pharmacists or residents 

Study design Qualitative, mixed methods, and quantitative. Descriptive studies 

(retrospective, cross-sectional or prospective), comparative and non-

comparative studies were included; Commentaries, editorials, 

opinions, protocols, meta-analysis and reviews were excluded. 

Year Articles published after 2007 

Language No language restrictions 

 

  



 

 55 

Table 2.2 Articles excluded after full-text screening 

Study  Reason  

Agardha et. al (2017)86 
Intervention inappropriate: Focused on patients’ opinions regarding an 

SRH topic not on the description of services provided 

Akour et al. (2018)87 
Provider inappropriate: Pharmacy resident involved in distribution of 

booklets 

Albassam & Awad (2018)88 
Intervention inappropriate: Focused on evaluation of pharmacists’ 

knowledge not on the description of services provided 

Alucema et al. (2015)89 
Intervention inappropriate: Focused on educational strategies to increase 

the knowledge only about menopause  

Amesty et al. (2015)90 Results inappropriate: Partial results (full-text article was an abstract) 

Chandrasekhar et. al (2018)91 

Setting inappropriate: group counseling sessions and classes provided in 

a rural area. It does not specify that those were conducted in a 

community pharmacy 

Dabrera et. al (2011)92 
Intervention inappropriate: Focused on challenges faced by pharmacists 

not on the description of services provided 

Debattista et la. (2017)93 

Intervention inappropriate: Community pharmacy considered as 

distributor/sale center for kits, it is not focused on services provided by 

community pharmacists 

Emmerton et al. (2011)94 Results inappropriate: Partial results (full-text article was an abstract) 

Fernández-Balbuena et. al (2015)95 
Results inappropriate: Partial results of another study published 

(Fernandez-Balbuena et. al (2015)) 

Gonsalves et. al (2019)96 
Intervention inappropriate: Broad perspective of pharmacists’ roles in 

the area, it is not focused on the description of services provided 

Gonsalves et. al (2020)97 Outcome inappropriate: Results from mystery shoppers 

Gonsalves et. al (2020)98 
Intervention inappropriate: No description of extended services, focused 

on dispensing practice 

Gorostiza et. al (2013)99 
Results inappropriate: Partial results of another study published 

(Fernandez-Balbuena et. al (2015)) 

Gouveia et al. (2019)100 Results inappropriate: Partial results (full-text article was an abstract) 

Isho et. al (2017)101 Provider inappropriate: Pharmacy resident  
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Kugelmas et. al (2017)102 
Provider inappropriate: A phlebotomist obtained consent from 

participants and performed the testing 

Llayton et al. (2020)103 
Provider inappropriate: A postgraduate pharmacy resident led the HCV 

screening protocol 

Lecher et. al (2015)104 

Setting inappropriate: Inclusion of clinics and community pharmacies 

(independent and retail), but there are no results/analysis for community 

pharmacies only. It also focused on cost-analysis 

Lopez et. al (2020)105 Results inappropriate: Preliminary results of a study 

Marlin et al. (2014)106 
Intervention inappropriate: It involves pharmacists, but it is not the focus 

of the study 

Martin et al. (2020)107 Results inappropriate: Partial results (full-text article was an abstract) 

Mugo et. al (2017)108 

Provider inappropriate: Research assistant were responsible for 

consenting, counselling and data collection. Community pharmacists 

were responsible for participant recruitment only.  

Parsons et. al (2013)109 Outcome inappropriate: Results from mystery shoppers 

Payne (2020)110 Study design inappropriate: Full text was a letter 

Rodriguez et al. (2016)111 
Intervention inappropriate: Not focused on the provision of the new 

service, focused on the legal changes  

Rodriguez et. al (2019)112 
Intervention inappropriate: Not focused on community pharmacists as 

provider of an extended service – Cost analysis 

Rogers et. al (2019)113 

Intervention inappropriate: Not a regulated service by law. Illegal 

availability of mifepristone and misoprostol at pharmacies for end of 

pregnancy purposes 

Stone et. al (2020)72 Outcome inappropriate: Results from Mystery caller 

Tung et al. (2018)114 Results inappropriate: Partial results (full-text article was an abstract)  

Walsh et. al (2019)115 
Setting inappropriate: Not a regular community pharmacy; it restricted 

the type of patients they served 

Willetts et. al (2018)116 
Intervention inappropriate: Not focused on community pharmacists as 

provider of an extended service 

Wong et. al (2017)117 Intervention inappropriate: Focused on pharmacists’ experiences 

Young et. al (2009)118 Outcome inappropriate: Results from simulated users 
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Table 2.3 Summary of Study Characteristics 

Characteristics Studies n (%) 

Region    

United States  20 (47.0) 

United Kingdom  13 (30.2) 

Australia   3 (7.0) 

Canada   1 (2.3) 

Nigeria   1 (2.3) 

Spain   1 (2.3) 

Greece and Spain   1 (2.3) 

Puerto Rico   1 (2.3) 

Kenya   1 (2.3) 

Norway   1 (2.3) 

Research design   

Quantitative (non-randomized) 29 (67.4) 

Quantitative cluster randomized trial   2 (4.7) 

Quantitative randomized controlled trial   2 (4.7) 

Mixed methods   9 (20.9) 

Qualitative   1 (2.3) 

SRH area   

STBBI 28 (65.1) 

Chlamydia 9 (32.1) 

HIV 9 (32.1) 

HPV 5 (17.9) 

Hepatitis C 5 (17.9) 

Contraception 12 (28.0) 

Hormonal contraceptives 7 (58.3) 

Injectable contraceptives 3 (25.0) 

Emergency contraception 2 (16.7) 

Pregnancy   2 (4.7) 

Sexual dysfunction   1 (2.3) 

Main pharmacists’ activity   

Screening 16 (37.2) 

Prescribing   7 (16.3) 

Provision of medication   6 (14.0) 

Medication treatment through protocol   4 (66.7) 

Pharmacists only medication   2 (33.3) 

Injection administration   6 (14.0) 

HPV vaccine 3 (50.0) 

Injectable contraceptives 3 (50.0) 

Education and counselling    5 (11.6) 

Screening and treatment   2 (4.7) 

Referral    1 (2.3) 

SRH Sexual and reproductive health, STBBI Sexually transmitted and blood-borne infections, HPV Human papilloma virus, HIV 

Human immunodeficiency virus 



Table 2.4 Peer reviewed articles included 

Primary 

author  

and  

year of 

publication 

Objective/s (to) 
Study  

location 

Pharmacists' 

main activity 

Category of 

study design 

Target 

population for 

pharmacists' 

SRH service 

Study summary 

Sexually transmitted and Blood-borne infections (STBBI) 

Anderson  

et al. 

(2011)29 

Describe 

positivity rate by 

age and gender, 

profile of users, 

and determine if 

the program 

succeeded in 

reaching those 

who are currently 

being missed in 

other clinical 

settings 

UK  

(England  

and Wales) 

Chlamydia 

screening  

(and treatment) 

Quantitative  

Individuals  

≥ 16 years of 

age 

 Data from first 2 years of service at major UK 

pharmacy chain (1000 pharmacies)   

 14,378 tests were performed 

 Positivity rate in males (9.8%) higher than 

females (6.8%)  

 Positivity rate highest in age 16-24 group 

(12.5%) 

 Out of 1,131 people who tested positive, 533 

(47.1%) accessed and paid for treatment at the 

pharmacy and 133 (25%) partners also accessed 

treatment 

Baraitser  

et al. 

(2007)30 

Assess the 

feasibility of the 

program and 

evaluate uptake 

and client/ 

practitioner 

satisfaction  

UK  

(London) 

Chlamydia 

screening  

(and treatment) 

Mixed 

methods  
Not specified 

 Data from a 3-month pilot in 3 pharmacies, 83 

tests were taken 

 73 (94%) of those tested were women  

 8 (9.5%) tests positive; 5/8 (62.5%) treated at 

pharmacy 

 13/ 80 (16%) reported they would not have been 

tested without the pilot 

 64/80 (80%) very satisfied and 11 (14%) were 

satisfied 

 All felt very comfortable or comfortable 

discussing sexual health with pharmacists 

 Clients valued convenience and speed, non-

judgmental approach 
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Brabin  

et al. 

(2009)25 

Assess the uptake 

of free postal 

chlamydia 

screening by 

women who 

requested EHC  

UK  

(Manchester) 

Chlamydia  

screening 
Quantitative  

Women under 

25 years 

requesting 

emergency 

contraception 

 Based on tracking forms from 33 pharmacies 

during 1-year study: 

- 1348/2904 (46.4%) women accepted chlamydia 

testing kit 

- 236/1341 (17.6%) kits returned and 24 (9.1%) 

positive 

 Significant increase in positive tests with age 

(OR = 1.2/year; 95% CI: 1.04-1.44; p=0.015) 

Cameron  

et al. 

(2010)31 

Evaluate 

expedited partner 

therapy at a 

pharmacy as an 

additional choice 

to treatment at 

other health 

facilities 

UK  

(Lothian) 

Chlamydia 

treatment  

(expedited 

partner therapy) 

Quantitative  

Sexual 

partners of 

index cases 

with 

uncomplicated 

c. trachomatis 

only  

 90 pharmacies agreed to participate (18-month 

pilot); 57/90 pharmacies (63%) were used by 

partners 

 231/577 (40%) vouchers issued to chlamydia-

positive index patients redeemed at pharmacies 

 60/67 index patients completed satisfaction 

survey 

 46 (77%) were very satisfied or quite satisfied 

with having voucher to pass onto partner 

Currie  

et al. 

(2013)26 

Determine if a 

cash reward 

increased the 

uptake of 

chlamydia 

screening in 

community 

pharmacies 

Australia 

(Australian 

Capital 

Territory) 

Chlamydia 

screening 
Quantitative  

Sexually 

active 

individuals 16-

30 years of age 

 6 pharmacies participated over a 4-week period 

 970/979 (99.1%) samples returned; 900/970 

(92.8%) appeared to be urine 

 671/900 (74.4%) were from unique individuals 

 422/671 (62.9%) screened were men 

 30 samples from 19 individuals tested positive 

(positivity rate 2.8%); highest rate (8%) in 

women 21-25 years 

 Positivity rate for pharmacy study comparable 

to overall positivity rate 

 11 out of 19 (58%) who tested positive 

contacted and eight of them treated at sexual 

health clinic 

Gudka  

et al. 

(2013)27 

Develop and 

measure the 

effectiveness and 

acceptability of a 

pharmacy-based 

Australia  

(Perth) 

Chlamydia 

screening 

Mixed 

methods  

Asymptomatic 

women ≥18 

years 

requesting 

 20 pharmacies participated in a 6-month study 

247/596 (40.4%) women offered testing agreed 

to participate 

 166/247 (67%) were eligible and were provided 

with a testing kit 
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chlamydia 

screening 

intervention  

emergency 

contraception 

 46 (28%) returned a completed test kit of which 

all were negative 

 91/166 (55%) completed telephone interviews 

 Key findings from consumer focus group (n=5): 

ensure use of separate consultation area, make 

available at all times from all pharmacies 

advertise service, increase venues for returning 

completed specimen, consider postal returns, 

give multiple options for obtaining results 

McClure  

et al. 

(2016)32 

Evaluate 

expedited 

treatment of index 

patients through 

the use of paper 

‘treatment 

vouchers’ that 

could be 

redeemed at 

community 

pharmacies 

UK  

(Lothian) 

Chlamydia 

treatment 
Quantitative 

Individuals  

≥ 16 years of 

age with 

uncomplicated 

C. trachomatis 

only 

 Over a 12-month period, 300 vouchers issued 

by sexual and reproductive clinics (15.5% of 

patients tested positive for chlamydia) 

 261 (87%) redeemed by index patients 

 Median number of days for voucher redemption 

was 1 day (range 0-126) 

 185 (63.6%) of index patients receiving 

vouchers were females 

 Voucher issue increased with higher deprivation 

level of area of residence of index patient 

Parker  

et al. 

(2015)28 

Describe young 

participants’ 

experience of, and 

views about, 

pharmacy-based 

chlamydia 

screening 

Australia 

(Australian 

Capital 

Territory) 

Chlamydia 

screening 

Mixed 

methods  

Sexually 

active 

individuals 16-

30 years of age 

 979 chlamydia tests were distributed, and 945 

(96.5%) questionnaires returned 

 619 (66%) who participated in study and 

completed questionnaire were males 

> 60% of questionnaire respondents felt payment 

affected decision to have chlamydia test 

 Semi-structured interviews completed in 18 

individuals 

 Overall, participants highly satisfied with 

screening service and accessibility was a 

facilitator 

 Privacy, confidentiality, and information 

transfer were cited as barriers 
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Slutsker  

et al. 

(2020)33 

Examine whether 

expedited partner 

therapy 

prescriptions 

(vouchers) are 

filled at 

community 

pharmacies when 

the cost barrier is 

removed 

US 

(New York, 

Maryland, 

California) 

Chlamydia 

treatment  

(expedited 

partner therapy) 

Quantitative  

Patients 

diagnosed with 

Chlamydia 

who would 

normally 

receive EPT 

prescription 

 32 clinical sites participated and distributed 931 

vouchers for 28 months 

 382 (41%) of issued vouchers were redeemed 

Vouchers given to patients 18 or younger were 

less likely to be redeemed than those given to 

patients older than 18 years (30% vs. 44%, 

p=0.001) 

 196/353 vouchers were redeemed the same day 

Avong  

et al. 

(2018)35 

Determine the rate 

of prescription 

refill and retention 

in care/loss-to-

follow-up  

Nigeria 

(Abuja) 

HIV education 

and counselling 

(adherence and  

adverse drug  

reaction 

monitoring) 

Quantitative  

Stable adult 

patients on 

first-line ART 

with no 

comorbidities 

 295 participants were referred within the 12 

months review period 

 About 10% of patients treated for HIV/AIDS at 

8 public health facilities were devolved to 10 

community pharmacies 

 Prescriptions refill rate was 100% 

99.3% retention in care  

Collins  

et al. 

(2018)37 

Describe the HIV 

testing program 

and summarize its 

outcomes 

US  

(Virginia) 
HIV screening Quantitative  

Individuals  

≥ 18 years of 

age 

 32 stores involved in testing –3630 tests 

completed over 27 months 

 58.5% of those tested were male and 46% had 

never been tested or were unsure if they had been 

tested 

 39.0% were administered during traditional 

business hours (9 AM to 6 PM, Monday through 

Friday) and 61.0% were administered outside of 

traditional business hours (6 PM to 9 AM, 

Monday through Friday) or on weekends 

 30 (0.8%) reactive tests for HIV antibodies 

 26 (86.7%) had a positive confirmatory test and 

4 (13.3%) were lost to follow-up 

 22/26 with confirmed infection linked to care 
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Crawford  

et al. 

(2016)38 

Evaluate HIV 

testing uptake 

patterns when 

HIV testing is 

offered as part of 

a comprehensive 

chronic disease 

screening 

program 

US  

(New York) 
HIV screening Quantitative 

Injection drug 

users ≥ 18 

years of age 

and  

un- or 

underinsured 

customers  

 3 pharmacies offered testing (2 intervention 

arms and 1 as control) 

 When adjusted for age and race/ethnicity, 

testing uptake was not significant different in the 

comprehensive disease screening arm (n=255), 

HIV testing (n=193) and video arm, and control 

arm (n=240) 

 36.9% reported at least one form of HIV shame, 

and 52.8% reported at least one form of HIV 

blame 

 In those who reported at least one form of HIV 

shame or blame, those in video arm were 1.59 

(95% CI [1.00,2.53]) times more likely to get 

tested than control arm after adjusting for age and 

ethnicity.  Those in comprehensive arm were 

1.61 (95% CI [1.03,2.49]) times more likely to be 

tested than control 

Darin  

et al. 

(2015)39 

Evaluate the 

acceptability and 

feasibility of 

pharmacist-

provided rapid 

testing for HIV 

US  

(Michigan) 
HIV screening Quantitative  

Individuals ≥ 

18 years of age 

 69 HIV tests performed at 2 pharmacies over 

17-month period  

 1 (1.5%) reactive test – immediately referred for 

confirmatory testing 

 HIV testing service required a median time of 

30 minutes 

 59.5% of those tested were females, and 46.4% 

were black 

 42% reported this was their first HIV test 

 Participants reported positive perceptions about 

the testing experience 

 27.5% responded they were willing to pay for 

HIV test, and 63.7% said that they might pay 

pending on the cost 
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Havens  

et al. 

(2019)34 

Investigate the 

acceptability and 

feasibility of a 

pharmacist-led 

HIV screening 

and PrEP program 

US 

(Nebraska) 

HIV PrEP 

prescribing 
Quantitative  

HIV-

uninfected 

patients ≥ 19 

years of age at 

high risk of 

HIV based on 

risk factors 

 27/60 (45%) individuals started on PrEP chose 

to continue follow-up through community 

pharmacy (one participating pharmacy) 

 8 out of 27 remained on PrEP at 12 months 

 PrEP medication adherence was high for those 

retained in care throughout the study (mean 

medication possession ratio 93%) 

 All respondents reported they would 

recommend the PrEP program 

 Areas that needed improvement were ease of 

accessing medication, confusion regarding rectal 

and pharyngeal STI swab collection, and delayed 

communication between providers 

 No participant had seroconverted at the time of 

publication 

Fernandez-

Balbuena  

et al. 

(2015)40 

Assess the 

feasibility and the 

main outcomes of 

three programs for 

HIV 

Spain 

(Basque 

Country, 

Castilla y 

León, 

Catalonia) 

HIV screening Quantitative  
Individuals ≥ 

16 years of age 

 24,151 people got tested at 110 pharmacies in 

three programs in different regions of Spain, over 

a 2-4-year period  

 226 reactive tests overall 

 Pharmacy-testing program contributed to 8.7%, 

10.3%, and 12.7% of all the new HIV diagnoses 

in the three regions during the time period of 

testing 
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Kelly  

et al.  

(2020)42 

Develop 

and assess the 

implementation of 

a novel 

pharmacy-based 

HIV testing model 

in two Canadian 

provinces 

Canada  

(Alberta and 

Newfoundland) 

HIV screening 
Mixed 

methods  

Individuals ≥ 

18 years of age 

who had active 

healthcare 

number 

 4 pharmacies participated, during 6-month 

study  

Of 123 tests, 1 was reactive and confirmed as 

new HIV diagnosis 

 Participants were primarily male (75.6%) and 

most common risk behavior was MSM (47.1%) 

27.3% reported this was their first HIV test 

 Participants were very satisfied with the 

program; 99% agreed HIV POCT should be 

routinely offered in pharmacies and 78% were 

willing to pay for the service 

 Participants liked the accessibility of the 

pharmacy and convenience of POCT as well as 

the anonymity of the pharmacy 

 The main concern reported was related to the 

pipette used for blood collection 

Mugo  

et al. 

(2015)36 

Evaluate the 

success of 

pharmacy 

referrals and 

uptake of HIV 

testing by 

pharmacy clients  

Kenya 

(Mtwapa) 

Referral for  

HIV screening 
Quantitative  

Individuals 

between 18-29 

years of age 

 Over 6-month period at 5 pharmacies, 1,490 

individuals met acute HIV infection targeting 

criteria  

 1,074 (72.1%) accepted a referral coupon 

353 (24%) were screened for HIV-1 at a study 

clinic 

 14 (4%) of those tested were HIV positive 

 43 (13%) had never been tested before 

 Uptake of testing varied significantly by the 

referring pharmacy and was higher for those who 

went to pharmacy without a prescription and 

those with STI symptoms 
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Weidle  

et al. 

(2014)41 

Test the feasibility 

of offering rapid, 

point-of-care HIV 

testing at 

community 

pharmacies and 

retail clinics 

US HIV screening Quantitative  Not specified 

 Over a 2-year period, 21 sites including 18 

community pharmacies offered testing  

 1,540 total HIV tests were performed and 24 

(1.6%) resulted in reactive test  

 16/24 reactive tests outcome of confirmatory 

testing unknown to site staff 

 5/8 reactive tests were false-positive on 

confirmatory testing, 2 were previously 

diagnosed with HIV, and one confirmed as new 

HIV case 

 The median amount of time required for pretest 

counseling/consent, waiting for test results, and 

posttest counseling was 4, 23, and 3 minutes, 

respectively 

Calo  

et al. 

(2019)43 

Evaluate the 

implementation of 

HPV vaccination 

services in 

community 

pharmacies  

US  

(North 

Carolina, 

Michigan, 

Iowa,  

Kentucky, and 

Oregon) 

HPV vaccination Quantitative  

Adolescents 

and young 

adults (no age 

specified) 

 Open enrollment at 15 pharmacy sites in 5 

states for combined 12 months 

 13 HPV vaccine doses administered in 

adolescents and 3 doses to young adults 

 Engagement barriers included low demand from 

parents and pharmacy staff engagement 

 Feasibility, adoption, sustainability impacted by 

lack of 3rd party reimbursement, care 

coordination, and public awareness of 

pharmacists’ training 

 Parents who got HPV vaccine for their children 

in participating pharmacies found the service 

highly acceptable 

 Participating pharmacists were knowledgeable 

about vaccines in general not just HPV vaccine, 

had the training to immunize adolescents, and 

were able to report vaccines administered to state 

immunization registries 

 Protocols and procedures were not well 

integrated into pharmacy workflow 
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Doucette  

et al. 

(2019)44 

Assess the 

feasibility of a 

coordinated 

model of HPV 

vaccine delivery 

between a clinic 

and a community 

pharmacy 

US  

(Iowa) 
HPV vaccination Quantitative  Not specified 

 51 patients referred to a single pharmacy to 

receive 2nd and 3rd doses of vaccine  

 23 out of 51 patients received a total of 25 

vaccinations 

 18 (78.3%) were female 

Hohmeier  

et al. 

(2016)45 

Describe and 

report on the 

impact of a 

multimodal series 

of pharmacist-led 

educational 

interventions on 

HPV vaccination 

rates  

US  

(Tennessee) 

HPV educational  

intervention 
Quantitative  

Individuals of 

9-26 years of 

age filling 

acne or birth 

control 

prescriptions 

 Data collected from one pharmacy over a 8-

week period  

 10 out of 21 participants targeted for 

counselling on HPV vaccine were vaccinated at 

the pharmacy 

 Most common reasons for not receiving vaccine 

were cost (n=6) and insurance coverage (n=5) 

 Patient awareness and obtaining vaccine most 

often reported to be as a result of pharmacist 

recommendation (n=10 and n=6, respectively) 

 Patients more likely to choose the pharmacy as 

vaccination site due to no appointment necessary 

(n=8) and convenience hours (n=4)  

 Cost (n=6) and insurance coverage (n=5) were 

the most common reasons for the ones not 

receiving the vaccine 

Jiménez-

Quiñones  

et al. 

(2017)46 

Observe whether 

local HPV 

vaccination rates 

are improved by a 

patient and 

physician 

education 

program 

Puerto Rico 

(Lares) 

HPV educational  

intervention 
Quantitative  

Individuals 

between 18-26 

years of age 

 79 of the 200 patients were candidates to 

receive the HPV vaccine were reached by phone 

 24/79 reported being previously vaccinated for 

HPV 

 4/79 patients received HPV vaccination during 

the study period 
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Navarrete  

et al. 

(2014)47 

Describe the 

development and 

implementation of 

an HPV vaccine 

patient assistance 

program for 

university 

students 

US  

(Texas) 
HPV vaccination Quantitative  

Students ≥ 19 

years of age 

 Over 2-year period, 167 vaccine doses 

administered at community pharmacy located in 

a university setting 

 89 individuals received approval from a vaccine 

patient assistance program 

 81% (n=72) of all patients approved by the 

program were women 

 79.8% students (n=71) received their second 

dose and 48.3% (n=43) completed the series 

 46 individuals did not complete HPV series 

Buchanan  

et al. 

(2016)49 

Reduce the 

burden of 

undiagnosed HCV 

and link new 

diagnoses directly 

to specialist care 

UK  

(Isle of Wight) 

HCV,  

HBV,  

HIV, and 

Syphilis  

screening 

Quantitative   Not specified 

 22 pharmacies participated over a 9-month 

period (5 did not complete any tests) 

 88 tests were performed 

 Primary risk factor disclosed for undergoing 

testing was injection drug use (39%) 

 16 (18%) presented for testing due to publicity 

campaign and the rest recruited by the 

pharmacists 

 7% of patients tested were positive for HCV 

(similar to 9% who tested HCV positive at island 

recovery integrated service during same time 

period) 

 HCV positive patients attended point-of-

diagnosis consultation with testing pharmacist 

and hepatology specialist  
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Buchanan  

et al. 

(2020)48 

Describe the cost‐

effectiveness of a 

community 

pharmacy testing 

service in a 

population of 

people at risk of 

HCV 

UK  

(Isle of Wight) 

HCV  

screening 
Quantitative  

Clients with 

known risks 

factors for 

HCV 

 186 tests conducted over 24 months by 20 

pharmacies 

 Majority of tests performed in males (53%) and 

most common disclosed risk factor was injection 

drug use (37%) 

 13 (7%) were positive for HCV RNA; 10 of 

these had a history of current or former injection 

drug use 

 12/13 attended point-of-diagnosis appointment 

with a specialist at the community pharmacy 

 6/13 individuals were treated and achieved 

sustained virologic response 

Dong  

et al. 

(2017)50 

Describe the first 

community 

pharmacy-based 

hepatitis C 

antibody (HCV-

Ab) point-of-care 

(POC) screening 

program and its 

outcomes  

US  

(California) 

HCV 

screening 

Mixed 

methods  
Not specified  

 83 tests were performed in a 3-month pilot at 1 

pharmacy 

 Person-to-person outreach on street was most 

effective approach to encourage testing 

 80% denied previous HCV testing 

 Most common self-identified HCV risk factors 

was birth cohort (65%) 

 1/83 had positive HCV Ab (no information on 

confirmatory testing and linkage to care) 

Radley  

et al. 

(2017)51 

Compare uptake 

of dried blood 

spot testing 

(DBST) for HCV 

infection between 

community 

pharmacies and 

established 

services 

UK  

(Scotland) 

HCV 

screening 

(DBST also 

screened for 

HBV and HIV 

but this was not 

reported) 

Mixed 

methods  

(quasi-

experimental) 

Patients in 

receipt of 

opioid 

substitution 

therapy (OST) 

not tested for 

HCV within 

12 months 

 6 pharmacies provided OST for approximately 

363 patients 

 43 tests were performed in a 1-year period 

 43/143 patients in receipt of opioid substitution 

therapy with no record of testing accepted DBST 

 12/43 reactive tests 

 Significant difference in uptake between 

community pharmacies and established services 

(30% vs 13%, respectively) 

 Participants reported that pharmacies were a 

good place to be tested and valued the service 

and they are seen as part of the local community 
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Radley  

et al. 

(2020)52 

Evaluate whether 

a pharmacist-led 

care pathway 

compared with 

conventional care 

could increase 

HCV testing, 

treatment uptake 

and completion, 

and cure rates  

UK  

(Scotland) 

HCV 

screening 

(DBST also 

screened for 

HBV and HIV 

but this was not 

reported) 

Quantitative -  

cluster-

randomized 

trial 

Patients who 

had received 

opioid 

substitution 

therapy (OST) 

for 

approximately 

3 months, and 

were HCV 

PCR positive, 

were infected 

with HCV 

genotype 1 or 

3, and were 

willing to have 

a pharmacist 

supervise their 

antiviral drug 

administration 

 55 participating pharmacies included 2,718 

patients receiving OST (1365 in the pharmacist-

led care group and 1,353 in the conventional care 

group) 

 More patients in the pharmacist-led care group 

versus the conventional care group: 

- Met the primary endpoint of SVR12 in the 

pharmacist-led care group (98 [7%] of 1365) than 

in the conventional care group (43 [3%] of 1,353; 

odds ratio 2∙375, 95% CI 1∙555–3∙628, 

p<0∙0001).  

- Agreed to dry blood spot testing (245 [18%] of 

1365 vs 145 [11%] of 1353, 2∙292, 0∙968–5∙427, 

p=0.059) 

- Initiated treatment (112 [8%] of 1,365 vs 61 

[4%] of 1,353, 1∙889, 1∙276–2∙789, p=0∙0015)   

- Completed treatment (108 [8%] of 1,365 vs 58 

[4%] of 1,353, 1∙928, 1∙321–2∙813, p=0∙0007).  

No serious adverse events were recorded 

Contraception 
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Anderson  

et al. 

(2019)53 

Describe early 

utilization of 

pharmacist 

prescription of 

contraception  

US  

(Oregon) 

Hormonal  

contraception 

prescribing 

Quantitative  

Patients 

obtaining a 

new 

prescription 

for oral and 

transdermal 

methods and 

who had 

continuous 

Medicaid 

coverage  

 Retrospective analysis of claims data from the 

first 2 years following a policy change  

 162 pharmacists prescribed contraception 

resulting in 1,313 fill claims 

 367/3614 (10%) patients received their 

prescription from a pharmacist 

 Average of 61 prescriptions per month filled by 

pharmacists as the prescriber five months after 

implementation 

 The most common method of contraception 

prescribed was the combined OC (90.5%) 

 The majority of patients who were prescribed 

contraception by pharmacists (73.8%) had no 

history of contraceptive prescriptions in the 

preceding 30 days  

Gardner  

et al. 

(2008)54 

Describe 

implementation of 

a collaborative 

drug therapy 

protocol 

for safe use of 

hormonal 

contraceptives 

prescribed by 

community 

pharmacists 

US  

(Seattle) 

Hormonal  

contraception  

prescribing 

Mixed 

methods  

Women 

between  

18-44 years of 

age in need of 

contraception 

 26 pharmacists participated over a 18-month 

period  

 195/214 (91%) women recruited into the study 

were prescribed hormonal contraceptives by 

pharmacists  

 Most women (87%) were experienced users of 

hormonal contraceptives 

 More than 80% of women paid for the 

pharmacist's services out of pocket 

 After 12 months, 70% of women responding to 

an interview reported continuing use of hormonal 

contraceptives 

 Women were satisfied with the experience 
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Gibbs  

& Harvey 

(2020)59 

Assess the impact 

of a policy that 

allows pharmacist 

prescribing of the 

pill and 

patch on 

contraceptive 

receipt for 

Medicaid-insured 

women 

US 

(Oregon) 

Hormonal  

contraception  

prescribing 

Quantitative  

Women aged 

15-44 years 

enrolled in 

Medicaid 

filling new 

prescriptions 

for 

contraceptives  

 2 years Medicaid data was used to compare 

before and after the policy implementation 

(2015-2017) 

 No significant effects of the policy change on 

receipt of all contraceptive services or on receipt 

of the pill or patch 

 In the first 2 years after policy implementation, 

greater than 98% of prescriptions filled for the 

pill and patch were prescribed by a non-

pharmacist provider 

Lu  

et al. 

(2019)55 

Describe 

hormonal 

contraception 

services provided 

by pharmacists 

and characterize 

patient 

populations 

utilizing the 

service  

US  

(California and  

Oregon) 

Hormonal  

contraception  

prescribing 

Quantitative  

Women, 

and women  

≥ 18 years of 

age or younger 

with previous 

contraceptive 

use (in 

California and 

Oregon, 

respectively) 

 381 pharmacists from a pharmacy chain 

provided hormonal contraception (HC) services 

in 391 locations during a 7-month period 

 2,117 visits during the study period, and 1,970 

(93%) received hormonal contraception from a 

pharmacist  

 91% of women were previous HC users  

 HC prescribed included pill (95.7%), vaginal 

ring (2.6%), transdermal patch (1.6%), and 

injectable depot (0.1%) 
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Michie  

et al. 

(2014)61 

Determine the 

feasibility of 

pharmacy- based 

interventions to 

increase the 

uptake of 

effective 

contraception 

after EC 

UK  

(Scotland) 

Hormonal  

contraception 

provision or 

referral 

Quantitative -  

cluster-

randomized 

trial 

Women ≥ 16 

years of age  

 Data collected from 11 pharmacies over 8-

month  

 Pharmacies were randomized into standard care, 

1-month progestogen-only pills (POP) provision, 

or rapid access (invitation to present the empty 

EC packet to a family planning clinic (FPC) for 

contraceptive advice)  

 168 women were recruited, and 102 women 

(61%) were contacted 6–8 weeks later to 

determine contraceptive use: 

- 90% women used the pills provided in the POP 

arm  

- 32% women attended the FPC in the rapid 

access arm 

 The proportion of women using effective 

contraception at follow-up was significantly 

greater in both POP [56% (22/39), p=0.001] and 

rapid access [52% (13/25), p=0.006] groups 

compared to standard care [16% (5/31)] 

Rodriguez  

et al. 

(2020)57 

Describe reasons 

for and 

experiences with 

obtaining 

contraception 

from pharmacists 

US 

(California, 

Colorado, 

Hawaii, and 

Oregon) 

Hormonal  

contraception 

prescribing 

Quantitative  

Women aged 

18-50 years 

presenting for 

hormonal 

contraception 

at community 

and university 

pharmacies  

 Planned secondary analysis from prospective 

cohort study 

 426 women presenting for hormonal 

contraception (n=150 pharmacist prescribers) 

 Most common reasons received contraception 

from a pharmacist was because no appointment 

required (25%), their prescription had lapsed 

(24%), and location was convenient (24%) 

 Women who received contraception through a 

pharmacy were more likely to report they would 

use the same provider again versus women who 

used clinic-based prescriptions (100% vs 95.3%, 

p=0.007), as well as were more likely to refer a 

friend (9.0% vs 93.5%, p=0.04) 
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Rodriguez  

et al. 

(2020)58 

Compare the 

amount of 

hormonal 

contraceptive 

supply dispensed 

between 

pharmacists and 

clinic-based 

prescriptions 

US 

(California, 

Colorado, 

Hawaii, and 

Oregon) 

Hormonal  

contraception 

prescribing 

Quantitative  

Women aged 

18-50 years 

who received 

at least 1 

month of 

hormonal 

contraception 

from a 

clinician or 

pharmacist 

 Data collected over 9-month period in 2019. 

139 pharmacies participated (California, 46; 

Colorado, 14; Hawaii, 10; and Oregon, 69) 

 144/410 women obtained contraception from a 

pharmacist 

 Pharmacists were significantly more likely to 

prescribe a 6-month or greater supply of 

contraceptives than clinicians (6.9% vs 1.5%, 

p<.001) 

 Pharmacists were as likely as clinicians to 

prescribe a progestin-only method to women with 

a potential contraindication to estrogen (n = 60 

women; 8 [20.0%] vs 6 [30.0%], P = 0.52) 

Heller  

et al. 

(2017)62 

Examine the 

feasibility and 

acceptability of 

users receiving 

the subcutaneous 

form of the 

contraception 

injection from 

pharmacists  

UK  

(Scotland) 

Contraceptive 

injection 

administration 

Mixed 

methods  

Women 

between  

15-45 years 

who had been 

using the 

contraceptive 

injection for at 

least six 

months 

 11 pharmacies participated over a 25-month 

period in pilot 

 Global unavailability of the product during the 

study adversely affected recruitment and 

retention 

 50/78 women approached for study 

participation were recruited  

 48 injections out of a possible 150 were 

administered at the pharmacy  

 26 (54%) participants chose not to continue 

with the study after one or two injections 

 22 women completed an exit questionnaire 

(44% of participants, 92% had experienced the 

intervention) 

 Participants reported mixed experiences, with 

some welcoming the intervention but others 

experiencing difficulty with pharmacist 

availability 
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Monastersky 

& Cohen 

(2007)63 

Explore the 

potential of 

pharmacist-

administered 

contraceptive 

injections and 

feasibility and 

acceptability 

among patients 

US  

(California) 

Contraceptive 

injection 

administration 

Mixed 

methods  

Women using 

injectable 

contraceptive 

 Over a 2-year period, 26 community 

pharmacies offered injectable contraceptive 

administration as a demonstration program  

 69 women received 143 depot 

medroxyprogesterone injections 

 60% of participants had their injections paid for 

by state-funded health insurance programs 

 Approximately 50% of users would be willing 

to pay a set fee (up to $10) for the pharmacist 

injection service 

 One half of the women used the service more 

than one time 

Picardo and 

Ferreri 

(2010)60 

Assess the 

feasibility of 

administering 

subcutaneous 

hormonal 

contraceptive in a 

pharmacy setting 

and assess patient 

satisfaction. 

US  

(North 

Carolina) 

Contraceptive 

injection 

administration 

Quantitative -  

Randomized 

controlled 

trial  

English-

speaking 

women ≥ 18 

years of age 

 Women randomized to receive second and third 

dose at a clinic or a community pharmacy  

 50 participants, 25 in each group (pharmacy or 

clinic) 

 Most women found the pharmacy setting 

convenient (70%), private (100%), the providers 

respectful (100%) and were satisfied with the 

pharmacy as a clinical site (≥89%). 

 Continuation rates and patient satisfaction with 

the contraceptive method and the pharmacy 

setting were comparable to those who attended a 

family planning clinic 
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Mantzourani 

et al. 

(2019)56 

Describe long-

term trends in the 

use of community 

pharmacist-based 

EC services and 

insight into 

changing patterns 

of EC use over 

time. 

UK  

(Wales) 

Emergency  

contraception 

provision 

Quantitative  
Women ≥ 13 

years of age 

 Evaluated the National Health Service funded 

community pharmacy EC service over a 5-year 

period 

 181,359 consultations were recorded (authors 

unable to track repeat EC service users) 

 No data on the number of pharmacists in Wales, 

or the number of pharmacies   

 More than a quarter of the consultations were 

conducted on a Monday (25.8%) 

 More than two-thirds of requests made through 

the EC service took place within 24 hours of 

UPSI (67.5%) 

 Almost half (47.9%) of requests were because 

no contraception had been used 

 Levonorgestrel was supplied in 96.7% of the 

consultations 

 Further sexual health and contraception 

counselling was provided in 79.2% and referral 

to another agency in 31.3% of EC consultations 

Turnbull  

et al. 

(2020)64  

Report on young 

women’s 

experiences of 

accessing ECPs 

from pharmacies 

and sexual health 

clinics 

UK 

(London) 

Emergency  

contraception 

provision 

Qualitative  

Women aged 

16–25 years, 

English 

speaking, and 

self-reporting 

at least one 

pregnancy 

scare or ECP 

use 

 21 participants were recruited from a young 

person’s sexual health clinic (10), five 

pharmacies (6) and by snowballing (5) 

 Key advantages reported were ease and speed 

of access and convenience 

 Disadvantages included less personal service, 

not enough attention to information needs and to 

prevention of need for recurrence of EC, and 

unsupportive attitudes of pharmacy staff 

 Suggested improvements included increasing 

privacy, providing more advice on contraception, 

having a more empathetic approach and 

signposting follow-up services 
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Pregnancy 

Di Pietro  

et al. 

(2017)65 

Describe the 

development and 

implementation of 

pre-conception 

care services with 

the use of TMR in 

three areas: 1) 

medications that 

may cause fetal 

harm, 2) folic 

acid, 3) 

immunizations 

US  

(Ohio) 

Counselling and  

education on  

pregnancy 

related  

topics 

Quantitative 

Female 

between  

15-45 years of 

age members 

of the 

Medicaid plan  

 1149 pharmacists from 818 different 

pharmacies completed at least 1 TMR in a 19-

week period post implementation 

 6602 TMRs were acted on (33% of all TMR 

opportunities) with a 65% success rate  

 Needs patient education on (successful TMR):  

- Folic Acid supplement: 1775 (65%) 

- Immunization (MMR/hep B): 971 (69%) 

- Category D/X medication use: 1520 (62%) 

Truong  

et al. 

(2019)66 

Test the feasibility 

of a pharmacist 

consultation in 

early pregnancy 

and inform the 

design of a 

definitive trial 

Norway 

Education on  

pregnancy 

related  

topics 

Quantitative - 

randomized 

control trial 

Women ≥ 18 

years of age in 

early 

pregnancy 

 Over a 3-month period, 6 pharmacies 

participated  

 The median gestational age of participants at 

recruitment was 9 weeks 

 28/35 participants had experienced at least one 

pregnancy-related ailment 

 The median duration of the interventions (n=11) 

was 15 minutes and seemed feasible 

 Treatment of nausea and vomiting (10/11) and 

general information about medications (8/11) 

were frequently discussed  

 The women reported high satisfaction with the 

consultation (8/11) 

Sexual dysfunction 
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Morales  

et al. 

(2013)67 

Assess 

pharmacists’ 

ability to detect 

erectile 

dysfunction and 

encourage 

patients to seek 

medical 

evaluation 

Spain  

and  

Greece 

Screening, 

education and 

referral for 

erectile 

dysfunction 

Quantitative 

Men ≥ 18 

years of age if 

history or 

medications 

indicated that 

they had a risk 

factor for ED 

and/or  

if they had 

consulted with 

a pharmacist 

about ED or 

ED treatments 

 25 pharmacists from Spain and 29 from Greece 

participated in the pilot 

 Among the 451 men (Spain=196 and 

Greece=255), 90% had a risk factor (usually 

hypertension, hypercholesterolemia, or diabetes) 

 The first health care professional approached by 

patients was a pharmacist (50%) 

 348 (77%) men had a Sexual Health Inventory 

for Men score ≤21 

 Less than one-third of men contacted for 

follow-up had visited their physician, despite 

pharmacist encouragement 
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Abstract 

Objectives: The primary objective was to explore Alberta community pharmacists’ 

practices and attitudes towards the provision of sexual and reproductive health (SRH) services. 

Secondary objectives were to examine self-reported confidence in providing SRH education, 

additional training preferences, as well as factors influencing pharmacists’ confidence and delivery 

of extended SRH services. 

Methods: This was a cross-sectional web-based survey of community pharmacists. An 

email invitation to complete the survey was sent to practicing pharmacists in Alberta (Canada). 

The survey was open for an 8-week period between June and August 2020. Summary statistics, 

and univariate and multivariate regression were used for the analyses.  

Results: A total of 303 responses were analyzed. Sixty-six percent of participants were 

female, 67% had additional prescribing authorization (APA), and 97% had injections authorization. 

The majority of participants reported providing patient education on several SRH topics. Almost 

all participants (99%) reported extending prescriptions for combined hormonal contraceptives. Of 

those with APA, 40% reported currently providing initial prescribing services for combined 

hormonal contraceptives. At least 90% of participants with injections authorization reported 

administering injectable contraceptives and human papilloma virus (HPV) vaccine. Most 

participants (93%) agreed that offering advice on SRH is an essential part of their role. However, 

self-reported confidence in providing patient education varied depending on the SRH topic. The 

number of services provided and the country of first pharmacy degree were significant and 

independent predictors of overall confidence in providing SRH education. Most participants (84%) 

expressed interest in additional training related to at least one SRH topic.  
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Conclusion: Based on our results, community pharmacists in Alberta are engaged in 

providing several SRH services and overall, have a positive attitude towards their SRH role. 

Preliminary data suggest that there is opportunity to expand pharmacists’ roles in SRH. Future 

research is needed to understand more in-depth why pharmacists are not providing SRH services 

and how to support the adoption of extended services. 
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3.1 Introduction 

In the last two decades, the World Health Organization (WHO) has advocated for including 

sexual and reproductive health (SRH) as a world health goal, emphasizing that SRH is an integral 

part of individuals’ overall health and services should be accessible for everyone.1 Although 

progress has been made towards providing accessible and high-quality SRH care,2 services are 

often not implemented on a large scale or integrated into the healthcare system as part of a 

comprehensive approach, and in many cases fail to reach vulnerable or marginalized groups.3 

Recent global estimates suggest more than 40% of pregnancies were unintended,4 and there were 

376 million new curable sexually transmitted infections (STI) in 2016, including chlamydia, 

gonorrhoea, syphilis, and trichomoniasis.5 Global targets for addressing the SRH agenda will not 

be reached despite the availability of expanded options for services within health systems.6 

Integrating SRH services into primary health care (PHC) may increase access, reduce 

inequities, and improve quality.6-9 One of the roles of PHC in SRH includes strengthening the 

capacity and knowledge of health care professionals to provide quality services to men and women 

throughout their lifespan.7 The delivery of high-quality SRH services requires the means of 

delivering these services as well as a competent workforce. In 2011, the WHO outlined desirable 

SRH core competencies for primary care providers, including attitudes, knowledge, ethical 

principles, leadership, ability to work in and with the community, and clinical skills.10 Well-

prepared primary care providers are able to meet patients’ needs and go beyond established 

standards of care.11 

Community pharmacists play an important role in PHC as front-line providers.12,13 

Pharmacists are well positioned to participate in multidisciplinary collaborative teams14,15 and 

engage with underserved communities.16,17 Over the last half-century, the pharmacist’s role as a 
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health care provider has significantly grown and evolved.18 Traditional pharmacists’ roles include 

dispensing medications and counselling patients,17 while services focused on personalized patient 

care and clinical decision making are extended.17,19 Legislative and policy changes have supported 

pharmacists’ extended roles, and this improves access to SRH services.20 In some countries 

community pharmacists are allowed to prescribe hormonal contraception,21 administer human 

papilloma virus (HPV) vaccines and injectable contraceptives,22 educate and provide medications 

for the end of pregnancy,23,24 and offer screening for sexually transmitted and blood-borne 

infections (STBBI).25  

Pharmacy practice in this field has evolved; however, there is limited research exploring 

community pharmacists’ practices and attitudes regarding a full spectrum of SRH services. Most 

of the available studies examining practices have focused on specific SRH areas, such as hormonal 

contraception,26 emergency contraception,27 and chlamydia screening.28 Studies to date addressing 

community pharmacists’ confidence and professional development or training needs have also 

focused on specific topics. Research suggests that community pharmacists would like to access 

professional learning opportunities on HPV vaccine,29 human immunodeficiency virus (HIV) 

screening,30 pregnant and lactating women education and counselling,31 and transgender care.32 

Similarly, Gale and Watson showed that community pharmacists in Grampian, Scotland were 

interested in additional training to expand their SRH roles since they provided only a limited range 

of SRH services.33 

In Canada, provincial and territorial governments have most of the responsibility for health 

care, and pharmacists’ scope of practice differs in each province.34,35 As a result of new regulations 

and policies, in some Canadian jurisdictions pharmacists have an important role in minor ailments 

prescribing.36 For example, in Saskatchewan, pharmacists are allowed to prescribe minor ailments, 
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such as emergency contraception, erectile dysfunction, and hormonal contraception.37 By 

comparison, in 2007 Alberta enacted legislation that allows pharmacists to extend their services to 

administer drugs by injection and prescribe medications.38 The prescribing model in Alberta 

includes emergency prescribing, adapting or extending a prescription, and independent prescribing 

(also known as additional prescribing authorization or APA).38 All pharmacists in Alberta are able 

to adapt or extend prescriptions, however only those pharmacists that apply for and receive APA 

can prescribe Schedule I drugs.39,40 Medications and vaccines commonly used as part of SRH 

services, such as contraceptives, erectile dysfunction medication, and human papilloma virus 

(HPV) vaccine, are included in the Schedule I category of drugs. 

Following legislative changes research in Alberta has explored pharmacists’ prescribing 

role,38,41 the positioning of pharmacists’ roles in PHC,13 community pharmacists perceived 

roles,42,43 and learning needs in this new practice era.44 However, community pharmacists’ practice, 

attitudes, confidence, and additional training preferences in the SRH field have not been fully 

explored. The regulatory framework and expanded scope of pharmacist practice provides 

opportunities to understand current practices, as well as interest and support needed to further 

advance delivery of a wide range of SRH services. 

The primary objective of this study was to explore Alberta community pharmacists’ 

practices and attitudes towards the provision of SRH services. Secondary objectives were to 

determine self-reported confidence in providing SRH education, additional training preferences, as 

well as examine factors influencing pharmacists’ overall confidence in providing SRH education 

and delivery of extended SRH services. This research is part of a larger study looking at community 

pharmacists’ practices and attitudes towards the provision of SRH services in Canada, Japan, and 

Thailand. 



 

 

 

84 

3.2 Methods 

3.2.1 Study Design and Participants 

This study was a cross-sectional, web-based survey of community pharmacists practicing 

in Alberta, Canada. This study received approval from the University of Alberta Health Research 

Ethics Board (Pro00095881) (Appendix B). Analyses and reporting of results were conducted in 

accordance with the Strengthening the Reporting of Observational Studies in Epidemiology 

(STROBE) reporting guideline for cross-sectional studies.45  

Data collection (and management) was conducted using an online survey via Research 

Electronic Data Capture (REDCap). All of the information that was collected was kept confidential 

and was anonymous. An email invitation with a link to the online survey was sent to all pharmacists 

on the clinical register of the Alberta College of Pharmacy who agreed to share their contact 

information for research purposes. An information letter and consent were included at the 

beginning of the survey; completion of the survey and submission of responses implied 

participants’ consent (Appendix C). A screening question was used at the beginning of the survey 

to identify community pharmacists. Only pharmacists that selected that they worked in a 

community pharmacy were directed to continue the survey. The survey was open for an eight-week 

period between June and August 2020, with reminder emails sent at weeks 3, 4, and 6. As an 

incentive, participants were offered the opportunity to enter a draw to win a $100 gift card (odds 

of winning estimated to be 1 in 10).  

3.2.2 Survey Instrument 

The instrument was developed in several stages. A literature review was conducted to 

inform the content of the questionnaire. Questions related to pharmacists’ practices and attitudes 

were adapted from a questionnaire developed by Gale and Watson.33 The WHO sexual and 
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reproductive health core competencies in primary care document was used to inform questions 

related to additional training.10 The survey instrument was developed by the research team 

considering the scope of pharmacists’ practice in the province of Alberta. Validity testing consisted 

of expert review of the survey instrument (n=2), and one-on-one cognitive interviews with 

pharmacists via Zoom (V. 5.0.5) (n=5), which entailed thinking out loud while they answered the 

survey. In addition, the survey was piloted using the REDCap platform with community 

pharmacists in Alberta (n=11). After each stage, formatting, content, and wording were revised as 

needed. 

The survey instrument was divided into 7 sections, including: (1) participants’ 

characteristics, (2) provision of SRH services, (3) attitudes toward SRH services, (4) factors that 

influence community pharmacy SRH services, (5) self-reported confidence in providing SRH 

education, (6) additional training preferences related to SRH, and (7) education and practice 

background. The survey covered 8 SRH topics: pregnancy tests, ovulation tests, contraception 

(non-hormonal and hormonal), emergency contraception, abortion, sexually and blood-borne 

transmitted infections (STBBI), maternal and perinatal health, and general sexual health. Each 

topic consisted of close-ended questions; sections 1, 2, 6, and 7 consisted of simple and multiple 

checklists, and 5-point Likert-type scales were used in sections 3, 4, and 5. An open-ended question 

at the end of each section was included to capture more detailed information. The survey instrument 

can be found in Appendix D. 

3.2.3 Bias 

In order to minimize response bias, survey responses were anonymous and neutral language 

was used as much as possible when designing the survey instrument. Strategies previously 

described in the literature to reduce non-response bias and improve response rates, such as 
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increasing the number of days the survey was open, sending an invitation and reminder emails, and 

including an incentive were used.46,47 

3.2.4 Study Size 

There was no sample size set a priori. Based on previous survey response rates of studies 

conducted in Alberta (~10%),42,48 and an estimated 4,000 community pharmacists in the province, 

we anticipated there would be 350-400 respondents.  

3.2.5 Variables 

The primary outcomes were the number of community pharmacists currently providing 

traditional and extended SRH services, the number of pharmacists planning to provide those 

services in the future, and the proportion of participants agreeing with several statements about 

pharmacists’ SRH roles. We asked participants if they were currently providing several traditional 

and extended SRH services. If the answer was no, they proceeded to answer if they were planning 

(or not, do not know) to provide the service in the future. Using a 5-point Likert-type scale, we 

asked participants how strongly they agreed or disagreed with statements regarding pharmacists as 

SRH providers, and to what extent different factors affected the provision of SRH services.  

Secondary outcomes included the proportion of participants reporting confidence in 

providing SRH education across different SRH topics, and preferences for additional training in 

this area. First, we asked about willingness to expand their role in SRH and interest in additional 

training opportunities. For those who answered yes, we asked about their preferences in terms of 

knowledge and competencies. In addition, we assessed predictors of two extended services, initial 

prescribing and administration of injections, and overall confidence in providing SRH education. 

All participants characteristics were tested. The number of services provided was considered as a 

potential confounder of overall confidence in providing SRH education.  
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We collected participants’ characteristics, such as demographics, pharmacy education, 

authorizations, and characteristics of their workplace. Demographic data included gender and age. 

Pharmacy education included their highest degree in pharmacy as well as country where they 

completed their first pharmacy degree (within or outside Canada) and level of education. Years of 

registration as a pharmacist, and additional authorizations, such as injections and APA, were also 

captured. Pharmacy characteristics included type of pharmacy and location (e.g., urban or rural). 

All participants’ characteristics were classified as categorical variables.  

3.2.6 Statistical Analysis 

Descriptive statistics, such as frequencies (reported as percentages), were used to analyze 

pharmacists’ characteristics, attitudes, factors influencing the provision of SRH services, as well 

as self-reported confidence and additional training preferences. Median and interquartile range 

were used to report Likert-type scale results. 

For the analysis of factors influencing the provision of two extended services, initial 

prescribing and administration of injections, we used as our sample participants who indicated they 

have APA and injections authorization, respectively. This decision was made because APA and 

injections authorization are designations that are required for providing initial prescribing services 

and administering injections, respectively. In this study, not all pharmacists who reported providing 

extended services indicated they had these authorizations. For that reason, we performed sub-group 

analysis for predictors of the provision of initial prescribing and administration of injections.  

When evaluating predictors associated with overall confidence in providing SRH education, 

the confidence scores of each of the 18 SRH topics were assigned per participant and then summed 

for an overall total confidence score (continuous variable); we scored “not confident at all =1” and 
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“very confident = 5”. All potential predictors were independently analyzed to determine if there 

were possible confounding variables.   

Univariate logistic regression sub-group analysis was performed to assess potential 

predictors of initial prescribing by pharmacists with APA and administration of injections by 

pharmacists with injections authorization. Multiple linear regression was conducted for the same 

purpose for overall self-reported confidence score for providing SRH education.  

Prior to conducting the exploratory factor analysis, preliminary screening was conducted in 

SAS v.9.4 (SAS Institute Inc. Cary, NC, US). Univariate level analysis was conducted by univariate 

logistic/linear regression to indicate whether there existed statistically significant association 

between the dependent variables and independent variables, and to quantify the impact of the 

independent variable on dependent variables by coefficient (S.E) (95% Confidence Interval), odds 

ratio (95% Confidence Interval), and p-values. Specifically, the relationship between (1) 

pharmacists’ characteristics and current provision of extended SRH services, (2) pharmacists’ 

characteristics and overall total confidence score in providing education SRH, and (3) current 

provision of extended SRH services and the overall total confidence score in providing SRH 

education were studied. Statically significant variables based on the regression analysis and 

clinically significant variables selected by the research team were included in the multivariate level 

analysis by multivariate linear regression model of confidence score. The p-value for statistical 

significance was set at 0.05. Analysis was performed using R v.3.4.0 (Vienna, Austria; 

https://www.r-project.org/) and SAS v.9.4 (SAS Institute Inc. Cary, NC, US). 

https://www.r-project.org/
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3.3 Results 

3.3.1 Characteristics of Participants 

The email invitation with a link was sent to 5,349 pharmacists on the Alberta College of 

Pharmacy’s clinical register. A total of 401 pharmacists attempted the survey, of whom 303 

(75.6%) were included in the analysis. Of the 98 individuals not included, 44 indicated they did 

not practice in a community pharmacy and 54 did not submit their responses.  

The participants’ characteristics are presented in Table 3.1. Approximately two-thirds of 

participants were female, and about 80% reported that their highest degree was a Bachelor of 

Pharmacy. Most pharmacists indicated they had injections authorization (97%), a practitioner 

identification number to order laboratory values (PracID) (74%), and APA (67%). Over half of 

participants worked in a large urban area and approximately 20% worked in medium or small urban 

areas. 

3.3.2 Current and Future Provision of SRH Services 

When asked about the availability of SRH products and services (Figure 3.1), at least three-

quarters of participants reported that the following products or services were available at the 

pharmacy where they worked: antibiotic or antiviral treatment for patients with confirmed STBBI, 

emergency contraception pills, pregnancy tests, HPV vaccine, barrier contraceptives for men, and 

ovulation tests. Less than half of pharmacists reported that, abortion medications, and barrier 

contraceptives for women were available at their workplace, and 6% reported the availability of 

point of care testing for HIV or hepatitis C virus (HCV) (Figure 3.1). 

Table 3.2 outlines the number of pharmacists providing the services out of the total sample 

(n varied between 300 and 303). Regarding contraception, the majority of participants reported 

currently providing traditional services, such as dispensing various forms of contraception. Most 
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participants also reported educating patients on combined hormonal contraceptives (97%), 

progestin-only pill (96%), injectable contraceptives (94%), levonorgestrel and copper intrauterine 

devices (IUDs) (90% and 85%, respectively), and emergency contraception (98%). While 38% of 

participants reported that they were currently dispensing abortion medications, of those who were 

not dispensing abortion medications, 31% (58/187) answered “do not know” and 43% (80/187) 

answered “no” to planning to provide it in the future. 

Participants indicated they were currently providing extended services related to 

contraception, mainly extending prescriptions for hormonal contraceptives (99%), progestin-only 

pills (96%), and injectable contraceptives (90%). Regarding initial prescribing of contraception, 

about 41% of pharmacists with APA provided initial prescribing for hormonal contraception 

(81/201), 35% for progestin-only pills (71/201), 24% injectable contraceptives (49/201), 9% 

levonorgestrel-IUD (17/201), and 5% cooper-IUD (10/201). Around 35% of participants who 

reported not providing initial prescribing services for hormonal contraceptives, progestin-only pill, 

and injectable contraceptives indicated that they were planning to provide them in the future. Over 

40% of those not providing initial prescribing services related to contraception indicated they “do 

not know” if they were planning to provide in the future. 

In this study, 13% of pharmacists with APA (26/201) provided initial prescribing for a 

STBBI, primarily for gonorrhea and chlamydia. Of those not providing initial prescribing for a 

STBBI, nearly half (133/276) answered they did not know about any plans to provide in the future. 

About 94% of participants with injections authorization reported that they currently administer the 

HPV vaccine in their practice. Forty-five percent of pharmacists reported dispensing HIV pre-

exposure prophylaxis (PrEP) medications, while 25% (42/167) of those who were not currently 

providing the service indicated they planned to provide it in the future. 
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More than 90% of participants responded that they were currently providing maternal and 

perinatal health services, such as education and provision of information on the safety of 

medications in pregnancy or breastfeeding. A high percentage (86%) of pharmacists with injections 

authorization also reported administering recommended vaccines in pregnancy. About one-third of 

pharmacists (34%) reported helping female patients identify/select options for sexual dysfunction, 

whereas more than two-thirds (68%) reported providing help to identify options for sexual 

dysfunction for male patients (Table 3.2). 

According to pharmacists’ perceptions, the most commonly demanded services by patients 

were hormonal contraceptives (95%), emergency contraception (77%), and injectable hormonal 

contraceptive (63%) services (Table 3.3).  

3.3.3 Attitudes and Factors that Influence the Provision of SRH Services 

About 90% of participants strongly agreed or agreed that offering advice on SRH is an 

essential part of community pharmacists’ roles (93%) and that they had an ethical responsibility as 

pharmacists to provide SRH services (89%). Sixty-eight percent (206/303) strongly agreed or 

agreed that pharmacists were adequately trained to provide SRH advice. Eighty percent of 

pharmacists did not have religious or moral objections to providing some SRH services (Table 3.4).  

Regarding factors that may influence the provision of SRH services, nearly all participants 

indicated pharmacy staffing (91%), the time required to provide the services (88%), and 

pharmacists’ knowledge (86%) as the main factors that “somewhat impact the service” or “impact 

the services to a great extent” (Table 3.5).  

3.3.4 Confidence Levels and Additional Training Preferences  

Over half of participants felt very confident providing SRH education in the following 

areas: hormonal contraceptives (63%), injectable contraceptives (60%), emergency contraception 
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(59%), pregnancy test (57%), and barrier contraception for men (52%). More than 10% indicated 

they were not confident at all regarding STBBI prevention (12%), female sexual dysfunction 

(13%), and abortion medications (16%). More than one-quarter of participants reported feeling not 

confident at all about educating on sexual health concerns of lesbian, gay, bisexual, transgender, 

queer or questioning, and others (LGBTQ+) (26%) and STBBI testing (38%) (Table 3.6).  

About 70% of participants indicated an interest in expanding their roles in SRH, and 84% 

expressed interest in additional SRH training. Of the 254 pharmacists interested in additional 

training, approximately half preferred more training for practice in the areas of STBBI (treatment, 

prevention, and testing), sexual health concerns of LGBTQ+ patients, and abortion medications 

(Table 3.7). In terms of core SRH competencies, less than a half of participants reported interest in 

additional training related to confidentiality and privacy (29%) and approaching individuals in a 

nonjudgmental manner (39%). In comparison, more than 50% reported interest in additional 

training related to health history recompilation focused on SRH. About two-thirds or more of 

participants identified additional training on providing referrals, using appropriate and 

straightforward language when counselling, and recognizing individual needs when providing 

education and counselling as their main preferences (Table 3.8). 

3.3.5 Factors Influencing Confidence and Delivery of Extended SRH Services 

Table 3.9 shows the results of the multivariate regression analysis for overall self-reported 

confidence in providing SRH education. The number of services provided (b=0.85, p < 0.0001) 

and Canadian school for first pharmacy degree (b=4.68, p < 0.05) were found to be significant 

predictors and positively related to overall self-reported confidence scores. Even though not all age 

categories showed statistical significance as predictors, results indicated that older pharmacists (≥ 

51 years) were more likely to report themselves as more confident than younger pharmacists 
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(b=4.05, p < 0.05). Appendix E shows the univariate regression analysis used to select potential 

predictor in the multiple regression analysis.  

Tables 3.10 and 3.11 show findings from the univariate regression sub-group analysis for 

extended SRH services, initial prescribing (by pharmacists with APA) and administration of 

injections (by pharmacists with injections authorization), respectively. Varied trends were 

observed when analyzing for predictors of extended services. Gender was found to be a predictor 

of current provision of initial prescribing services for all contraceptive methods. Female 

pharmacists were less likely to provide initial prescribing for contraception than male pharmacists 

(p < 0.05). Canadian school for first pharmacy degree was a positive predictor for some services. 

Pharmacists who completed their first pharmacy degree in Canada were more likely to provide 

initial prescribing for combined hormonal contraceptives (OR=2.02, 95%CI (1.08-3.80), p < 0.05), 

progestin-only pills (OR=1.99, 95% CI (1.05-3.77), p < 0.05) injectable contraceptives (OR=2.31, 

95% CI (1.16-4.57), p < 0.05), and STBBI (OR=2.63, 95%CI (1.12-6.14), p < 0.05) than 

pharmacists who completed their degree outside of Canada. APA was a positive predictor for 

administering injections (Table 3.11). Pharmacists working at corporate/chain pharmacies were 

more likely to provide injectable contraceptives (OR=2.51, 95% CI (1.05-6.06), p < 0.05), HPV 

vaccine (OR=2.90, 95%CI (1.04-8.42), p < 0.05) and recommended vaccines in pregnancy 

(OR=2.37, 95%CI (1.11-5.05), p < 0.05) than pharmacists working at independent pharmacies.  

3.4 Discussion 

This study explored community pharmacists’ practices and attitudes towards providing 

SRH services in Alberta, the province with the broadest scope of practice in Canada.35 Self-reported 

confidence in providing SRH education, additional training preferences, as well as factors 
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influencing pharmacists’ overall self-reported confidence in providing SRH education and delivery 

of extended SRH services were also examined.  

Overall, participants were involved in providing traditional SRH services, such as 

dispensing medication, patient education, and providing information. However, traditional services 

less commonly reported were dispensing the abortion pill and HIV PrEP. Even though the abortion 

pill (mifepristone/misoprostol) can be dispensed directly to patients by a pharmacist in Canada 

since 2017,49 more than 60% of participants indicated that they do not dispense it and only one-

quarter of those reported planning to provide it in the future. Other studies have shown that abortion 

medication access could be partially influenced by moral and social convictions regarding abortion 

and sexual health that can influence abortion medication access.50,51 In terms of HIV PrEP, more 

than half of participants reported not dispensing it currently in their practice even though HIV PrEP 

has been publicly funded in Alberta since 2018 for individuals at risk of HIV.52 Low uptake of 

PrEP has been widely reported in the literature related to a number of individual and systemic 

barriers including low self-perceived HIV risk, unwillingness to use PrEP, access to PrEP 

providers, and stigma in healthcare settings.53,54 While it is not possible to explain why pharmacists 

are not dispensing these medications based on our survey results, it may be at least partially related 

to patients accessing providers for these SRH services.  

Participants in this study frequently reported providing extended services, particularly 

extending or renewing contraceptive prescriptions. This is perhaps not surprising as all pharmacists 

in Alberta can extend or renew prescriptions, while only pharmacists with APA can initiate 

prescriptions. In contrast to earlier findings of research conducted in Alberta, we found a higher 

percentage of participants reporting having APA and providing initial prescriptions.41 The uptake 

of APA and initial prescribing is likely multifactorial, however it may be partly influenced by 
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implementation of a compensation plan in Alberta for pharmacy services that includes prescribing 

services. In this study, pharmacists with APA reported providing initial prescribing services for all 

contraceptives, with combined hormonal contraception the most commonly reported and IUDs the 

least commonly provided. It is possible that pharmacists are not prescribing IUDs as much as oral 

or injectable contraceptives as IUDs require another health care provider for 

insertion. Interestingly, of those who did not report providing initial prescribing for contraceptive 

methods, more than 40% indicated they “do not know” about plans for the future. This suggests an 

opportunity for future studies to assess strategies to support community pharmacists to take the 

next step in providing extended services in SRH.  

The findings from this research adds to existing literature reporting early experiences of 

pharmacist prescribing of contraception. It is difficult to compare our results to previous research 

on contraceptive prescribing services as regulations vary between and within countries,22,26 and 

this study focuses specifically on SRH related prescribing. Following new legislation allowing 

pharmacists to prescribe hormonal contraception in California and Oregon, the first states in the 

United States (US) in enacting these regulations,55 a study showed that pharmacists prescribed 

various hormonal contraceptives, with oral contraceptives being the most common,26 which is 

consistent with our results. Nevertheless, slow adoption of pharmacists prescribing of 

contraception has been described.56 A telephone audit study in California found that the service 

was available in only 11% of pharmacies.57 

Another key finding is the number of factors associated with initial prescribing services. 

We found that male participants with APA were more likely to provide initial prescribing services 

for all contraceptive methods than female participants with APA. Rodriguez et al. assessed 

pharmacists’ characteristics as potential predictors of their intent to prescribe contraceptives.58 
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They found that male pharmacists were less likely to intend on prescribing contraception than 

female pharmacists in Oregon.58 Some studies have approached gender as an influencing factor for 

confidence among health care professionals,59,60 but in SRH there has been limited work done in 

this area. Other statically significant predictors for prescribing short-acting hormonal 

contraceptives and STBBI treatment was completion of the first pharmacy degree in Canada. This 

may be partly explained by the acceptance of prescribing as part of the pharmacist’s role in Canada, 

and the training incorporated into undergraduate pharmacy programs. In Alberta, educational 

changes are reflected in the waived one-year practice requirement for obtaining APA for entry level 

PharmD graduates from accredited Canadian schools of pharmacy since 2018.61 

In this study, despite the high number of participants with APA, not everyone reported 

initial prescribing as part of SRH services provided or planned to provide initial prescribing in the 

future. Previous studies about innovations in health have suggested implementation of new services 

may be determined by key factors.62 Several determinants influenced pharmacists’ adoption of 

prescribing in Alberta, including the legitimization of prior practices by the prescribing model, 

patient focused practice, and relationships with physicians.62 It is unknown if these factors 

influenced pharmacists’ prescribing practices in this study. Further investigation should explore 

more in depth why pharmacists, with or without APA, were not planning to provide initial 

prescribing services in the future.  

Besides prescribing, participants were also involved in other extended services. Participants 

reported administering injections, including injectable contraceptives, HPV vaccine, and 

recommended vaccines in pregnancy. The high engagement with this service could be related to 

the higher uptake of injections authorization by community pharmacists in Alberta compared to 

APA,63 the remuneration for providing vaccines and nonvaccine injections,64 and the inclusion of 
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injections administration training (certification) into the pharmacy curriculum.38 The only 

significant predictors we found for this extended service among pharmacists with injections 

authorization was having APA credential and the type of pharmacy. In this study, pharmacists with 

APA were more likely to administer injections than the ones without APA. Also, pharmacists 

working in chain pharmacies were more likely to provide injection services. This may be partly 

explained by the decision of chain pharmacies to offer and promote injection services.  

Overall, participants had a positive attitude towards the provision of SRH services. 

Likewise, other studies have shown pharmacists’ positive attitudes about prescribing 

contraceptives,65 and the provision of HPV vaccination services.66 A recent systematic review 

illustrated similar attitudes towards the delivery of an extensive range of SRH services.67 

Participants in our study reported that some of the main factors influencing the provision of SRH 

services were pharmacy staffing, the time required to provide the services, and pharmacists’ 

knowledge. This is consistent with perceived barriers that have been previously reported in the 

literature.33,68,69 Moreover, the results are also consistent with a recent qualitative study from the 

United Kingdom (UK).70 However, in addition to trained pharmacy staff, lack of privacy and 

awareness of the service were the main barriers reported to the adequate provision of SRH 

services.70 These factors need to be considered in order to further expand pharmacists’ roles as 

SRH providers. 

It is not unusual for community pharmacists to feel confident in providing education on 

SRH since educating and counselling services are considered traditional pharmacists’ roles.71 

However, results revealed lower confidence scores for medical abortion, prevention and testing of 

STBBI, female sexual dysfunction, and care of the LGBTQ+ patient in comparison to the other 

SRH topics. After performing the multiple regression analysis, two influencing factors were 
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identified. First, active involvement in SRH (number of services provided) was an important factor 

for overall confidence score. As supported by the results of this study, confidence has been strongly 

associated with practice, training, and experience in other studies.72,73 Second, participants who 

completed their first pharmacy degree in Canada were more likely to feel confident than those who 

completed their degree outside of Canada. The Canadian pharmacy curriculum and educational 

approach, in addition to pharmacy practice and policy regulations, may play a role in influencing 

these results since preparing students for an advanced practitioner role has been a priority for 

schools in recent years.74  

The majority of participants reported willingness to expand their role in SRH and expressed 

interest in additional training. Studies have described pharmacists’ interests in increasing their 

involvement in SRH areas other than contraception, such as HPV vaccine and expedited STI 

partner therapy,65 training on transgender patients’ care,32 abortion medications,75 and STBBI 

screening.76,77 In this study, the preferred topics for additional training were the same topics 

participants had lower self-reported confidence scores. Moreover, participants expressed interest 

in additional training in core competencies. As described by Cappiello et al., SRH competencies 

should be considered as dynamic, and their recognition may help to address the gap of SRH 

competencies in education and training to meet patients’ care needs.11  

The findings of this study suggest that pharmacists’ SRH roles have expanded beyond 

traditional services in diverse SRH topics, and that pharmacists were willing to take on extended 

roles. The inclusion of several SRH topics and traditional and extended services in the survey 

helped to have a broader perspective of current practices in this field. The provision of extended 

services, such as prescribing different contraceptive methods and STBBI treatment, administration 

of injections, STBBI testing, and addressing SRH health concerns of varied community groups, 
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are some opportunities to expand pharmacists’ SRH roles further. This study offers a plausible 

insight into pharmacists’ attitudes and practices in SRH and may potentiate the delivery of integral 

patient-centred SRH care in community pharmacies. These results support that most participants 

were interested in expanding their role in SRH, and additional educational opportunities will 

support pharmacists to achieve this.  

3.4.1 Limitations 

This study had some limitations. First, the generalizability of the results is limited due to 

voluntary, acquiescence, and non-response bias. Community pharmacists who participated may be 

more interested in SRH, and participants may have a tendency to select positive responses (e.g. 

report currently providing services), which could influence our results. Although we did not 

calculate a sample size a priori, the response rate is similar to previous studies in Alberta.42,48 The 

Alberta College of Pharmacy does not capture how many registered pharmacists practice in 

community; however, according to the Canadian Institute for Health Information, there were 3,851 

pharmacists practicing in a community setting in Alberta in 2019.78 Therefore, the sample of this 

study would represent approximately 8% of the population of interest. Even though we considered 

strategies to increase response rates, the number of non-submitted responses in this study reduced 

the overall sample size. We cannot conclude whether this was a result of email checking habits, 

length of the survey, or interest.79 However, it is important to keep in mind the survey was 

distributed over the summer months, and during the COVID-19 pandemic which may have also 

impacted response rates. Second, it may be that some members of the population are not adequately 

represented in the sample. In this study, there was a slight over-representation of females (66% vs 

60%), pharmacists < 30 years old (24% vs. 14%) and 31-40 years old (40% vs. 36%) compared to 

all pharmacists registered in Alberta (Alberta College of Pharmacy, personal communication, 
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November 2020). Third, based on our findings, we cannot conclude about frequency of provision, 

demand, or impact of the provision of SRH services by community pharmacists. The results reflect 

what participants consider as “currently provided”, but it does not answer how often they are 

providing the services. Finally, while validity testing on the survey was performed, test-retest 

reliability was not measured. 

3.4.2 Implications  

To date, research has focused on specific SRH topics rather than on the full spectrum of 

SRH services provided by community pharmacists, and most research has been conducted in the 

US and UK. Future research exploring practices, attitudes, self-reported confidence, and additional 

training preferences related to SRH in other regions and countries is needed. Future research should 

address more in-depth why community pharmacists are not providing initial prescribing services, 

how to support the adoption of extended practices, and also characterize pharmacist SRH services 

using administrative data. These results can guide future studies evaluating the impact of additional 

training programs on self-reported confidence and delivery of comprehensive SRH services, 

including STBBI testing and treatment and initial prescribing of hormonal contraceptives and 

IUDs. 

3.5 Conclusion 

Based on our results, community pharmacists in Alberta are engaged in providing several 

SRH services and have a positive attitude towards their SRH role. Our results indicate that in 

addition to traditional SRH services, pharmacists are providing extended services, such as 

renewing prescriptions, initial prescribing, and administering injectable contraceptives or HPV 

vaccine. Preliminary data suggest that there is an opportunity to expand pharmacists’ SRH role in 

areas like contraceptive prescribing, STBBI testing and treatment, HIV PrEP, and medical abortion. 
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However, several factors and additional support need to be considered. This study addressing the 

broad scope of pharmacy practice in Alberta offers more insight into understanding community 

pharmacists current and potential roles in SRH. 

  



 

 

 

102 

3.6 References 

1. Fathalla MF, Sinding SW, Rosenfield A, et al. Sexual and reproductive health for all: a call for 

action. Lancet 2006;368(9552):2095-100. doi: 10.1016/S0140-6736(06)69483-X. 

2. Snow RC, Laski L, Mutumba M. Sexual and reproductive health: progress and outstanding 

needs. Glob Public Health 2015;10(2):149-73. doi: 10.1080/17441692.2014.986178. 

3. Starrs AM, Ezeh AC, Barker G, et al. Accelerate progress—sexual and reproductive health and 

rights for all: report of the Guttmacher– Lancet Commission. Lancet 2018;391(10140):2642-92. 

doi: 10.1016/s0140-6736(18)30293-9. 

4. Bearak J, Popinchalk A, Alkema L, et al. Global, regional, and subregional trends in 

unintended pregnancy and its outcomes from 1990 to 2014: estimates from a Bayesian 

hierarchical model. Lancet Glob Health 2018;6(4):e380-e89. doi: 10.1016/s2214-109x(18)30029-

9. 

5. World Health Organization. Report on global sexually transmitted infection surveillance. 

Switzerland. 2018. https://apps.who.int/iris/bitstream/handle/10665/277258/9789241565691-

eng.pdf?ua=1. 

6. Ketting E, Esin A. Integrating sexual and reproductive health in primary health care in Europe 

- Position paper of the European Forum for Primary Care. Qual Prim Care 2010;18(4):269-82. 

7. World Health Organization. Action plan for sexual and reproductive health - Towards 

achieving the 2030 agenda for sustainable development in Europe – leaving no one behind. 

Denmark. 2016. http://www.euro.who.int/__data/assets/pdf_file/0003/322275/Action-plan-

sexual-reproductive-health.pdf?ua=1. 

8. Ivanova O, Draebel T, Tellier S. Are sexual and reproductive health policies designed for all? 

Vulnerable groups in policy documents of four European countries and their involvement in 

policy development. Int J Health Policy Manag 2015;4(10):663-71. doi: 

10.15171/ijhpm.2015.148. 

9. Galati JA. Onward to 2030: sexual and reproductive health and rights in the context of the 

sustainable development goals. Guttmacher Policy Review 2015; 18(4). 

https://www.guttmacher.org/sites/default/files/article_files/gpr1807715.pdf. 

10. World Health Organization. Sexual and reproductive health: core competencies in primary 

care. 2011. 

https://www.who.int/reproductivehealth/publications/health_systems/9789241501002/en/. 

https://apps.who.int/iris/bitstream/handle/10665/277258/9789241565691-eng.pdf?ua=1
https://apps.who.int/iris/bitstream/handle/10665/277258/9789241565691-eng.pdf?ua=1
http://www.euro.who.int/__data/assets/pdf_file/0003/322275/Action-plan-sexual-reproductive-health.pdf?ua=1
http://www.euro.who.int/__data/assets/pdf_file/0003/322275/Action-plan-sexual-reproductive-health.pdf?ua=1
https://www.guttmacher.org/sites/default/files/article_files/gpr1807715.pdf
https://www.who.int/reproductivehealth/publications/health_systems/9789241501002/en/


 

 

 

103 

11. Cappiello J, Levi A, Nothnagle M. Core competencies in sexual and reproductive health for 

the interprofessional primary care team. Contraception 2016;93(5):438-45. doi: 

10.1016/j.contraception.2015.12.013. 

12. Altman IL, Mandy PJ, Gard PR. Changing status in health care: community and hospital 

pharmacists' perceptions of pharmacy practice. Int J Pharm Pract 2019;27(3):249-55. doi: 

10.1111/ijpp.12505. 

13. Hughes CA, Breault RR, Hicks D, et al. Positioning pharmacists' roles in primary health care: 

a discourse analysis of the compensation plan in Alberta, Canada. BMC Health Serv Res 

2017;17(1):770. doi: 10.1186/s12913-017-2734-x. 

14. Agomo CO. The role of community pharmacists in public health: a scoping review of the 

literature. J Pharm Health Serv Res 2012;3(1):25-33. doi: 10.1111/j.1759-8893.2011.00074.x. 

15. Dineen-Griffin S, Benrimoj SI, Garcia-Cardenas V. Primary health care policy and vision for 

community pharmacy and pharmacists in Australia. Pharm Pract (Granada) 2020;18(2):1967. 

doi: 10.18549/PharmPract.2020.2.1967. 

16. Buss VH, Shield A, Kosari S, et al. The impact of clinical services provided by community 

pharmacies on the Australian healthcare system: a review of the literature. J Pharm Policy Pract 

2018;11:22. doi: 10.1186/s40545-018-0149-7. 

17. Goode JV, Owen J, Page A, et al. Community-based pharmacy practice innovation and the 

role of the community-based pharmacist practitioner in the United States. Pharmacy (Basel) 

2019;7(3):106. doi: 10.3390/pharmacy7030106. 

18. Luetsch K. Attitudes and attributes of pharmacists in relation to practice change - A scoping 

review and discussion. Res Social Adm Pharm 2017;13(3):440-55 e11. doi: 

10.1016/j.sapharm.2016.06.010. 

19. International Pharmaceutical Federation (FIP). Advanced practice and specialization in 

pharmacy: global report 2015. The Hague (The Netherlands). 2015. 

20. Public Health England. The pharmacy offer for sexual health, reproductive health and HIV. 

In: Department of Health and Social Care, ed. London: Public Health England, 2019:25. 

21. Frost TP, Millard ME, Doyle IC. Pharmacists' prescribing authority: the Oregon approach. 

Am J Health Syst Pharm 2020;77(1):47-51. doi: 10.1093/ajhp/zxz256. 



 

 

 

104 

22. Houle SKD, Carter CA, Tsuyuki RT, et al. Remunerated patient care services and injections 

by pharmacists: An international update. J Am Pharm Assoc (2003) 2019;59(1):89-107. doi: 

10.1016/j.japh.2018.07.002. 

23. Raifman S, Orlando M, Rafie S, et al. Medication abortion: Potential for improved patient 

access through pharmacies. J Am Pharm Assoc (2003) 2018;58(4):377-81. doi: 

10.1016/j.japh.2018.04.011. 

24. Sneeringer RK, Billings DL, Ganatra B, et al. Roles of pharmacists in expanding access to 

safe and effective medical abortion in developing countries: A review of the literature. J Public 

Health Policy 2012;33(2):218-29. doi: 10.1057/jphp.2012.11. 

25. Wood H, Gudka S. Pharmacist-led screening in sexually transmitted infections: current 

perspectives. Integr Pharm Res Pract 2018;7:67-82. doi: 10.2147/iprp.s140426. 

26. Tak CR, Kessler LT, Scott MA, et al. Pharmacist-prescribed hormonal contraception: a 

review of the current landscape. J Am Pharm Assoc (2003) 2019;59(5):633-41. doi: 

10.1016/j.japh.2019.05.015. 

27. Chirewa B, Wakhisi A. Emergency hormonal contraceptive service provision via community 

pharmacies in the UK: a systematic review of pharmacists' and young women's views, 

perspectives and experiences. Perspectives in Public Health 2019:1757913919867356. doi: 

10.1177/1757913919867356. 

28. Gudka S, Afuwape FE, Wong B, et al. Chlamydia screening interventions from community 

pharmacies: a systematic review. Sex Health 2013;10(3):229-39. doi: 10.1071/SH12069. 

29. Tolentino V, Unni E, Montuoro J, et al. Utah pharmacists' knowledge, attitudes, and barriers 

regarding human papillomavirus vaccine recommendation. J Am Pharm Assoc (2003) 

2018;58(4S):S16-S23. doi: 10.1016/j.japh.2018.04.014. 

30. Ryder PT, Meyerson BE, Coy KC, et al. Pharmacists' perspectives on HIV testing in 

community pharmacies. J Am Pharm Assoc (2003) 2013;53(6):595-600. doi: 

10.1331/JAPhA.2013.12240. 

31. Albassam A, Awad A. Community pharmacists' services for women during pregnancy and 

breast feeding in Kuwait: a cross-sectional study. BMJ Open 2018;8(1):e018980. doi: 

10.1136/bmjopen-2017-018980. 



 

 

 

105 

32. Aragon KG, Conklin J, Lenell A, et al. Examining community-based pharmacist perceptions 

on the care of transgender patients. J Am Pharm Assoc (2003) 2019;59(4S):S62-S66. doi: 

10.1016/j.japh.2019.03.014. 

33. Gale A, Watson MC. The provision of current and future sexual health services from 

community pharmacies in Grampian, Scotland. Int J Clin Pharm 2011;33(2):183-90. doi: 

10.1007/s11096-010-9458-x. 

34. Jones EJ, Mackinnon NJ, Tsuyuki RT. Pharmaceutical care in community pharmacies: 

practice and research in Canada. Ann Pharmacother 2005;39(9):1527-33. doi: 

10.1345/aph.1E456. 

35. Canadian Pharmacists Association. A review of pharmacy services in Canada and the health 

and economic evidence Ottawa. 2016. https://www.pharmacists.ca/cpha-ca/assets/File/cpha-on-

the-issues/Pharmacy%20Services%20Report%201.pdf. 

36. Taylor JG, Joubert R. Pharmacist-led minor ailment programs: a Canadian perspective. Int J 

Gen Med 2016;9:291-302. doi: 10.2147/IJGM.S99540. 

37. University of Saskatchewan. Introduction to minor ailment and self-care prescribing. 

https://medsask.usask.ca/introduction-to-minor-ailment-and-self-care-prescribing.php (accessed 3 

December 2020). 

38. Bhatia S, Simpson S, Bungard T. Provincial comparison of pharmacist prescribing in Canada 

using Alberta’s model as the reference point. Can J Hosp Pharm 2017;70(5):349-57. doi: 

10.4212/cjhp.v70i5.1696. 

39. Lee R, McCarthy L. Canadian "minor ailments" programs: unanswered questions. Can 

Pharm J (Ott) 2015;148(6):302-4. doi: 10.1177/1715163515611144. 

40. Noseworthy J. Minor ailments across Canadian jurisdictions. Can Pharm J (Ott) 

2013;146(5):296-8. doi: 10.1177/1715163513502297. 

41. Guirguis LM, Hughes CA, Makowsky MJ, et al. Survey of pharmacist prescribing practices 

in Alberta. Am J Health Syst Pharm 2017;74(2):62-69. doi: 10.2146/ajhp150349. 

42. Schindel TJ, Yuksel N, Breault R, et al. Perceptions of pharmacists' roles in the era of 

expanding scopes of practice. Res Social Adm Pharm 2017;13(1):148-61. doi: 

10.1016/j.sapharm.2016.02.007. 

https://www.pharmacists.ca/cpha-ca/assets/File/cpha-on-the-issues/Pharmacy%20Services%20Report%201.pdf
https://www.pharmacists.ca/cpha-ca/assets/File/cpha-on-the-issues/Pharmacy%20Services%20Report%201.pdf
https://medsask.usask.ca/introduction-to-minor-ailment-and-self-care-prescribing.php


 

 

 

106 

43. Al Hamarneh YN, Rosenthal M, McElnay JC, et al. Pharmacists' perceptions of their practice: 

a comparison between Alberta and Northern Ireland. Int J Pharm Pract 2012;20(1):57-64. doi: 

10.1111/j.2042-7174.2011.00163.x. 

44. Schindel TJ, Yuksel N, Breault R, et al. Pharmacists' learning needs in the era of expanding 

scopes of practice: Evolving practices and changing needs. Res Social Adm Pharm 

2019;15(4):448-58. doi: 10.1016/j.sapharm.2018.06.013. 

45. von Elm E, Altman DG, Egger M, et al. The Strengthening the Reporting of Observational 

Studies in Epidemiology (STROBE) statement: guidelines for reporting observational studies. J 

Clin Epidemiol 2008;61(4):344-9. doi: 10.1016/j.jclinepi.2007.11.008. 

46. Archer T. Characteristics associated with increasing the response rates of web-based surveys. 

Practical Assessment, Research and Evaluation 2007;12(12):12. doi: 10.7275/ec5p-zg50. 

47. Blumenberg C, Menezes AMB, Gonçalves H, et al. The role of questionnaire length and 

reminders frequency on response rates to a web-based epidemiologic study: a randomised trial. 

Int J Soc Res Methodol 2019;22(6):625-35. doi: 10.1080/13645579.2019.1629755. 

48. Yuksel N, Schindel TJ, Eurich D, et al. From prescription to behind the counter: pharmacists 

views on providing emergency contraception. JPRCP 2011;1(2):19-29. 

49. Government of Canada. Health Canada updates prescribing and dispensing information for 

Mifegymiso. 2017. https://healthycanadians.gc.ca/recall-alert-rappel-avis/hc-sc/2017/65034a-

eng.php#:~:text=Mifegymiso%20can%20now%20be%20dispensed,health%20facility%20or%20

at%20home (accessed 20 November 2020). 

50. Rehnstrom Loi U, Gemzell-Danielsson K, Faxelid E, et al. Health care providers' perceptions 

of and attitudes towards induced abortions in sub-Saharan Africa and Southeast Asia: a 

systematic literature review of qualitative and quantitative data. BMC Public Health 2015;15:139. 

doi: 10.1186/s12889-015-1502-2. 

51. Davidson LA, Pettis CT, Joiner AJ, et al. Religion and conscientious objection: a survey of 

pharmacists' willingness to dispense medications. Soc Sci Med 2010;71(1):161-5. doi: 

10.1016/j.socscimed.2010.03.027. 

52. Alberta Health Services. 2018 Alberta HIV pre-exposure prophylaxis (PrEP) guidelines. 

2019. https://www.albertahealthservices.ca/assets/info/hp/srh/if-hp-srh-hiv-prep-guidelines.pdf. 

https://healthycanadians.gc.ca/recall-alert-rappel-avis/hc-sc/2017/65034a-eng.php#:~:text=Mifegymiso%20can%20now%20be%20dispensed,health%20facility%20or%20at%20home
https://healthycanadians.gc.ca/recall-alert-rappel-avis/hc-sc/2017/65034a-eng.php#:~:text=Mifegymiso%20can%20now%20be%20dispensed,health%20facility%20or%20at%20home
https://healthycanadians.gc.ca/recall-alert-rappel-avis/hc-sc/2017/65034a-eng.php#:~:text=Mifegymiso%20can%20now%20be%20dispensed,health%20facility%20or%20at%20home
https://www.albertahealthservices.ca/assets/info/hp/srh/if-hp-srh-hiv-prep-guidelines.pdf


 

 

 

107 

53. Rana J, Wilton J, Fowler S, et al. Trends in the awareness, acceptability, and usage of HIV 

pre-exposure prophylaxis among at-risk men who have sex with men in Toronto. Can J Public 

Health 2018;109(3):342-52. doi: 10.17269/s41997-018-0064-3. 

54. Mayer KH, Agwu A, Malebranche D. Barriers to the wider use of pre-exposure prophylaxis 

in the United States: a narrative review. Adv Ther 2020;37(5):1778-811. doi: 10.1007/s12325-

020-01295-0. 

55. Lu S, Rafie S, Hamper J, et al. Characterizing pharmacist-prescribed hormonal contraception 

services and users in California and Oregon pharmacies. Contraception 2019;99(4):239-43. doi: 

10.1016/j.contraception.2018.12.002. 

56. Rafie S, Cieri-Hutcherson NE, Frame TR, et al. Pharmacists' perspectives on prescribing and 

expanding access to hormonal contraception in pharmacies in the United States. J Pharm Pract 

2019:897190019867601. doi: 10.1177/0897190019867601. 

57. Gomez AM. Availability of pharmacist-prescribed contraception in California, 2017. JAMA 

2017;318(22):2253-54. doi: 10.1001/jama.2017.15674. 

58. Rodriguez MIM, K. J.; Swartz, J.; Edelman, A. B. Pharmacist prescription of hormonal 

contraception in Oregon: Baseline knowledge and interest in provision. Journal of the American 

Pharmacists Association: JAPhA 2016;56(5):521-6. 

59. Vajapey SP, Weber KL, Samora JB. Confidence gap between men and women in medicine- a 

systematic review. Curr Orthop Pract 2020;31(5):494-502. doi: 

10.1097/BCO.0000000000000906. 

60. Kukulu K, Korukcu O, Ozdemir Y, et al. Self-confidence, gender and academic achievement 

of undergraduate nursing students. J Psychiatr Ment Health Nurs 2013;20(4):330-5. doi: 

10.1111/j.1365-2850.2012.01924.x. 

61. Alberta College of Pharmacy. Additional prescribing authorization. 2020. 

https://abpharmacy.ca/additional-prescribing-authorization (accessed 1 December 2020). 

62. Makowsky MJ, Guirguis LM, Hughes CA, et al. Factors influencing pharmacists’ adoption of 

prescribing- qualitative application of the diffusion of innovations theory. Implement Sci 

2013;8:109. doi: 10.1186/1748-5908-8-109. 

63. Breault RR, Whissell JG, Hughes CA, et al. Development and implementation of the 

compensation plan for pharmacy services in Alberta, Canada. J Am Pharm Assoc (2003) 

2017;57(4):532-41. doi: 10.1016/j.japh.2017.05.004. 

https://abpharmacy.ca/additional-prescribing-authorization


 

 

 

108 

64. Houle SK, Grindrod KA, Chatterley T, et al. Publicly funded remuneration for the 

administration of injections by pharmacists: An international review. Can Pharm J (Ott) 

2013;146(6):353-64. doi: 10.1177/1715163513506369. 

65. Hilverding AT, Mager NAD. Pharmacists' attitudes regarding provision of sexual and 

reproductive health services. J Am Pharm Assoc 2017;57(4):493-97. doi: 

10.1016/j.japh.2017.04.464. 

66. Hastings TJ, Hohmann LA, McFarland SJ, et al. Pharmacists' attitudes and perceived barriers 

to human papillomavirus (HPV) vaccination services. Pharmacy (Basel) 2017;5(3):07. doi: 

10.3390/pharmacy5030045. 

67. Gauly J, Ross J, Hall I, et al. Pharmacy-based sexual health services: a systematic review of 

experiences and attitudes of pharmacy users and pharmacy staff. Sex Transm Infect 

2019;95(7):488-95. doi: 10.1136/sextrans-2019-054096. 

68. Gomez AM, McCullough C, Fadda R, et al. Facilitators and barriers to implementing 

pharmacist-prescribed hormonal contraception in California independent pharmacies. Women 

Health 2020;60(3):249-59. doi: 10.1080/03630242.2019.1635561. 

69. Kelly DV, Kielly J, Hughes C, et al. Expanding access to HIV testing through Canadian 

community pharmacies: findings from the APPROACH study. BMC Public Health 

2020;20(1):639. doi: 10.1186/s12889-020-08719-0. 

70. Gauly J, Ross J, Parsons J, et al. Staff and users’ experiences of pharmacy-based sexual and 

reproductive health services: a qualitative interview study from the UK. Pharmacy (Basel) 

2020;8(4) doi: 10.3390/pharmacy8040206. 

71. Urick BY, Meggs EV. Towards a greater professional standing: evolution of pharmacy 

practice and education, 1920-2020. Pharmacy (Basel) 2019;7(3) doi: 10.3390/pharmacy7030098. 

72. Abdolrasulnia M, Shewchuk RM, Roepke N, et al. Management of female sexual problems: 

perceived barriers, practice patterns, and confidence among primary care physicians and 

gynecologists. J Sex Med 2010;7(7):2499-508. doi: 10.1111/j.1743-6109.2010.01857.x. 

73. Kim MK, Arsenault C, Atuyambe LM, et al. Determinants of healthcare providers' 

confidence in their clinical skills to deliver quality obstetric and newborn care in Uganda and 

Zambia. BMC Health Serv Res 2020;20(1):539. doi: 10.1186/s12913-020-05410-3. 

74. Frankel G, Louizos C, Austin Z. Canadian educational approaches for the advancement of 

pharmacy practice. Am J Pharm Educ 2014;78(7):143. doi: 10.5688/ajpe787143. 



 

 

 

109 

75. Samari G, Puri M, Cohen R, et al. Pharmacy provision of medication abortion in Nepal: 

pharmacy owner and worker perspectives. Int Perspect Sex Reprod Health 2018;44(3):81-89. doi: 

10.1363/44e6518. 

76. Kapadia MZ, Warner P, Fairhurst K, et al. Assessing competencies and training needs of 

pharmacy staff to deliver chlamydia screening in community pharmacies. J Pharm Health Serv 

Res 2012;3(4):221-28. doi: 10.1111/j.1759-8893.2012.00101.x. 

77. Min AC, Andres JL, Grover AB, et al. Pharmacist comfort and awareness of HIV and HCV 

point-of-care testing in community settings. Health Promot Pract 2019:1524839919857969. doi: 

10.1177/1524839919857969. 

78. Canadian Institute for Health Information. Pharmacists in Canada, 2019 - Data Tables. 

Ottawa, ON. 2020. https://www.cihi.ca/en/pharmacists-in-canada-2019. 

79. Saleh A, Bista K. Examining factors impacting online survey response rates in educational 

research: perceptions of graduate students. J Multidiscip Res 2017;13(29):63-74. 

 

  

https://www.cihi.ca/en/pharmacists-in-canada-2019


 

 

 

110 

Table 3.1 Participants characteristics 

Characteristics    n (%) 

Gender  

Female 199 (66) 

Age range  

20-30 years 71 (24) 

31-40 years 120 (40) 

41-50 years 60 (20) 

51-60 years 41 (14) 

61-70 years 9 (3) 

71+ years 0 (0) 

Country of first pharmacy degree  

Canada 210 (69) 

Other   93 (31) 

Professional Education  

Bachelor of Pharmacy 239 (79) 

Doctor of Pharmacy (PharmD) 32 (11) 

Residency 3 (1) 

Post-professional or post-baccalaureate PharmD  3 (1) 

Master (MSc or Mpharm) 20 (7) 

Doctor of Philosophy (PhD)  4 (1) 

Years of registration as a pharmacist  

< 1 year   16 (5) 

1-5 years   92 (30) 

6-10 years   63 (21) 

11-20 years    68 (22) 

21-30 years   38 (13) 

>31 years 25 (8) 

Additional authorizations  

Additional prescribing authorization (APA) 201 (67) 

Injections authorization 290 (97) 

Practitioner Identification (Prac ID) 221 (74) 

Type of pharmacy  

Independent  83 (27) 

Corporate/chain  172 (57) 

Banner/franchise  44 (15) 

Other  3 (1) 

Area  

Large urban population area (>100,000)  178 (59) 

Medium urban population area (30,000 – 99,999)  59 (19) 

Small urban population area (1,000-29,999)  60 (20) 

Rural area (less than 999) 6 (2) 
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Table 3.2 Current SRH services provided by community pharmacists and plans to provide in the 

future  

 Service (n) 

Currently 

providing 

n (%) 

Planning to provide in future 

 

n* (%) 

   Yes No 
Do not 

know 

Pregnancy Tests 

Patient education on pregnancy tests (302) 211 (70)   27 (30)   13 (14)   51 (56) 

Ovulation Tests  

Patient education on ovulation tests (302) 152 (50)   46 (31)   24 (16)   79 (53) 

Contraception 

Dispense  

Combined hormonal contraceptives (with prescription) (303) 298 (98)     1 (20)     1 (20)     3 (60) 

Progestin-only birth control pill (e.g. mini-pill or POPs) (303) 299 (99)     0 (0)     2 (50)     2 (50) 

Injectable hormonal contraceptive (302) 293 (97)     4 (44)     1 (11)     4 (44) 

Levonorgestrel – IUD (303) 294 (97)     1 (11)     2 (22)     6 (67) 

Copper– IUD (302) 267 (88)   11 (31)     4 (11)   20 (57) 

Initial prescribing for  

Combined hormonal contraceptives (303)   81 (40)†   75 (36)   37 (18)   99 (47) 

Progestin-only birth control pill (e.g. mini-pill or POPs) (302)   71 (36)†   83 (37)   37 (16) 107 (47) 

Injectable hormonal contraceptive (303)   49 (24)†   85 (34)   47 (19) 119 (47) 

Levonorgestrel – IUD (303)   17 (8)†   49 (17) 116 (41) 117 (42) 

Copper– IUD (303)   10 (5)†   41 (14) 127 (44) 123 (42) 

Extend/renew prescriptions for     

Combined hormonal contraceptives (302) 298 (99)     2 (50)     1 (25)      1 (25) 

Progestin-only birth control pill (e.g. mini-pill or POPs) (303) 290 (96)     5 (39)     1 (8)     7 (54) 

Injectable hormonal contraceptive (303) 273 (90)     7 (23)     7 (23)   16 (53) 

Levonorgestrel – IUD (303)   45 (15)   28 (11) 124 (48) 106 (41) 

Copper– IUD (303)   39 (13)   26 (10) 131 (50) 107 (40) 

Administration of      

Injectable hormonal contraceptive (303) 261 (90)§   13 (34)     9 (24)   16 (42) 

Patient education on      

Combined hormonal contraceptives (303) 295 (97)     1 (14)     1 (14)     5 (71) 

Progestin-only birth control pill (e.g. mini-pill or POPs) (303) 292 (96)     2 (20)     0 (0)     8 (80) 

Injectable hormonal contraceptive (302) 285 (94)     6 (35)     1 (6)   10 (59) 

Levonorgestrel – IUD (303) 272 (90)     9 (30)     7 (23)   14 (47) 

Copper– IUD (302) 257 (85)   14 (31)     9 (20)   22 (49) 

Barrier contraception for men (303) 210 (69)   17 (18)   22 (24)   54 (58) 
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Barrier contraception (non-hormonal) for women (303) 147 (49)   41 (27)   27 (17)   87 (56) 

Emergency contraception  

Provision of EC pills (Levonorgestrel only pills, e.g. Plan B®) (303) 294 (97)     0 (0)     7 (78)     2 (22) 

Patient education on EC (Levonorgestrel only pills, e.g. Plan B®) 

(303) 
296 (98)     0 (0)     4 (57)     3 (43) 

Medial abortion medications 

Dispense abortion medications (e.g. Mifegymiso®) (303) 116 (38)   49 (26)   58 (31)   80 (43) 

Patient education on abortion medications (303) 168 (55)   36 (27)   37 (27)   62 (46) 

STBBI (chlamydia, gonorrhea, hepatitis B and C, genital  

herpes, syphilis, trichomoniasis, HIV/AIDS, HPV) 

Patient education on STBBI prevention (303) 216 (71)   29 (33)   17 (20)   41 (47) 

Initial prescribing for STBBI treatment (303)   26 (13)†   66 (24)   77 (28) 133 (48) 

Gonorrhoea   24 (89) 

Chlamydia    23 (85) 

Genital Herpes    19 (70) 

Hepatitis C     3 (11) 

Patient education on STBBI treatment (300) 247 (82)   10 (19)     8 (15)   34 (65) 

Dispense HIV PrEP (303) 136 (45)   42 (25)   30 (18)   95 (57) 

Administration of the HPV vaccine (303) 272 (94)§     9 (36)     7 (28)     9 (36) 

Patient education on HPV vaccine (303) 290 (96)     2 (15)     3 (23)     8 (62) 

Maternal and perinatal health 

Patient education on nutrition and vitamin supplementation for 

prenatal and pregnancy care (303) 
278 (92)     6 (24)     6 (24)   13 (52) 

Provision of information on safety of medications in pregnancy (302) 297 (98)     0 (0)     2 (40)     3 (60) 

Provision of information of recommended vaccines for women prior 

to and during pregnancy (303) 
259 (86)   19 (43)     9 (21)   16 (36) 

Administration of recommended (or routine) vaccines in pregnancy 

(303) 
249 (86)§   16 (32)     9 (18)   25 (50) 

Provision of information on safety of medications in breastfeeding 

(303) 
298 (98)     0 (0)     1 (20)     4 (80) 

General Sexual Health 

Patient education on sexual dysfunction related to medications (302) 255 (84)   19 (40)     3 (6)   25 (53) 

Help female patients identify/select options for sexual dysfunction 

(303) 
102 (34)   81 (40)   13 (7) 107 (53) 

Help male patients identify/select options for sexual dysfunction 

(303) 
207 (68) 128 (64)   13 (7)   58 (29) 

Address sexual health concerns/needs of LGBTQ+ patients (303) 132 (44)   63 (37)   20 (12)   88 (52) 

SRH Sexual and Reproductive Health; IUD Intrauterine Device; EC Emergency Contraception; STBBI Sexually Transmitted and Blood-Borne Infections, HIV 

Human Immunodeficiency Virus; PrEP Pre-exposure Prophylaxis; HPV Human Papilloma Virus; LGBTQ+ lesbian, gay, bisexual, transgender and queer (or 

questioning) and others 

Responses varied between 300 and 303 -  * Total responses based on “No” answers to currently providing questions 

† Number of pharmacists with APA who reported providing initial prescribing  

§ Number of pharmacists with injections authorization who reported administering injection 
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Table 3.3 Pharmacists perception of most demanded SRH services by patients 

SRH topic n (%) 

Hormonal contraceptives  286 (95) 

Emergency contraception 233 (77) 

Injectable hormonal contraceptive  191 (63) 

Pregnancy tests  176 (58) 

Pregnancy/Postpartum/Breastfeeding 162 (54) 

Intrauterine devices (Copper-IUD, Levonorgestrel-IUD) 139 (46) 

Sexual dysfunction  97 (32) 

Barrier contraception for men  68 (23) 

STBBI treatment  40 (13) 

General sexual health  33 (11) 

Ovulation tests 21 (7) 

STBBI prevention  14 (5) 

Abortion medications 10 (3) 

Barrier contraception for women  5 (2) 

Sexual health concerns of LGBTQ+ patients 5 (2) 

STBBI testing  3 (1) 

SRH Sexual and Reproductive Health; IUD Intrauterine Device; STBBI Sexually Transmitted and Blood-Borne Infections; LGBTQ+  

lesbian, gay, bisexual, transgender and queer (or questioning) and others 
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Table 3.4 Number (%) of responses to attitudes towards the provision of SRH services 

 Strongly 

disagree 
Disagree Neutral Agree 

Strongly 

agree 
Median 

IQR 

(Q1-

Q3) 

It is an important part of a community 

pharmacist’s role to offer advice on 

sexual and reproductive health. 

(n=300) 

5 (2) 2 (1) 13 (4) 129 (43) 151 (50) 5 4-5 

Community pharmacists are 

adequately trained to provide advice 

on SRH matters. (n=303) 

8 (3) 34 (11) 55 (18) 151 (50) 55 (18) 4 3-4 

There is a need for SRH services in the 

local area near the community 

pharmacy where I work. (n=303) 

4 (1) 19 (6) 74 (24) 140 (46) 66 (22) 4 3-4 

Young people (25 years old and 

below) use/would use SRH services in 

the community pharmacy where I 

work. (n=300) 

5 (2) 17 (6) 72 (24) 150 (50) 56 (19) 4 3-4 

Pharmacists know when to advise 

patients on the need to consult a 

physician for SRH advice/treatment. 

(n=303) 

3 (1) 11 (4) 34 (11) 157 (57) 98 (32) 4 4-5 

Community pharmacists should be 

more involved in sexually transmitted 

infections prevention, screening, 

testing, and treatment. (n=301) 

6 (2) 29 (10) 69 (23) 111 (37) 86 (29) 4 3-5 

The patient is more likely to ask 

questions about SRH to a community 

pharmacist than his/her doctor. 

(n=302) 

18 (6) 61 (20) 90 (30) 87 (29) 46 (15) 3 2-4 

In the community pharmacy where I 

work, the SRH services currently 

offered are used regularly. (n=300) 

10 (3) 46 (15) 94 (31) 125 (42) 25 (8) 3.5 3-4 

As a pharmacist, I have an ethical 

responsibility to provide SRH services. 

(n=298) 

3 (1) 6 (2) 24 (8) 157 (53) 108 (36) 4 4-5 

There is a need to expand the provision 

of SRH services in the community 

pharmacy where I work. (n=300) 

4 (1) 29 (10) 91 (30) 121 (40) 55 (18) 4 3-4 

I would feel embarrassed giving SRH 

advice to patients. (n=303) 
119 (39) 121 (40) 41 (14) 20 (7) 2 (1) 4 4-5 

I have religious or moral objections to 

providing some SRH services. (n=302)  
169 (56) 72 (24) 13 (4) 30 (10) 18 (6) 5 4-5 

SRH Sexual and Reproductive Health; IQR Interquartile Range 

Median and IQR determined by the survey responses on a 5-point Likert scale, where 1 = strongly disagree and 5 = strongly agree 

Total responses varied between 298-303 
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Table 3.5 Number (%) of responses to factors that may influence the provision of SRH services  

Factors (n) 

No 

effect on 

the 

services 

Little 

impact 

on the 

services 

Neutral 

Somewhat 

impacts 

the 

services 

Impacts 

the 

services 

to a great 

extent 

Median 
IQR 

(Q1-Q3) 

Pharmacists’ knowledge (302) 7 (2) 20 (7) 13 (4) 98 (32) 164 (54) 5 4-5 

Pharmacy education at 

university (302) 
10 (3) 24 (8) 55 (18) 117 (39) 96 (32) 4 3-5 

Opportunities for professional 

development (303) 
5 (2) 20 (7) 38 (13) 118 (39) 122 (40) 4 4-5 

Time required to provide 

services (301) 
3 (1) 18 (6) 14 (5) 106 (35) 160 (53) 5 4-5 

Compensation for services 

(301) 
9 (3) 19 (6) 40 (13) 116 (39) 117 (39) 4 4-5 

Community pharmacist’s 

motivation to offer services 

(301) 

7 (2) 18 (6) 38 (13) 128 (43) 110 (37) 4 4-5 

Pharmacy owner/manager’s 

motivation to support the offer 

of services (303) 

13 (4) 28 (9) 51 (17) 105 (35) 106 (35) 4 3-5 

Public acceptance of services 

provided by pharmacists (303) 
9 (3) 23 (8) 41 (14) 116 (38) 114 (38) 4 4-5 

Consultation space 

(private/semiprivate room) 

(301) 

18 (6) 25 (8) 25 (8) 80 (27) 153 (51) 5 4-5 

Pharmacy staffing (workload, 

available staff) (302) 
2 (1) 6 (2) 19 (6) 88 (29) 187 (62) 5 4-5 

Access to practice tools or 

guidelines (302) 
8 (3) 15 (5) 21 (7) 110 (36) 148 (49) 4 4-5 

Access to patients’ information 

(302) 
10 (3) 34 (11) 39 (13) 97 (32) 122 (40) 4 3-5 

Sharing information with other 

health professionals (300) 
6 (2) 41 (14) 65 (22) 107 (36) 81 (27) 4 3-5 

Patients’ perception of 

confidentiality being maintained 

by pharmacists (300) 

14 (5) 38 (13) 46 (15) 79 (26) 126 (42) 4 3-5 

SRH Sexual and Reproductive Health; IQR Interquartile Range 

Median and IQR determined by the survey responses on a 5-point Likert scale, where 1 = no effect on the services and 5 = Impacts the services to a great 
extent 

Total responses varied between 301-303 
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Table 3.6 Number (%) of responses to self-reported confidence on patient SRH education  

SRH topic (n) 
Not at all 

confident 

Only 

slightly 

confident 

Somewhat 

confident 

Moderately 

confident 

Very 

confident 
Median 

IQR 

(Q1-Q3) 

Pregnancy tests (303) 5 (2) 7 (2) 23 (8) 88 (29) 180 (59) 5 4-5 

Ovulation tests (301) 23 (8) 31 (10) 75 (25) 85 (28) 87 (29) 4 3-5 

Barrier contraception for 

men (300) 
5 (2) 12 (4) 36 (12) 91 (30) 156 (52) 5 4-5 

Barrier contraception 

(non-hormonal) for 

women (301) 

28 (9) 63 (21) 59 (20) 86 (29) 65 (22) 4 2-4 

Hormonal contraceptives 

(302) 
0 (0) 9 (3) 20 (7) 84 (28) 189 (63) 5 4-5 

Injectable hormonal 

contraceptive (300) 
0 (0) 9 (3) 20 (7) 101 (34) 170 (57) 5 4-5 

IUD (302) 2 (1) 22 (7) 53 (18) 115 (38) 110 (36) 4 3-5 

Abortion medications 

(302) 
49 (16) 77 (25) 83 (27) 59 (20) 34 (11) 3 2-4 

Emergency contraception 

(300) 
3 (1) 7 (2) 21 (7) 90 (30) 179 (60) 5 4-5 

STBBI treatment (300) 16 (5) 40 (13) 66 (22) 111 (37) 67 (22) 4 3-4 

STBBI prevention (303) 36 (12) 65 (21) 83 (27) 74 (24) 45 (15) 3 2-4 

STBBI testing (301) 114 (38) 67 (22) 60 (20) 35 (12) 25 (8) 2 1-3 

Prenatal Care/Pregnancy 

(301) 
2 (1) 23 (8) 38 (13) 114 (38) 124 (41) 4 4-5 

Postpartum/Breastfeeding 

(301) 
2 (1) 18 (6) 50 (17) 111 (37) 120 (40) 4 4-5 

Male sexual dysfunction 

(302) 
11 (4) 26 (9) 75 (25) 121 (40) 69 (23) 4 3-4 

Female sexual 

dysfunction (301) 
38 (13) 84 (28) 92 (31) 59 (20) 28 (9) 3 2-4 

Sexual health concerns of 

LGBTQ+ patients (302) 
79 (26) 68 (23) 96 (32) 46 (15) 13 (4) 3 1-3 

General sexual health 

(302) 
3 (1) 26 (9) 80 (26) 148 (49) 45 (15) 4 3-4 

SRH Sexual and Reproductive Health; IUD Intrauterine Device; STBBI Sexually Transmitted and Blood-Borne Infections; LGBTQ+ lesbian, gay, bisexual, 
transgender and queer (or questioning) and others; IQR Interquartile Range 

Median and IQR determined by the survey responses on a 5-point Likert scale, where 1 = not at all confident and 5 = very confident 

Total responses varied between 300-303 
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Table 3.7 Pharmacists preferences for additional training on SRH topics 

SRH topic n (%) 

STBBI treatment  163 (64) 

STBBI prevention  140 (55) 

STBBI testing  132 (52) 

Sexual health concerns of LGBTQ+ patients 126 (50) 

Abortion medications 121(48) 

Sexual dysfunction  99 (39) 

Intrauterine devices (Copper-IUD, Levonorgestrel-IUD) 76 (30) 

General sexual health  68 (27) 

Ovulation tests 68 (27) 

Hormonal contraceptives  61 (24) 

Pregnancy/Postpartum/Breastfeeding 57 (22) 

Barrier contraception for women  49 (19) 

Injectable hormonal contraceptive  26 (10) 

Pregnancy tests  26 (10) 

Emergency contraception 21 (8) 

Barrier contraception for men  7 (3) 
 

SRH Sexual and Reproductive Health; IUD Intrauterine Device; STBBI Sexually Transmitted and Blood-Borne Infections; LGBTQ+ lesbian, gay, 

bisexual, transgender and queer (or questioning) and others 

 

 

Table 3.8 Pharmacists preferences for additional training on SRH competencies 

SRH competency based on WHO guidelines n (%) 

Referrals – gain knowledge in providing references when necessary  

(community-based resources and/or other health care providers) 
189 (75) 

Counselling – use of appropriate and straightforward language  171 (68) 

Education and counselling – recognize individual needs 165 (66) 

Delivery of SRH care – deliver according to individuals and community's needs 161 (64) 

Gender differences and diversity – identification and respect 154 (61) 

Health history recompilation – focus on factors related to SRH 140 (56) 

Respect individual dignity – approach all clients in a non-judgmental and non-discriminatory manner  99 (39) 

Confidentiality and privacy – application to SRH 72 (29) 

SRH Sexual and Reproductive Health; WHO World Health Organization 
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Table 3.9 Multivariate analysis for self-reported confidence scores about providing patient 

education on SRH topics 

 
 Self-reported confidence score 

Predictor Regression coefficient (95% CI) p-value 

Number of services currently provided 0.85 (0.68-1.03) < 0.0001 

Gender (ref: Male)   

Female -1.66 (-4.13-0.81) 0.187 

Age range (ref: 20-30 years)   

31-40 years 1.87 (-1.27-5.02) 0.242 

41-50 years 3.46 (-0.23-7.15) 0.066 

>51 years 4.05 (0.28-7.8) 0.036 

Country of first pharmacy degree (ref: Other)   

Canada 4.68 (1.86-7.50) 0.001 

Pharmacy Education (ref: BScPharm)   

PharmD -1.84 (-0.79-2.10) 0.359 

Residency + post professional PharmD  0.14 (-7.7-7.99) 0.972 

Graduate (MSc + Ph.D)  1.41 (-3.12-5.95) 0.541 

SRH Sexual and Reproductive Health 
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Table 3.10 Univariate analysis for factors associated with initial prescribing by pharmacists with APA (n=201) 

 

* p  0.05; OR odds ratios; CI confidence interval; (R) reference; IUD intrauterine device; STBBI sexually transmitted infections 

 Initial prescribing 

 
Combined hormonal 

contraceptive 
Progestin-only pills 

Injectable 

contraceptives 
Levonosgestrel-IUD Copper-IUD STBBI 

Predictor OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) 

Gender (ref: Male)  

Female 0.43 (0.25-0.71)* 0.42 (0.25-0.72)* 0.50 (0.27-0.92)* 0.35 (0.14-0.85)* 0.27 (0.07-0.92)* 0.79 (0.35-1.86) 

Age range  

(ref: 20-30 years) 
 

31-40 years 1.47 (0.77-2.88) 1.62 (0.80-3.44) 1.87 (0.81-4.69) 0.69 (0.20-2.50) 3.68 (0.61-70.35) 2.04 (0.69-7.46) 

41-50 years 0.98 (0.44-2.17) 1.23 (0.52-2.93) 1.48 (0.67-4.89) 1.47 (0.42-5.34) 3.68 (0.46-75.58) 1.86 (0.51-7.60) 

>51 years 1.52 (0.68-3.37) 2.16 (0.93-5.12) 1.73 (0.61-4.96) 1.15 (0.28-4.56) 1.43 (0.06-36.71) 1.07 (0.20-5.07) 

Country of first 

pharmacy degree  

(ref: Other) 

 

Canada 1.44 (0.85-2.42) 1.48 (0.85-2.56) 2.10 (1.10-3.78)* 0.90 (0.31-2.29) 1.93 (0.54-6.58) 2.28 (1.01-5.10)* 

Years of registration as 

a pharmacist  

(ref: 0-5 years)  

 

6-10 years  1.57 (0.80-3.05) 1.90 (0.92-3.94)* 1.50 (0.66-3.36) 1.40 (0.33-5.48) 0.56 (0.03 – 4.52) 1.82 (0.64-5.20) 

11-20 years  1.22 (0.62-2.37) 1.83 (0.90-3.76)* 1.49 (0.67-3.30) 2.363 (0.72-8.30) 4.02 (1.07-1.92)** 1.67 (0.58-4.76) 

>21 years  1.01 (0.49-2.01) 1.40 (0.65-2.99) 0.84 (0.32-2.03) 1.78 (0.48-6.63) - (-) 0.41 (0.06-1.70) 

APA (ref: Yes) 6.21 (3.18-13.36)* 16.48 (5.36-45.37)* 10.64 (3.77-44.58)* 2.26 (0.81-8.03) 5.29 (0.99-97.73) 15.01 (3.12-269.86)* 

Prac ID (ref: Yes) 2.60 (1.41-5.08)* 2.65 (1.36-5.58)* 2.30 (1.08-5.48)* 1.20 (0.45-3.78) 1.70 (0.43-11.30) 3.21 (1.08-13.77) 

Area (ref: Large urban)  

Medium urban 2.03 (1.08-3.76)* 1.93 (0.99-3.71)* 2.55 (1.20-5.34)* 3.33 (1.17-9.49)* 2.65 (0.74- 9.15) 1.99 (0.75-5.00) 

Small urban + rural 1.48(0.79-2.71) 1.89 (0.99-3.56)* 2.39 (1.15-43.92)* 1.74 (0.51-5.43) - (-) 1.27 (0.43-3.37) 
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Table 3.11 Univariate analysis for factors associated with administration of injections by pharmacists with injections authorization 

(n=290) 

* p  0.05; OR odds ratios; CI confidence interval; HPV human papillomavirus 

 Administration of injections 

 Injectable contraceptives 

OR (95% CI) 

HPV vaccine 

OR (95% CI) 

Recommended vaccines in pregnancy 

OR (95% CI) Predictor 

Gender (ref: Male)  

Female 0.61 (0.23-1.42) 2.12 (0.80-5.61) 0.81 (0.38-1.63) 

Age range (ref: 20-30 

years) 
 

31-40 years 1.54 (0.55-4.25) 0.72 (0.19-2.32) 1.82 (0.78-4.23) 

41-50 years 0.670 (0.25-1.96) 1.69 (0.32-12.54) 1.66 (0.63-4.72) 

>51 years 1.92 (0.52-9.16) 0.90 (0.19-4.77) 1.13 (0.43-3.10) 

Country of first pharmacy 

degree (ref: Other) 
 

Canada 1.92 (0.80-5.34) 0.57 (0.22-1.54) 0.90 (0.45-1.84) 

Years of registration as a 

pharmacist (ref: 0-5 years)  
 

6-10 years  1.16 (0.39-3.88) 0.74 (0.25-2.36) 1.17 (0.50-2.91) 

11-20 years  0.76 (0.28-2.10) - (-) 3.21 (1.13-11.51) 

>21 years  0.91 (0.32-2.81) 1.11 (0.33-4.33) 0.99 (0.43-2.40) 

APA (ref: Yes) 4.54 (2.06-10.59)* 2.70 (1.03-7.31)* 2.74 (1.40-5.40)* 

Prac ID (ref: Yes) 4.21 (1.92-3.90)* 3.98 (1.51-10.83)* 1.40 (0.67-2.82) 

Type of pharmacy  

(ref: Independent) 
 

Corporate/Chain 2.50 (1.05-6.06)* 2.90 (1.04-7.31)* 2.37 (1.11- 5.05)* 

Banner/Franchise 1.33 (0.45-4.43) 3.98 (1.51-98.95) 1.07 (0.43-2.90) 
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Figure 3.1 Availability of SRH products and services* 

 

SRH Sexual and Reproductive Health, STBBI Sexually Transmitted and Blood-Borne Infections, HIV Human Immunodeficiency Virus, HCV 

Hepatitis C Virus, HPV Human Papillomavirus 

* Total responses varied between 297 and 303 
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Chapter 4. Summary 

4.1 General Discussion 

Since sexual and reproductive health (SRH) problems represent major health challenges, 

improved access to high-quality SRH services is needed worldwide. Some SRH services do not 

require highly specialized secondary level care, and therefore can be incorporated into primary 

health care (PHC) for comprehensive, accessible, and patient-centred delivery.1 As part of a diverse 

and skilled primary care workforce,2 pharmacists are increasingly playing a role in the delivery of 

SRH services.3 Legislation and expansion of the scope of pharmacists’ practice have supported 

new roles in patient care.4,5 However, pharmacists extended roles in a broad range of SRH are not 

fully described. Further information is needed to understand pharmacists’ current involvement and 

factors that influence the delivery of SRH services. This thesis aimed to explore community 

pharmacists’ extended roles, practice experiences, and attitudes towards the provision of a wide 

range of SRH services. Different methodologies, a scoping review and a cross-sectional study, 

were used to address the research questions and describe the type of services and SRH topics that 

are part of community pharmacists’ practice. The results from both projects will contribute to 

advancing community pharmacists as PHC providers of several SRH services. 

4.1.1 Community Pharmacists’ Roles in Sexual and Reproductive Health: A Scoping Review 

The first project was a scoping review of the literature that aimed to identify and synthesize 

research that reported community pharmacists extended (patient-centred) services across a broad 

range of SRH areas. Using the methodological framework developed by Arksey and O’Malley,6 

and reporting according to the Preferred Reporting Items for Systematic Reviews and Meta-

Analyses protocol extension for Scoping Reviews (PRISMA-ScR),7 we identified 43 articles. Most 

studies used a quantitative study design. The included articles addressed 4 main SRH topics: 
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sexually transmitted and blood-borne infections (STBBI), contraception, pregnancy, and sexual 

dysfunction. The main pharmacists’ activity varied across studies, including screening, prescribing, 

provision of medication, injection administration, education and counselling, screening and 

treatment, and referral.  

Eleven studies reported the feasibility of pharmacy-based services for different SRH 

topics.8-18 Users’ acceptance and experiences were evaluated in 12 studies, and overall, SRH 

services were highly accepted and valued by users.10,12,13,15,18-25 Moreover, three studies that 

focused on pharmacists’ administration of injectable contraceptives administration reported that 

the high acceptance rate among women was due to the convenient access to community 

pharmacies.14,18,22 Several advantages of accessing these services at community pharmacies were 

reported in the studies, such as the location, extended opening hours, short waiting times and no 

appointments necessary, anonymity, and the continuous presence of friendly healthcare 

professionals with a non-judgmental approach. These findings suggest that pharmacy based SRH 

services enhance access to care, users’ experiences, and the uptake of services.  

Several barriers were also noted when implementing these services. Integration of 

services into the daily workflow, pharmacists’ remuneration, cost and reimbursement for patients, 

and policy regulations were commonly reported challenges to expanding SRH services in 

pharmacies. It seems likely that these factors should be considered when planning to provide 

these services in a pharmacy setting. Our work has led us to conclude that community 

pharmacists can play an essential role in the global SRH agenda by enhancing access to SRH 

services. However, the exclusion of studies exploring this topic that used mystery clients or 

simulated patients approaches and the variability in reporting results and details across studies 

may limit the performance of a broader synthesis.   
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As far as we know, this is the first scoping review identifying and synthesizing research 

that reported community pharmacists' extended services across SRH areas. Gauly et al. completed 

a systematic review focused on pharmacy staff and users’ experiences and attitudes towards a wide 

range of pharmacy-based SRH services.26 Overall, pharmacy staff found the provision of SRH 

services feasible and users perceived these services as accessible and convenient.26 These authors 

found insufficient literature on some SRH topics, such as syphilis screening, gonorrhea screening, 

and hepatitis B vaccination.26 Also, they noted that few studies included the delivery of two or 

more SRH services.26 These gaps are similar to the ones we found in our scoping review. Even 

though we used different eligibility criteria, these findings suggest that future research should 

evaluate the delivery of integrated SRH services provided by community pharmacists and include 

additional STBBI and contraceptive methods services. Moreover, the available literature is mostly 

descriptive and future research is needed using other study designs.  

The results from our scoping review support that pharmacists’ roles have expanded beyond 

dispensing practice in SRH. The integration of community pharmacy based SRH services into PHC 

may be an excellent option for addressing the health system burden and enhancing access to 

patient-centred care delivered in the community. This is particularly important in the era of 

COVID-19, where access to health services has been greatly impacted. 

4.1.2 Community Pharmacists’ Roles in Sexual and Reproductive Health: Practices and Attitudes 

Toward the Provision of Services  

The second project within this thesis was a cross-sectional study using a web-based survey 

to primarily explore Alberta community pharmacists' practices and attitudes towards the provision 

of SRH services. This study also assessed self-reported confidence in providing SRH education, 

additional training preferences, as well as examined factors influencing pharmacists’ overall 
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confidence in providing SRH education and delivery of extended SRH services (initial prescribing 

and injections administration). We developed and validated the survey instrument, considering the 

scope of pharmacists' practice in the province of Alberta. The survey covered the following SRH 

topics: pregnancy tests, ovulation tests, contraception (non-hormonal and hormonal), emergency 

contraception, abortion medications, sexually and blood-borne transmitted infections (STBBI), 

maternal and perinatal health, and general sexual health. 

Overall, participants in this study reported providing traditional and extended services in 

different SRH areas. The majority of participants indicated dispensing medication and educating 

patients as part of their current practice, especially in contraception, STBBI and prenatal health. In 

terms of extended services, the majority of participants reported extending prescriptions for 

hormonal contraceptives, progestin-only pills, and injectable contraceptives. More than two-thirds 

(67%) of pharmacists in this study declared having additional prescribing authorization (APA), of 

whom up to 40% reported initial prescribing for different contraceptive methods, and about 13% 

for STBBI treatment.  

After conducting a univariate regression analysis, some pharmacists’ characteristics were 

found to be statistically significant predictors of the provision of contraceptive initial prescribing 

among pharmacists with APA. Gender was found to be a predictor of initial prescribing for 

contraception. Male participants were more likely to provide initial prescriptions for any type of 

contraceptives, including hormonal contraception, progestin-only pill, injectable contraceptive, 

and levonorgestrel and copper IUDs, than female participants. In contrast, the country of first 

pharmacy degree (within Canada versus outside of Canada) was found as predictors of initial 

prescribing for some medications. Participants who received their first pharmacy degree in Canada 

were more likely to provide initial prescriptions for combined hormonal contraception, progestin-
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only pill, injectable contraceptives, and STBBI treatment than participants who received their first 

pharmacy degree outside of Canada.  

Participants were highly involved in the administration of injections. Almost all 

pharmacists (97%) reported having injections authorization. Of those, most participants indicated 

they were currently administering injections, such as injectable contraceptives (90%), HPV vaccine 

(94%), and vaccines recommended for pregnant women (86%). After conducting a univariate 

regression analysis, APA and type of pharmacy were found to be statistically significant predictors. 

Participants working at a franchise/chain pharmacy and those who had APA were more likely to 

administer injections than participants working at an independent pharmacy and not having APA, 

respectively.  

In general, participants had a positive attitude towards their roles as SRH providers. 

Participants reported feeling very confident in providing SRH education in the areas of 

contraception: hormonal contraceptives (63%), injectable contraceptives (60%), emergency 

contraception (59%), pregnancy test (57%), and barrier contraception for men (52%). However, 

there were some specific topics with lower self-reported confidence scores. Participants most 

commonly reported they were not at all confident providing education in the areas of STBBI testing 

(38%), and sexual health concerns of lesbian, gay, bisexual, transgender, queer or questioning, and 

others (LGBTQ+) (26%). After multivariate regression analysis, the number of services provided 

and country of first pharmacy degree were found as predictors of self-reported overall confidence 

scores in providing SRH education. More services provided and the completion of the first 

pharmacy degree in Canada were positively related to overall confidence scores in providing SRH 

education.  
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This is one of the few studies exploring community pharmacists' practices and attitudes 

towards the provision of several SRH services, and the first conducted in Canada (Alberta), where 

pharmacists have an expanded scope of practice. Gale and Watson also explored activities and 

attitudes of community pharmacists related to SRH services in Scotland in 2008.27 They described 

a series of products and services available in pharmacies at the time. We used a similar study 

design, but the survey content reflected the current scope of practice in Alberta. This study included 

the prescribing of several contraceptive methods and STBBI treatment, administration of 

injections, provision of PrEP, and abortion medications. The main factors influencing the provision 

of SRH services reported in our survey are consistent with the results from previous studies.27,28 

Pharmacists in our study showed a positive attitude towards their role in SRH and also expressed 

interest in additional training to expand their roles, similar to what Gale and Watson reported 

earlier.27  

The results of our study suggest that community pharmacists play a relevant role in society 

as SRH providers and participants were engaged in providing a wide range of SRH services in 

Alberta. The findings showed that pharmacist in this study provided traditional and extended SRH 

services. Still, to position pharmacists as SRH providers, several factors and additional support 

should be considered. Continued advancement in the SRH agenda will benefit from understanding 

community pharmacists’ roles in SRH since addressing SRH needs at the community level will 

help increase access to high-quality patient-centred care for everyone. 

4.2 Implications and Future Directions 

4.2.1 Pharmacy Practice 

The results of this research highlight that community pharmacists are involved in SRH and 

have a positive attitude towards the provision of SRH services. Integrating community pharmacists 
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as SRH providers in the community is a critical recommendation from this thesis. The provision of 

traditional and extended SRH services by community pharmacists can enhance access and reach 

diverse groups. Pharmacy-based services should be considered when planning policy, approaches, 

and interventions to address challenges and gaps in SRH care. However, successful integration of 

SRH services requires addressing challenges, such as incorporating services into the daily 

pharmacy workflow, pharmacy staffing, legislation and policies that regulate pharmacists’ 

remuneration for the services, additional training for pharmacists, and strategies to promote patient 

engagement.  

While our results suggest community pharmacists are already involved in a variety of SRH 

areas, there is an opportunity to further build on this to establish their role as SRH providers. 

Advertising available SRH services and being attentive to other issues associated with SRH, such 

as stigma and discrimination, are important in improving patients’ experiences. Pharmacists’ roles 

in SRH should also be recognized and adopted as part of regional and national strategy frameworks. 

We also suggest incorporating a strong foundation when designing, implementing, and evaluating 

interventions involving pharmacists, such as the SRH framework and operational approach by the 

WHO,29 in order to achieve high-quality SRH care for everyone. Support from professional 

organizations, including opportunities for additional training identified in this research, is also 

needed to advance pharmacists’ SRH roles.  

4.2.2 Pharmacy Education 

Based on these findings, we suggest addressing pharmacists’ SRH roles and integrating 

traditional and extended services in educational contexts. Results from our survey suggest that 

pharmacists would like to expand their role in SRH and have access to additional training. SRH 

topics including STBBI (treatment, prevention, testing), sexual health concerns of LGBTQ+ 
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patients, abortion medications, as well as female sexual dysfunction should be incorporated into 

undergraduate pharmacy programs and additional training opportunities for professionals. As the 

role of pharmacists has evolved into a more patient-centred philosophy, core competencies are 

needed in addition to knowledge in SRH areas. For that purpose, we suggest incorporating the 

competencies published by the World Health Organization (WHO) in its document “Core 

competencies for SRH primary care providers”30 in educational strategies.  

Pharmacy curricula needs to be dynamic to prepare students for changes in scope of practice 

as well as evolving and complex issues in health care delivery. The inclusion of a holistic approach 

to sexual health, the vision of the diversity of needs across life and populations, and respectful and 

positive approaches to SRH29 are some examples of foundations to guide the development of 

pharmacists’ comprehensive skills. Future pharmacists need to possess the knowledge and skills to 

deliver high quality accessible SRH services, which includes addressing stigma and other barriers 

to care.  

4.2.3 Pharmacy Research 

The results from the scoping review and survey are useful to guide future research. From 

the scoping review, we identified relevant literature gaps regarding the SRH topics covered by 

other studies. Future research is needed related to pharmacist prescribing of long-acting 

contraceptives, screening for other STI, like gonorrhea and syphilis, among others. Moreover, 

limited studies have focused on SRH as a full spectrum of services provided by community 

pharmacists as well as services that are tailored to meet the needs of specific groups, including the 

LGBTQ+ community. These gaps represent an opportunity for studies to address new topics and 

individualized services from the pharmacy practice perspective. To our knowledge, this is one of 
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the few reviews looking at a full-spectrum of pharmacy-based SRH services, which contributes to 

building the body of knowledge in this area. 

The results of our quantitative study showed that participants were providing various SRH 

services and reported feeling confident about providing SRH education on several topics. However, 

we also found predictors associated with these results. Future research is needed to explore these 

findings more in-depth. The use of a qualitative approach, such as in-depth interviews, to 

understand further the impact of factors on confidence in providing SRH education and the delivery 

of extended services would be useful. This may provide further insights into differences, if any, 

between female and male pharmacists and pharmacists who trained outside of Canada versus at a 

Canadian school.   

Our findings are based on a particular sample of Alberta community pharmacists and self-

reported current practices. However, we cannot draw conclusions regarding how often these 

services are provided or if these results are generalizable to all community pharmacists in Alberta.  

Future research using provincial health administrative data may be useful in answering these 

questions, particularly related to initial prescribing of contraception or STBBI treatment, and 

vaccine or injections administration. In addition, patient demand and awareness by patients and 

impact of pharmacy based SRH services are additional areas that should be further explored. 

The results from the survey covered a variety of SRH topics and services based on the 

legislation enacted in Alberta in the last 13 years, which allows pharmacists to provide extended 

services and receive compensation for some of them. This research project may highlight the need 

for other jurisdictions to assess the provision of traditional services in this area and also evaluate 

extended SRH services based on legislation and policies. As practice, education, and cultural norms 

differ worldwide, research in other regions and countries is also needed in order to understand 
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pharmacists' attitudes, confidence, and perceived needs for professional development tools or 

additional training. Finally, our findings have the potential to inform future research to generate 

professional development tools and additional training based on pharmacists’ perceived needs and 

evaluate their impact on practice and confidence scores in providing SRH services. 

4.3 Conclusion  

This thesis explored community pharmacists’ roles in the provision of SRH services. The 

findings from both studies showed that community pharmacists are engaged in providing several 

traditional and extended SRH services. The results suggest that the inclusion of community 

pharmacists as SRH providers will help improve access within community settings. However, 

several challenges need to be addressed to implement these services and position community 

pharmacists as sustainable and affordable SRH providers. This thesis highlights the opportunity to 

promote community pharmacists as members of the PHC workforce to help address the SRH 

agenda. Future research may consider exploring a broad range of SRH services, services tailored 

to different populations within the community, the impact of additional training for pharmacists, 

and explore the use of administrative health data to capture the extent of pharmacists’ involvement 

in extended SRH services. 
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Appendices 

Appendix A: Ovid-Medline Search Strategy 

# Searches Resultsa 

1 Pharmacists/ 16225 

2 Pharmacies/ 7760 

3 Pharmaceutical Services/ 8236 

4 Community Pharmacy Services/ 4459 

5 
((pharmacy* or pharmacies* or pharmacist*) and (chain* or independent or 

local or communit* or over-the-counter)).tw,kf. 
14447 

6 (pharmaceutical service* and communit*).tw,kf. 218 

7 or/1-6 [MeSH & KEYWORDS FOR COMMUNITY PHARMACISTS] 36547 

8 exp sexually transmitted diseases/ 335793 

9 Chlamydia trachomatis/ 11871 

10 Herpesvirus 2, Human/ 4265 

11 Neisseria gonorrhoeae/ 9666 

12 exp Hepatitis B/ 57210 

13 Hepatitis B Virus/ 26393 

14 Orthohepadnavirus/ 33 

15 exp Hepatitis C/ 62836 

16 Hepacivirus/ 32492 

17 exp HIV/ 97446 

18 exp HIV Infections/ 277925 

19 exp Papillomavirus Infections/ 33521 

20 exp Papillomaviridae/ 32057 

21 Papillomavirus vaccines/ 7413 

22 exp Syphilis/ 27507 

23 Treponema pallidum/ 4000 

24 Sexual Behavior/ 55085 

25 Sexual Health/ 782 

26 Safe Sex/ 3119 

27 Unsafe sex/ 4714 

28 exp Contraception/ 26466 

29 exp Contraceptive devices/ 24933 

30 exp Contraceptive agents/ 69566 
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31 exp vaccines, contraceptive/ 329 

32 Levonorgestrel/ 4191 

33 Pregnancy/ 863382 

34 Pregnancy complications/dt 7819 

35 Pregnancy Tests/ 3718 

36 exp Infertility/ 64867 

37 exp Fertility agents/ 29256 

38 Maternal health/ 1251 

39 exp "Sexual and Gender Minorities"/ 5443 

40 exp Hormone replacement therapy/ 24562 

41 exp Sexual Dysfunctions, Psychological/ 26248 

42 exp Sexual Dysfunction, Physiological/ 29546 

43 exp Abortion, induced/ 39776 

44 exp Reproductive Health Services/ 39030 

45 Reproductive Health/ 3131 

46 exp Breast feeding/ 36872 

47 
(sexually-transmitted disease* or sexually-transmitted infection* or STD* or 

STI or STIs).tw,kf. 
42118 

48 Chancroid.tw,kf. 943 

49 Chlamydia.tw,kf. 24805 

50 condyloma*.tw,kf. 4398 

51 genital herpes*.tw,kf. 3117 

52 genital wart*.tw,kf. 2463 

53 gonorrhea.tw,kf. 7860 

54 hepatitis B.tw,kf. 77251 

55 hepatitis C.tw,kf. 76235 

56 (HIV* or human immunodeficiency virus*).tw,kf. 328780 

57 (lymphogranuloma or LGV).tw,kf. 2246 

58 papillomavirus.tw,kf. 36834 

59 syphilis.tw,kf. 28351 

60 trichomon*.tw,kf. 9650 

61 family planning.tw,kf. 40781 

62 (contracept* or birth* control*).tw,kf. 74693 

63 condom*.tw,kf. 21267 

64 diaphragm*.tw,kf. 46194 

65 cervical cap*.tw,kf. 269 

66 vaginal ring*.tw,kf. 1002 

67 (intrauterine device* or intra-uterine-device* or IUD*).tw,kf. 12064 
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68 ((male or female) adj2 steril*).tw,kf. 11679 

69 Gardasil.tw,kf. 480 

70 Plan B.tw,kf. 251 

71 pregnan*.tw,kf. 512065 

72 infertil*.tw,kf. 61090 

73 fertil*.tw,kf. 177105 

74 (transgender* or (trans adj2 gender*)).tw,kf. 5726 

75 (Sexual adj2 (dysfunction* or function*)).tw,kf. 21698 

76 abortion*.tw,kf. 61414 

77 sexual health.tw,kf. 9632 

78 reproductive health.tw,kf. 14294 

79 ((maternal or perinatal or reproductive) adj2 health).tw,kf. 27309 

80 (breast feeding* or breastfeeding* or breast-feeding*).tw,kf. 37455 

81 or/8-80 [MeSH & KEYWORDS FOR SRH AREAS] 2092365 

82 Professional Role/ 13339 

83 Professional Competence/ 24048 

84 Directive Counseling/ 2308 

85 Education, Pharmacy/ 5809 

86 Health Promotion/ 72141 

87 Family Planning Services/ 24586 

88 exp Maternal Health Services/ 47925 

89 Mass Screening/ 101027 

90 Patient Education as Topic/ 83962 

91 "Referral and Consultation"/ 65092 

92 Prescriptions/ 3262 

93 Electronic Prescribing/ 996 

94 exp Injections/ 280915 

95 exp vaccination/ 82802 

96 immunization/ 50252 

97 testing*.tw,kf. 533813 

98 screening*.tw,kf. 515787 

99 prescrib*.tw,kf. 142441 

100 dispens*.tw,kf. 37224 

101 (advice or advise or counseling or counselling).tw,kf. 143589 

102 guidance.tw,kf. 108845 

103 educat*.tw,kf. 594160 

104 instruct*.tw,kf. 92660 

105 consult*.tw,kf. 123408 
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106 refer*.tw,kf. 803410 

107 program*.tw,kf. 860715 

108 service*.tw,kf. 510381 

109 (partner* adj2 therap*).tw,kf. 441 

110 (partner* adj2 notif*).tw,kf. 1030 

111 or/82-110 [MeSH & KEYWORDS FOR SRH ACTIVITIES/PROGRAMS] 4104910 

112 7 and 81 and 111 [PHARMACISTS’ ROLES IN SRH AREAS] 1775 

113 limit 112 to yr="2007 -Current" 1160 
  

 

  a Run Date: July 22, 2020 
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Appendix B: University of Alberta Ethics Approval 
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Appendix C: Informed Consent  

International comparison of community pharmacists' roles and attitudes in provision of 

Sexual and Reproductive Health (SRH) services 

 

STUDY INVESTIGATORS 

Principal Investigator: 

Christine Hughes, Faculty of Pharmacy & Pharmaceutical Sciences, University of Alberta, 

Canada 

 

Co-investigators: 

Javiera Navarrete, Faculty of Pharmacy & Pharmaceutical Sciences, University of Alberta, 

Canada 

Terri Schindel, Faculty of Pharmacy & Pharmaceutical Sciences, University of Alberta, Canada 

Nese Yuksel, Faculty of Pharmacy & Pharmaceutical Sciences, University of Alberta, Canada 

Shigeo Yamamura, Faculty of Pharmaceutical Sciences, Josai International University, Japan 

Tomoko Terajima, Faculty of Pharmaceutical Sciences, Josai International University, Japan 

Tatta Sriboonruang, Faculty of Pharmaceutical Sciences, Chulalongkorn University, Thailand 

Puree Anantachoti, Faculty of Pharmaceutical Sciences, Chulalongkorn University, Thailand 

Chanthawat Patikorn, Faculty of Pharmaceutical Sciences, Chulalongkorn University, Thailand 

 

Invitation to Participate: You are invited to participate in this research study about community 

pharmacists' roles and attitudes in provision of Sexual and Reproductive Health (SRH) services. 

 

Purpose of the Study: From this research, we would like to explore and compare community 

pharmacists' roles and attitudes towards provision of SRH services in three countries: Canada, 

Japan, and Thailand. We are also interested in self-reported confidence and training needs of 

pharmacists in this field. The results will be used to understand current practices and inform 

future educational programs and research related to the provision of SRH services by 

pharmacists. 

 

Participation: If you wish to participate in this study, please complete the attached survey. It 

should take you approximately 15-20 minutes to complete. Once you have completed the survey, 

please click the submit button. You do not have to answer any questions that you do not want to 

answer. Your consent to participate is implied by completing the survey and submitting your 

responses. The survey will be available for 8 weeks, and everyone will receive 3 reminders in 

weeks 3, 4 and 6.  

 

Benefits and Risks: There are no direct benefits or known risks from participation in this study.  
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Confidentiality and Anonymity: The information that you will share will remain strictly 

confidential and will be used solely for the purposes of this research. The only people who will 

have access to the data are the investigators. If a publication or presentation results from this 

research, no names or identifying information will be used. To minimize the risk of security 

breaches and to help ensure your confidentiality, we recommend that you use standard safety 

measures. For example, signing out of your account, closing your browser and locking your 

screen when you are no longer using them or when you have completed the study. REDCAP is 

the platform used for this study. The results will be presented/published in pooled (aggregate 

format). Anonymity is guaranteed since you are not being asked to provide your name or any 

personal information as part of the data collected. 

 

Data Storage: During and after the data collection, the information will be kept on a secure 

password-protected server at the University of Alberta. All electronic data used for analysis will 

be stored for a minimum of 5 years on a secure password-protected computer of the principal 

investigator.  

 

Compensation: There is no direct compensation for participating in this study. You will have the 

chance to provide your email in a separate link to enter in a draw for a $100 value Amazon gift 

card (odds of winning 1 in 10).  

 

Voluntary Participation: You are under no obligation to participate. If you choose to 

participate, you may refuse to answer questions that you do not want to answer. If you decide to 

withdraw midway through the electronic survey, close the link, and no responses will be 

included. As the survey is anonymous, once you have submitted your answers, it will no longer 

be possible to withdraw them from the study. 

 

Information about the Study Results:  Results from this study will be available to the 

participants through professional conference presentations, publication in a pharmacy journal, 

and social media.  

 

Contact Information: If you have any questions about this study, you can contact Dr. Christine 

Hughes (principal investigator) – email: christine.hughes@ualberta.ca Tel: (780)492-5903. 

 

The plan for this study has been reviewed for its adherence to ethical guidelines and 

approved by Research Ethics Board 3 at the University of Alberta. For questions regarding 

participant rights and ethical conduct of research, contact the Research Ethics Office at 

(780) 492-2615. 

Clicking the “Next” button indicates your willingness to complete the International 

comparison of community pharmacists' roles and attitudes in provision of Sexual and 

Reproductive Health (SRH) services survey. 
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Appendix D: Survey  

1. Are you currently working in a community pharmacy?            Yes / No 

 

2. How long have you been working at a community pharmacy? _____________ 

 

Demographics 

 

What is your age range? 

o 20-30 years 

o 31-40 years 

o 41-50 years 

o 51-60 years 

o 61-70 years 

o 71+ years 

 

Please indicate your gender 

o Male  

o Female  

o Non-binary  

o Prefer not to answer  
 

How many years have you been licensed as a pharmacist?  

o < 1 year   

o 1-5 years   

o 6-10 years   

o 11-20 years    

o 21-30 years   

o >31 years  
 

What is your highest level of education related to pharmacy? 

o Bachelor of Science (BSc) in pharmacy 

o Doctor of Pharmacy (PharmD) 

o Residency 

o Post-professional or post-baccalaureate PharmD  

o Master of Science (MSc) 

o Doctor of Philosophy (PhD)  

o Other (please specify): ________________________________________________ 
 

What is your primary (or main) position?  

o Staff Pharmacist (e.g. full time, part time, permanent, etc.)  

o Relief/Casual Pharmacist  

o Pharmacy Owner  

o Pharmacy Manager 

o Other (please specify): _____________________ 
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Sexual and reproductive health services refer to any activity related to sexual and reproductive health 

offered by pharmacists within community pharmacy settings, such as dispensing, counselling, assessing, 

educating, and referring. In this survey, the SRH areas covered will be:  

 

- Pregnancy tests 

- Ovulations tests 

- Contraception (hormonal and non-hormonal) 

- Abortion medications 

- Emergency contraception 

- Sexually transmitted and blood-borne infections (STBBI) (chlamydia, gonorrhea, hepatitis B and 

C, genital herpes, syphilis, trichomoniasis, HIV/AIDS, human papillomavirus) 

- Maternal and perinatal health 

- General sexual health  

 

I. A. Please indicate whether the following products and services are currently available at the pharmacy 

where you work 

 

 YES NO 
DO NOT 

KNOW 

Pregnancy tests o  o  o  

Ovulation tests o  o  o  

Barrier contraceptives for men (e.g. condoms) o  o  o  

Non-hormonal (barrier) contraceptives for women (e.g. diaphragms, 

sponges, female condoms) o  o  o  

Abortion medications (e.g. Mifegymiso®) o  o  o  

Emergency contraception pills (ECPs) Levonorgestrel only pills, e.g. Plan 

B®) 
o  o  o  

Antibiotic treatment for patients with confirmed STBBI (e.g. chlamydia, 

gonorrhea) o  o  o  

Antiviral treatment for patients with confirmed STBBI (e.g. hepatitis B, 

hepatitis C, genital herpes) o  o  o  

Please specify:  

Hepatitis B                    

Hepatitis C                            

Genital Herpes 

   

F3. Point of care testing for HIV and/or HCV (hepatitis C virus) o  o  o  

F4. HPV vaccine  o  o  o  
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H2. Information sheets/pamphlets to inform patients about sexual and 

reproductive health o  o  o  

 

B. Please indicate whether you have provided the following services at the pharmacy where you work 

at as well as plans to provide these services in the future. 

 

 
Currently 

provided? 
Plan to provide in future? 

 Yes No Yes No 
Do Not 

Know 

Pregnancy Tests 

Do you provide patient education on 

pregnancy tests? 
o  o  o  o  o  

Ovulation Tests  

Do you provide patient education on ovulation 

tests? 
o  o  o  o  o  

Contraception: Hormonal Contraception 

Do you dispense combined hormonal 

contraceptives (CHC)? (with prescription) 
o  o  o  o  o  

Do you dispense Progestin-only birth control 

pill? (e.g. mini-pill or POPs) 
o  o  o  o  o  

Do you do initial prescribing for combined 

hormonal contraceptives (CHC)?  
o  o  o  o  o  

Do you do initial prescribing for Progestin-

only birth control pill? (e.g. mini-pill or POPs) 
o  o  o  o  o  

Do you extend/renew prescriptions for 

combined hormonal contraceptives (CHC)?  
o  o  o  o  o  

Do you extend/renew prescriptions for 

Progestin-only birth control pill? (e.g. mini-pill 

or POPs) 

o  o  o  o  o  

Do you provide patient education on combined 

hormonal contraceptives (CHC)? 
o  o  o  o  o  

Do you provide patient education on progestin-

only birth control pill? (e.g. mini-pill or POPs) 
o  o  o  o  o  

Contraception: Injectable hormonal contraceptive (medroxyprogesterone depot injection, Depo-

provera®) 
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Do you dispense injectable hormonal 

contraceptive? 
o  o  o  o  o  

Do you do initial prescribing Injectable 

hormonal contraceptive (medroxyprogesterone 

depot injection? 

o  o  o  o  o  

Do you extend/renew prescriptions for 

injectable hormonal contraceptive? 
o  o  o  o  o  

Do you provide patient education on injectable 

hormonal contraceptive? 
o  o  o  o  o  

Do you inject hormonal contraceptive? o  o  o  o  o  

Contraceptives: Intrauterine devices 

Do you dispense levonorgestrel – Intrauterine 

Device (LNG-IUD)? 
o  o  o  o  o  

Do you dispense copper– Intrauterine Device 

(IUD)? 
o  o  o  o  o  

Do you do initial levonorgestrel – Intrauterine 

Device (LNG-IUD)? 
o  o  o  o  o  

Do you do initial prescribing for copper– 

Intrauterine Device (IUD)? 
o  o  o  o  o  

Do you extend/renew prescriptions for 

levonorgestrel – Intrauterine Device (LNG-

IUD)? 

o  o  o  o  o  

Do you extend/renew prescriptions for copper– 

Intrauterine Device (IUD)? 
o  o  o  o  o  

Do you provide patient education on 

levonorgestrel – Intrauterine Device (LNG-

IUD)? 

o  o  o  o  o  

Do you provide patient education on copper– 

Intrauterine Device (IUD)? 
o  o  o  o  o  

Contraception: Barrier contraceptives 

Do you provide patient education on barrier 

contraception for men (e.g. condoms)? 
o  o  o  o  o  
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Do you provide patient education on barrier 

contraception (non-hormonal) for women (e.g. 

diaphragms, sponges, female condoms)? 

o  o  o  o  o  

Abortion medications 

Do you dispense abortion medications? (e.g. 

Mifegymiso®) 
o  o  o  o  o  

Do you provide patient education on abortion 

medications? (e.g. Mifegymiso®) 
o  o  o  o  o  

Emergency contraception 

Do you provide emergency contraception pills 

(ECPs)? (Levonorgestrel only pills, e.g. Plan 

B®) 

o  o  o  o  o  

Do you provide patient education on 

emergency contraception? (Levonorgestrel 

only pills, e.g. Plan B®) 

o  o  o  o  o  

Sexually Transmitted and Blood-Borne Infections (STBBI) (chlamydia, gonorrhoea, hepatitis B 

and C, genital herpes, syphilis, trichomoniasis, HIV/AIDS, human papillomavirus) 

Do you provide patient education on STBBI 

prevention? 
o  o  o  o  o  

Do you do initial prescribing for STBBI 

treatment? 
o  o  o  o  o  

Please specify:  

Chlamydia 

Gonorrhoea 

Hepatitis B 

Hepatitis C 

Genital Herpes 

Syphilis 

Trichomoniasis 

     

Do you provide patient education on STBBI 

treatment? 
o  o  o  o  o  

Do you dispense HIV (human 

immunodeficiency virus) pre-exposure 

prophylaxis (PrEP)? 

o  o  o  o  o  

Do you inject the HPV (Human papilloma 

virus) vaccine? 
o  o  o  o  o  
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Do you provide education on HPV vaccine? o  o  o  o  o  

Maternal and perinatal health 

Do you provide patient education on nutrition 

and vitamin supplementation for prenatal and 

pregnancy care? 

o  o  o  o  o  

Do you provide information on safety of 

medications in pregnancy? 
o  o  o  o  o  

Do you provide information of recommended 

vaccines for women prior to and during 

pregnancy? 

o  o  o  o  o  

Do you inject recommended (or routine) 

vaccines in pregnancy? 
o  o  o  o  o  

Do you provide information on safety of 

medications in breastfeeding? 
o  o  o  o  o  

General Sexual Health 

Do you provide education on sexual 

dysfunction related to medications?  
o  o  o  o  o  

Do you help female patients identify/select 

options for sexual dysfunction? 
o  o  o  o  o  

Do you help male patients identify/select 

options for sexual dysfunction? 
o  o  o  o  o  

Do you address sexual health concerns/needs 

of LGBTQ+ patients? 
o  o  o  o  o  

 

C. Please select the TOP 5 (five) SRH topics most demanded services by patients in the pharmacy 

where you work:  

 

______ Pregnancy tests  

______ Ovulation tests 

______ Hormonal contraceptives (combined hormonal contraceptives, Progestin-only birth control            

        pill (mini-pill or POPs)) 

______ Injectable hormonal contraceptive (medroxyprogesterone depot injection, Depo-provera®) 

______ Intrauterine devices (Copper-IUD, Levonorgestrel-IUD) 

______ Barrier contraception for men (e.g. condoms)  

______ Barrier contraception for women (e.g. diaphragms, sponges, female condoms) 

______ Abortion medications 

______ Emergency contraception 

______ Sexually transmitted and blood-borne infections (STBBI) treatment  

______ STBBI prevention (e.g. HIV PrEP)  

______ STBBI testing (e.g. HIV or HCV point of care testing)  

______ Pregnancy/Postpartum/Breastfeeding 
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______ Sexual dysfunction  

______ Sexual health concerns of LGBTQ+ patients 

______ General sexual health  

 

Please provide any additional comments you might have about current and/or future provision of SRH 

services: ________________________________________________________________ 

 

II. Please indicate how strongly you agree or disagree with each of the following statements about SRH 

services: 

 

 Strongly 

disagree 

Disagree Neutral Agree Strongly 

agree 

It is an important part of a community 

pharmacist’s role to offer advice on 

sexual and reproductive health.  

o  o  o  o  o  

Community pharmacists are adequately 

trained to provide advice on SRH matters.  

o  o  o  o  o  

There is a need for SRH services in the 

local area near the community pharmacy 

where I work. 

o  o  o  o  o  

Young people (25 years old and below) 

use/would use SRH services in the 

community pharmacy where I work. 

o  o  o  o  o  

Pharmacists know when to advise patients 

on the need to consult a physician for 

SRH advice/treatment.  

o  o  o  o  o  

Community pharmacists should be more 

involved in sexually transmitted 

infections prevention, screening, testing, 

and treatment.  

o  o  o  o  o  

The patient is more likely to ask questions 

about SRH to a community pharmacist 

than his/her doctor.  

o  o  o  o  o  

In the community pharmacy where I 

work, the SRH services currently offered 

are used regularly.  

o  o  o  o  o  

As a pharmacist, I have an ethical 

responsibility to provide SRH services.  

o  o  o  o  o  

There is a need to expand the provision of 

SRH services in the community pharmacy 

where I work. 

o  o  o  o  o  

I would feel embarrassed giving SRH 

advice to patients 

o  o  o  o  o  
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I have religious or moral objections to 

providing some SRH services  

o  o  o  o  o  

 

Please provide any additional comments you might have about the provision of SRH services: 

________________________________________________________________ 

 

III. Please indicate to what extent you think the following factors impact (positively or negatively) your 

ability to provide SRH services at the community pharmacy where you work 

 

 No effect 

on the 

services 

Little 

impact on 

the 

services 

Neutral Somewhat 

impacts 

the 

services 

Impacts 

the 

services to 

a great 

extent 

Pharmacists’ knowledge o  o  o  o  o  

Pharmacy education at university o  o  o  o  o  

Opportunities for professional 

development o  o  o  o  o  

Time required to provide services  o  o  o  o  o  

Compensation for services  o  o  o  o  o  

Community pharmacist’s motivation 

to offer services  o  o  o  o  o  

Pharmacy owner/manager’s 

motivation to support the offer of 

services  
o  o  o  o  o  

Public acceptance of services provided 

by pharmacists   o  o  o  o  o  

Consultation space (private/semi 

private room)  o  o  o  o  o  

Pharmacy staffing (workload, 

available staff) o  o  o  o  o  

Access to practice tools or guidelines  o  o  o  o  o  

Access to patients’ information o  o  o  o  o  

Sharing information with other health 

professionals  o  o  o  o  o  

Patients’ perception of confidentiality 

being maintained by pharmacists o  o  o  o  o  

 

Please provide any additional comments you might have about factors that influence the provision of 

SRH services: _____________________________________ 
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IV. Please indicate to what extent you feel confident about providing SRH education to patients in each 

of the following areas: 

 

 Not at all 

confident 

Only 

slightly 

confident 

Somewhat 

confident 

Moderately 

confident 

Very 

confident 

Pregnancy tests o  o  o  o  o  

Ovulation tests o  o  o  o  o  

Barrier contraception for men (e.g. 

condoms) 
o  o  o  o  o  

Barrier contraception (non-

hormonal) for women (e.g. 

diaphragms, sponges, female 

condoms) 

o  o  o  o  o  

Hormonal contraceptives (combined 

hormonal contraceptives, progestin-

only birth control pill (mini-pill or 

POPs)) 

o  o  o  o  o  

Injectable hormonal contraceptive 

(medroxyprogesterone depot 

injection, Depo-provera®) 

o  o  o  o  o  

Intrauterine devices (Copper-IUD, 

Levonorgestrel-IUD) 
o  o  o  o  o  

Abortion medications o  o  o  o  o  

Emergency contraception o  o  o  o  o  

Sexually transmitted and blood-born 

infections (STBBI) treatment  
o  o  o  o  o  

STBBI prevention (e.g. HIV PrEP)  o  o  o  o  o  

STBBI testing (e.g. HIV or HCV 

point of care testing) 
o  o  o  o  o  

Prenatal Care/Pregnancy o  o  o  o  o  

Postpartum/Breastfeeding o  o  o  o  o  

Male sexual dysfunction o  o  o  o  o  

Female sexual dysfunction o  o  o  o  o  

Sexual health concerns of LGBTQ+ 

patients 
o  o  o  o  o  

General sexual health o  o  o  o  o  

 
Please provide any additional comments you might have about self-reported confidence in 

providing education to patients related to SRH: 

________________________________________________________________ 
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V. Please answer the following questions about professional development related to SRH: 

 

1. Would you like to expand your role in SRH services?  

Yes No Do Not Know 

O O O 

2. Would you like to have additional training in order to expand your role in SRH services?  

Yes No Do Not Know 

O O O 

 

3. Please select the TOP 5 (five) SRH topics you would like to receive more training: 

 

______ Pregnancy tests  

______ Ovulation tests 

______ Hormonal contraceptives (combined hormonal contraceptives, Progestin-only birth control            

        pill (mini-pill or POPs)) 

______ Injectable hormonal contraceptive (medroxyprogesterone depot injection, Depo-provera®) 

______ Intrauterine devices (Copper-IUD, Levonorgestrel-IUD) 

______ Barrier contraception for men (e.g. condoms)  

______ Barrier contraception for women (e.g. diaphragms, sponges, female condoms) 

______ Abortion medications 

______ Emergency contraception 

______ Sexually transmitted and blood-borne infections (STBBI) treatment  

______ STBBI prevention (e.g. HIV PrEP)  

______ STBBI testing (e.g. HIV or HCV point of care testing)  

______ Pregnancy/Postpartum/Breastfeeding 

______ Sexual dysfunction  

______ Sexual health concerns of LGBTQ+ patients 

______ General sexual health  

 

4. The World Health Organization (WHO) identifies core SRH competencies that are desirable to deliver 

SRH services. These competences are useful to protect, provide and promote SRH in the community.  

From the following competencies suggested by the WHO, please select the ones you would be interested 

in having more training: (select all that apply) 

 

Respect individual dignity – approach all clients in a non-judgmental and non-discriminatory 

manner  

O 

Confidentiality and privacy – application to SRH O 

Gender differences and diversity – identification and respect O 

Delivery of SRH care - deliver according to individual's and community's needs O 

Counselling – use of appropriate and straightforward language  O 

Education and counselling - recognize individual needs O 
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Health history recompilation – focus on factors related to SRH O 

Referrals – gain knowledge in providing references when necessary (community-based 

resources and/or other health care providers) 

O 

 

Please provide any additional comments you might have about professional development related to 

SRH:  ________________________________________________________________ 

 

VI. Please tell us a bit more about your education and practice background. 

Where did you get your first pharmacy degree (BSc or PharmD)?  

o Canada  

o Other: ________________________  

 

Have you completed additional continuing education related to SRH? Please select all that apply.  

Face-to-face course(s) 

o Online course(s)  

o Certifications 

o Other (please specify):__________________  

o None 

 

Which of the following authorizations do you have? Please select all that apply.  

o Additional prescribing authorization (APA) 

o Injections authorization 

o Practitioner Identification (Prac ID) 

 

What is the type of community pharmacy where you primarily practice?  

o Independent  

o Corporate/chain  

o Banner/franchise  

o Other (please specify):________________  

 

Where are you employed? 

o Large urban population area (>100,000)  

o Medium urban population area (30,000 - 99,999)  

o Small urban population area (1,000-29,999)  

o Rural area (less than 999)  

 

Please estimate the average number of prescriptions dispensed (per day) in the pharmacy where you work:  
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Appendix E: Univariate Regression Analysis Used to Select Potential Predictor in the 

Multiple Regression Analysis 

Predictor 
Coefficient 

(S.E) 

95% confidence 

interval 
p-value 

Gender  
2. Female -3.115 (1.469) -6.0077 - -0.2232 0.0349 

1. Male Reference 

Age range  

2. 31-40 years 5.854 (1.747) 2.4154 – 9.2924 0.0009 

3. 41-50 years 4.634 (2.085) 0.5306 – 8.7382 0.0270 

4. >51 years  5.587 (2.187) 1.2823 – 9.8926 0.0112 

1. 20-30 years Reference 

First pharmacy school  
2. Canada 6.4548 (1.4885) 3.5248 – 9.3849 <0.0001 

1. Other Reference 

Professional Education  

2. Doctor of Pharmacy 

(PharmD) 

-4.4008 

(2.2292) 
-8.7891 - -0.0124 0.0494 

3. Residency + post 

prof. Pharm D  
2.1659 (1.7403) -7.1659 – 11.4977 0.6481 

4. Graduate  

(MSc + PhD)  
5.8326 (2.5613) 0.7904 – 10.8748 0.0235 

1. Bachelor of Pharmacy Reference 

Years of registration as a 

pharmacist  

2. 6-10 years  -2.088 (1.898) -5.8243 – 1.6488 0.272 

3.11-20 years  1.009 (1.878) -2.6888 – 4.7066 0.592 

4. >21 years  1.404 (1.898) -2.3328 – 5.1403 0.460 

1. 0-5 years  Reference 

Years working as a 

community pharmacist  

2. 6-10 years 
-2.5035 

(1.8371) 
-6.1200 – 1.1130 0.174 

3. 11-20 years  
-0.5114 

(1.9601) 
-4.3700 – 3.3472 0.794 

4. >21 years  1.0656 (1.8992) -2.6731 – 4.8044 0.575 

1. 0-5 years  Reference 

Additional prescribing 

authorization (APA)  
1. Yes 

-0.7162 

(1.4608) 
-3.5918 – 2.1593 0.624 

Practitioner Identification 

(Prac ID)  
1. Yes 1.042 (1.531) -1.9708 – 4.0556 0.496 

Type of pharmacy  

2. Corporate/chain  
-0.3734 

(1.6089) 
-3.5407 – 2.7939 0.817 

3. Banner/franchise  
-0.4762 

(2.2252) 
-4.8567 – 3.9043 0.831 

1. Independent Reference 

Area  

2. Medium urban 

population area  

-0.0956 

(1.8327) 
-3.7034 – 3.5122 0.598 

3. Small urban + rural  0.4698 (1.7191) -2.9143 – 3.8540 0.785 

1. Large urban 

population area  
Reference 

 


