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Executive Summary 
 

Introduction 

The Pharmacy Association of Nova Scotia (PANS) is piloting the implementation of community pharmacy 

primary care clinics (CPPCC). This project is intended to support more effective, efficient, and accessible 

healthcare for all Nova Scotians. Pharmacies across Nova Scotia are operating these pharmacy clinics with 

pharmacists working to their full scope of practice to provide effective care for patients. 

 

A final evaluation of CPPCC was conducted in October and November 2024. This final evaluation report 

assesses whether the project is achieving its intended outcomes and identifies the lessons learned related 

to implementation. This multi-method evaluation included focus groups, interviews, and surveys with 

pharmacy teams, community healthcare providers, patients, and PANS staff as well as analysis of project 

data from participating pharmacies and the Department of Health and Wellness. The evaluation includes 

the 31 pharmacy clinics in operation as of September 30, 2024. 

 

Key Project Successes  

 

For Patients 

• Patients are highly satisfied with the care they are receiving with almost all patients (98%) 

responding to the patient survey rating their satisfaction as 8 or 

higher out of 10. Almost all patients (98%) agreed that they felt 

confident in the pharmacist’s ability to help them with their 

health needs, and that they would use the pharmacy clinic in the 

future for their care needs. 

• The clinics are improving access to care for both unattached and 

attached patients. Many evaluation participants highlighted how 

accessing care at the pharmacy clinics saved patients time and 

provided care more quickly and conveniently. Accessing care at 

the pharmacy clinic appears to have diverted about 10% of 

patients from emergency departments (EDs) and over 25% from 

walk-in clinics. 

• Pharmacy clinics have demonstrated their ability to help patients improve their physical and 

mental health outcomes. Many evaluation participants described how receiving care at the clinics 

helped patients to improve clinical indicators such as A1c, blood pressure, or lipids by providing 

medication management, regular monitoring and follow-up, and lifestyle counselling. A chart 

audit of patients receiving chronic disease management (CDM) services at the pharmacy clinics 

showed that a greater proportion of participating patients were within target ranges for outcomes 

such as A1c, blood pressure, and lipids at their last recorded visit to the clinic compared to their 

first visit. Some evaluation participants also reported improvements in mental health, particularly 

in reducing stress and anxiety for patients about how and where they could access healthcare. 

I am extremely grateful for 
this service . . . I didn't feel 
like a number here, I felt 
like a human. Thank you 
for everything. I hope this 
service continues. I will use 
it again in the future and 
recommend to anyone. 
(Patient) 
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• From the project’s start (February 1, 2023) to October 31, 2024, a total of 188,276 patient visits 

were provided to over 90,000 unique patients. Almost half of these visits (45%) were with 

unattached patients. Over 218,000 services were delivered during this time (patients could 

receive multiple services in one visit). 

• The most frequently provided services were renewals, strep throat assessment and prescribing, 

minor ailment assessment and prescribing, CDM, warfarin management (Community Pharmacy 

Anti-coagulation Management Service, CPAMS), and assessment and injection of medications. 

Unattached patients more frequently received services such as renewals and CDM services 

compared to attached patients. 

 

For Pharmacies/Pharmacy Teams 

• Most pharmacists working in the clinics indicated that they have increased their knowledge, 

confidence and skills across different areas of patient care since they began working in the clinic. 

They discussed improved skills in areas such as patient triage, patient care decision-making, and 

effective patient monitoring and follow-up. 

• Pharmacies have benefitted from having separate workflows for dispensing and clinical services. 

They reported that providing the more complex and time-intensive services in the clinic helps to 

reduce pressure in the dispensary. However, many evaluation participants also indicated that 

dispensaries are increasingly busy, with a high volume of clients and phone calls and increased 

demand for clinical services outside of clinic hours in some pharmacies. 

• When comparing the median actual time for service delivery reported by pharmacy clinics 

(including both administrative and appointment time) against the expected time for service 

delivery identified by PANS, many services took around the expected time. Some services are 

taking more time than expected (e.g., renewals, prescribing with a diagnosis, vaccines, follow up 

appointments for advanced and complex medication reviews and CDM), and others are taking 

less time (e.g., initial assessments for CDM and advanced and complex medication reviews). Most 

average service times have remained the same over time, although the average time required has 

decreased for initial assessments for advanced and basic medication reviews and CDM. 

• Many pharmacy evaluation participants consistently indicated that their level of work 

satisfaction has improved as a result of the clinics. Pharmacists appreciated being able to build 

relationships with patients over time and seeing positive changes in patient health. 

 

For the Health System 

• Communication and collaboration have improved between the pharmacy clinics and other parts 

of the healthcare system. Evaluation participants noted that other providers are more 

comfortable with the clinics now and more willing to collaborate and/or refer patients. Pharmacy 

clinics have been able to establish many positive collaborative relationships with a variety of 

healthcare providers (e.g., family physicians, specialists, diabetes centres, NSH primary 

care/access clinics). Efforts to improve communication between the pharmacy clinics and other 

parts of the healthcare system are ongoing. 
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• Some evaluation participants noted that understanding of the care that pharmacists provide is 

improving, and pharmacies are increasingly seen as an important part of the healthcare system.  

• Pharmacists feel that they are delivering high quality care for patients. Most patients responding 

to the survey agreed that they received quality care in various areas such as being listened to and 

treated with respect, being involved in their care (e.g., provided with information and encouraged 

to ask questions), and respect for privacy. 

• Data collected through the evaluation suggests that there was relatively little duplication of 

services between the pharmacy clinics and other parts of the healthcare system (only about 3% 

of patients triaged out at their clinic visit). Care provided at the pharmacy clinic instead of 

alternate locations may also help to reduce health system costs. 

 

Key Lessons Learned and Areas for Improvement 

 

Patient Care 

• Understanding of the care pharmacies can provide: Many evaluation participants noted that 

there has been improvement in knowledge and understanding of the clinic scope and services 

over time and the clinics are receiving fewer inappropriate referrals and bookings compared to 

their initial six months of operation. The proportion of patients that are booked inappropriately 

and need to be triaged out before their appointments has declined over time. Although there 

have been improvements, evaluation participants also indicated that continued education and 

information for both potential patients and other healthcare providers must be ongoing to help 

ensure patients are seeking appropriate care at the pharmacy clinics, especially as services 

available at the clinics may change over time. Leveraging IT systems to provide consistent 

screening and triage when patients book appointments could also assist with ensuring patients 

are booked appropriately. 

• Clinic scope of services: Additions to the scope of services that pharmacy clinics can offer have 

been helpful as pharmacists are now able to address a wider range of concerns without needing 

to refer patients. Some evaluation participants felt that scope should be further expanded, 

although a few others felt that pharmacists should have more time to build confidence in the 

most recently added services before other changes are made. 

• Managing patient care: Clinics provide care to both attached and unattached patients. When 

providing care for attached patients, evaluation participants indicated that they feel more 

comfortable providing more complex care (e.g., CDM) if they know the patient has a provider that 

will communicate and collaborate with the pharmacist. 

• Delivery of specific services: The following services provided in the pharmacy clinics were studied 

in more detail as part of this evaluation: publicly funded vaccines, medication reviews, CDM, and 

point-of-care testing. Successes, challenges, and recommendations to improve each service are 

discussed in detail in the report. 
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Clinic Management 

• IT supports including EMR: Pharmacy clinics use a variety of IT tools to support patient care, 

including patient booking tools, pharmacy management software (PMS), and an electronic 

medical record (EMR). In the summer of 2024, the digital health team at DHW conducted a Gap 

Analysis of Pharmacy Primary Care Digital Solutions. The findings of this evaluation aligned with 

those identified in the gap analysis. For example, evaluation participants frequently discussed 

how the multiple systems used in clinics lead to duplication of work and fragmentation of patient 

information. The gap analysis also included recommendations for improving the IT systems used 

in the clinics: centralizing workflow through an EMR, leveraging existing IT initiatives, 

implementing minimum standards for charting, developing a standard patient summary to share 

with other providers, and providing appropriate implementation supports.  

• Human resources: The pharmacists and admin staff working in the clinics are essential to effective 

clinic functioning. The evaluation found that it is important to identify pharmacists who are most 

interested and engaged in working in the clinic setting and not require all pharmacists to work in 

the clinic. The important role of clinic admin staff as well as strong management support for the 

clinics (e.g., to manage clinic operations, communicate with and support staff) were also 

highlighted. Finding sufficient staffing for both the clinic and the dispensary has been a challenge 

for some pharmacies, although this seems to have improved in the last year. Staff turnover in a 

few pharmacy clinics has been challenging as the process for onboarding new staff is time 

consuming. 

• Support and training: Most evaluation participants felt they had the resources and support they 

needed to participate in CPPCC. Some indicated the training provided was effective while others 

suggested improvements or areas for additional training (e.g., peer learning, more in-depth 

clinical training). 

• Workload and time management: Evaluation participants indicated workload and time 

management in the clinic can be challenging. Some of the concerns identified included managing 

patient needs within a given appointment time (especially for complex patients) and completing 

required paperwork/documentation. Pharmacies identified effective strategies they have 

implemented for managing the workload: gaining more experience with service delivery which 

makes them more efficient; managing patient bookings so that there are different types of 

appointments on a given day (e.g., not all long or short appointments); blocking time for patient 

care tasks that are not patient-facing (e.g., review of lab test results, collaboration with other 

providers); setting clear expectations with patients; and preparing in advance for appointments 

(e.g., triage of patients to ensure appropriateness, gathering supplies and/or patient information 

ahead of time to increase efficiency at appointments). 

• Management of patient appointments: No show appointments and unbooked appointment 

minutes can be challenging for pharmacies to manage. Across all pharmacies, an average of 10% 

of appointments were unbooked and 5% were no shows, although this varies considerably across 

clinics (between 1% and 14% average no show minutes per clinic; between 1% and 52% average 

unbooked minutes per clinic). The proportion of unbooked minutes has declined over time (from 
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a high of 18% in March 2023 when the clinics first opened to only 6% in October 2024), while the 

proportion of no shows has increased slightly (from 3% to 6%). 

• Financial sustainability: Some evaluation participants noted that the financial sustainability of the 

clinics has improved substantially since April 2024 when many services moved from the Not 

Funded, Eligible category to the Funded category. However, participants also still consistently 

expressed concerns about the long-term financial viability of the clinics, highlighting issues such 

as the low level of remuneration for some services (e.g., renewals, CDM), lack of a billing code for 

non-patient-facing care (e.g., collaboration with other providers), and insufficient funding to 

address training and infrastructure needs. Funding could be improved by increasing the 

compensation provided for some services to better match the time required, by continuing the 

stipend amount that pharmacies receive to support non-billable services/patient care activities, 

improve clinic efficiency, and incorporate more risk-sharing for non-billable time (e.g., no shows, 

unbooked appointments). 

• Change management: There have been many changes to the CPPCC project over time (e.g., new 

pharmacist scope of services, changes to technology, changes to billing and payment). Some 

evaluation participants noted that managing the ongoing change process can be challenging. 

Suggestions to support change management included moving slowly to implement changes over 

time, launching new services in phases, and providing clear communication in advance about 

changes. 

 

Integration with the Health System 

• Perspectives of other providers: Some healthcare providers are very supportive of the pharmacy 

clinics and the care they provide to patients and identified benefits of the pharmacy clinics 

including improved access to care, reduced burden on other parts of the healthcare system, 

improved communication and collaboration with pharmacy clinics, and good quality care 

provided by the clinics. Many providers also discussed concerns or challenges related to the clinics 

including barriers to communication and collaboration, lack of confidence in pharmacist 

skills/training and concerns about quality of care, lack of understanding of the pharmacy clinics, 

and concerns related to fragmentation and poor continuity of care. These findings illustrate that 

there are system improvements needed to support communication and collaboration amongst all 

providers and that continued efforts are needed to share accurate information about the clinics 

with other healthcare providers, including the assessment processes pharmacists follow when 

offering CPPCC services. Increased opportunities for collaboration and joint education sessions 

with pharmacists and other providers could help to improve understanding of the clinics. 

• Nurse practitioner support for CPPCC sites: In July 2024 a new program was implemented where 

CPPCC pharmacists can contact an NP for support in selected areas of patient care. This program 

has helped to improve pharmacist comfort and confidence in providing care as well as their 

knowledge and skills, and helps provide a pathway for addressing issues outside of the 

pharmacist’s scope. Overall, the program is working well, but key areas for improvement 

identified in the evaluation include ensuring pharmacists have dedicated time to consult with NPs 

and compensation for this time, integrating Virtual Hallways with EMR systems to make 
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information sharing more efficient, and exploring expanding the scope of issues the NPs can 

support. 

• Referral pathways: Pharmacists provide most care independently but do need to occasionally 

refer patients to other providers. The lack of clear referral pathways and additional barriers to 

accessing care can be challenging. For example, pharmacists are not always able to refer directly 

to NSH primary care clinics for in person care with a physician or NP, nor are they able to refer to 

a specialist. Although having access to the NPs has helped in part to address this challenge, a 

formal referral system with clear pathways for patients requiring care outside the pharmacist’s 

scope would make access to care easier and more efficient. 

• Communication and Collaboration: Healthcare providers across the system, including 

pharmacists, can be challenged in communicating with one another. The evaluation identified 

factors that support communication and collaboration including established relationships, mutual 

respect, and shared access to patient information. Key challenges identified include information 

systems that are not integrated and create barriers to sharing patient information, lack of time, 

and lack of interest/openness to collaboration. Electronic tools that support collaboration and 

information-sharing between providers should be explored, and all providers should receive 

appropriate compensation for the time they spend communicating/collaborating. 

 

Established Model for Providing Primary Care Support in Community Pharmacies 

This demonstration project has helped to establish a model for primary care in community pharmacy 

settings. The opportunity for an expanded scope of practice for pharmacists is helping to advance the 

pharmacy profession and attract new pharmacists to Nova Scotia. There is strong patient support for the 

pharmacy clinics to continue operating and expand. Most pharmacy owners/managers indicated that they 

plan to continue the primary care clinic at their pharmacy. However, a long-term funding model that 

provides financial sustainability was identified as a key factor that needs to be addressed to support 

clinics. Other considerations for continuing and/or expanding the clinics include staffing needs (e.g., 

current staffing shortages), physical space needs (e.g., need for additional clinic rooms), and variable 

patient demand for the service across different communities/areas. 

 

Conclusion and Recommendations 

This evaluation has assessed the implementation and outcomes of the Community Pharmacy Primary Care 

Clinic demonstration project. Although this is a final evaluation of the CPPCC, clinics are continuing to 

provide care going forward, so the following recommendations are provided based on the findings of the 

evaluation: 

1. Continue work to establish collaborative relationships and referral pathways to support 

communication and collaboration between the clinics and other parts of the healthcare system, 

and to effectively address patient care needs outside of the pharmacist’s scope. 

2. Continue to educate and build awareness about the clinics to improve understanding of the 

scope of services available and acceptance of the clinics among patients and healthcare providers. 

3. Implement strategies for improving the efficiency and integration of IT systems in line with the 

recommendations from the Gap Analysis of Pharmacy Primary Care Digital Solutions. 
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4. Provide clinics with the necessary structure to support good patient care and integration with 

the healthcare system but also allow some flexibility to support pharmacies in meeting their 

patient and organizational needs. 

5. Continue to provide support and training to pharmacy clinic staff related to both clinic 

management and clinical care. 

6. Continue the CPPCC with a sustainable long-term funding model that provides fair compensation 

to pharmacies to ensure continued participation of pharmacies as clinic sites. 
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Introduction 

The Pharmacy Association of Nova Scotia (PANS), in partnership with the Government of Nova Scotia, is 

piloting the implementation of community pharmacy primary care clinics (CPPCC) in Nova Scotia. This 

project is intended to support more effective, efficient, and accessible healthcare for all Nova Scotians 

with the vision of a healthcare system that has the right provider for the right patient at the right time 

and place. The CPPCC also involves testing a new workflow model in community pharmacy where 

pharmacies have dedicated time, space, and funding for appointments for comprehensive pharmacy 

services within a pharmacist’s scope of practice, separated from the traditional dispensing services.  

 

The CPPCC has been implemented in pharmacies across Nova Scotia, focusing on areas where there are 

significant primary care provider (PCP) shortages. Participating pharmacies have dedicated clinic hours 

(full-time or part-time). The first group of 12 pharmacies (Phase 1) began offering services February 1, 

2023. A second group of 14 pharmacies began providing services on May 1, 2023 (Phase 2). In June 2024, 

six pharmacies that were previously operating as Lawtons Primary Care Walk-In Clinics (PWIC+) officially 

became part of the CPPCC. In October 2024, Phase 3 of the project was launched, with 14 additional 

pharmacies becoming CPPCC sites. 

 

CPPCC pharmacists work to their full scope of practice to provide care for patients. Services within 

pharmacy scope of practice include drug administration (e.g., vaccines, injectable medications), 

assessment and prescribing (e.g., renewals, adaptations, therapeutic substitutions, urinary tract infections 

(UTI), 31 minor ailments, chemoprophylaxis for Lyme disease), and health management (e.g., chronic 

disease, mental health (Bloom), contraception, tobacco use reduction). In addition, the Nova Scotia 

College of Pharmacists (NSCP) enabled the study of new scope under the Standards of Practice Prescribing, 

Appendix I, for pharmacist participants in the CPPCC. In the first year of the project this new scope 

included assessment and prescribing for Group A strep and prescribing for a diagnosis already established 

by another provider for specific conditions (diabetes, hypertension, asthma, COPD, cardiovascular 

disease). As of July 2024, additional scope was added for study, including prescribing with a diagnosis 

already established for additional conditions, diagnosis by protocol for hypertension and diabetes, and 

assessment and prescribing for acute ear (otitis media and otitis externa) and nose (sinusitis) complaints. 

 

When patients present and require care that is outside the pharmacist’s scope, they are referred if 

necessary to an appropriate provider such as their family physician or nurse practitioner (NP), a physician-

led walk-in clinic, the emergency department (ED), or Virtual Care Nova Scotia (VCNS). CPPCC pharmacies 

receive a monthly research stipend to participate in the project. In addition, they can bill for most services 

provided. The research stipend covers the cost of collecting data and the costs related to delivering any 

services that are within scope but not currently funded. 

 

 



Research Power Inc. 

Community Pharmacy Primary Care Clinics: Final Learning and Evaluation Report 

Pharmacy Association of Nova Scotia 

March 2025 – Final 

2 

 

Purpose and Scope of this Evaluation 
PANS engaged an independent evaluator (Research Power Inc.) to develop an evaluation plan for CPPCC 

and conduct evaluation activities. The evaluation plan (framework) and the evaluation data collection 

tools were developed with input and guidance from a Project Working Group with representatives from 

PANS, the Department of Health and Wellness (DHW), Nova Scotia Health (NSH), Doctors Nova Scotia 

(DNS), and participating pharmacies. The NSCP also participated on a Working Group to inform the 

evaluation of the new scopes of service that have been studied through the CPPCC. 

 

An interim evaluation was conducted in fall 2023 after Phase 1 and 2 sites had been in operation for 4-6 

months. The interim evaluation reported on how the work of the project was progressing and whether 

activities and outputs were conducted and produced as expected, as well as on progress towards the 

intended project outcomes. The interim evaluation report is available from PANS. 

 

Although the clinics are continuing to operate, a final evaluation was conducted using data collected to 

November 15, 2024. This final evaluation report assesses whether the project is achieving its intended 

outcomes. It also shares the lessons that have been learned related to project implementation since the 

interim evaluation was conducted. The final evaluation included the following methods: 

• Focus groups and a survey with clinic teams (pharmacists and administrative staff), pharmacy 

managers and owners, and PANS project staff 

• A survey that all clinic patients are invited to complete after receiving services at the clinic 

• Interviews and a survey with community providers (e.g., family physicians, specialists, nurse 

practitioners (NPs), diabetes centres, other healthcare providers) 

• Interviews with NPs involved in supporting the CPPCC sites 

• Case studies of patients that received chronic disease management services at four CPPCC sites 

• Project data, including data reported weekly by pharmacies to PANS, an online clinical data 

collection tool that clinic staff complete after each service for selected services, data from 

pharmacy management software (PMS), and billing data from DHW. 

• Review of key project documents 

 

The strength of response of a theme or finding from the qualitative data is reflected through the use of 

descriptors such as “many”, “some” and “a few” and verbatim quotes from participants that illustrate the 

findings are included. Descriptive statistics from the quantitative data such as frequencies and means are 

also reported. A detailed description of the evaluation methodology is provided in Appendix A (p. 125). 

 

As Phase 3 pharmacies only began offering services in October 2024, they are excluded from this 

evaluation. Assessment of the new scopes of pharmacist practice that began July 2024 (prescribing with 

a diagnosis already established for additional conditions, diagnosis by protocol for hypertension and 

diabetes, and assessments and prescribing for acute ear and nose complaints) is not covered in detail in 

this evaluation, as PANS and NSCP felt that pharmacists needed more time and experience with the 

delivery of these services through the fall and winter months. A supplemental report evaluating these 

new scopes of practice will be completed in January 2025. 

https://www.researchpowerinc.com/
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Organization of the Findings 
The evaluation findings are organized thematically into four main sections: 

• Project description 

• Impact to patient care 

• Impact for pharmacy teams 

• Impact to the healthcare system 

 

The first section describes the pilot project and how it has been implemented, focusing on changes since 

the interim evaluation. The latter three sections assess outcomes in each area and share lessons learned. 

The lessons learned reflect the facilitators, challenges and suggestions for improvement identified 

through the evaluation.  

 

Within the report there are also a number of “special topics” sections. These are specific topic areas within 

the broader CPPCC project where the evaluators gathered additional detailed information. They include: 

• Providing publicly funded vaccines (p. 35) 

• Providing chronic disease management services (p. 51) 

• Nurse Practitioner Support Program for CPPCC Sites (p. 103) 
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Findings 
 

Project Description 
This section provides descriptive information about the implementation of CPPCC, including participating 

pharmacies, promotion of CPPCC, the support and training provided to pharmacies, and clinic 

management. 

 

❖ Participating Pharmacies 

Twenty-six pharmacies began offering services through CPPCC in 2023 (12 in February 2023 and 14 in May 

2023).1 In June 2024, six pharmacies that were previously operating 

as Lawtons Primary Care Walk-In Clinics (PWIC+) became part of the 

CPPCC, for a total of 31 sites in operation as of October 31, 2024 

(excluding Phase 3 sites that started in October 2024). Since the 

beginning of the project, there have been some changes in the 

participating pharmacies, with two pharmacies leaving the project 

and alternative pharmacies in similar locations joining. Currently, 

about a third of sites are in Central Zone (34%) and Western Zone 

(28%), and a smaller proportion of sites are in Northern Zone (22%) 

and Eastern Zone (16%). The six formerly PWIC+ sites added to the 

project in June 2024 did not include any locations in Eastern Zone, 

which contributes to the smaller number of CPPCC sites in that 

area. 

 

❖ Promotion of CPPCC 

The CPPCC project has been widely promoted since the initial launch. Promotional activities (e.g., social 

media, posters and other materials in the pharmacy, grand opening) occurred at each participating 

pharmacy as well as at the provincial level by PANS and DHW (e.g., media releases, advertising, inclusion 

on provincial websites). Many meetings were also conducted with healthcare providers and throughout 

the healthcare system level to build awareness and understanding of CPPCC and support collaboration.2 

 

Since the interim evaluation in the fall of 2023, the Government of Nova Scotia has continued to promote 

the CPPCC locations using various methods including media and social media. The CPPCC sites are also 

listed as a resource in the YourHealthNS app that provides information about where Nova Scotians can 

access healthcare services. As of early October 2024, 811 operators are also able to directly book patients 

that call 811 for appointments to receive care at CPPCC sites. 

 
1 The process and criteria for selecting pharmacies to participate is described in the interim evaluation report. 
2 More information about outreach and promotional activities is available in the interim evaluation report. 

Figure 1: Number of CPPCC Sites by 
Nova Scotia Health zone 
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❖ Support and Training for Pharmacies 

Pharmacy owners and managers, pharmacists, and clinic admin staff were provided with training to 

support them with implementing the pharmacy clinic.3 Since the interim evaluation in September 2023, 

additional training has been provided to pharmacies in the following clinical care areas: 

• Influenza and pneumococcal vaccines 

• Treatment of Lyme disease 

• Antibiotic prescribing as chemoprophylaxis of identified close contacts 

• Post-splenectomy publicly funded vaccines 

• Controlled substance use in chronic pain 

• Training related to new scopes of practice being studied by NSCP: diagnosis of diabetes and 

hypertension by protocol and acute ear and nose complaints (otitis media, otitis externa, 

sinusitis)4 

 

The chronic disease management (CDM) modules provided by PANS (cardiovascular disease, behaviour 

change, patient care process, obesity, chronic obstructive pulmonary disease (COPD)/asthma, diabetes) 

were re-accredited and pharmacists had the opportunity to review these modules again for updated 

content. There is also a monthly “clinical rounds” session open to all CPPCC pharmacists where the Clinical 

Consultant Pharmacist at the NSCP reviews and discusses cases. 

 

In addition to clinical topics, training was also provided on some administrative aspects of the project: 

• Updates to billing and PINs (April 2024 changes) 

• Tips and tricks for using the EMR (Medaccess) 

• CPPCC-NP program (see next section – virtual hallway training, review of program, meet the NPs) 

 

Nurse Practitioner Support for CPPCC Sites 

Beginning July 15, 2024, a new support component was added to the CPPCC project. Pharmacists working 

in the pharmacy clinics could contact one of three NPs for support with patient care in the following areas: 

• Any patient case relating to one of these seven disease states: diabetes, hypertension, 

hyperlipidemia, COPD, asthma, chronic kidney disease, and thyroid disease. 

• The first time they provided a diagnosis by protocol for diabetes or hypertension, pharmacists 

booked an appointment with the NP for a peer review of the case. 

 

All NP support is provided virtually using the Virtual Hallway software. After assessing the patient, if a 

pharmacist determines that they would like to consult with an NP, they have the option to book a time 

for a virtual consultation or to request an asynchronous consult where the NP will review the patient’s 

information and provide advice to the pharmacist. Together they decide on a course of action and who 

 
3 A detailed description of training to support initial clinic set up and implementation is provided in the interim 
evaluation report. 
4 This training will be discussed in greater detail in the supplemental report discussing these services. 
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will be responsible for any next steps and follow-up. NPs also provide some care outside of the 

pharmacist’s scope such as referring the patient for required testing or to a specialist or diagnosing 

conditions outside of the pharmacist’s scope. If required, the NP is able to contact the patient directly. 

 

❖ Clinic Management 

Clinic Scope of Services 

Pharmacy clinics can deliver all services that are within a pharmacist’s scope of practice. In the first year 

of the project, some additional scopes of practice were approved to be studied under the Standards of 

Practice Prescribing, Appendix I by the NSCP (assessment and prescribing for Group A strep and 

prescribing with a diagnosis already established for specific chronic conditions). Following the research, 

which was part of the interim evaluation of CPPCC conducted in fall 2023, assessment and prescribing for 

Group A strep was incorporated into the regular scope of practice for all pharmacists. Beginning in July 

2024, additional services were added for study, including prescribing with a diagnosis already established 

for additional conditions (extending the research already completed), diagnosis by protocol for 

hypertension and diabetes, and assessments and prescribing for acute ear (otitis media and otitis externa) 

and nose (sinusitis) complaints. 

 

Human Resources 

All participating pharmacies had to have sufficient staffing levels to support the clinic as well as the 

dispensary. When they joined CPPCC, some pharmacies had to hire additional pharmacists and/or admin 

staff. Both a pharmacist and the clinic admin are typically on duty all hours that a clinic is open. Across all 

clinic sites included in this evaluation, approximately 165 pharmacists and 63 admin staff work in the 

clinics as of October 31, 2024 (numbers may vary over time as staffing changes). This is an increase from 

the interim evaluation when 145 pharmacists and 47 clinic admin were reported, but six additional 

pharmacies were included in the final evaluation compared to the interim. 

 

Clinic Hours 

The number of hours pharmacy clinics were open varied over time. Hours were initially allocated to each 

clinic, and these were then adjusted based on factors such as staffing and community demand for clinic 

services. Some pharmacies decreased their hours while others increased them. From February 1, 2023, to 

October 31, 2024, the weekly pharmacy report shows that on average, full-time clinics were open for 36.9 

hours per week and part-time clinics were open for 19.6 hours per week.5 Seven of the 28 full-time clinics 

were open, on average, less than 30 hours per week (averages between 22.3 – 29.2 hours/week). The 

lower hours were due to holidays, staffing shortages, staff vacation or illness, weather, training/meetings, 

 
5 This includes data from 33 clinics. Two full-time clinics started the project but eventually stopped operating (one 
on July 8, 2023, the other on January 31, 2024 after the initial 12 month commitment was complete) due to 
inadequate staffing and were replaced. One clinic increased its hours enough to move from part-time to full-time on 
July 8, 2023, and two full-time clinics reduced to part-time hours (one on November 11, 2023 and one on April 6, 
2024). These clinics are included within the appropriate category up to the date they changed their hours. 
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or natural disasters (e.g., forest fire, flood) (challenges related to staffing are discussed further in the 

Human Resources section). 

 

Table 1: Average # of hours per week clinics were open 

 Average Hours Minimum Average Maximum Average 

Full-time 36.9 22.3 56.7 

Part-time 20.4 3.0 32.3 

Overall 33.3 * * 

 

Figure 2 shows that the average weekly hours for full-time clinics have decreased while the average 

weekly hours for part-time clinics have increased. The lower average hours for full-time clinics are due in 

part to more clinic sites that are classified as full-time with a lower number of hours per week (e.g., 32 

hours). This reflects how hours have been adapted over time in response to clinic needs (e.g., based on 

staffing) and community demand for services. 

 

Figure 2: Average clinic hours by month 

 
 

Availability of evening and weekend appointments varied across pharmacy clinics. Five clinics (16% of the 

32 clinics included in this data), all full-time, offered weekend hours at least 50% of the weeks they 

reported data. This is slightly fewer clinics than at the interim evaluation (seven clinics). The average 

number of hours these clinics were open counting only the weekends when they were open ranged from 

four hours (approximately sixteen 15-minute appointment slots) to eight hours (approximately 30 

appointments). Another 11 clinics occasionally (at least 5% of the weeks they reported data) offered 

weekend hours. The average number of hours these clinics were open, counting only the weekends when 
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they were open, ranged from 1.6 hours (approximately six appointment slots) to 5.2 hours (approximately 

21 appointments). The remaining 17 clinics offered weekend hours in fewer than 5% of weeks or did not 

offer any weekend hours.  

 

From February 1, 2023 to October 31, 2024 on average, full-time clinics reported 40 pharmacist hours per 

week (range of 25 – 60 hours per week) and 39 admin staff hours (range of 25 – 61 hours) per week. Part-

time clinics reported an average of 22 pharmacist hours (range of 3 – 37 hours) per week and 20 admin 

staff hours (range of 3 – 41 hours).6 

 

Beginning July 2023, clinics were asked to report whether there were any pharmacy students or interns 

working or doing rotations in the clinic and whether the clinic increased the number of appointments as 

a result. While about a third of clinics (34%) had a student some of the time (during 10% of weeks or 

more), this did not have a significant impact on the number of appointments available as an increased in 

the number of appointment minutes was only reported for 12% of the weeks where a student/intern was 

working in the clinic (182 weeks in total). Clinics with students that increased the number of appointment 

slots/minutes increased their appointments by an average of 103 minutes/week (~7 appointment slots, 

range of 4 – 390 minutes). 

 

Pilot Project Funding 

CPPCC was launched with a pilot project funding model. In this model, participating pharmacies are paid 

as usual for services that are publicly funded in all pharmacies (Funded services). In addition to what they 

bill for publicly funded services, they receive a monthly research stipend of $7,000. The research stipend 

is intended to cover the time required to participate in evaluation and data collection activities for the 

pilot project as well as needs related to clinic set up, training and education of staff, overhead, 

collaboration with other providers, and non-patient facing clinical time (e.g., prep for appointments, 

review of labs). It also is meant to cover all services provided that are in the Not Funded, Eligible category 

(services that are within scope but not currently funded). These services are billed to the province for 

tracking purposes but are not paid on a fee-for-service basis. The stipend amount does not change 

regardless of the number of Not Funded, Eligible services delivered. In addition, there are a small number 

of services that clinics can also offer that are not eligible for public funding (Not Funded, Not Eligible) and 

these are paid for by the patient out-of-pocket (e.g., travel health consultation, malaria chemoprophylaxis 

assessment, non-publicly funded vaccines). Pharmacy clinics do not receive any government funding for 

these services. 

 

While the approach to funding has remained the same throughout the project, the services that are 

considered either Funded or Not Funded, Eligible have changed over time. It was clear early on that the 

original funding approach was not sufficient to cover the costs of the clinics (this issue was identified and 

 
6 The calculation for average hours includes all reported hours for pharmacists (i.e., overtime as well as hours the 
clinic was open). The former PWIC+ clinics have been omitted from this calculation as they have a different operating 
model with more admin hours (on average more admin than pharmacist hours) and fewer opening hours for the 
clinics (32 hours for full time clinics instead of 40). 
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discussed in the interim evaluation). To address this, over time - services were moved from the Not 

Funded, Eligible category to the Funded category to improve the financial model. In 2024, it was clear that 

a significant financial shift was needed so it was agreed that all services in the Not Funded, Eligible 

category would move to the Funded category and the stipend would remain the same. The list below 

describes the services that have moved from Not Funded, Eligible services to Funded services over time: 

• July 2023: minor ailment assessment and prescribing, adaptations, and therapeutic substitutions. 

• September 2023: assessment and prescribing for Group A strep (partial funding for the service). 

• April 2024: prescription adaptations – refusal to fill, Lyme assessment and treatment, 

deprescribing, complex medication reviews (initial and follow-ups), CDM (initial and follow-ups 

for all relevant conditions), point-of-care testing for both A1c and lipids, administration of 

injection of medication (basic and complex), assessment and administration of publicly funded 

vaccines (basic and complex), prescribing in an emergency, prescribing with a diagnosis in 

collaboration with another provider, smoking cessation (initial and follow-ups). 

• April 2024: other changes including removing limits for renewals (no longer a maximum of four 

per year) and CDM (no longer a maximum of five per year), providing additional funding for 

assessment and prescribing for Group A strep (now fully funded), and changing the smoking 

cessation follow-up fee to $15 for all follow-ups. 

 

With the substantial changes in April 2024, most services delivered by the clinics are now funded and 

pharmacies must bill for these services. Services that remain in the Not Funded, Eligible category include 

renewal assessment that does not result in a prescription; assessment and prescribing for some minor 

ailments (dandruff, corns and calluses, cough, warts), and diagnosis of hypertension and diabetes (one of 

the new services being provided through NSCP prescribing research as of July 2024).  

 

Impact to Patient Care 
 

❖ Patient Visits and Services Delivered 

Patient Visits 

Pharmacy clinics reported a total of 188,276 patient visits in the weekly report data from February 1, 2023 

to October 31, 2024 (not unique patients, the same patient could be seen multiple times). On average, 

full-time clinics saw 95 patients/week and part-time clinics saw 50 patients/week (see Table 2). There was 

variability across clinics in the number of patients each week, with 10 clinics averaging over 100 patients 

a week (maximum of 190/week) and nine clinics below 50 patients/week (minimum of 34/week). The 

main factor is hours, i.e., clinics that were open more hours in a given week were able to see more 

patients. However, the average number of patients per hour also varied quite a bit across clinics, from 1.1 

to 3.3 patients per hour per clinic. Average patients per hour has not changed substantially over time; 

from March to August 2023, clinics averaged 2.4 patients per hour and from September 2023 to October 

2024 clinics averaged 2.7 patients per hour. Patients per hour is influenced by the type of service being 

provided and appointment length, as well as by unbooked appointments and no shows (discussed in the 
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section on No Shows and Unbooked Appointments) or clinic time that is used for non-patient-facing work 

(e.g., collaborating with other providers, reviewing lab test results). No differentiation is made between 

longer more complex appointments and shorter services in this calculation. Services such as advanced or 

complex medication reviews, diagnosis by protocol, or CDM take more time compared to other shorter 

services (e.g., basic injections. Group A strep assessment), so fewer patient visits could be conducted if 

longer services are provided more frequently than shorter services. As clinics are now offering more 

longer services such as CDM (see Services Delivered section) and patients per hour has increased at the 

same time, it is likely that clinics are now more efficient in service delivery than they were at the beginning 

of the project. 

 

Table 2: Average number of patients seen by clinics per week and per hour 

 Average patients/week Average patients/hour 

Full-time 94.8 (34 – 190) 2.6 (1.1 – 3.3) 

Part-time 50.3 (10 – 90) 2.6 (2.1 – 3.1) 

Overall 85.5 2.6 

 

Over half of visits to the clinic were reported to be with patients that are attached to a PCP (55%), lower 

than the 61% reported in the interim evaluation. The proportion of attached patients seen at CPPCCs has 

continued to decrease since the clinics opened in February 2023 (see Figure 3). 

 

Figure 3: Proportion of attached patients visiting CPPCC clinics over time 

 
 

Modality for Patient Visits 
Based on data available from DHW on how services were delivered, the majority of services for which a 

modality was reported were delivered in person (83%) and around 17% were delivered by phone. Very 

few visits were delivered by virtual care (~0.1%) and only 16 clinics have the ability to provide virtual care. 

Since the interim evaluation, there has been a slight increase in the proportion of visits delivered by 

phone. Commonly delivered services were provided in person and by phone but the proportion delivered 

40%

45%

50%

55%

60%

65%

70%



Research Power Inc. 

Community Pharmacy Primary Care Clinics: Final Learning and Evaluation Report 

Pharmacy Association of Nova Scotia 

March 2025 – Final 

11 

 

in person varied (e.g., 62% in person visits for renewals for 1-3 medications, 72% for prescription 

adaptations, and 76% for renewals for 4+ medications). 

 

Unique and Repeat Patients 

Based on billing data from DHW, there were 90,678 unique patients that received at least one service at 

a CPPCC site between February 1, 2023, and October 31, 2024.7 Most patients visited clinics in either the 

Central (43%) or Western Zone (24%) (see Figure 4). Overall, more female patients (62%) than male 

patients (38%) received services. The largest proportion of patients were aged 60-79 years (26%), followed 

by patients aged 20-39 years (24%) and those aged 40-59 years (24%). Clinics in Western Zone saw a 

higher percentage of patients in the oldest age groups (over 60 years), while clinics in Central Zone saw a 

higher percentage of patients in the younger age groups (see Figure 5). 

 

Figure 4: Unique patients seen at 
clinics by NSH zone Figure 5: Characteristics of patients by NSH zone 

 
 

 

By combining data on the number of patient visits reported by pharmacies in the weekly pharmacy report 

and the number of unique patients reported by DHW, it can be estimated that about 50% of patient 

appointments over the course of the project were for unique patients.8 The rest of the appointments were 

for patients returning to the clinic, either for follow up to their original appointment or for a different 

service. Some pharmacy clinics had a large proportion of unique patients (e.g., three clinics had over 65% 

of visits with unique patients), while others tended to see more repeat patients (e.g., three clinics had less 

than 35% of visits with unique patients). Clinics that had a greater proportion of unique patients were 

more often in urban areas. The profile and needs of patients in the area also play a role, as some clinics 

 
7 This data is from billing data reported to MSI/DHW. As discussed in the Limitations section of this report, the 
number of services reported in DHW billing data compared to the pharmacy data from the PMS reported to PANS is 
not consistent across a number of services. Therefore, data reported to DHW is assumed to be an under-estimate of 
the actual number of patients seen and services delivered. 
8 This is likely an underestimate of returning patients as data from the former PWIC+ clinic sites was only included 
from the time they joined CPPCC (June 2024). Patients that received services at those clinics before that date and 
returned for additional services after that date would not be counted as unique patients. 
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had greater demand for services like CDM or medication reviews which are more likely to involve repeat 

visits with the same patient for follow up. 

 

Services Delivered 

The data presented in the following sections includes data from three sources: billing data from 

pharmacies (pharmacies reported data to PANS about the number of services they delivered as tracked 

in their PMS); billing data from DHW based on services pharmacies billed to Nova Scotia Medial Insurance 

Services (MSI); and data on services delivered reported in the project clinical data collection tool. Each 

data source offers different information. DHW billing data is reported as MSI can track services provided 

to unique patients over time, whereas the pharmacy billing data only tracks services delivered. The clinical 

data collection tool gathered additional context about some of the services delivered. However, both the 

clinical data collection tool data and the DHW billing data are incomplete (fewer services reported 

compared to the total reported in pharmacy billing data). These issues are further discussed in the 

Limitations and Considerations section in Appendix A (p. 131). 

 

Based on billing data from pharmacies, there were 218,308 services billed from February 1, 2023, to 

October 31, 2024. On average, clinics billed 422 services per month (see Table 3).  

 

Table 3: Number of services billed each month by full and part-time clinics 

 Average # of billed 
services/month per clinic 

Range of average # of billed 
services/month per clinic 

Full-time 477.3 200.4 – 942.2 

Part-time 216.1 27.3 – 371.4 

Overall 422.3 * 

 

Figure 6 shows the top six most commonly delivered services. CDM services have increased as a 

proportion of total services over the course of the project; from 3.5% of all services in February 2023 to 

16% in October 2024. The most substantial increase came in more recent months, since April 2024; CDM 

accounted for only 9% of services in April 2024 but increased to 17% by July and has remained relatively 

consistent at that level through the fall of 2024. The proportions for the three most commonly delivered 

services have remained relatively consistent, although they have declined slightly compared to the interim 

evaluation: renewals from 25% in the period February to August 2023 compared to 24% from September 

2023 to October 2024, strep throat from 24% to 18%, and minor ailments from 12% to 9%. Assessment 

and prescribing for Group A Strep is higher between February and June in both 2023 and 2024 due to the 

seasonal incidence of strep throat. A complete list of services delivered is provided in Appendix B (Table 

29: Number and percentage of services delivered by pharmacy clinics, p. 133). 
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Figure 6: Top six most frequently delivered services by month 

 
 

Based on data reported by pharmacies in the clinical data collection tool from February 1, 2023 to October 

31, 2024, it appears that attached and unattached patients tended to receive different services. The top 

five most common services for attached patients are group A strep, renewals, minor ailments, CPAMS, 

and vaccines. The top five most common services for unattached patients were renewals, follow-up CDM, 

group A strep, minor ailments, and initial CDM. Some services were more often delivered to attached 

patients or unattached patients. A greater proportion of visits with attached patients included group A 

strep and CPAMS services (see Figure 7) and a greater proportion of visits with unattached patients 

included renewals and CDM services. The increased number of CDM services being delivered and the 

higher proportion of these services delivered to unattached patients (83% of CDM appointments reported 

in the clinical data collection tool were for unattached) is likely a factor contributing to the overall decline 

in the proportion of clinic visits with attached patients discussed earlier in the report (see Figure 3, p. 10). 

 

Figure 7: Percentage of services delivered to attached vs. unattached patients 
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Renewals 
Based on pharmacy billing there were 52,425 renewals provided by pharmacy clinics from February 1, 

2023 to October 31, 2024. The majority of these were for 1-3 medications (79%), followed by 4+ 

medications (15%). An additional 2% were for renewals that did not result in a prescription. The remaining 

4% of renewals were non-billable, where the patient has already exceeded four renewals in a year (prior 

to this restriction being removed in April 2024). These proportions are similar to those reported in the 

interim report. 

 

About 60% of these services (31,662) were reported in the clinical data collection tool and additional data 

was provided for 31,494 of these visits. As of January 2024, more detailed information was captured on 

the specific number of medications renewed at each visit. From January 1 – October 31, 2024, about half 

of renewal visits were for one medication, a fifth for two medications, and almost a fifth (18%) for four or 

more medications, with a very small proportion (1%) of visits including renewals for 11 or more 

medications (see Table 4). About 2% of renewal appointments did not result in a prescription.  

 

Table 4: Number of renewals provided at renewal appointment 

Number of renewals # of appointments % of renewal appointments 

0 476 2.1% 

1 11,834 52.1% 

2 4226 18.6% 

3 2160 9.5% 

4-6 2938 12.9% 

7-10 885 3.9% 

11+ 206 0.9% 

Total 22,725 100.0% 

 

From January 1 – October 31, 2024, 12% of renewals reported in the data collection tool were for a 

duration shorter than the patient’s usual prescription duration. Shorter durations were prescribed 

primarily when blood work was required, there was a need to assess the efficacy of the medication, and 

because the medication fell under the Controlled Drugs and Substances Act (CDSA) (Figure 8). 
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Figure 8: Reasons for reduced renewal duration* 

 
* Only responses that accounted for ≥1% of responses are included in this figure. More than one response could be 
selected. 

 

Minor Ailments 
In the pharmacy billing data, 21,671 minor ailment assessments were provided by pharmacy clinics from 

February 1, 2023 to October 31, 2024. The most common minor ailments reported were conjunctivitis, 

mild-moderate eczema, fungal skin infection, allergic rhinitis, and GERD (see Figure 9). 
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Figure 9: Proportion of minor ailment services by minor ailment type 

 
* Prior to July 6, 2023, pharmacies billed all minor ailments under one common billing code. After this date, the 
minor ailments that were funded (most of them) each had their own individual code. A few minor ailments were still 
not publicly funded and continued to be billed through the other minor ailment billing code (warts (excluding facial 
and genital), corns and calluses, dandruff, cough, nasal congestion). 

 

DHW billing data captured the result of a minor ailment service (i.e., prescription, referral and a 

prescription, referral and no prescription, over-the-counter (OTC) recommendation, or no 

recommendation). While the result was not reported for many services (41%), for the services with a 

reported result, almost three quarters of minor ailments services resulted in a prescription (see Table 5). 

Minor ailments with higher rates of prescriptions included GERD, cold sores, hemorrhoids, smoking 

cessation, impetigo, and threadworms/pinworms. Since the interim evaluation, there has been a small 

increase in the proportion of minor ailment services that resulted in a prescription (from 67% to 73%) and 

decreases in the percentage of minor ailment services that resulted in referrals, no recommendations, 

and written OTC.  

 

From September 1, 2023, to October 31, 2024, there were 451 patients who reported receiving a minor 

ailment service and completed the patient survey. Patients were asked where they would have gone for 
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(32%), a walk-in clinic (26%), or another pharmacy (11%). Compared to all patients that completed the 

patient survey, a greater proportion of patients who received a minor ailment service would have gone 

to their regular PCP and fewer would have gone to an ED. Around 5% of patients who received a minor 

ailment service would not have sought care anywhere else. 

 

Table 5: Results of minor ailment services provided by pharmacies* 

Minor Ailment 
Written 

Rx 

Referral 
w/  

No Recd./ 
Rx 

No 
Recd. 

Written 
OTC 

Referral 
w/ 

Recd./ 
Rx 

# Services 
with 

Known 
Result 

# Services 
with 

Unknown 
Result 

GERD 89.8% 4.7% 1.7% 3.0% 0.7% 804 382 

Cold Sores 89.5% 5.0% 3.5% 1.5% 0.5% 399 286 

Hemorrhoids 87.1% 5.8% 1.2% 5.8% 0.0% 171 103 

Smoking Cessation Product 85.3% 2.1% 3.2% 9.5% 0.0% 95 67 

Impetigo 85.1% 8.9% 3.0% 3.0% 0.0% 437 332 

Threadworms/Pinworms 83.3% 2.2% 8.9% 5.6% 0.0% 90 63 

Oral Fungal Infection 81.7% 10.4% 5.5% 1.7% 0.6% 469 353 

Mild Acne 80.9% 9.7% 4.3% 4.3% 0.8% 257 195 

Conjunctivitis 79.5% 8.3% 7.7% 3.8% 0.6% 2,203 1,658 

Allergic Rhinitis 79.4% 6.9% 5.4% 6.5% 1.8% 841 471 

Dysmenorrhea 78.9% 5.3% 10.5% 5.3% 0.0% 19 20 

Vaginal Candidiasis 73.2% 14.2% 5.0% 6.6% 1.1% 380 258 

Mild to Moderate Eczema 71.6% 9.9% 9.4% 8.1% 1.0% 1,228 1,020 

Dyspepsia 71.4% 0.0% 14.3% 14.3% 0.0% 28 23 

Minor Sleep Disorders 68.3% 7.5% 12.5% 10.8% 0.8% 120 72 

Oral Ulcers 65.9% 14.7% 8.5% 8.5% 2.3% 129 91 

Fungal Skin Infection 60.9% 18.1% 10.0% 8.8% 2.2% 970 709 

Minor Muscle Pain 58.4% 20.2% 10.5% 8.9% 1.9% 361 244 

Minor Joint Pain 53.9% 18.7% 11.2% 11.6% 4.6% 241 144 

Urticaria 50.2% 14.5% 16.3% 15.9% 3.1% 227 116 

Contact Allergic Dermatitis 48.5% 14.1% 16.8% 18.6% 2.1% 716 364 

Dry Eyes 41.1% 3.6% 16.1% 37.5% 1.8% 56 34 

Nausea 35.0% 15.0% 25.0% 18.3% 6.7% 60 34 

Mild Headache 33.3% 46.3% 9.3% 3.7% 7.4% 54 33 

Emergency Contraception 25.0% 0.0% 50.0% 25.0% 0.0% 4 4 

Non-Infectious Diarrhea 14.0% 28.0% 26.0% 30.0% 2.0% 50 32 

Total 72.9% 10.6% 8.0% 7.1% 1.3% 10,409 7,108 

* Prior to July 4, 2023, pharmacies were not asked to report the result of their minor ailment services, which is why 
the number of services with unknown results is high for some categories. 
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Injection of Medication 
In the pharmacy billing data, there were 7,661 medication injection services provided from February 1, 

2023 to October 31, 2024. Beginning in May 2024, pharmacies were able to bill for either a basic or 

complex medication injection, and 38% of the 803 injections provided from May 1 to October 31, 2024 

were complex. There were 3,874 medication injection services reported in the clinical data collection tool 

(49% of the services in the pharmacy billing data). Pharmacy clinics most commonly provided B12, Depo 

Provera, and long-acting anti-psychotics (see Table 6). In addition, pharmacy clinics provided 25 services 

for medication injections where an assessment was provided but no injection was given (0.7% of all 

injection services reported). 

 

Table 6: Top 10 most frequently provided injection medications* 

Injection # % 

B12 (cyanocobalamin) 1,987 51.3% 

Depo Provera 628 16.2% 

Long-acting anti-psychotic (med not specified) 367 9.5% 

Delatestryl/testosterone 329 8.5% 

Abilify 109 2.8% 

Sublocade 93 2.4% 

Lupron 50 1.3% 

Prolia 47 1.2% 

Invega 44 1.1% 

Clopixol 35 0.9% 

Total 3,874 * 

 

Tobacco Reduction Program 
In the pharmacy billing data, 362 initial assessments for the tobacco use reduction program were 

reported, and 252 follow-ups from February 1, 2023 to October 31, 2024. In the DHW billing data, 351 

patients received tobacco reduction program services from pharmacy clinics. Across these patients, there 

were 333 initial tobacco cessation services provided and 247 follow-up services; 146 visits were for the 

first three follow-ups and 101 were for between the fourth and seventh follow-up visit. More than half of 

patients who received a tobacco use reduction service received only an initial consultation (58%), 19% 

received an initial consult and between one and three follow-ups and an additional 12% received an initial 

consult and between four to seven follow-ups. Since the interim evaluation, the percentage of patients 

who received at least one follow-up has increased. 

 

Service with no Other PIN to Bill 
Pharmacy clinics sometimes provide a service that was within scope of practice but did not meet the 

criteria for any of the specific-specific PINs (billing codes). Initially this was called a complex therapy 

assessment but was changed in January 2024 to be called service with no other PIN to bill. In the pharmacy 

billing data, 7,006 of these services were billed from February 1, 2023 to October 31, 2024. Over one third 

of these (n=2,634; 38%) were reported in the clinical data collection tool. Initially, pharmacies were 

provided with an open-text field to describe the services received. At the time of the interim evaluation, 
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603 services were reported primarily in the areas of triage (21%), complex therapy review (12%), renewals 

where no prescription was provided (9%), and other types of health assessments where health advice or 

an over-the-counter recommendation was provided (8%). In January 2024, this question was changed, 

and pharmacies were given specific options to report patient concerns and the action that was taken in 

these visits. Since January 2024, 1,077 services with no other PIN to bill were reported in the clinical data 

collection tool (37% of the services reported in the pharmacy billing data for the same period). In most of 

these visits, patients presented with medication concerns (55%), to follow-up on a previous service for 

which there is no PIN (35%), or to review blood work (16%). The pharmacist most commonly provided 

patients with advice (76%) or prescribed a medication (13%). An additional 35% of patients received what 

was described in an open-text field as a complex medication review. These were all provided prior to May 

2024 when a PIN for complex medication reviews was added so pharmacists could bill separately for that 

service. 

 

❖ Outcomes for Patients 

Positive Experience of Pharmacy Care 

Patients appear to be highly satisfied with the care they are receiving at the pharmacy clinics. Many 

patients that provided comments in the post-service survey9 and patients that participated in interviews 

for case studies reported being happy with their experience of receiving care at CPPCC clinics. They noted 

that pharmacists and other pharmacy staff were approachable, helpful, and thorough, taking the time to 

get to know the patients and their history, explain treatment (e.g., how to take medications, potential 

side effects), and address any patient concerns. A few patients shared that being able to access their local 

clinic made them feel more connected to their community. 

 

Most patients responding to the post-service survey rated their satisfaction as 10 out of 10 (82%). An 

additional 16% of patients rated their satisfaction as 8 or 9 out of 10. Reported satisfaction was similar 

among attached and unattached patients (see Figure 10). Patient reported satisfaction has remained high 

throughout the project; in all months, 94% or more patients reported satisfaction of 8 out of ten or higher. 

 

Figure 10: Satisfaction among attached and unattached patients 

 

 
9 All patients that received a service from a pharmacy clinic were invited to complete a short survey following service 
delivery. A total of 5,551 surveys were completed throughout the project (April 1, 2023 to October 31, 2024) and 
the response rate is approximately 3% compared to 188,276 patient visits reported. 
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For the 32 patients on the survey that rated their satisfaction a five or below, the open-ended feedback 

suggests that their main concerns were related to the pharmacist not being able to help them with their 

healthcare need. A very small number of patients gave other reasons for their low ratings such as being 

unhappy with the care they received or how they were treated by clinic staff. 

 

Patients were also given the opportunity to report on specific aspects of their care experiences on the 

survey. The vast majority of patients reported having a positive experience at the pharmacy clinics – 98% 

of patients agreed that they felt confident in the pharmacist’s ability to help with their health needs and 

that, if they need care in the future, they will use the pharmacy primary care clinic again. These findings 

are consistent with the interim evaluation results. 

 

Across all clinic locations, 30,487 patients (34% of the 90,354 patients seen at the clinics) returned to a 

clinic for at least two or more different services, not including follow-up appointments to a service 

previously received (e.g., follow-ups for CDM, medication reviews).10 This suggests that these patients are 

satisfied with the care they are receiving and return to the pharmacy clinic (the same or a different 

location) for other services. On the patient survey, 97% of respondents agreed that they would use the 

pharmacy primary care clinic in the future for their care needs. 

 

Improved Access to Care 

Many evaluation participants highlighted that the pharmacy clinics have improved access to care for both 

attached and unattached patients. This is consistent with what was reported in the interim evaluation. 

Access to care for unattached patients was noted as a particularly important benefit of the clinics. 

Unattached patients may, in some cases, have been without regular access to care (e.g., bloodwork, 

adjustment of medications) for several years. Without the pharmacy clinics, many unattached patients 

 
10 As noted previously, this is likely an underestimate of returning patients as data from the former PWIC+ clinic sites 
was only included from the time they joined CPPCC (June 2024). Patients that received services at those clinics before 
that date and returned for additional services after that date would not be counted as repeat patients. 

Patient Quotes: 
It’s some of the best healthcare I’ve accessed in a long time.  
 
Everyone at [pharmacy name] are wonderful. They welcome you by name when you enter and listen to 
all of your concerns and answer all of your questions. They follow-up with phone calls. 
 
I am extremely grateful for this service . . . I didn't feel like a number here, I felt like a human. Thank you 
for everything. I hope this service continues. I will use it again in the future and recommend to anyone. 
 
I was very satisfied with the pharmacist who saw and assessed me, very informative, compassionate, 
helpful, made sure the drug I needed was available.  
 
The pharmacist was lovely to deal with. Knowledgeable and professional. 
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would not be able to receive regular care. A few patients noted that without the pharmacy clinics they 

may have to ration their medications. In many communities across 

Nova Scotia, the only alternative to the pharmacy clinic for unattached 

patients is the ED or a walk-in clinic (including the NSH primary care 

access clinics), where there are barriers to accessing care including 

long wait times and challenges scheduling an appointment (i.e., 

because the phones are not always answered, or there are limited 

appointment slots available). Patients noted that having access to care 

at the pharmacy clinic has helped to reduce stress and anxiety about 

where and when they would get care. 

 

The clinics have also enhanced access to care for many attached patients. Patients reported that it is 

sometimes difficult to see their PCP on short notice for more acute health needs. The pharmacy clinics 

allow these patients to access same-day or next-day appointments, providing them with quicker access 

to care. As discussed in the Services Delivered section attached patients tend to receive more acute care 

services (e.g., Group A strep assessment) as well as renewals compared to unattached patients. PCP 

offices will sometimes refer their patients to pharmacy clinics if they cannot see them in a timely way for 

an acute need. As seen in Figure 11 below, 22% of patients responding to the patient survey indicated 

that it was because they could not access their PCP. 

 

On the patient survey, more than half of the respondents reported that they sought care at the pharmacy 

clinic because they are able to see a healthcare provider more quickly, followed by the pharmacy being 

more convenient than other places (see Figure 11), indicating that access and convenience are important 

factors in influencing a patient’s decision to seek care at the pharmacy. Patients responding to the survey 

were also asked about the preferred timing of their appointment at the pharmacy clinic. Over half of 

respondents (58%) said their appointment was around the time they were hoping it would be and 40% of 

respondents said that the appointment was sooner than they had hoped it would be. These findings 

indicate that pharmacy clinics are providing patients with timely access to primary care. 

 

The pharmacy clinics 
provide the ability to have 
life altering interventions, 
particularly for those 
patients that don't have any 
ongoing source of primary 
care. (Pharmacy team) 
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Figure 11: Reasons why patients sought care at a pharmacy clinic 

 
 

Evaluation participants provided positive feedback about the efficiency, accessibility, and convenience of 

the service at the pharmacy clinics. The majority of respondents to the patient survey agreed that it was 

easy to book an appointment (98%), they received quick access to care (98%), accessing care at the clinic 

saved them time (97%), and the hours (97%) and location (95%) were convenient for them (see Figure 

12). These findings are consistent with the interim evaluation. Patients noted that it was easy to schedule 

appointments with the clinics (e.g., staff help patients through the process or patients can book online), 

and evening and/or weekend appointments are available at some clinics. Because the clinic and 

dispensary are usually co-located, patients can access services from both during the same visit, which is 

helpful for patients that require a prescription. A few patients also discussed how receiving care at the 

pharmacy clinic helps to reduce transportation barriers, particularly for patients who do not drive. 

Pharmacies may be located closer to the patient’s home compared to other access points for primary 

care. Overall, both attached and unattached patients highlighted that accessing care at the pharmacy 

clinic helped to save them time and increased their access to care). 

 

0% 20% 40% 60%

Other

Prefer to see a pharmacist for this care

Cannot access primary care provider

Already receive other kinds of health care at the
pharmacy

No primary care provider

Referred by a trusted source

Pharmacy is more convenient than other places

Able to see a health care provider more quickly



Research Power Inc. 

Community Pharmacy Primary Care Clinics: Final Learning and Evaluation Report 

Pharmacy Association of Nova Scotia 

March 2025 – Final 

23 

 

Figure 12: Patient perceptions about access to care at pharmacy clinics 

 
 

Patients responding to the survey said that if they had not been able to get an appointment at the 

pharmacy clinic they would have gone to a walk-in clinic, their regular PCP, or the ED (Table 7). When 

comparing attached and unattached patients, a greater proportion of attached patients would have 

visited their regular PCP, while a greater proportion of unattached patients would have gone to a walk-in 

clinic. The proportion of patients who said they would have visited an ED has decreased substantially since 

the interim evaluation (26% at interim, 11% from September 1, 2023 – October 31, 2024). Long ED wait 

times might be discouraging patients from seeking care there, or some communities may have new 

options for care (e.g., new walk-in clinics or primary care practices) that have contributed to reduced need 

to visit the ED. 

 

Table 7: Where the patient would have sought care if not at pharmacy primary care clinic. 

Where for care 

% responses 

Attached pts. 

% responses 

Unattached pts. 

% responses 

All respondents 

Walk-in clinic 15.8% 42.9% 27.6% 

Regular family doctor or nurse practitioner 46.1% 0.7% 26.3% 

Don't know/not sure 7.0% 19.0% 12.2% 

Emergency department 10.8% 11.7% 11.2% 

Another pharmacy 12.0% 9.3% 10.9% 

I would not have sought care anywhere else 4.6% 7.0% 5.7% 

Virtual care service (e.g., Maple, Virtual Care NS) 2.3% 8.8% 5.1% 

Other 0.7% 0.2% 0.5% 

Blood collection clinic 0.3% 0.1% 0.2% 

Specialist/Hospital (other than ED) 0.3% 0.3% 0.3% 

Total 100.0% 100.0% 100.0% 
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Improved Shorter-term Health Outcomes 

Pharmacy clinics have demonstrated their ability to help patients improve their physical and mental health 

outcomes. Pharmacy staff described how they have helped patients improve their physical health, often 

citing changes in clinical outcomes as indicators of improved 

health (e.g., reduced A1c or blood pressure, improved lipids or 

thyroid values, weight loss). Most often, pharmacists shared 

examples of how they were able to help patients with 

hypertension reduce their blood pressure and patients with 

diabetes reduce their A1c. Pharmacists often made changes to 

patient therapies (e.g., add or modify medications) and 

provided patients with regular follow-up and testing. Pharmacists also provided patients with lifestyle 

counselling (e.g., diet, exercise, smoking advice, home monitoring 

of blood pressure/blood glucose), which supported patients in 

changing their health behaviours and may contribute to longer-

term improved health outcomes. The Chronic Disease 

Management section of this report includes some detailed patient 

case studies that provide additional examples of how the pharmacy clinics have supported improved 

patient health outcomes. 

Patient Quotes: 
 
I was having mental health problems and the wait to see my family doctor was too long to address the 
critical needs I had. This clinic felt lifesaving. It was hope for me when I was in a very dark place. Thank 
you for this program. I am feeling significantly better after receiving this support. 
 
One week prior to this visit, I received a diagnosis of cancer. The pharmacist was able to assist me in 
coping with my symptoms, as I await my oncology appt. She and the staff at the pharmacy were/have 
been caring and supportive. I wish to thank you all for how you have assisted me, and for your collective 
contributions to our community. 
 
This clinic is my source of healthcare to manage my chronic health conditions without this clinic I would 
be very ill. The staff at the clinic is awesome. 
 
I had no idea the clinic was available, so it was a nice little surprise. I didn’t have to go and wait hours in 
an emergency room or find a walk-in clinic and wait there for hours.  
 
Without the clinic, I would be lost. I’m pretty sure there are a lot of other people who go there who 
would tell you the same thing. 

It’s been really great to see the 
difference in patient outcomes 
and see some of the numbers 
like A1c drop. (Pharmacy team)  

Being on that [new medication], I 
have noticed the A1c is going down. 
 
My blood pressure is down to the 
lowest it had ever been . . . almost 
to normal. (Patient)  
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In addition to improvements in physical health, some patients and pharmacy evaluation participants 

discussed how the pharmacy clinics have contributed to improved mental health of patients. As noted in 

the Improved Access to Care section, patients reported feeling less stress and anxiety because they know 

the pharmacy clinic provides consistent and timely access to 

care. A few patients also described improvements to their 

mental health and general improvements in quality of life as 

a result of participating in the Bloom program. Two patient 

case studies discussed later in this report (Case 5 and Case 6) 

provide more detailed examples of how pharmacies helped patients improve their mental health. 

 

For both physical and mental health outcomes, pharmacists mentioned that it is rewarding to see patient 

symptoms improve with ongoing lifestyle counselling and appointments (e.g., therapy changes, ongoing 

support for mental health). Pharmacists also discussed cases where they identified and addressed drug-

related problems and identified health conditions patients were not aware they had.  

 

Patient Clinical Outcomes Data 

This section presents data from chart audits that were conducted at pharmacy clinics in the summer of 

2024. The chart audit includes data from 146 patients. All patients included had at least three visits at the 

pharmacy clinic for CDM (i.e., at least two follow-up appointments). 

 

Patients with Diabetes 

Sixty-one patients with diabetes were included in this analysis, however, not all patients had complete 

data for each measurement, resulting in varied sample sizes (see Table 8). The Diabetes Canada Clinical 

Practice Guidelines recommend that most people with diabetes maintain an A1c of 7% or lower, a blood 

pressure of <130/80 mmHg, and LDL cholesterol of less than 2.0 mmol/L. On average, between their first 

and final visit, patients with diabetes reduced their A1c, blood pressure, and LDL cholesterol. A greater 

portion of patients were at the recommended targets for all three clinical measurements at their final 

recorded visit with the pharmacy clinic, and fewer had an A1c greater that 9% (see Figure 13). 

 

Table 8: Clinical values for patients with diabetes 

 Average value -

initial 

% on target - 

initial 

Average value - 

final 

% on target - 

final 

A1c (n=44) 8.2% 29.5% 7.4% 43.2% 

BP (n=34) 146/81 mmHg 17.6% 140/78 mmHg 32.4% 

LDL cholesterol (n=11) 2.5 mmol/L 45.5% 1.9 mmol/L 54.5% 

 

Just knowing that they’re there, and 
that we can get in touch with 
someone if we have any kind of issue, 
provides peace of mind. (Patient) 

https://guidelines.diabetes.ca/cpg
https://guidelines.diabetes.ca/cpg
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Figure 13: A1c of patients with diabetes 

 
 

Patients with Hypertension 

Sixty-one patients with hypertension were included in this analysis (see Table 9). Although clinicians have 

many variables to consider, on average, patients with hypertension are recommended to achieve and 

maintain a blood pressure of less than or equal to 135/85 mmHg (or 130/80 mmHg if the patient has 

diabetes) to reduce risks of cardiovascular complications, according to Hypertension Canada Guidelines. 

On average, patients with hypertension, with and without diabetes, decreased their blood pressure (see 

Table 9). A greater proportion of patients with hypertension, both with and without diabetes, were 

meeting blood pressure targets at their last reported visit to the pharmacy clinic (see Figure 14). Meta-

analyses of clinical trials have found that a 5 mm Hg reduction in systolic blood pressure reduced the risk 

of major cardiovascular events by about 10%, regardless of other cardiovascular disease diagnoses,11 so 

even patients that are not yet at target can benefit from decreases to their blood pressure. More than 

two thirds of patients with hypertension (68%) and more than half of patients with hypertension and 

diabetes (57%) decreased their systolic blood pressure by at least 5 mm Hg between their first and final 

visit with the pharmacy clinic. 

 

Table 9: Blood pressure values of patients with hypertension 
 Average value -

initial 

% on target - 

initial 

Average value 

- final 

% on target - 

final 

% with ≥5 mm 

HG decrease 

HTN (no DM) 

(n=31) 
154/86 19.4% 134/73 54.8% 67.7% 

DM and HTN 

(n=30) 
149/81 13.3% 141/78 36.4% 56.7% 

 
11  Canoy D, Nazarzadeh M, Copland E, et al. How Much Lowering of Blood Pressure Is Required to Prevent 
Cardiovascular Disease in Patients With and Without Previous Cardiovascular Disease? Current Cardiology Reports. 
2022;24(7):851-860. 
Pharmacological blood pressure lowering for primary and secondary prevention of cardiovascular disease across 
different levels of blood pressure: an individual participant-level data meta-analysis. Lancet. 2021;397(10285):1625-
1636. 
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Figure 14: Proportion of patients with hypertension meeting blood pressure targets 

 
 

❖ Lessons Learned 

Knowledge and Understanding about Clinic Services and Scope 

At the interim evaluation, lack of knowledge of the public and other healthcare providers about the scope 

of the pharmacy clinics was identified as a significant challenge. This has improved over the last year since 

the interim evaluation was conducted. Many evaluation participants shared that there have been 

improvements in knowledge and understanding of the services provided. On the clinic team survey, most 

respondents (87%) agreed that most patients that have an 

appointment at the clinic are appropriate for the scope of practice 

that pharmacists can provide. This is a large improvement from the 

interim evaluation when only about half of respondents (48%) 

agreed with this statement. Two-thirds of respondents (67%) also 

indicated that patient understanding of the care that pharmacists 

provide has improved since the beginning of the clinics. On the 

patient survey, most patients agreed that they have a good 

understanding of how pharmacists can help with their health needs 

(92%) and understand the different services that are available at the pharmacy primary care clinic (89%). 

There was less improvement in provider understanding of the clinic scope of services.  

 

Evaluation participants shared that it is helpful when patients share information about the pharmacy 

clinics with others in the community (e.g., family, friends, other healthcare providers). Most patients who 

completed the patient survey reported hearing about the pharmacy clinic via word of mouth, followed by 

pharmacy signage, and online (e.g., social media, internet search) (see Figure 15). Over the course of the 

project, the proportion of patients who heard about the clinic because they are a regular or returning 

patient has substantially increased. At the interim evaluation (data from April to August 2023), less than 

2% of patients reported they heard about the clinic because they were a regular or returning patient. 
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Patients seem to understand 
very well which care provider is 
going to do what things. 
 
It has taken a while for most 
physicians to understand the 
level of care we provide. I think 
now at 18 months most have a 
good grasp. (Pharmacy team) 
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From September 2023 to October 2024, about 27% of patients completing the survey knew about the 

clinic because they were a regular or returning patient. 

 

Figure 15: How patients heard about the pharmacy primary care clinic 

 
 

Among community providers that responded to the community provider survey, at the final evaluation a 

greater proportion heard about their clinics from their patients (29% at the final evaluation compared to 

15% at the interim evaluation) and in the media (36% at the final evaluation compared to 30% at the 

interim evaluation). It is also helpful for pharmacists to meet or connect directly with other local providers 

to share information about the clinics. Some of this was done at the beginning of CPPCC and continues to 

occur in an informal manner. Pharmacy staff also reported that they take time during appointments with 

new patients to discuss how the clinic works and what health concerns are appropriate for care at the 

pharmacy clinic. Evaluation participants noted that it has taken time for healthcare providers and the 

public to begin to develop a better understanding of what can be done at the pharmacy clinics, and 

understanding is improving.  

 

Although there have been improvements, many evaluation participants still identified lack of knowledge 

of and understanding about scope as an ongoing concern. This may be due in part to changes to the 

services available within pharmacies, which can make it challenging to remain up to date on what is 

offered. Many pharmacy team respondents reported that patients book appointments for conditions that 

cannot be treated at the pharmacies. This could be because the patient is not aware of the scope or 

because patients are not able to self-diagnose to determine if they are appropriate for care at the 

pharmacy. Patients also sometimes schedule an appointment for an issue that is within the clinic’s scope, 
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but do not correctly identify the issue when making the 

appointment, meaning t hat the appointment slot is too short to 

properly address the issue. Other healthcare providers are still 

sometimes referring patients to pharmacy clinics for issues that 

are out of scope (e.g., chest infections, ordering lab tests without 

any other service provided). This includes other non-CPPCC 

pharmacies that are sending inappropriate referrals, in many 

cases for care that they could be providing to the patient 

themselves. There may also be missed opportunities for patients to receive more timely care at the 

pharmacy clinic (e.g., if another provider refers a patient to the ED instead of sending them to a pharmacy 

clinic). Other areas of misunderstanding identified include believing that there is an NP or family physician 

available at the clinics or not realizing an appointment is needed to access care. The public and other 

healthcare providers also may not understand the differences between the various types of clinics offering 

primary care across the province (e.g., CPPCC clinics, NSH clinics), often with the same or similar names. 

 

Lack of knowledge and understanding of the scope of care provided at the pharmacy clinics can contribute 

to negative impacts such as: 

• Patient frustration when they come into the clinic and realize that they cannot access the care 

they need, which sometimes leads patients to become rude or aggressive with clinic staff; 

• Additional work for pharmacy clinic admin staff (e.g., reviewing and triaging patients, cancelling 

appointments, referring patients to other healthcare providers); and 

• Challenges in managing appointment times and workflow in the clinic when appointments are not 

booked for an appropriate amount of time or have to be cancelled (leading to unbooked 

appointment slots that could have been used for patient care). 

 

Adjusting to Appointment-based Pharmacy 
While there is still the perception among some that the pharmacy clinics provide walk-in service, a few 

evaluation participants identified that there seems to be a better understanding of the appointment-

based pharmacy model. About half of clinic team survey respondents (56%) felt that patient 

understanding of appointment-based pharmacy had improved since the beginning of the project, but over 

a third (38%) felt it was the same. Evaluation participants noted that it is challenging for patients to adapt 

from being able to receive care on demand to having to make an appointment for a service, but that it is 

important to continue setting clear expectations for patients. 

 

Triaging Patient Appointments 
A few evaluation participants highlighted that reviewing and triaging patient appointments in advance is 

essential and helps to flag and address out of scope patient requests before the patient comes to the 

pharmacy, and to ensure that the appointment length booked will be sufficient. This process was 

discussed in detail in the interim evaluation report, and clinic admin staff play an essential role in this 

process. 

 

I have had numerous health 
professionals referring to clinic for 
issues not within scope (triage 
nurses at ED, other pharmacists). 
 
Patients are still booking for the 
wrong things. (Pharmacy team) 
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From March 1, 2023, to October 31, 2024 pharmacy clinics reported that were 27,720 patients triaged out 

and referred to another provider either before they arrived to their appointment or at their appointment 

(approximately 15% of the 186,020 patient visits reported by pharmacies in this time period). 12  On 

average, clinics triaged out around 13 patients per week (including those triaged out before and at 

appointments): 15 at full-time clinics and 6 at part-time clinics (see Table 10). Most of these patients were 

triaged out before their appointments (83%), suggesting that pharmacies are quite effective at identifying 

patients in advance that are not appropriate to receive care at the pharmacy. The number of patients 

triaged out was variable across clinics, with two full-time clinics triaging out more than 40 patients per 

week on average and one part-time clinic triaging out more than 20 patients per week. 

 

Table 10: Number of patients triaged out before and during their appointment per week 

 Average # of patients triaged out before 
appt/week (Range) 

Average # of patients triaged out 
at/during appt/week (Range) 

Full-time 12.0 (0.3 – 46.4) 2.6 (0.1 – 9.9) 

Part-time 5.2 (0.0 – 20.3) 0.7 (0.0 – 2.1) 

Overall 10.6 2.2 

 

The proportion of patients who are triaged out before and at their appointments has decreased over time 

(see Figure 16). At the time of the interim evaluation (fall 2023), there was an average of 16 patients/week 

triaged out; this has decreased to 13 per week. The decline in patients being triaged out before their 

appointments suggests that knowledge and understanding about the services and scope of the pharmacy 

clinic has improved somewhat and patients are booking more appropriate appointments. This may also 

be due to changes in the scope of services offered by pharmacies meaning that more concerns can be 

accepted than at the interim evaluation. The proportion of patients being triaged out at their 

appointments has remained relatively consistent over time, suggesting that there may be a certain 

proportion of patients for whom it is difficult to determine whether or not they are appropriate for care 

at the clinic until the pharmacist can assess them. 

 

 
12 Pharmacy clinics began operations February 1 but did not start reporting on the number of patients triaged out of 
the clinics until the beginning of March. 
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Figure 16: Proportion of patients triaged out before and at their appointments over time 

 
 

Additional Promotion of CPPCC 
Evaluation participants discussed several suggestions for additional promotion to help improve 

knowledge and understanding of the scope of care provided at pharmacy clinics: 

• Additional communications/promotional materials about the clinics, and broader circulation of 

those already developed. These materials could provide information about the clinics (e.g., 

services provided, that they are appointment-based), and where people can access care for issues 

that are out of scope.  

• Additional information about the clinics posted on the websites of individual pharmacies and 

displayed in the pharmacy dispensary.  

 

Participants also noted that improvements to online booking systems so that they provide more detailed 

information about each service or include screening questions for different services will help educate 

patients about the scope of the pharmacy clinics and support patients in selecting the right option when 

booking an appointment.  

 

Clinic Scope of Services  

As mentioned previously, the services that can be provided in the pharmacy clinics have changed over 

time as new scope has been added. Some evaluation participants noted that this has made it easier to 

provide care as pharmacists are able to now address a wider range of concerns and issues without needing 

to refer patients. However, a few evaluation participants also spoke about how the limitations on 

pharmacist scope can make it more challenging to provide patient care. Some of the examples of issues 

that patients may seek care for but that pharmacists cannot address include chest or breathing issues, 
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assessments to diagnose medical concerns that are outside of the pharmacist scope, and minor ailments 

that are outside of scope (e.g., first UTI for a patient). 

 

A few pharmacists also spoke about the “grey area” of care where it can be challenging to determine 

where their scope ends and when to refer the patient. The lack of 

available care options outside the pharmacy clinic impacts this, as 

pharmacists may feel that if they do not provide care to the patient, 

the patient will go without. However, this can create stress and 

uncertainty for pharmacists when they are providing care for 

patients in areas where they may not feel completely comfortable 

to do so. 

 

A few evaluation participants felt that scope should not be further expanded until pharmacists feel more 

comfortable and confident with the more recent changes to their scope (i.e., diagnosing hypertension and 

diabetes by protocol, prescribing with a diagnosis already established for any condition, and assessment 

and prescribing for acute ear and nose complaints). Other evaluation participants did make some 

suggestions for areas where pharmacist scope could potentially be expanded. These included: 

• Cellulitis or other minor skin infections 

• Emergency antibiotics for dental infections (until the patient can see their dentist) or other minor 

infections (e.g., toenail) 

• Gout 

• Prescribing for mental health conditions, particularly within the Bloom program 

• Ability to order some tests, particularly lung function tests to help inform treatment for COPD. 

Other tests that were mentioned include bone density scans for osteoporosis and EKGs for 

cardiovascular disease. 

 

A few patients that completed the patient survey also suggested that pharmacist scope be expanded, 

although most did not make specific suggestions for services/care that should be provided. Prior to adding 

the ability to assess and diagnose ear and nose complaints, this suggestion was commonly received from 

patients. 

 

Managing Patient Care 

This section describes the feedback related to managing patient care for some specific types of patients, 

including attached patients and challenging patients. 

 

Pharmacy Clinic Care for Attached Patients 
Many pharmacists discussed challenges related to the pharmacy clinics providing care to attached 

patients. Generally, pharmacists noted that they do not provide attached patients with ongoing CDM, 

instead referring patients to their PCP for this care. They may either ask the patient to book an 

appointment with their PCP, or if they do assess the patient (e.g., to provide a medication renewal) and 

It comes down to sometimes 
pharmacists feeling like this 
patient's either going to get no 
care at all or we're feeling 
uncomfortable because we're 
outside of our scope of 
practice. (Pharmacy team) 
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identify any concerns, they will contact the PCP (usually by fax) to share their findings and 

recommendations and leave it for the PCP to take action. Pharmacists noted several reasons for this: 

• There are many unattached patients who need support with their chronic conditions and 

pharmacists feel it makes more sense to focus on providing care to those who have no other 

options to receive care. 

• Some PCPs do not want other healthcare providers to make major care decisions for their 

patients, meaning that providing ongoing CDM to attached 

patients could lead to tensions or conflict between pharmacists 

and other PCPs. This could undermine the clinic’s reputation 

(particularly in small communities) and potentially lead to 

problems in the patient’s relationship with their PCP.  

• Continuity of care is particularly important for patients with 

chronic conditions, especially those with complex needs. For 

attached patients, communication with the patient’s PCP is critical for the pharmacy and PCP to 

collaborate on care. While pharmacy clinics have done this effectively for some patients, given 

the current communication infrastructure and barriers to collaboration (e.g., lack of time) in the 

health system (discussed further in the Communicating and Collaborating with Other Providers 

section), this can be challenging to provide consistently for all attached patients. 

 

For attached patients with chronic disease or who have complex needs, pharmacists feel more 

comfortable providing care if they know that a PCP is open to collaborating with the pharmacy clinic on 

patient care (e.g., they have collaborated previously on other patients or are regularly contact about 

patient care). Pharmacists tend to know the PCPs in their community and have a sense of their approach 

to collaborating. Collaboration and communication is discussed in more detail in later sections of the 

report (the Improved Communication and Collaboration section and the Communicating and 

Collaborating with Other Providers section). If multiple attempts are 

made (by the patient and/or the pharmacy) to contact the PCP to seek 

their input on care, but the PCP has not responded or followed up, the 

pharmacist will go ahead with changes to care that are in the patient’s 

best interest. Pharmacists reported that when they provide care to 

attached patients with a PCP with whom they are not able to collaborate 

(e.g., a renewal or other medication management), they will encourage 

the patient to see their PCP for follow-up if needed to help support 

information-sharing and continuity of care. 

 

Many attached patients receive acute services such as Lyme prophylaxis and treatment, UTI assessments, 

or Group A strep testing. This may be because they prefer to receive this care at the pharmacy or because 

there are barriers to accessing timely care with their PCP. 

 

Pharmacists also highlighted access barriers for attached patients that may contribute to them seeking 

additional care at the pharmacy clinic when they have a PCP. For example, some patients may not book 

There are certain providers 
with whom I am not 
comfortable collaborating, 
because I know that they 
do not collaborate. 
(Pharmacy team) 

If the doctor doesn’t 
respond, then we have to 
take things into our own 
hands and do what is 
best for the patient…they 
are our patient too. 
(Pharmacy team) 
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appointments early enough with their regular PCP to ensure they do not run out of medication and then 

require a last-minute renewal at the pharmacy. Another situation that occurs is when the patient’s PCP 

has changed the patient’s treatment, but the patient is not able to book a follow-up appointment or access 

needed lab testing through their PCP to ensure the effectiveness of the treatment in a timely way. In these 

cases, the pharmacists can order lab tests and conduct an appointment to assess the change, 

communicate this information to the PCP, and either address any follow-up issues identified or refer the 

patient to their PCP for any outstanding concerns as appropriate. 

 

Managing Challenging Patients 
Some pharmacists and admin staff shared that while most patients they work with are respectful, 

occasionally patients can be rude, abusive, and in some cases threatening. Reasons for which some 

patients become frustrated include: 

• As discussed in the Knowledge and Understanding about Clinic Services and Scope section, 

patients sometimes come to the clinics hoping to access services that are outside of the 

pharmacist’s scope. In some cases, other providers have told patients they will be able to access 

care at the pharmacy, which can be particularly frustrating for patients. Limited other options for 

care outside of the pharmacist’s scope can also contribute to frustration. 

• Some services (e.g., some publicly funded vaccines) are only available to patients that meet 

certain criteria, and patients have to pay for services if they do not have a valid MSI card (e.g., if 

their card is expired). 

• A few patients are resistant to returning to the pharmacy for follow-up (e.g., they want 

medications renewed for a longer period of time rather than returning to the pharmacy to have 

another renewal confirmed). In these situations, a longer renewal period may not be clinically 

appropriate. 

• A few patients come to the pharmacy expecting to be able to access a walk-in or same day 

appointment. Depending on clinic capacity, some clinics are able to offer this, but sometimes it is 

not possible. 

 

Pharmacists and admin staff discussed several practices that help to prevent and address challenging 

situations with patients: 

• Carefully reviewing a patient’s file before their appointment, which presents an opportunity for 

the pharmacist to anticipate conversations that could be challenging and plan how to explain the 

treatment plan to the patient. 

• Being clear and assertive with patients and establishing expectations for what the pharmacy can 

provide (e.g., when a service is out of pharmacist scope, clearly explaining this without any 

ambiguity). 

• Developing strong relationships with patients. It was noted that when patients know and trust the 

pharmacist that is treating them, they are more likely to understand that they are doing 

everything they can to help.  

 



Research Power Inc. 

Community Pharmacy Primary Care Clinics: Final Learning and Evaluation Report 

Pharmacy Association of Nova Scotia 

March 2025 – Final 

35 

 

Special Topics: Publicly Funded Vaccines 

 

Vaccines Provided 
In the pharmacy billing data, there were 13,263 vaccine services reported from February 1, 2023 to 

October 31, 2024. Around half of these services (51%) were for the administration of non-publicly funded 

vaccines (e.g., Shingrix, Twinrix) and 46% were publicly funded vaccines. The remaining services were 

complex vaccine assessments (4%). Based on data from CanImmunize about the publicly funded vaccines 

delivered by pharmacies, the most commonly administered publicly funded vaccines were Tdap, Td, 

Pneumococcal-23, and MMR II (see Table 11). Influenza and Covid-19 vaccines are not typically offered as 

part of the CPPCC clinics (they are provided in separate stand-alone clinics) but could occasionally be 

provided to a patient during a pharmacy clinic visit as well. 

 

Table 11: Number of publicly funded vaccines provided by type of vaccine 

Vaccine Total % 

Tdap 1,863 30.7% 

Td 1,117 18.4% 

Pneumococcal-23 765 12.6% 

MMR II 645 10.6% 

Pneumococcal-20 399 6.6% 

Varivax 310 5.1% 

Meningitis 243 4.0% 

Tdap-Polio 167 2.8% 

Influenza 103 1.7% 

MMRV 98 1.6% 

Mpox 72 1.2% 

Prevnar 13 67 1.1% 

Hepatitis B 46 0.8% 

COVID-19 45 0.7% 

Hepatitis A/B 35 0.6% 

HPV 33 0.5% 

Polio 23 0.4% 

Hepatitis A 14 0.2% 

Hemophilus Influenza 8 0.1% 

Pneumococcal-15 5 0.1% 

Tdap-Polio-Hib 3 0.0% 

Total 6,061 100.0% 

 

Between February 2023 and October 31, 2024, pharmacy clinics provided an average of 14 publicly funded 

vaccines per month per CPPCC site, but there was a wide range across sites. The highest number of 

vaccines provided by a single pharmacy clinic in a month was 594, and the lowest was 15.13 

 
13 One clinic site provided three vaccines but was only open until June 2023 and so is excluded from calculations of 
the average, maximum and minimum publicly funded vaccines provided. 
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In the clinical data collection tool, pharmacy teams documented additional detail for 6,316 of their vaccine 

services (48% of all vaccine services offered), including both publicly funded and non-publicly funded 

vaccines. Clinics reported administering 6,605 vaccines across 6,316 vaccination appointments from April 

1, 2023 to October 31, 2024. Most patients had one vaccine at their appointment, with a smaller 

proportion receiving two or more vaccines (see Table 12). When pharmacies reported that they did not 

administer any vaccines in a given appointment, most (93%) indicated that the appointment was for an 

assessment only and the patient was advised to return later to receive the vaccines. 

 

Table 12: Number of vaccinations administered during appointment 

Number of vaccines received Total % 

Zero 346 5.5% 

1 5,569 88.2% 

2 322 5.1% 

3+ 79 1.3% 

Total Vaccination Appointments Provided 6,316 100.0% 

 

Over half of the vaccines reported in the clinical data collection tool were not publicly funded (60%) and 

most were requested by the patient (83%). As reflected in Figure 17, attached patients were more likely 

to receive non-publicly funded vaccines, and unattached patients more likely to receive publicly funded 

vaccines. 

 

Figure 17: Proportion of public and non-publicly funded vaccines by attachment status 

 
 

CanImmunize data shows that 798 vaccines were given to individuals at high risk for acquiring disease. 

The vaccines given were for the prevention of meningitis, pneumonia, MMR (mumps, measles, rubella), 

and chickenpox (varicella zoster), Tdap, hepatitis A and B, Td, HPV, mpox, polio, and Covid-19. In the 

clinical data collection tool, additional information was provided for 78 high-risk patients who received a 

publicly funded vaccine (10% of the total reported in CanImmunize). Pharmacists reported the high-risk 

category for each patient: most often the patients were males who have sex with males (33%), patients 

with high-risk sexual practices (13%), cancer (9%), or chronic lung disease (8%). 
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Service Times for Vaccines 
Service times for vaccines increased as more vaccines were requested in an appointment (see Figure 18). 

Appointments where one vaccine was requested took over 25 minutes, whereas appointments where 

three vaccines were requested took around 42 minutes. It appears that service times for four vaccines 

were shorter than that for three vaccines (37.6 minutes vs. 41.9 minutes), however, there were few 

appointments reported where four vaccines were requested (n=7) so this data may not be accurate. 

 
Figure 18: Service times by number of vaccines 

 
 
When comparing service times by category of vaccine (i.e., publicly funded vs. non-publicly funded), non-

publicly funded vaccine assessment took a similar amount of time to publicly funded vaccinations for high-

risk patients and routine adult vaccinations (see Figure 19). All publicly funded vaccines have a longer 

average assessment time (around 10 minutes) than non-publicly funded vaccines (8.4 minutes).  

 
Figure 19: Service time by vaccine category* 

 
* For comparability, this data only includes appointments when one vaccine was administered. 
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Patient Feedback 
From September 1, 2023, to October 31, 2024, 342 patients received a vaccine service (including publicly 

and non-publicly funded vaccinations) and completed the patient survey. Ten of these patients reported 

receiving both a publicly and non-publicly funded vaccine in the same visit, so they have been excluded 

from this analysis. Almost all patients (99%) that received a vaccination service were highly satisfied with 

the service, rating it an 8 or 9 (12%) or a 10 (87%), where 10 is completely satisfied (see Figure 20).  

 
Figure 20: Patient satisfaction ratings for patients that received a vaccination service 

 
 

Patients who received a publicly funded vaccination service most frequently reported that they heard 

about the clinic through word of mouth, advertising, or pharmacy signage. Patients that received a non-

publicly funded vaccination service most frequently reported that they heard about the pharmacy clinic 

as a regular or returning patient, through word of mouth, or through pharmacy signage. Compared to all 

patients that completed the survey, a greater proportion of patients that received a vaccination service 

learned about the pharmacy clinic because they were a regular or returning patient or from their regular 

PCP and fewer learned about the clinic through word of mouth. 

 

Among patients who received a publicly funded vaccine, more than half (57%) reported that the 

appointment was around the time they were hoping it would be and 43% reported that the appointment 

was sooner than they hoped it would be. Among patients who received a non-publicly funded vaccine, 

most (79%) reported that the appointment was around the time they were hoping it would be and 21% 

reported that the appointment was sooner than they hoped it would be. 

 

Patients who received a publicly funded vaccination service most frequently reported that they sought 

care at the pharmacy clinic because they were able to see a healthcare provider more quickly, they were 

referred by a trusted source, or pharmacy is more convenient than other places (see Figure 21). The 

proportion reporting referral by a trusted source as a reason for accessing the pharmacy clinic was higher 

for patients receiving publicly funded vaccines compared to all patients (45% compared to 31%) (see 

Figure 11, p 22 for all patient responses to this question). 
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Figure 21: Why patients that received a vaccination service sought care at a pharmacy clinic 

 
 

Patients that received a non-publicly funded vaccination service most frequently reported that they 

sought care at the pharmacy clinic because the pharmacy is more convenient than other places, they 

already receive other kinds of healthcare at the pharmacy, and they were referred by a trusted source. A 

much higher proportion of patients who received a non-publicly funded vaccine reported seeking care at 

the pharmacy clinic because they receive other kinds of healthcare at the pharmacy, as compared to all 

patients (51% compared to 25%). 

 

If they had not been able to receive care at the pharmacy clinic, more than a third of patients that received 

a vaccination service (40%) would have sought care with their regular PCP, while another 19% would have 

accessed a walk-in clinic and 16% would have sought care at another pharmacy. Patients receiving a 

publicly funded vaccination service more frequently reported that they would go to a walk-in clinic, while 

patients receiving a non-publicly funded vaccination service more frequently reported that they would go 

back to their PCP or another pharmacy to receive care. Few patients reported they would access an ED, 

particularly for non-publicly funded vaccine services and more patients reported they would see their 

regular PCP (see Figure 22), which is quite different from that seen across all patients. 
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Figure 22: Where patients that received a vaccination service would have sought care if not able to 
receive care at the pharmacy clinic 

 
 

In terms of patient feedback about access to care, 97% or more of patients agreed that receiving care at 

the pharmacy clinic helped them access care more quickly; that it was easy to book an appointment; that 

accessing care at the clinic saved them time; and that the hours and location were convenient for them. 

The results for patients that received a vaccination service are consistent with the results for all patients, 

and consistent between patients who received a publicly and non-publicly funded vaccine. However 

slightly fewer patients who received a publicly funded vaccine agreed that the pharmacy location is 

convenient for them (96% among patients who received a publicly funded vaccine and 99% among 

patients who received a non-publicly funded vaccine). 

 

Patients also answered general questions about their experience at the pharmacy clinic. The results for 

patients that received a vaccination service are relatively consistent with the results for all patients (see 

Figure 23) and consistent between patients who received a publicly and non-publicly funded vaccine.14 

 

 
14 On the patient survey, patients were also asked for feedback on the quality of care received at the pharmacy 
clinic. This question was added to the survey in July 2024 and there are too few responses from patients who 
received publicly (n=19) and non-publicly funded vaccines (n=23) to report or compare. Responses from patients 
who received a vaccine service were similar to the responses across all patients. 
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Figure 23: Patient feedback about pharmacy clinics among patients that received a vaccination service 

 
 

Since the interim evaluation 30 patients who received a publicly funded vaccination service provided 

written feedback. Overall, the feedback was positive: 

• Many patients provided general positive comments (e.g., “Excellent service and care”). 

• Some patients provided positive comments about the staff at the pharmacy clinics, noting that 

they were friendly and knowledgeable and provided good quality care. 

• A few patients highlighted that the service was quick or convenient (e.g., saved them having to 

travel to another community). 

• A few patients discussed how they were unattached and receiving the service at the pharmacy 

clinic helped them access care as they did not have another way to receive the vaccine. 

• One patient noted that the information about vaccines on the NSH website is unclear and they 

had to call multiple pharmacies to determine where they could access the MMR vaccine. 

 

Pharmacy Team Experience 
Feedback about providing publicly funded vaccines on the clinic team survey was mixed (see Figure 24), 

although there have been some improvements since the interim evaluation. Almost half of respondents 

(44%) agreed that it is easy to access patient health information to determine vaccine eligibility (up from 

20% who agreed at interim). While 61% of respondents at the interim evaluation indicated they did not 

feel confident addressing more complex vaccination scenarios, this has declined to about a third (33%). 
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I understand the different services that are available
at the pharmacy primary care clinic.

I have a good understanding of how pharmacists can
help with my health needs.

If I need care in the future, I will use the pharmacy
primary care clinic again.

I feel confident in the pharmacist’s ability to help 
with my health needs.
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Patient Quotes: 
 
Great personalized care! Competent staff & pharmacist, friendly and knowledgeable. 
 
Glad to have pharmacies providing the services that they do. 
 
It was great to have this pharmacy so close to my home. If this clinic wasn't here, I would have had to 
drive a minimum of 50 minutes each way for my Dr to give me the shots that she recommended. The 
gas alone would be an issue, as well as the cost of the shot. 
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Figure 24: Clinic team feedback on providing vaccines 

 
 

A few evaluation participants discussed factors that make it easier to provide publicly funded vaccines 

including: 

• Determining patient eligibility for vaccines in advance of the first appointment. Booking 

appointments over the phone helps staff to ensure that this happens. 

• Scheduling separate appointments for assessing and administering the vaccine, unless there is an 

urgent need (e.g., for a tetanus shot). Pharmacists shared that one appointment is generally not 

enough time to assess and administer a vaccine. 

• The Vaccine Consult Service provides useful information and advice to pharmacists (e.g., support 

with accessing patient vaccine histories). 

• One pharmacy has taken the approach of designating one pharmacist as the “vaccine specialist”. 

This pharmacist has expanded their knowledge and skills related to assessing and providing 

vaccines and is therefore able to provide the service more efficiently. 

 

Some pharmacy evaluation participants discussed challenges in providing publicly funded vaccines as well 

as potential solutions: 

• Clinic staff face challenges accessing vaccine records for patients and assessing eligibility. On the 

clinic team survey, only 27% of respondents agreed that they can find accurate and up to date 

vaccine information for patients, which is actually lower than at the interim evaluation (41%). 

Accessing records is a particular challenge for patients that do not have their vaccine history 

recorded with Public Health (e.g., they are from outside of Nova Scotia). Clinic staff sometimes 

have to ask patients to download the YourHealthNS app so that the patient can access their record 

and then show it to the pharmacist, but this is time consuming and clinics would benefit from a 

more efficient process to assess eligibility. One evaluation participant indicated that the pharmacy 

may turn patients who would like a publicly funded vaccine away because they do not have time 

to review and assess eligibility. A few participants noted that a potential solution could be for 

pharmacies to have an easy way to directly request vaccine records from Public Health (e.g., over 

fax). Pharmacies now have access to complete vaccine records in CanImmunize (for 

immunizations completed in Nova Scotia), which should help to address this challenge. 

0% 20% 40% 60% 80% 100%

It is easy to access patient health information to
determine vaccine eligibility.

I can find accurate and up to date vaccine
information for patients.

I feel confident addressing more complex
vaccination scenarios.

Agree Neutral Disagree



Research Power Inc. 

Community Pharmacy Primary Care Clinics: Final Learning and Evaluation Report 

Pharmacy Association of Nova Scotia 

March 2025 – Final 

43 

 

• Providing publicly funded vaccines is a time-consuming service. Pharmacies receive many calls 

from patients with questions about the service (both at the clinic and dispensary), and sometimes 

have to liaise between Public Health and the patient to find answers 

and assess patient eligibility. It can also be time consuming to 

determine whether the patient is eligible for vaccine(s). Some 

patients book vaccine appointments through the pharmacy’s 

internal booking system and others through CanImmunize, and this 

can be complicated for clinic admin to manage. All the work in 

gathering patient information and completing the assessment in 

advance of the appointment is not able to be billed. The time required to assess the patient, order 

and pick up vaccines, and deliver the service means that it is often not a financially viable service 

for pharmacies. 

• The system for ordering and picking up vaccines from Public Health is complicated. Pharmacy 

staff or owners have to go to a Public Health office to pick up the vaccines, and they can only pick 

be picked up during specific times. This may be a liability for the pharmacy if staff are travelling in 

their personal vehicles to do these pick ups. Public Health also does not allow pharmacies to pick 

up a large supply of vaccines at once (i.e., not enough to meet demand for the vaccine before the 

next pickup window), and sometimes only allows them to pick up the first dose of a two-dose 

vaccine series (e.g., Mpox). This means that pharmacies sometimes have shortages of vaccines 

when patients want to receive them. A few participants shared that when their clinic is facing a 

shortage of vaccines, they sometimes work with other local providers or clinics to access more 

vaccines. However, they noted that a more efficient system for obtaining vaccines from Public 

Health would save time and make the process easier. Pharmacists suggested that the ordering 

system should be seamless, allow them to order any quantity of a vaccine to keep on hand, and 

provide delivery direct to the pharmacy (rather than pharmacies 

having to pick up from the Biodepot). 

• There is a high demand for the service. The volume of vaccines to 

administer and appointments to book can be challenging for 

pharmacies to manage, particularly when clinics offer different types 

of vaccines at the same time (e.g., COVID-19 and flu vaccines as well 

as other types of publicly funded and non publicly funded vaccines). 

 

Overall, there were different perspectives on whether publicly funded vaccines should continue to be 

provided in pharmacy clinics. A few participants noted that the service responds to a need, and that they 

are happy that patients have an option for accessing vaccines, particularly those who are unattached. 

Other evaluation participants felt that because of the challenges described, it may not be sustainable for 

pharmacies to continue offering this service.  

 

 

 

We’re still the 
middleman, often 
needing to reach out to 
the Vaccine Consult 
Service or Public Health. 
(Pharmacy Team) 

Nobody is going to sit 
in emergency to get a 
10-year booster 
tetanus shot. Where 
else are they going to 
go if they don’t have a 
primary care provider? 
(Pharmacy team) 
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Special Topics: Medication Reviews 

 

Service Delivery 
In the pharmacy billing data, 3,677 medication reviews were reported from February 1, 2023 to October 

31, 2024. Of these, 45% were advanced, 29% were complex, and 26% were basic. Complex medication 

reviews are a new service that was added May 2024. Most medication reviews were initial appointments 

(86%). Most follow-ups were for advanced (49%) or complex (31%) reviews. 

 

In the DHW billing data, there were 2,810 patients that received medication reviews at a pharmacy clinic 

(see Table 13). These patients received 3,245 medication review services; almost half were advanced 

medication reviews (47%), followed by basic (27%) and complex (26%). An initial service only was billed 

for most patients, with the DHW data reflecting just over 10% receiving a follow up. However, it is possible 

that this is an under-estimate of the follow up provided as pharmacies may have billed for a different 

service at the time of follow up (e.g., therapeutic substitution, adaptation, CDM, etc.). For some patients, 

only a follow-up is reported. This may be due to patients having received their initial medication review 

before the project started so the initial appointment is not captured in this dataset. 

 

Table 13: Number of medication review services and patients 

 
Initial service only Initial and 1+ follow-up Follow-up only 

Total 
Patients 

Basic Med. Review 91.2% 6.5% 2.3% 797 

Advanced Med. Review 82.8% 14.3% 2.9% 1,287 

Complex Med. Review 86.2% 11.8% 1.9% 726 

Overall 86.1% 11.5% 2.5% 2,810 

 

Beginning May 2024, pharmacies were asked to indicate which eligibility criteria the patient met for 

receiving an advanced or complex medication review (see Table 14). In more than half of reviews the 

patient was unattached and either has complex medical issues/medication and a history of lack of 

consistent monitoring/follow-up regarding medication management or is on 4+ medications and has at 

least one chronic condition. An additional 35% of advanced or complex medication reviews were provided 

to patients on four or more medications and on Seniors Pharmacare who have a chronic disease. 

 
Table 14: Eligibility criteria for receiving an advanced or complex medication review 

Criteria # % 

Patient is unattached AND meets one of the following criteria: A) has complex medical 
issues/medication AND a history of lack of consistent monitoring/follow-up regarding 
medication management OR B) is on 4+ meds AND has at least one chronic condition 

310 58.4% 

Patient is on 4+ meds AND is on Seniors Pharmacare AND has a chronic disease 184 34.7% 

No response 20 3.8% 

Patient was referred by a physician/NP or NSH Primary Care Site Manager 9 1.7% 

Other (open-text) 8 1.5% 

Total 531 100.0% 
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Patients who received an initial complex or advanced medication review were on numerous medications 

(average of 8.6 for advanced medication review and 7.5 for complex) and had more than four medical 

conditions (see Table 15).  

 

Table 15: Characteristics of patients who received initial complex or advanced medication review 

 Type of Medication Mean Median Range 

Complex (n=415) 
Number of medications 7.5 7.0 1 - 20 

Number of conditions 4.5 4.0 1 - 13 

Advanced (n=116) 
Number of medications 8.6 8.0 3 - 22 

Number of conditions 4.3 4.0 2 - 11 

 

Most often, patients who received an initial complex or advanced medication review were asked to follow-

up within 1-2 months (39%) or 3-4 months (21%). Patients who received an initial complex medication 

review were asked to follow-up sooner than patients who received an advanced medication review (59% 

of patients who received a complex medication review were asked to follow-up within 2 months 

compared to 51% of patients who received an advanced medication review; see Figure 25). At follow-up 

visits for complex or advanced medication reviews, patients were most often asked to follow-up within 

two months (38%) or 2-6 months (34%). 

 
Figure 25: Recommended follow-up after initial advanced or complex medication review 

 
 
At 54% of initial complex and advanced medication review appointments, one or more drug-related 

problems (DRPs) were identified (see Figure 26). DRPs were identified slightly more often during initial 

complex medication reviews (55%) compared to advanced medication reviews (51%). At 38% of follow-

up appointments, at least one DRP was identified (see Figure 27). DRPs were identified more often during 

follow-ups for complex medication reviews (42%) compared to advanced medication reviews (17%).  
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Figure 26: DRPs identified at initial advanced and 
complex medication reviews 

Figure 27: DRPs identified at follow-ups for 
advanced and complex medication reviews 

  
 

Beginning July 2024, pharmacists were asked to provide more detail about DRPs identified at both initial 

and follow-up visits. The most commonly identified DRPs were need for additional therapy, drug dose is 

too low, or an adverse drug reaction (see Table 16). Adverse drug reactions were more frequently 

reported at follow-up compared to initial medication reviews. 

 

Table 16: Type of DRP identified for complex or advanced medication review appointments* 

Type of DRP Identified 

Initial Visit Follow-up Visit All visits 

# of visits 
where DRP 
type was 
identified 

% of visits 
where DRP 
type was 
identified 

# of visits 
where DRP 
type was 
identified 

% of visits 
where DRP 
type was 
identified 

% of visits 
where DRP 
type was 
identified 

Needs additional therapy 114 61.0% 16 64.0% 61.3% 

Dose too low 52 27.8% 4 16.0% 26.4% 

Adverse drug reaction 42 22.5% 10 40.0% 24.5% 

Adherence 30 16.0% 4 16.0% 16.0% 

Unnecessary therapy 29 15.5% 4 16.0% 15.6% 

Dose too high 27 14.4% 6 24.0% 15.6% 

Different drug required 21 11.2% 5 20.0% 12.3% 

Total 187 ** 25 ** ** 

* This question was asked beginning July 15, 2024. 
** Column does not sum to 100% as more than one DRP could have been identified in a single visit. 

 

At the initial medication review, pharmacists most commonly reported follow-up actions of ordering a 

test or blood work (38% of visits with follow-up action reported), taking a watch and wait approach (34%), 

or providing a medication adaptation (28%), while the most common actions reported at follow-up visits 
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were taking a watch and wait approach (80%), providing non-pharmaceutical advice (28%), or adding a 

medication (24%). Table 17 lists the most common actions reported in response to each type of DRP. 

 

Table 17: Most common actions to address DRP during complex or advanced medication reviews 

Type of DRP 
Identified 

Type of 
visit 

Most common action Second most common action 

Needs 
additional 
therapy 

Initial 
Order a test or blood work 

Add medication & Watch and wait 
approach 

Follow-up Add medication Watch and wait approach 

Dose too low 
Initial Adaptation Watch and wait approach 

Follow-up Watch and wait approach Consult CPPCC NP & Therapeutic sub 

Unnecessary 
therapy 

Initial Watch and wait approach Deprescribe/stop medication 

Follow-up Deprescribe/stop medication 
& Watch and wait approach 

Refer to another provider 

Adherence 
Initial Other Non pharm advice 

Follow-up Non pharm advice Watch and wait approach 

Dose too high 

Initial Adaptation Watch and wait approach 

Follow-up Adaptation & Watch and 
wait approach 

Non pharm advice 

Adverse drug 
reaction 

Initial 
Order a test or blood work 

Adaptation & Deprescribe/stop 
medication & Non pharm advice 

Follow-up Watch and wait approach Describe/stop medication 

Different drug 
required 

Initial Therapeutic sub Watch and wait approach 

Follow-up 
Watch and wait approach 

Add medication & Order a test or 
blood work 

 

At more than half (55%) of the follow-up visits for complex or advanced medication reviews where DRPs 

were identified at a previous visit, one or more DRPs were resolved (see Table 18). 

 
Table 18: Number of drug-related problems resolved at follow-up 

Type of Med Review # of DRPs identified and resolved # % 

Complex (n=67) 

DRPS were identified and 0 were resolved 23 34.3% 

DRPS were identified and 1 was resolved 18 26.9% 

DRPS were identified and 2 were resolved 7 10.4% 

DRPS were identified and 3 were resolved 3 4.5% 

DRPS were identified and 4 were resolved 1 1.5% 

No DRPs were identified in the initial assessment 12 17.9% 

No response 3 4.5% 

Total 67 100.0% 

Advanced (n=12) 

DRPS were identified and 0 were resolved 2 16.7% 

DRPS were identified and 1 was resolved 1 8.3% 

DRPS were identified and 2 were resolved 1 8.3% 

No DRPs were identified in the initial assessment 6 50.0% 
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Type of Med Review # of DRPs identified and resolved # % 

No response 2 16.7% 

Total 12 100.0% 

 
At most initial complex and advanced medication review appointments, the pharmacist set goals with the 

patient (86%), and at most follow-up visits (95%), progress on goals was reviewed. 

 

Beginning July 2024, pharmacists were asked if other issues/care needs for the patient (other than DRPs) 

were identified. At 49 initial medication review visits and eight follow-up visits (14% of the initial complex 

or advanced medication review visits conducted; 12% of follow-up visits), one or more other issues/care 

needs were identified. The issues/care needs included needing an additional service (60% of initial visits; 

40% of follow-up visits) or an undiagnosed condition (19% of initial visits; 60% of follow-up visits). The 

most common actions taken were to order a test or blood work (30% of initial visits; 25% of follow-up 

visits), refer to another provider (17% of initial visits; 50% of follow-up visits), provide system support or 

navigation (13% of initial visits; none reported in follow-up visits), or provide non-pharmaceutical advice 

(9% of initial visits; 13% of follow-up visits). 

 

Patient Feedback 
From April 1, 2023 to October 31, 2024, 128 patients received a medication review service and completed 

the patient survey. Almost all patients (99%) that received a medication review service were highly 

satisfied with the service, rating it a 10, or an 8 or 9, where 10 is completely satisfied (see Figure 28).  

 

Figure 28: Patient satisfaction ratings for patients that received a medication review service 

 
 

Patients who received a medication review service most frequently reported that they heard about the 

clinic through word of mouth (38%), from pharmacy signage (30%), or they were a regular or returning 

patient of the pharmacy (22%). Results from patients who received a medication review service were 

similar to all patients that completed the survey, except a greater percentage of patients who received a 

medication review learned about the clinic through pharmacy signage or from another pharmacy. Fewer 

learned about it through word of mouth and online. 

 

Patients who received a medication review service most frequently reported that they sought care at the 

pharmacy clinic because they are able to see a healthcare provider quicker, they already receive other 

types of care at the pharmacy, or the pharmacy is more convenient than other places (see Figure 29). 

Compared to all patients who completed the patient survey, patients who received a medication review 
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more often sought care at a pharmacy clinic because they already receive other kinds of health care at 

the pharmacy or because they have no PCP. Many patients who received a medication review service 

reported that their appointment was around the time they were hoping it would be (78%) and an 

additional 17% reported that the appointment was sooner than they hoped it would be. 

 

Figure 29: Why patients that received a medication review service sought care at a pharmacy clinic 

 
 

If they had not been able to receive care at the pharmacy clinic, many patients that received a medication 

review service would have sought care from their regular family doctor or NP, a walk-in clinic, or they 

would not have sought care anywhere else (see Figure 30). More patients who received a medication 

review service would not have sought care anywhere else compared to all patients. 

 

Figure 30: Where patients that received a medication review service would have sought care if not able 
to receive care at the pharmacy clinic 
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In terms of patient feedback about access to care, 93% or more of patients agreed that receiving care at 

the pharmacy clinic helped them access care more quickly; that it was easy to book an appointment; that 

accessing care at the clinic saved them time; and that the hours and location were convenient for them. 

The results for patients that received a medication review service are fairly consistent with the results for 

all patients, although slightly fewer patients who received a medication review agreed with the 

statements. 

 

Patients also answered general questions about the services received at the pharmacy clinic. The results 

for patients that received a medication review service overall are positive. Most patients (80%) who 

received a medication review service reported that they will use the pharmacy primary care clinic again 

(compared to 98% for all patients) and 81% agreed that they feel confident in the pharmacist’s ability to 

help with their health needs, (98% for all patients) (see Figure 31). 

 

Figure 31: Patient feedback about pharmacy clinics among patients that received a medication review 
service 

 
 

Among patients who received a medication review service, almost all patients (94%) reported that the 

pharmacist discussed information related to their health in a way that was easy to understand, the 

pharmacist encouraged them to ask questions, the pharmacist involved them as much as they wanted in 

the decisions about their care, their privacy was respected when discussing confidential health 

information, they were treated with respect by the pharmacy team, and they felt comfortable receiving 

healthcare in a pharmacy setting. This is similar to among all patients, but as this question was only added 

in May 2024, the sample size is small (n=18). 

 

Since CPPCC began, 47 patients who received a medication review service provided written feedback (as 

medication review-specific data for the patient survey was not reported at the interim evaluation, all data 

is included in this section). Overall, the feedback was positive: 

• Many patients provided general positive comments (e.g., “The clinic is the best thing since sliced 

bread!”). 
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• Some patients provided positive comments about the staff at the pharmacy clinics, such as staff 

being professional and knowledgeable. 

• Some patients indicated they improved their understanding of and comfort with their 

medications. 

• Some patients noted that they felt they received high quality care (e.g., the pharmacist addressed 

all their needs and listened to all their concerns). 

• A few highlighted the need to keep the pharmacy clinics operating. 

 

Special Topics: Chronic Disease Management Services 

 

Service Delivery 
There were 22,592 chronic disease management services reported in the pharmacy billing data from 

February 1, 2023, to October 31, 2024. Most of these services were for cardiovascular disease (54%) or 

diabetes (31%) (see Table 19). Over half of the chronic disease management services reported in the 

pharmacy billing data were for follow-up appointments (57%) and 43% were for initial appointments. 

 

Table 19: Chronic disease management services 

Chronic disease # of initial services 
# of follow-up 

services 
Total # of 
services 

% of total 

Cardiovascular disease 4,966 7,135 12,101 53.6% 

Diabetes 2,709 4,281 6,990 30.9% 

Lung disease (Asthma/COPD) 1,276 937 2,213 9.8% 

ADHD* 158 64 222 1.0% 

Non-cancer pain* 97 79 176 0.8% 

Obesity* 69 60 129 0.6% 

Other conditions** 341 419 760 3.4% 

Total 9,616 12,975 22,591  
* Pharmacists were only able to support these additional chronic conditions as of January 2024. 

Patient Quotes: 
 
I like that someone took the time to review my medications since I have not had a doctor in over 6 
years. 
 
Was very helpful I understand my meds better! 
 
The pharmacist led clinic appointment saved me time and I was able to get my medications much faster 
and easier than if I had to contact my primary care physician as their office is only open 3 days a week 
and appointments can take weeks to get. The clinic was helpful, comfortable, and accessible. I have 
recommended this service to others. 
 
This was very helpful and reassuring that we are managing medications appropriately. 
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DHW billing data indicates that there were 9,054 patients who received CDM services. Almost half of the 

patients (48%) received an initial service and at least one follow up and 40% received an initial service 

only (see Table 20). The proportion of patients with at least one follow up has increased since the interim 

evaluation (30% of patients had received only an initial assessment). The data shows that some patients 

received only a follow-up. This is most likely the result of missing data except in the case of hypertension.15 

For other conditions patients should not have received a follow-up without an initial assessment first. It 

may be that pharmacies did not bill the initial assessment to MSI, or it may be because another service 

was billed initially (e.g., an advanced medication review identified the need to follow-up on a specific 

disease state), or could be due to billing errors (i.e., billing a follow-up instead of an initial service). 

 

Table 20: Chronic disease management follow-up 

 

Initial service only Initial and 1+ follow-up Follow-up only 
Total 

Patients 

Cardiovascular disease 35.3% 49.9% 14.8% 4,851 

Diabetes 37.9% 52.2% 9.9% 2,605 

Lung 56.9% 38.2% 4.9% 1,192 

ADHD 74.0% 22.6% 3.4% 146 

Other CDM 50.0% 20.0% 30.0% 140 

Non-cancer pain 52.2% 31.3% 16.4% 67 

Obesity 64.2% 24.5% 11.3% 53 

Overall 40.0% 47.8% 12.1% 9,054 

 
There were 14,766 CDM services reported in the clinical data portal from February 1, 2023, to October 

31, 2024 (65% of the services reported in pharmacy billing data). Over half of the CDM services reported 

in the clinical data portal were for follow-up appointments (58%) and 42% were for initial appointments. 

The majority of CDM appointments reported in the clinical data portal were provided to unattached 

patients (83%). 

 

At 54% of initial CDM appointments, one or more DRPs were identified (see Figure 32). There were fewer 

DRPs identified at follow-up CDM appointments (one or more DRPs were identified at 34% of follow-ups). 

 

 
15 Some pharmacies were already providing hypertension management support to patients through another pilot 
project (the Collaborative Hypertension Management Project) that began in 2022 and was completed in 2023. Initial 
assessments were conducted for those patients before CPPCC began and would not have been captured in this 
dataset. 
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Figure 32: Drug-related problems identified at initial and follow-up CDM appointments 

 
 

Beginning July 2024, pharmacists were asked to provide more detail about DRPs identified at both initial 

and follow-up CDM visits. The most commonly identified DRPs were need for additional therapy, drug 

dose is too low, or an adverse drug reaction (see Table 21).  

 
Table 21: Type of DRP identified in CDM appointments* 

Type of DRP 
Identified 

Initial Visit Follow-up Visit All visits 

# of visits 
where DRP 
type was 
identified 

% of visits 
where DRP 
type was 
identified 

# of visits 
where DRP 
type was 
identified 

% of visits 
where DRP 
type was 
identified 

% of visits 
where DRP 
type was 
identified 

Needs 
additional 

therapy 
446 63.5% 507 50.2% 55.7% 

Dose too low 165 23.5% 294 29.1% 26.8% 

Adverse drug 
reaction 

81 11.5% 122 12.1% 11.9% 

Adherence 72 10.3% 90 8.9% 9.5% 

Different drug 
required 

62 8.8% 80 7.9% 8.3% 

Dose too high 61 8.7% 105 10.4% 9.7% 

Unnecessary 
therapy 

44 6.3% 32 3.2% 4.4% 

Total 702 ** 1,009 ** ** 

* This question was asked beginning July 15, 2024. 
** Column does not sum to 100% as more than one DRP could have been identified in a single visit. 

 

At the initial CDM assessment, pharmacists most commonly reported follow-up actions of ordering a test 

or blood work (33% of visits with follow-up action reported), taking a watch and wait approach (32%), or 

adding a medication (27%), while the most common actions reported at follow-up visits were medication 
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adaptations (34%), taking a watch and wait approach (30%), or adding a medication (21%). Table 22 lists 

the most common actions reported in response to each type of DRP at both initial and follow-up 

appointments. 

 

Table 22: Most common actions to address DRP during CDM appointments 

Type of DRP 
Identified 

Type of 
visit 

Most common action Second most common action 

Needs 
additional 
therapy 

Initial Add medication Watch and wait approach 

Follow-up Add medication Watch and wait approach 

Dose too low 
Initial Adaptation Order test or blood work 

Follow-up Adaptation Watch and wait approach 

Unnecessary 
therapy 

Initial Deprescribe/stop medication Watch and wait approach 

Follow-up Deprescribe/stop medication Watch and wait approach 

Adherence 
Initial Non pharm advice Other 

Follow-up Non pharm advice Watch and wait approach 

Dose too high 
Initial Adaptation Watch and wait approach 

Follow-up Adaptation Watch and wait approach 

Adverse drug 
reaction 

Initial Order test or blood work Watch and wait approach 

Follow-up Order a test or blood work Watch and wait approach 

Different drug 
required 

Initial Therapeutic sub Other 

Follow-up Therapeutic sub Add medication 

 

Most often, patients who received an initial CDM assessment were asked to follow-up within 2 months 

(67%). At follow-up appointments, the recommended interval for follow-up was longer, most frequently 

(47%) between 2-6 months (see Figure 33).  

 

Figure 33: Recommended follow-up after initial and follow-up CDM visits 

 
 

At about a third (37%) of the follow-up visits for CDM where DRPs were identified at a previous visit, one 

or more DRPs were resolved (see Table 23). 
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Table 23: DRPs resolved at follow-up CDM assessment 

DRPs identified and resolved # of visits % of visits 

No DRPs were identified in the initial assessment 1,388 35.2% 

DRPS were identified and 0 were resolved 1,086 27.5% 

DRPS were identified and 1 was resolved 1,345 34.1% 

DRPS were identified and 2 were resolved 85 2.2% 

DRPS were identified and 3 were resolved 7 0.2% 

DRPs were identified and 4 were resolved 1 0.0% 

Other/Unclear 30 0.8% 

Total 3,942 100.0% 

 

At most initial CDM appointments, the pharmacist set goals with the patient (84%), and at most follow-

up visits (87%), progress on goals was reviewed. 

 

Beginning July 2024, pharmacists were asked if other issues/care needs for the patient (other than DRPs) 

were identified. At 119 initial CDM visits and 100 follow-up visits (8% of the CDM visits conducted; 3% of 

follow-up visits), one or more other issues/care needs were identified. The issues/care needs included 

needing an additional service (58% of initial visits; 52% of follow-up visits) or an undiagnosed condition 

(30% of initial visits; 35% of follow-up visits). The most common actions taken were to order a test or 

blood work (43% of initial visits; 37% of follow-up visits), refer to another provider (19% of initial visits; 

39% of follow-up visits), provide non-pharmaceutical advice (14% of initial visits; 12% of follow-up visits), 

or take a watch and wait approach (9% of initial visits; 14% of follow-up visits). 

 

Patient Feedback 
From April 1, 2023 to October 31, 2024, 312 patients received a CDM service and completed the patient 

survey. Almost all patients (99%) that received a CDM service were highly satisfied with the service, rating 

it an 8 or 9 (15%) or a 10 (84%), where 10 is completely satisfied. Ratings were similar for attached and 

unattached patients (see Figure 34).  

 
Figure 34: Patient satisfaction ratings for patients that received a CDM service 

 
 
Patients who received a CDM service most frequently reported that they heard about the clinic through 

word of mouth (38%), from pharmacy signage (31%), or they were a regular or returning patient of the 

pharmacy (26%). Compared to all patients that completed the survey, a greater proportion of patients 
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that received a CDM service learned about the pharmacy clinic through pharmacy signage and because 

they were a regular or returning patient of the pharmacy. Fewer learned about it online, through word of 

mouth, and through their regular PCP.  

 
Patients who received a CDM service most frequently reported that they sought care at the pharmacy 

clinic because the pharmacy is more convenient than other places (44%), they are able to see a healthcare 

provider quicker (41%), and they already receive other types of care at the pharmacy (36%) (see Figure 

35). The proportion reporting that they have no PCP and that they already receive other kinds of 

healthcare at the pharmacy were higher for patients who received a CDM service than all other patients. 

Similarly, the proportion of patients who reported that they sought care at the pharmacy because they 

could see a provider quicker or that they cannot access their primary care provider was lower for patients 

who received a CDM service. As noted above, data reported in the clinical data collection portal shows 

that 83% of CDM services were provided to unattached patients. This aligns with other evaluation findings 

that indicate that attached patients are not frequently receiving CDM services. Almost two-thirds of 

patients who received a CDM service reported that the appointment was around the time they were 

hoping it would be (65%). All other respondents stated that the appointment was sooner than they hoped 

it would be (35%). 

 

Figure 35: Why patients that received a CDM service sought care at a pharmacy clinic 

 
 
If they had not been able to receive care at the pharmacy clinic, many patients that received a CDM service 

would have sought care from a walk-in clinic, the ED, or they would not have sought care anywhere else 

(see Figure 36). More patients who received a CDM service would not have sought care anywhere else, as 

compared to all patients. Fewer patients who received a CDM service would have sought care from their 

regular primary care provider or from another pharmacy, as compared to all patients. 
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Figure 36: Where patients that received a CDM service would have sought care if not able to receive 
care at the pharmacy clinic 

 
 

In terms of patient feedback about access to care, 96% or more of patients agreed that receiving care at 

the pharmacy clinic helped them access care more quickly; that it was easy to book an appointment; that 

accessing care at the clinic saved them time; and that the hours and location were convenient for them. 

The results for patients that received a CDM service are consistent with the results for all patients. 

 

Patients also answered general questions about the services received at the pharmacy clinic. The results 

for patients that received a CDM service are slightly more positive than the results for all patients. In 

particular, a greater proportion of patients who received a CDM service reported that they understand 

the different services that are available at the pharmacy primary care clinic and have a good 

understanding of how pharmacists can help with my health needs compared to all patients (see Figure 

37). 

 

Figure 37: Patient feedback about pharmacy clinics among patients that received a CDM service 
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Among patients who received a CDM service, all patients (100%) reported that the pharmacist discussed 

information related to their health in a way that was easy to understand, the pharmacist encouraged them 

to ask questions, the pharmacist involved them as much as they wanted in the decisions about their care, 

their privacy was respected when discussing confidential health information, they were treated with 

respect by the pharmacy team, and they felt comfortable receiving healthcare in a pharmacy setting. This 

is slightly more positive than the results among all patients, but as this question was only added in May 

2024, the sample size is small (n=35). 

 

Since CPPCC began, 84 patients who received a CDM service provided written feedback (as CDM-specific 

data for the patient survey was not reported at the interim evaluation, all data is included in this section). 

Overall, the feedback was positive: 

• Many patients provided general positive comments (e.g., “Amazing service and care”). 

• Many patients highlighted that they had not had regular care in some time and felt better knowing 

that they could access care at the pharmacy clinic where they would regularly be followed. Some 

noted that they felt their health would be worse without access to care through the pharmacy 

clinic. 

• Some patients provided positive comments about the staff at the pharmacy clinics, particularly 

noting that staff were compassionate and non-judgmental, as well as thorough, knowledgeable 

and informative. 

• A few patients were dissatisfied with the service, primarily because they required care outside of 

the pharmacist’s scope and there was no easy way to access this care. One respondent also 

discussed challenges with the online booking system. 

 

 

Patient Quotes: 
 
I would not be able to manage my meds and diabetes without this clinic. Lifesaver. 
 
Haven't had a doctor in 8 years and had a heart attack a few years back and this is the first place that 
seemed to give a care about me and my health. 
 
Decreased my anxiety level knowing I could access a professional in person. Received excellent care and 
discussed all options available. Thank you! 
 
The care I receive at the pharmacy is helping me with my health needs while I do not have a family 
doctor. (2 1/2 years now) 
 
The pharmacist was great. She had great compassion to my concerns, She was understanding and 
explained each step clearly. She did not make me feel rushed and I felt like she listened to all of my 
concerns. I would definitely recommend this clinic to others. 
 
The pharmacist was so easy to talk with. She did not judge or make me feel bad. She was very 
knowledgeable and had great compassion. The clinic was very accommodating to my schedule. It is 
easy to travel to this clinic and ample parking.. 
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Patient Journeys from Case Studies 
To better understand the experiences and journeys of patients receiving CDM services from the pharmacy 

clinics, case studies were completed. Sixteen patients at four pharmacy sites were identified for the case 

studies. Pharmacies provided the evaluator with a case summary for each patient, and the evaluator 

interviewed the patient, the pharmacist providing care, and any collaborating providers for the case study. 

More detail on case study selection and methods is provided in the Appendix. 

 

Patient Description 

The average age of participating patients was 62, with seven patients over the age of 65. Of the sixteen 

patients, most (12) were unattached, and another three were attached but did not have regular access to 

their PCP (e.g., provider was on leave or located in another place). Several patients had a PCP previously, 

but that PCP had retired or left in the last year or two, and the patient no longer had regular access to 

care. The most common reasons for the patients to initially access the pharmacy for care were for diabetes 

management, hypertension management, or other medication management (e.g., renewals or 

medication reviews). One patient was receiving complex medication injections and another accessed care 

for management of anti-coagulation therapy (INR).  

 

Care Provided by Pharmacy Clinic 

Pharmacists providing care to the case study patients most commonly provided medication management 

and prescribing services. This included therapeutic substitutions or adaptations to existing medications 

(primarily to address diabetes, hypertension, and dyslipidemia), as well as adding on new medications 

(e.g., semaglutide for diabetes, medication from a new class for hypertension) to improve effectiveness 

and bring patient outcomes back to target ranges. Pharmacists also provided lifestyle counselling (e.g., 

diet, exercise, stress management, smoking cessation). They frequently ordered bloodwork to assess 

medication effectiveness and safety for patients. A few patients were recommended vaccinations for 

pneumonia. Two patients received support for mental health or substance use concerns. 

 

Collaboration with Other Providers 

As noted, most of the patients included in the case studies were unattached. This is partly because of the 

criteria for selected patients to have at least three visits. As discussed in the Pharmacy Clinic Care for 

Attached Patients section, pharmacists indicated that they prefer to refer attached patients back to their 

PCP for ongoing CDM care so it is unlikely that these patients would meet the three visit criteria. Most of 

the unattached patients had previously been attached and typically were already diagnosed with their 

chronic condition when they accessed care at the pharmacy clinic. 

 

One of the key decisions that pharmacists have to make when providing CDM is whether to refer patients, 

and if so, where to refer them. Sometimes it is clear when a patient needs a referral (e.g., for diagnosis of 

a condition outside of the pharmacist’s scope, for access to specialist care), while other times a formal 

referral may not be required. There were three patient cases where there was ongoing collaboration on 

patient care between the pharmacy and another healthcare provider: 
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• In one case a specialist prescribed a medication that was administered and managed by the 

pharmacy clinic. The clinic managed the ongoing care, but the specialist was available to discuss 

the patient’s needs and adjust the medication dosage if required. 

• In two other cases the pharmacy clinic worked with a primary care clinic for unattached patients 

to provide diagnosis of conditions outside of the pharmacist’s scope (hypertension before 

pharmacists had the ability to diagnose, dyslipidemia, and hypothyroid). In both cases, the other 

provider completed the assessment and diagnosis and initiated medication, and the patient was 

then referred back to the pharmacy clinic for ongoing management. 

 

In one of these cases, the provider (an NP) was interviewed for the case study and noted that there 

continues to be ongoing collaboration between themselves and the pharmacy clinic related to other 

patients. Sometimes the NP will triage and assess patients and then refer them to the pharmacy clinic for 

ongoing care, and other times the NP will provide advice or guidance to the pharmacist who does the 

direct care/management of the patient. Both the pharmacist and the provider indicated that this 

collaboration was very effective and helped ensure healthcare resources were used efficiently. This is an 

example of how strong relationships between pharmacists and other healthcare providers can help to 

facilitate informal consultation on a patient case and support ongoing collaboration. 

 

Case Example #1: Health Issues Identified and Managed Through Collaboration 

John (pseudonym16), a man in his 70s, first accessed the pharmacy clinic for warfarin management and 

regular INR testing. His PCP had retired and he had been without care for over a year before coming to 

the clinic. During that time, John was continuing to have his INR tested through the hospital lab, but as his 

PCP was retired, no one was reviewing the results. At his first visit to the pharmacy clinic, John’s INR result 

was high (out of range) and he wasn’t feeling well. The pharmacist assessed John and identified that that 

he potentially had hypertension (blood pressure was above target at one visit and significantly above 

target at the next visit and with home monitoring). These visits took place before pharmacists had the 

ability to diagnose hypertension, so John was referred to the ED where he was diagnosed and medication 

was prescribed. The ED referred John back to the pharmacy clinic for ongoing management. John had four 

more follow-up appointments with the pharmacy clinic during the case study time period where the 

pharmacist monitored his blood pressure, provided lifestyle counselling, and completed regular INR 

testing. His blood pressure continued to decline and was within target range at his final clinic visit, and his 

INR was also consistently within range. After the case study period (ending July 31, 2024), John was also 

diagnosed with dyslipidemia and started on medication to address this. 

 

It's positive for sure. I wasn't aware of the high blood pressure or the cholesterol. So it's really good. 

(Patient) 

 

He’s done so well since [getting care at the pharmacy] and we were able to get this man on such a good 

path. (Community healthcare provider) 

 
16 All patient names are pseudonyms to protect patient confidentiality. 
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Sometimes, as illustrated in Case Example #2 below, collaboration between providers does not work 

effectively. Lessons learned related to communication and collaboration between the pharmacy clinics 

and other parts of the health system is discussed in more detail in the Communicating and Collaborating 

with Other Providers section of the report. 

 

Case Example #2: Managing Attached Patients 

Michael (pseudonym), a man in his 80s, first accessed care at the clinic for hypertension. His PCP was 

retiring and referred him to the clinic for ongoing management. At Michael’s initial visit and follow-up 

appointments, his blood pressure readings in the clinic were high, and he reported inconsistent readings 

at home. The pharmacist reviewed blood pressure monitoring techniques with Michael and 

communicated the high blood pressure readings to his PCP (who had not yet retired). The pharmacist 

recommended a dose adjustment to the PCP, but did not feel comfortable making the dose adjustment 

without the PCP’s input while Michael was still attached. At subsequent follow-up appointments, 

Michael’s blood pressure in clinic remained high, and he reported experiencing chronic pain. Once the 

PCP retired and Michael became unattached, the pharmacist added a medication from another 

antihypertensive class, and Michael’s blood pressure was within target at his next follow-up. The 

pharmacist who was interviewed for this case study shared that Michael would have benefited from an 

earlier dose adjustment, and that having gained more confidence and comfort in managing chronic 

disease over time, they would now feel more comfortable to make the change to Michael’s medication 

sooner once it became clear that the PCP was not going to respond. The pharmacist also noted that while 

home blood pressure readings can provide valuable information, if they are inconsistent, it is sometimes 

necessary to make a decision based only on in-clinic readings. Michael reported that he felt respected and 

well cared for in the clinic, and that he would not have been able to access care without it. 

 

Being in the clinic is like being with family. (Patient) 

 

If we saw somebody [like this] now, I think we would be more confident in saying to the doctor that the 

patient’s blood pressure has been out of control these dates. We're adding this therapy on. (Pharmacist) 

 

Patient Outcomes 

Of the 16 case study patients that received CDM care, eight were reported to have improved their clinical 

targets to within range: six patients had blood pressure within target, and two patients had improvements 

in their A1c, with one patient seeing a significant improvement, moving from an A1c over 10% to being 

within target. Two other patients did not have clinical outcomes with target values but reported other 

positive changes in their health (e.g., feeling better, addressing medication side effects). The remaining 

six patients had clinical outcomes that remained above target (e.g., blood pressure, A1c, cholesterol) and 

pharmacists were continuing to work with these patients to help improve their outcomes. Among these 

six patients, other positive outcomes were identified (e.g., clinical values improving even if not within 

target range yet, weight loss, better management of symptoms, smoking cessation). As the number of 

patients included in the case studies is small, these outcomes are descriptive only and not intended to be 
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representative of the wider population of patients that receive services at the pharmacy clinics. A more 

comprehensive assessment of changes to patient health outcomes is provided in the section Improved 

Shorter-term Health Outcomes. 

 

The next two case studies illustrate examples of both improved health outcomes for a patient, and a 

patient case with more complexity, where the clinical outcomes remain above target. 

 

Case Example #3: Health Outcomes Improved 

Cheryl (pseudonym), a woman in her 30s, first accessed care at the pharmacy clinic for diabetes 

management. She had recently moved to Nova Scotia and did not have a PCP. At the time of her initial 

visit, she did not have any medication remaining to treat her diabetes and she was also out of testing 

supplies. In her interview, Cheryl reported that if she hadn’t been able to receive care at the pharmacy 

clinic and renew her medication prescription, she would have had to continue to ration her medication to 

make it last longer. At the initial visits, the pharmacist assessed Cheryl and ordered bloodwork and found 

that her A1c was very high (almost 10%). The pharmacist recommended adding a medication to help 

control Cheryl’s A1c. They reviewed the treatment options in detail together and decided to initiate 

semaglutide. Within five months, Cheryl’s A1c was back in target range and she had lost weight. Cheryl 

reported feeling better physically and no longer needs to take medication for diabetes, although she 

remains on semaglutide. 

 

It’s been great. I never thought I'd be able to be pre-diabetic again . . . I was ready to just deal with it for 

the rest of my life and now I feel like I have a little bit more flexibility with my meals. (Patient) 

 

With diabetic patients, I like to go over all the options for treatment with them, to talk about effectiveness, 

side effects, cost, etc. It takes some time to go through all the options but patients are really thankful for 

that. (Pharmacist) 

 

Case Example #4: Complex Patient, Clinical Outcomes not at Target 

Olivia (pseudonym), a woman in her 50s, first accessed care at the clinic for a medication review with 

renewals. She has multiple chronic conditions, including diabetes, hypertension, dyslipidemia, a thyroid 

condition, and mental health concerns. Olivia lost her PCP several years before coming to the clinic. She 

was able to access medications for some time through another pharmacy but eventually required an 

updated prescription. At the initial assessment, the pharmacist identified multiple issues including both 

high blood pressure and elevated A1c. The pharmacist decided to focus first on addressing the high blood 

pressure because of the associated risk of heart attack or stroke. Olivia’s dose of blood pressure 

medication was increased several times to try to bring her blood pressure into normal range. The 

pharmacist also added semaglutide to improve A1c levels. While addressing her mental health conditions 

was not the primary goal during the period of visits reviewed for this case study, the pharmacist was 

limited in what they could provide for medication management (i.e., cannot add on new therapy due to a 

research scope exclusion that does not permit pharmacists to add medications for mental health 

conditions). The pharmacist also provided lifestyle counselling related to diet, exercise, and smoking 
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cessation, and prescribed varenicline to support smoking cessation. Overall, Olivia saw improved health 

outcomes: her blood pressure decreased (but was still not at target), and her A1c declined to within range. 

Olivia also stopped smoking.  

 

I appreciate the pharmacy team. They make me feel very welcome. The clinic admin is lovely, everyone 

there has such wonderful personalities, and they do a really good job. They are an asset to our community. 

(Patient) 

 

For patients like Olivia, who have mental health concerns, we might want to add on medications, but we 

are not allowed to. (Pharmacist) 

 

The next two case studies illustrate the benefit that pharmacy clinics can provide for patients with mental 

health and substance use needs. 

 

Case Example #5: Support for Patients with Opioid Use Disorder 

Emily (pseudonym), a woman in her 30s, first accessed care at the clinic for an opioid use disorder. She 

had been accessing buprenorphine/naloxone pills at the dispensary, and the pharmacist suggested that 

she could transition to sublocade injections through the clinic. After Emily responded well to the initial 

injection, she indicated her desire to decrease the dose of sublocade as quickly as possible, and the 

pharmacist supported this. Emily was also supported by a psychiatrist and the pharmacist collaborated 

with the psychiatrist over the phone (e.g., confirming changes to Emily’s dose of sublocade before 

implementing them, receiving guidance for providing the injections). The pharmacist also ordered 

bloodwork to confirm that the treatment was safe and effective. The change from suboxone to sublocade 

improved Emily’s quality of life. With suboxone, taking a pill every day was a regular reminder of her 

opioid use disorder. In contrast, the injections are provided once every 4-6 weeks. Emily shared that the 

clinic provides a stigma free environment for accessing care, and that the pharmacist was very engaged 

in her care, calling her regularly after her injections to make sure she was doing well.  

 

The pharmacist was fantastic. They would have conversations with me, have conversations with my 

doctor. They would explain everything to me. (Patient) 

 

For Emily, it was about not wanting to wake up every day and think about taking a pill for her opioid use 

disorder. Switching to sublocade gave her more freedom; she didn’t have to come into the clinic every 

week to pick up pills, didn’t have to remember to take a pill every day. (Pharmacist) 

 

Case Example #6: Support for Mental Health 

Marilyn (pseudonym), a woman in her 70s with multiple chronic conditions, first accessed care at the 

pharmacy clinic for low blood pressure, after friends recommended the clinic to her. The pharmacist 

initially decreased the dose of Marilyn’s antihypertensive medication in response to negative symptoms 

of the low blood pressure (patient had a fall). At the follow-up appointment, Marilyn’s blood pressure had 

returned to a normal range, but the pharmacist identified that Marilyn was also experiencing symptoms 
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of depression and enrolled her in the Bloom program. The pharmacist discussed safety planning with 

Marilyn in case her symptoms worsened and she was at risk of suicide, including going to the ED and 

contacting the pharmacy for support. The pharmacist booked a follow-up appointment soon after the 

initial Bloom appointment to check in with Marilyn. Through the Bloom program, the pharmacist provided 

medication management including an increased dose of antidepressants to address Marilyn’s symptoms. 

Marilyn reported that the services she received at the clinic improved her mental health substantially. She 

also shared that the clinic provides her with a sense of community where everyone is working to help her 

and she feels at home. She feels respected in the pharmacy clinic and trusts the team to provide quality 

care.  

 

It gives me hope every time I go into the clinic and see a smiling face...They do everything they can to make 

my life easier. (Patient) 

 

It was challenging to know if the best thing was to change her medication or encourage her to visit the 

emergency department [in relation to the patient’s symptoms of depression]. She did not think it was an 

emergency situation, so we decided to try the dose increase first and see what happened, as well as 

planning for any worsening symptoms. The patient was very appreciative of this approach. (Pharmacist) 

 

Pharmacy Team Experience 
In discussing their experiences with providing CDM, evaluation participants noted that this can be one of 

the more complex services that the pharmacy clinics provide, depending on the needs of the patient. 

Evaluation participants discussed some of the key lessons they have learned in providing CDM services: 

• Patient engagement: Some pharmacists noted the importance of patient engagement as a key 

factor in successful CDM. Pharmacists begin by assessing patient knowledge and understanding 

of their condition and readiness for change. Each patient may be in a different place with their 

health and their ability to make changes to their health 

behaviours. Pharmacists reported that they consistently 

provide lifestyle counselling to all patients, and this and 

assessing readiness for change is an important part of the 

patient appointment. Pharmacists noted that they 

generally see a few different levels of patient engagement: 

o Patients that are very engaged in their health, 

understand their health concerns, and proactively 

make changes to improve or better manage their health. 

o Patients that are less engaged or proactive in their health but are generally willing and able 

to follow the directions and advice of a trusted healthcare provider like the pharmacist.  

o Patients that are resistant to change for a variety of reasons or who say they are ready for 

changes but then may not always consistently follow through on recommendations from 

the pharmacist or attend follow-up appointments (e.g., requested to do home blood 

pressure monitoring or get lab tests but do not follow-up on this, referred to another 

provider but do not make an appointment). 

. . that [understanding and 
working with a patient’s 
readiness to change] to me was 
the biggest challenge . . . how 
do I make sure that they each 
do the right thing and that we 
do it right? (Pharmacist) 
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Factors such as the patient’s previous healthcare experiences and their background and cultural 

norms related to healthcare and self-management can impact readiness to change, as well as 

factors such as income and level of family support for changes. Pharmacists in the case studies 

highlighted the importance of working with patients where they are and supporting them in 

changes they are ready and able to make. They also noted that it is easier to work with patients 

who are highly engaged and motivated. Other patients require more time and support to take 

action to improve their health and it may be more difficult to get clinical indicators to target for 

these patients. 

• Shared decision-making: Some pharmacists discussed the importance of making shared decisions 

with the patient. They indicated that they consider patient factors such as level of engagement 

and readiness to change as well as the patient’s financial situation, their age and overall health, 

access to other supports (e.g., family support), and the potential benefits and side effects of 

different options. They provide the patient with clear information about each option and while 

they encourage the patient to make positive changes in their health, the final decision about how 

to proceed remains with the patient. 

• Relationships with patients: Some pharmacists and patients 

discussed how having a strong relationship and history between the 

pharmacist and the patient supports the CDM care process. When 

patients develop a relationship with the pharmacist, they feel more 

trust and are better able to discuss health topics that may be difficult 

to address. A few patients expressed that they have been a patient 

at the pharmacy for a long time and know the pharmacists well. This 

made it easy for them to receive CDM services at the pharmacy clinic. 

• Complex patients and triaging patient needs: Patients may not always be aware that they need 

CDM services and they may initially access the pharmacy clinic for other services (e.g., renewal, 

medication review). After reviewing the patient’s history and healthcare needs, the pharmacist 

may identify that they could benefit from a CDM assessment. Patients may have complex needs 

with multiple issues that need attention. Pharmacists have to assess the whole patient and then 

determine which concerns are the most urgent to address. For example, in Case #4 described 

above, the pharmacist identified the priority as managing the patient’s blood pressure first 

because of the risk of stroke. Once the patient’s blood pressure was well-managed, the 

pharmacist turned their attention more to diabetes management. However, it can be challenging 

to make decisions about care for complex patients, especially when the pharmacist does not have 

access to a complete patient history, the patient has needs outside of the pharmacist’s scope, and 

pharmacists may lack confidence in caring for more complex patients. 

• Managing time and follow-up: CDM requires more ongoing follow-up with patients. A few 

evaluation participants indicated that they have developed processes to address these follow-up 

requirements. A few other participants in the focus groups said that their pharmacy clinics have 

started delivering more CDM services recently compared to the first 6-12 months of the project 

and are still learning the best approaches. Evaluation participants noted that is easier to manage 

the follow-up process when patients proactively make appointments and follow-up on test 

I have known them for 
years and I feel more 
comfortable speaking 
to someone that knows 
your condition and 
what [medications] 
you’re on. (Patient) 
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results. When pharmacists know the patient will be consistent with follow-up care, they may also 

feel more confident making changes to medications because they know the patient will identify 

any concerns with changes that have been made. 

• Managing time for CDM: CDM places demands on pharmacist time outside of the patient 

appointment (e.g., review lab test results, collaborate/communicate with other providers). A few 

evaluation participants highlighted the need to ensure that time for this clinical work that is not 

patient-facing is incorporated into the compensation pharmacies receive to provide CDM 

services. 

• Limits to pharmacist scope and determining when to refer: Some pharmacists indicated that the 

limits to their scope can be challenging in providing CDM, especially for unattached patients that 

have limited other options to access care. For example, if a patient has breathing problems, the 

pharmacist cannot order additional testing such as a lung function test. Another example is that 

pharmacists cannot prescribe new medications for patients with mental health concerns. While 

pharmacists can now access some types of testing and additional care through the CPPCC NPs, 

and they do refer patients elsewhere for care when needed, a few evaluation participants 

discussed how it can be challenging to refer patients when they know the patient will have 

difficulty accessing care (e.g., they would expect to wait in the ED for an extended amount of 

time). This was also discussed in an earlier section on Clinic Scope of Services. 

• Socioeconomic barriers: A few pharmacists discussed how patients may face financial or social 

barriers that prevent them from accessing the best possible care. For example, they may not have 

the capacity to pay-out-of-pocket for a medication that has the potential to improve their health, 

or they may lack the knowledge or financial means to purchase and prepare healthier food. Some 

patients also face transportation barriers to accessing care. Pharmacists indicated they try their 

best to help patients with these barriers, for example by completing requests for special 

authorization for coverage for some medications, but noted that these requests are not always 

granted. 

 

Resources that evaluation participants identified that support pharmacists in providing CDM include: 

• Guidelines: A few pharmacists highlighted the importance of knowing the CDM guidelines well. 

Although they do not apply perfectly to every patient, guidelines are a helpful resource to guide 

pharmacists in their decision-making. They can also help provide evidence to patients to support 

taking action to improve their health.  

• Training: A few evaluation participants indicated that ongoing training to strengthen their 

knowledge and skills in different aspects of CDM, especially new areas of scope, is helpful. 

• Access to lab tests: Most pharmacists highlighted how critical it is that they are able to order and 

receive lab tests to support management for patients with chronic disease. Pharmacists rely on 

clinical indicators from bloodwork or other monitoring (e.g., blood pressure readings), as well as 

patient-reported symptoms to make patient care decisions. 
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Special Topics: A1c and Lipids Point-of-Care Testing 

 

Service Delivery 
There were 3,323 point-of-care tests (POCT) for A1c and 1,631 POCT for lipids (cholesterol) reported in 

the pharmacy billing data from February 1, 2023, to October 31, 2024. There were 1,578 visits recorded 

in the clinical data collection portal where an A1c POCT was conducted (1.5% of total 105,434 visits 

recorded during this period) and 734 visits where a lipid POCT was conducted (0.7% of all visits recorded). 

In most cases, A1c and lipid POCTs were conducted at the same visit as another service (90% of the time 

for A1c; 96% of the time for lipids). 

 

Pharmacists most often used POCT during visits for CDM (initial and follow-up) and prescribing for a 

diagnosis already established (see Table 24). Around 80% of all POCT was conducted during a visit where 

a CDM service was also provided. 

 

Table 24: Proportion of point of care testing by service type 

Services 
# of svcs w/ 
A1c POCT 

% of svcs w/ 
A1c POCT 

# of svcs w/ 
lipid POCT 

% of svcs w/ 
lipid POCT 

CDM - Initial/Annual Assessment  
(n=6,085) 

632 10.4% 365 6.0% 

Pharmacist prescribing for a 
diagnosis already established 
(n=736) 

61 8.3% 29 3.9% 

CDM - Follow-up 
(n=8,408) 

617 7.3% 243 2.9% 

Adaptation 
(n=3,178) 

128 4.0% 45 1.4% 

Med Review - Initial Assessment  
(n=1,918) 

65 3.4% 25 1.3% 

Renewal 
(n=31,662) 

511 1.6% 253 0.8% 

Therapeutic substitution 
(n=1,335) 

16 1.2% 6 0.4% 

Service with no PIN to 
Bill/Complex Therapy Assess 
(n=2,634) 

28 1.1% 8 0.3% 

Minor Ailment  
(n=12,181) 

40 0.3% 14 0.1% 

Vaccine assessment  
(n=6,393) 

21 0.3% 10 0.2% 

Other (n=13,761)* 37 0.3% 18 0.1% 

POCT only, not combined with 
any other service 

155 N/A 32 N/A 

Total # POCT services  1,578 1.5% of visits 734 0.7% of visits 
* Only includes services where at least one POCT was also ordered. 
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A1c and lipid POCT were often used together; A1c testing was conducted at 55% of all visits when lipid 

POCT was conducted, and lipid testing was conducted at 26% of all visits when A1c POCT was conducted. 

Guidelines have generally moved away from frequent testing of lipids, which may explain why lipid POCT 

was conducted less often than A1c POCT. In the clinical data collection portal, during visits when a POCT 

was conducted, labs were also ordered around 20% of the time (19% for A1c; 20% for lipids). 

 

Pharmacy Team Experience 
Pharmacist evaluation participants indicted that POCT is useful for monitoring the effectiveness of therapy 

changes, helping patients understand and manage their condition, initiating a conversation about CDM, 

and to provide immediate results, especially for A1c. A few evaluation participants explained that A1c 

POCT can be used when a patient has symptoms, family history, or self-reported previous diagnosis of 

diabetes to help determine what next steps may be needed. Pharmacists can check the patient’s A1c in 

the clinic and send them for additional bloodwork if the value is high. Some 

pharmacists felt that POCT was not as useful in the pharmacy clinics. 

Pharmacists indicated that they do not use POCT when patients need more 

testing that would justify a lab requisition. They were also less likely to use 

POCT because it cannot be used to support a diagnosis, and other providers 

cannot access POCT results. Lipid testing also requires fasting, which needs 

to be planned in advance with the patient.  

 

Patient Feedback 
From April 1, 2023, to October 31, 2024, 51 patients received a POCT service and completed the patient 

survey. All patients that received a POCT were highly satisfied, rating the service as 8 or 9 (12%) or a 10 

(88%), where 10 is completely satisfied (see Figure 38).  

 

Figure 38: Patient satisfaction ratings for patients that received POCT 

 
 

Patients who received a POCT most frequently reported that they heard about the clinic through word of 

mouth (34%), from pharmacy signage (26%), or advertising (e.g., TV or radio ad) (24%). Compared to all 

patients that completed the survey, a greater proportion of patients that received a POCT learned about 

the pharmacy clinic through advertising and pharmacy signage.  

 

Patients who received a POCT most frequently reported that they sought care at the pharmacy clinic 

because they can see a healthcare provider quicker (41%), the pharmacy is more convenient than other 

0% 20% 40% 60% 80% 100%

4 or below 5 to 7 8 or 9 10

If they have to get 
bloodwork done, it 
makes no sense to do 
point of care testing. 
(Pharmacy Team) 
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places (37%), and because they have no PCP (27%). Compared to all patients that completed the survey, 

a greater proportion of patients that received a POCT sought care at the pharmacy clinic because they 

have no PCP.  

 

If they had not been able to receive care at the pharmacy clinic, many patients that received a POCT would 

have sought care from a walk-in clinic or their regular family doctor or NP (see Figure 39). More patients 

who received a POCT would have sought care at a walk-in clinic, or virtual care compared to all patients.  

 

Figure 39: Where patients that received a POCT would have sought care if not able to receive care at 
the pharmacy clinic 

 

 

In terms of patient feedback about access to care, 95% or more of patients agreed that receiving care at 

the pharmacy clinic helped them access care more quickly; that it was easy to book an appointment; that 

accessing care at the clinic saved them time; and that the hours and location were convenient for them. 

The results for patients that received a POCT are consistent with the results for all patients. 

 

Patients also answered general questions about the services received at the pharmacy clinic. The results 

for patients that received a POCT are consistent with the results for all patients (see Figure 40). 

 

Figure 40: Patient feedback about pharmacy clinics among patients that received a POCT 
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Blood collection clinic

Other

Specialist or non-emergency hospital care

Another pharmacy

I would not have sought care anywhere else

Emergency department

Virtual care service (e.g., Maple, Virtual Care NS)

Don't know/not sure

Regular family doctor or nurse practitioner

Walk-in clinic

0% 20% 40% 60% 80% 100%

I feel confident in the pharmacist’s ability to help 
with my health needs.

I have a good understanding of how pharmacists can
help with my health needs.

I understand the different services that are available
at the pharmacy primary care clinic.

If I need care in the future, I will use the pharmacy
primary care clinic again.

Agree Neutral Disagree
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Since CPPCC began, 14 patients who received a POCT provided written feedback (as POCT-specific data 

for the patient survey was not reported at the interim evaluation, all data is included in this section). 

Overall, the feedback was positive: 

• Many patients provided general positive comments (e.g., “Amazing service and care”). 

• Some patients provided positive comments about the staff at the pharmacy clinics, mentioning 

that staff were kind and knowledgeable. 

• Some patients mentioned that they would like the pharmacy clinics to be continued or expanded 

(e.g., additional scope, more clinic locations). 

 

 

Impact for Pharmacy Teams 
 

❖ Outcomes 

Demonstrated Ability to Support Patients with a Range of Primary Care Needs within 

Pharmacist Scope of Practice 

Most pharmacists responding to the clinic team survey felt they have improved their knowledge, skills, 

and confidence across different aspects of patient care (see Figure 41). Most respondents who did not 

feel they had improved indicated that their knowledge, skills, and confidence had stayed the same. 

 

Patient Quotes: 
Pleasant experience, very professional, you got it right with this kind of healthcare service. 
  
Hopefully this will relieve the workload on our doctors. 
 
I could tell [the pharmacist] loved doing what he does in helping people. I felt that he cared and was 
willing to help and answer questions. He was thorough in assessing what I needed.  
 
I believe this is a very good service which is urgently needed and should continue to be offered and 
supported. 
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Figure 41: Clinic team feedback on improvements in knowledge, skills and confidence 

 
 

Many evaluation participants in the focus groups discussed how their knowledge, confidence, and skills 

in providing clinical services has improved since the clinics began. Pharmacists shared that they were 

initially nervous or uncertain about working in the clinics, but that they have developed their skills and 

confidence through first-hand experience with primary care and delivering the same services multiple 

times. Pharmacists indicated that they are more confident in assertively making recommendations or 

decisions that are in the best interest of the patient, while still taking into consideration patient needs and 

preferences. Improvements in skills and confidence have also supported pharmacy clinic staff to become 

more efficient at working in the clinic over time. This is in part because they are able to make decisions 

more quickly and they do not have to spend as much time researching or consulting with others about 

new topics. The clinical skills that pharmacists have developed have also helped them to more effectively 

support dispensary patients, for example, by identifying dispensary patients who might be at risk of 

certain health conditions and could benefit from additional healthcare services.  

 

Specific clinical areas where improved skills and confidence of pharmacists were described included: 

• Patient triage: effectively reviewing appointments in advance to ensure that patient needs are in 

scope. 

• Patient care decision-making: better understanding of all the factors that may impact a patient 

and incorporating these into care decisions (e.g., the patient’s socioeconomic circumstances, 

cognitive abilities, mobility, or transportation barriers). Pharmacists emphasized that while it is 

important to be guided by clinical guidelines, it is also important to consider the patient’s 

individual situation. 

• Patient follow-up: having a clearer understanding of what lab tests to order and how to review 

and interpret the results, as well as explain them to patients. 
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Evaluation participants noted several enablers that have supported clinic staff in building their knowledge, 

skills, and confidence including: 

• Learning from/consulting one another: When clinic staff discuss individual patients and care 

decisions, this provides an opportunity for them to share their knowledge with one another.  

• Previous relevant experience: Clinic admin staff shared that it is helpful to have already worked 

in the dispensary before starting to work in a clinic (e.g., this ensures that the staff member is 

already familiar with the pharmacy’s IT system). 

• Access to the CPPCC NP: The CPPCC NP program provides pharmacists with access to another 

healthcare provider who can provide advice on patient care decisions. This program is discussed 

in more detail in the section on Nurse Practitioner Support for CPPCC Sites.  

• Training: Training on clinical topics is helpful. 

• Working only in the clinic: When pharmacists work only in the clinic and not in the dispensary, 

they are completely immersed in a clinical care setting and are able gain more experience with 

providing primary care to patients, which can support faster learning. However, as discussed in 

the Human Resources section, there are also benefits to working in both the clinic and the 

dispensary. 

 

Improved Capacity and Efficiency in Pharmacies to Support Primary Care 

Some pharmacy evaluation participants discussed how having separate workflows for dispensing and 

clinical services has supported improved workflow in the dispensary. This finding is consistent with the 

interim evaluation. The majority of respondents to the clinic team 

survey (87%) agreed that it has worked well to have the clinic and 

dispensary operating with separate workflows (similar to the 

interim evaluation). Evaluation participants noted that having the 

ability to provide more time-consuming and complex services in the 

clinic relieves some of the pressure in the dispensary. 

 

Evaluation participants discussed some of the factors that help support efficient workflow: 

• Separate infrastructure: A few pharmacies that have clinics that are in a separate physical 

location (e.g., another nearby office) highlighted that this is helpful for supporting the separation 

The dispensing pharmacist 
isn’t getting interrupted as 
much with requests for clinical 
consultations because patients 
can be referred to the clinic. 
(Pharmacy team) 

Pharmacist Quotes 
 
I was a lot more uncertain in the beginning and would grab a colleague for a second opinion. Now, I feel 
like I’m way more confident in my diagnoses and am able to provide better and more efficient care. 
 
Every day is a new day to learn. I feel like from day one we all felt like fish out of water, but the more we 
do, the better and more efficient we get. 
 
Patients trust you more, you trust yourself more, and it becomes a positive feedback loop. 
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between the clinic and the dispensary. The importance of separate and dedicated phone and fax 

lines for the clinic was also discussed. 

• Dedicated time for staff: Having dedicated time to work in either the clinic or dispensary is 

helpful. While pharmacists are typically assigned to either the clinic or dispensary, some clinic 

admins reported that they are sometimes working across both settings and this can be challenging 

to manage. Evaluation participants suggested that the role of the clinic admin be protected and 

dedicated to the clinic. 

• Technician support: A few evaluation participants suggested that 

pharmacy technicians (techs) can play an important role in 

pharmacy workflow and can support work in both the clinic and 

the dispensary to help free up pharmacist time for other tasks. 

While there is currently a shortage of techs that has made it 

difficult to implement this change, in 2025 there are expected to 

be many more new techs graduating and available to work in 

pharmacies. 

 

A few evaluation participants shard that the learnings from the pharmacy clinics are helpful to support 

effective workflow in pharmacies without clinics. Learnings about providing clinical services and how to 

implement appointment-based pharmacy can be applied in all pharmacies to help them better manage 

their pharmacy workflow and potentially create more opportunities to provide clinical services that meet 

patient needs in all pharmacies. 

 

Many evaluation participants also indicated that although the clinic removes more complex services from 

the dispensary, it does increase pressure on the dispensary in other ways, primarily through the volume 

of phone calls and also through increased volume of prescriptions being filled. Not all pharmacies have a 

separate phone line for their clinic, so all calls are routed to the dispensary. Others do have a separate 

phone line but still receive clinic-related calls to the dispensary phone number. The volume of phone calls 

can be significant, and this may be a bigger concern issue for pharmacies that have a clinic that is open 

fewer hours. Patients may call with questions about services or about where else they can access care. 

Some pharmacies do re-direct patients to the clinic phone line or online booking platforms, but even that 

process takes time. Some evaluation participants indicated that the dispensary is also busier with a greater 

volume of prescriptions as clinic patients may be more likely to have their prescriptions filled at the 

pharmacy because it is convenient or because they have built a relationship with the pharmacist/ 

pharmacy and prefer to receive care there. While an increased number of prescriptions is good for the 

pharmacy, it can create stress for staff working in the dispensary. 

 

A few pharmacists and clinic admins did report that they are still providing clinical services in the 

dispensary, especially when the dispensary is open but the clinic is closed or if the clinic is full. However, 

other CPPCC pharmacies indicated that they are rarely providing clinical services in the dispensary. In the 

year prior to having a clinic, DHW billing data shows that CPPCC pharmacies delivered 37,638 clinical 

services (see Table 25). During the first year of pharmacy primary care clinic operations, dispensaries in 

If we have more pharmacy 
technicians, pharmacists 
can be freed up to do 
other roles . . . that has the 
potential to make a huge 
impact. (PANS Project 
Team) 
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pharmacies with clinics continued to deliver services, although the number of services delivered 

decreased by 24%. The services with the largest decreases were renewals (-5,402 services), CPAMS (-2,034 

services), and UTI assessment and prescribing medication (-654 services). Two services were delivered 

more in the dispensary while the clinic was operating: take home naloxone training and advanced 

medication reviews. It is possible that decreases are being under-reported if pharmacy clinics are 

mistakenly using the dispensary billing code instead of the clinic billing code, but some pharmacies could 

also be providing more services in the dispensary driven by patient demand that exceeds clinic capacity. 

 

Table 25: Comparison of services delivered in pharmacy dispensaries before and after clinics 

Service Name 

Services delivered in dispensary Services 
delivered in 

clinics 

Overall change 
in services 2022/23* 2023/24** Difference 

Renewal 25,278 19,876 -5,402 30,594 25,192 

CPAMS 4,420 2,386 -2,034 6,288 4,254 

UTI Assessment 2,704 2,050 -654 4,074 3,420 

Contraception 777 319 -458 1,315 857 

Basic med review 1,292 876 -416 662 246 

COVID-19 treatment 310 89 -221 221 0 

Lyme disease 784 579 -205 915 710 

Adaptation 141 41 -100 2,578 2,478 

Therapeutic substitution 208 134 -74 1,296 1,222 

Herpes zoster 254 244 -10 648 638 

Refusal to fill 2 1 -1 35 34 

Med review follow up 118 136 18 256 274 

Take Home Naloxone 916 1,037 121 196 317 

Advanced med review 434 886 452 1,088 1,540 

Total 37,638 28,654 -8,984 50,166 41,182 

* February 1, 2022 – January 31, 2023 for Phase 1 sites; May 1, 2022 – April 30, 2023 for Phase 2 sites. 
** February 1, 2023 – January 31, 2024 for Phase 1 sites; May 1, 2023 – April 30, 2024 for Phase 2 sites. 
Former PWIC+ clinics are excluded from this data. 
 

Service Delivery Times 
Pharmacy clinics reported the time required to complete an appointment and the time spent by 

pharmacists and administrative staff to conduct any necessary administrative, follow-up and prep work 

for the appointment for a number of different services. The total average combined pharmacist time 

reported across all services is 20.3 minutes (this includes appointment time plus administrative time). The 

average combined pharmacist time per service ranged from 14.1 minutes for basic medication injections 

to 47.9 minutes for initial advanced medication reviews (see Figure 42; full data for this figure are provided 

in Appendix B: Additional Data Tables (p. 134- 138). 
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Figure 42: Average service delivery times 

 
 

When comparing the average amount of time pharmacists spend on each service (i.e., times reported by 

pharmacy clinics for appointment time and pharmacist administrative time) against the expected time for 

service delivery identified by PANS, around two-thirds of services (69%) took longer than the expected 

time while 31% took less time than expected (see Figure 43). Services taking much longer than expected 

include advanced and complex medication review follow-up, non-publicly funded vaccines, CDM follow-

up, pharmacist prescribing for a diagnosis already established, and follow-up Bloom visits. Other services 

such as initial advanced and complex medication reviews seem to be taking less time than anticipated. 

Figure 43 shows the mean service delivery time for each service, but there was considerable range in the 

0 10 20 30 40 50 60

Basic medication injection (excluding vaccines)

PoCT - A1c

Lyme

CPAMS

Renewal - 1 – 3 medications

UTI

Therapeutic substitution

PoCT – Lipids

Prescription adaptation

Covid-19 cough

Herpes zoster

Renewal - 0 medications

Minor ailment

Assessment of Group A Strep

Complex medication assessment and injection

ENT Assessment - Sinusitis

ENT Assessment - Ear

Contraception

Basic Medication Review - Follow-up

Prescribing with a diagnosis in collaboration

Renewal - 4+ medications

Bloom

Pharmacist prescribing for a diagnosis already established

Complex Med Review - Follow-up

Chronic disease management - Follow-up

Basic Medication Review - Initial assessment

Advanced Medication Review - Follow-up

Chronic disease management - After RPh Diagnosis

Chronic disease management - Initial/Annual Assessment

Diagnosis by protocol of hypertension/diabetes

Complex Med Review - Initial assessment

Advanced Medication Review - Initial assessment

Avg. Appt. Time Avg. RPh Admin Time Avg. Other Admin Time



Research Power Inc. 

Community Pharmacy Primary Care Clinics: Final Learning and Evaluation Report 

Pharmacy Association of Nova Scotia 

March 2025 – Final 

76 

 

service delivery times. For example, reported service times for initial advanced medication reviews ranged 

from 5 to 150 minutes. The median, maximum and minimum time values for all services reported are 

provided in full data for this figure are provided in Appendix B: Additional Data Tables (p. 134- 138). 

 

Figure 43: Comparison of target vs. actual service delivery times 

 
 

For most services, the average time has decreased slightly since the interim evaluation (see Figure 44; full 

data in Appendix B: Additional Data Tables, Table 35, p. 139). The largest decrease was for advanced 

medication reviews, which decreased by more than 11 minutes on average. Other services with larger 

decreases are initial basic medication reviews (average time decreased by around 5 minutes) and initial 
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CDM assessments (average time decreased by around 4 minutes). The largest increase in service times 

was for prescription adaption, which increased by 14% (more than 2 minutes on average). 

 

Figure 44: Difference in service times between interim and final evaluation 

 
 

Improved Work Satisfaction 

Many pharmacy evaluation participants consistently indicated that pharmacy staff working in the clinic 

have increased their level of job satisfaction with their work. This is consistent with the findings of the 

interim evaluation. Participants described both pharmacists and administrative staff as feeling more 

fulfilled at work and feeling good about the care and support they provide to patients. About two-thirds 

of respondents to the clinic team survey indicated that their 

level of job satisfaction (63%) and professional identity as a 

pharmacist (64%) had improved since they first began 

working in the pharmacy clinic. Some pharmacists and admin 

staff noted that they prefer to work in the clinic, where the 

work is less repetitive, they are regularly engaged in new 

challenges, and it is easier to address one issue at a time than 

in the dispensary. A few evaluation participants highlighted 

how having the clinic helps with recruiting pharmacists, as 
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You develop quite a relationship with 
the patients, and when you’ve done a 
lot to help them, they’re just so 
appreciative. It makes you feel good. 
 
It’s exciting to be able to push the 
profession forward. 
(Pharmacy team) 
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some pharmacists are very interested in working in a more clinical environment. A few participants also 

indicated that they feel they are contributing to advancing the pharmacy profession as a whole by taking 

on new scope and clinical roles. 

 

A few respondents reported that the clinics can feel very busy and frustrating at times, or that pharmacists 

may feel additional pressure and responsibility with the clinical care they are providing in the clinics, which 

can lead to burnout and stress. On the clinic team survey, 13% of respondents said that their job 

satisfaction got worse. Strategies around managing staff working in the clinics and supporting clinic staff 

are further discussed in the sections on Human Resources and Support and Training. 

 

❖ Lessons Learned 

IT Supports 

In the summer of 2024, the digital health team at DHW conducted a gap analysis of pharmacy primary 

care digital solutions and developed recommendations for how the systems can be improved. The main 

challenge identified through this process is that clinic pharmacists and admin staff have to use multiple 

applications/tools/systems for the different tasks they need to do 

in the pharmacy clinics, including preparing for appointments, 

understanding patient needs, reviewing patient history, 

developing and updating the care plan, documenting the visit, 

monitoring and supporting the patient, and billing. Sometimes 

there are multiple systems that can meet the same need so tasks 

are not being done in a consistent manner across pharmacists or 

pharmacies (e.g., use of multiple booking platforms, different EMR 

and PMS systems, multiple health information systems where 

pharmacists can access patient data).17 This challenge of multiple systems was discussed at the interim 

evaluation and identified again by many participants in the final evaluation. 

 

The key challenges identified in the gap analysis were in the following areas: 

• Interoperability gaps: lack of a unified system with all necessary functionalities; lack of discrete 

data; lack of centralized appointment booking 

• Charting gaps: barriers to a shared care approach; no patient summary; templates are user-

unfriendly; manual, synchronous data collection; lack of standardization 

• Messaging gaps: many communication tools are inefficient; patient data privacy and security 

 

These challenges lead to a number of issues including inefficient use of time (e.g., needing to duplicate 

information in multiple systems), increased opportunity for errors (with duplicate data entry), and 

fragmentation of information that makes documentation and follow-up more challenging. Only half of 

 
17 Department of Health and Wellness (August 2024). Gap Analysis: Pharmacy Primary Care Digital Solutions 
Discovery. Government of Nova Scotia, Halifax, NS. 

Because we are running 
minimum two systems (we have 
had three in the past, which was 
even worse) . . . this is inefficient, 
requiring double the time to 
make one patient file, and has 
increased risk for errors or 
mismatched information over 
time. (Pharmacy team) 
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respondents to the clinic team survey (50%) felt that it was not difficult to find the patient information 

they need in a timely manner (27% were neutral and 23% indicated it was difficult). Most respondents to 

the clinic team survey (80%) agreed that greater integration between various platforms is needed (e.g., 

booking, billing, DIS, SHARE, YourHealthNS, immunization portals). 

 

To respond to these gaps, the following is recommended:18 

• Centralize workflow around an EMR with improved configuration and additional training 

• Leverage existing initiatives to improve centralized patient needs assessment, appointment 

scheduling, eConsults, and eReferrals 

• Define and implement minimum standards for charting and requirements for sharing key 

encounter information with the broader digital health system 

• Design, develop and deploy a standard patient summary (leveraging the national standard 

supported by Canada Health Infoway) that can be shared, with consent, to providers 

• Provide appropriate implementation supports to improve the shared understanding and trust of 

pharmacists’ role in primary care, execute a comprehensive communication plan and a focused 

effort on improving pharmacists’ efficiency with EMR systems 

 

Please see the Gap Analysis and Recommendations reports for a more detailed description of the findings 

from this process. Similar suggestions for improvement were 

identified in the evaluation in terms of ensuring that there is one 

system that pharmacy clinic staff can use for all the functions 

they need (i.e., booking, care planning, documentation, billing, 

etc.). Evaluation participants also highlighted the need for wider 

integration of patient information across the health system to 

make it easier to access and share patient information (e.g., 

easier access to SHARE and DIS, ability to view patient records from other pharmacy clinics, access to 

records from OneContent or hospital information systems like Meditech). 

 

The following sections further describe the feedback provided in the final evaluation specific to the IT 

supports pharmacies are currently using. 

 

Documentation 
A few evaluation participants discussed how documentation of patient visits is not always being done 

consistently within or across CPPCC sites. Some pharmacists are familiar with and use the Subjective 

Objective Assessment Plan or SOAP style of documenting, while others do not. As discussed above, 

documentation may still be happening in multiple systems, leading to fragmentation of information. A 

few evaluation participants highlighted the need for additional training and support for pharmacists 

related to how to effectively document a patient encounter (e.g., level of detail to include, how to ensure 

continuity of information between providers, etc.). 

 
18  Department of Health and Wellness (August 2024). Gap Analysis: Pharmacy Primary Care Digital Solutions 
Discovery. Government of Nova Scotia, Halifax, NS. 

. . . the next step is operationalizing 
[the CPPCC model] as efficiently as 
possible. . . to really streamline 
those various aspects so we're not 
having to duplicate the work. 
(Pharmacy team) 



Research Power Inc. 

Community Pharmacy Primary Care Clinics: Final Learning and Evaluation Report 

Pharmacy Association of Nova Scotia 

March 2025 – Final 

80 

 

EMR 
Some evaluation participants noted that the EMR is working well and it is helpful to have patient 

documentation in one place. A few said that the EMR helps them to be more efficient in their work and 

supports effective documentation (e.g., following the SOAP style of documenting). Although the transition 

to using an EMR can be challenging because it is time-consuming and there is a learning curve, many felt 

that the transition was worthwhile because of the efficiency gains and improved documentation. A few 

also highlighted that effectively using the EMR was likely to be important to better integrate the CPPCCs 

with the rest of the healthcare system. A few CPPCC sites still have not implemented an EMR and are 

doing their documentation in the PMS, which is challenging. 

 

Evaluation participants also discussed some specific technical issues with using the EMR: 

• It is difficult to bring in additional documentation (e.g., received through fax) so this is stored in 

the PMS as the process is easier. 

• Information cannot easily be copied and pasted, e.g., when similar care is being provided to 

multiple patients. 

• Clinic admin staff and/or pharmacists in the dispensary may not have access to the EMR which 

could be problematic if a patient needs follow-up outside of clinic hours. 

 

The main suggestion from evaluation participants related to the EMR was to provide pharmacies with 

additional support and training (e.g., how to use the EMR efficiently such as implementing quick keys, 

how to minimize or address data entry errors) as well as making technical improvements to some of the 

EMR features (e.g., better search, rich text formatting). A few respondents also noted it would be helpful 

to have all pharmacy clinics using one consistent EMR system (currently both Medaccess and Accuro are 

in use). 

 

Patient Booking Tools 
The main concern related to patient booking tools discussed by evaluation participants was that booking 

systems are not always clear and they do not include screening questions for patients. This contributes to 

inappropriate appointments being booked (e.g., the wrong amount of time, the wrong service, an issue 

outside of the pharmacist scope – as discussed in the section on Knowledge and Understanding about 

Clinic Services and Scope) or appointments in the dispensary instead of the clinic. There also continue to 

be some technical glitches in booking tools (e.g., downtime, logging out of the system, difficulty searching 

for patients). Evaluation participants noted the importance of moving to a consistent booking platform 

for all pharmacies and improving the booking process. This will also help to ensure that patients are 

booked correctly for clinic appointments. 

 

Integrated EMR and Booking System 
Two CPPCC sites participated in a pilot project to test an integrated approach to the EMR and patient 

booking system. They provided the following feedback about this integrated system: 

• It does help to improve efficiency and time management because it pulls patient information from 

the EMR into the booking system. It also helps to reduce the amount that staff need to use the 
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PMS. However, the PMS still has to be used for billing and a patient profile needs to be created 

for that purpose.  

• It can be time consuming to create a patient profile in the EMR when a patient first books an 

appointment. One pharmacy initially captures information in a comment when the appointment 

is booked so the admin can enter it later and the pharmacist is not spending time on this 

administrative task. 

• The booking platform seems to work well. However, it does not include the type of appointment 

(i.e., phone, video, in-person) and it does not appear to be easy to add this information. 

 

Other Feedback about IT Systems 
Evaluation participants provided a few other comments regarding IT systems used in the pharmacy: 

• YourHealthNS: A few evaluation participants have used the YourHealthNS app in patient 

appointments to help gather patient information. A few noted that it can be especially helpful for 

vaccine history (as discussed in the Publicly Funded Vaccines section) and previous lab test results. 

However, it depends on whether the patient is comfortable enough with technology to use the 

app. It can also be challenging if patients share results from YourHealthNS that are outside the 

pharmacist’s scope to address (e.g., lab results). 

• SHARE: A few participants discussed challenges related to accessing SHARE, noting that the 

system times out and requires logging in multiple times per day, and that it is frequently down 

when they need to access patient data during an appointment. A few people also indicated that 

pharmacists do not have access to all information in SHARE. This is problematic because access to 

past results and other clinical information can impact the care decisions pharmacists are making. 

• Billing: A few participants said that it can sometimes be challenging to determine what services 

they should be billing for as the criteria for each service is not always clear. This was particularly 

noted for CDM services. 

• PANS forms: A few evaluation participants found the PANS forms to be very helpful in guiding 

them in completing patient assessments and providing care. However, others find the forms 

overly detailed and not user-friendly. 

 

Human Resources 

Many pharmacy evaluation participants identified staff resources as an important facilitator to the CPPCC. 

They discussed various lessons learned regarding clinic staffing:  

• Working in clinic and dispensary: Some evaluation participants shared that it can be beneficial 

for pharmacists to work in both the clinic and dispensary. This helps to balance the workload, 

ensures that pharmacists can share knowledge and lessons learned between the clinic and 

dispensary, and provides pharmacists with more variety in their workdays. 

• Choice of working in the clinic: Initially when CPPCC first began, all pharmacists in a CPPCC site 

were required to work at least some hours in the clinic. However, evaluation participants noted 

that not all pharmacists want to or are suited to working in the clinic. Instead, pharmacists should 

have some choice about whether to work in the clinic, dispensary, or both. This can help to reduce 

stress and burnout for pharmacists that do not enjoy working in the clinic and ensure that those 
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who are working in the clinic are fully committed to learning and engaging in the clinical services 

that are to be provided. 

• Effective clinic support: Some evaluation participants discussed the essential role that the clinic 

admin plays in ensuring the clinic functions smoothly. A clinic admin 

that understands the clinic well, is aware of other healthcare 

supports and resources in the community, and responds promptly to 

questions is essential. 

• Consistent staffing: It is helpful to provide consistency in which staff 

are working in the clinic (i.e., the same pharmacists and admin staff 

work on a given day of the week). This helps to ensure that patients 

have a consistent experience from visit to visit.  

• Pharmacy technicians and assistants: These staff roles provide 

important supports including administering vaccines and taking 

patient histories. They could be better integrated into clinics if additional staffing was available. 

• Staff meetings: Regular meetings with all staff working in the clinic help to keep everyone up to 

date on how the clinic is running and changes to the project. It is also helpful to include other 

pharmacy staff in these meetings, even if they do not work in the clinic, to help better educate all 

pharmacy staff about clinic scope and operations. 

• Manager with dedicated time: Clinics benefit when there is a staff person or owner who has 

dedicated time to supervise and manage clinic operations and support the team working in the 

clinic, particularly in adapting to changes such as new services. 

• Team collaboration: On the clinic team survey, most respondents (81%) agreed that it is easy to 

collaborate with other team members in the pharmacy (e.g., clinic admin, other clinic 

pharmacists, dispensary pharmacists) to support patient care in the clinic. A few evaluation 

participants said that the staff in the pharmacy are collaborating better and that relationships 

developed through working in the clinic have helped to support this collaboration. 

 

Many pharmacy evaluation participants also discussed challenges and suggestions for improvement 

related to staffing/human resources. The most significant challenge was maintaining staffing for both the 

clinic and dispensary, including difficulty hiring pharmacists, technicians, and admin staff. As noted in the 

Clinic Hours section, at least seven clinics have not been able to be open consistently at the required 

number of hours per week in part due to staffing shortages. The clinic team survey suggests that while 

staffing is still a challenge, there has been some improvement since the interim evaluation. Some 

respondents still agreed that it is difficult to maintain the staffing required for pharmacists (including clinic 

and dispensary) (42% agreed) and clinic admin staff (22% agreed), but there has been a small decrease 

from the interim evaluation where more respondents agreed that it was difficult to maintain staffing for 

pharmacists (50%) and clinic admin (38%). Evaluation participants noted that there was competition for 

staff, particularly pharmacists, from other healthcare settings where pharmacist wages may be higher 

(e.g., hospitals, NSH clinics). Challenges with hiring and retaining staff can make it more difficult to manage 

vacation and sick time and to ensure both the clinic and dispensary were sufficiently supported. 

Pharmacies continue to recruit staff and international recruitment efforts for pharmacists are underway. 

There’s tons of people 
that are benefiting 
from the admin where 
it’s not even recorded 
in our clinic because 
they’re popping in to 
talk to her and she’s 
referring them to the 
best option available 
for them. (Pharmacist) 
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Evaluation participants indicated that more staff will help ensure the clinics run smoothly and reduce 

pressure on current staff. 

 

Some clinics have also struggled with staff turnover. The process for onboarding new people to work in 

the clinic is time consuming, particularly for staff who have never worked in a clinical setting. Newly hired 

staff, especially pharmacists, have to complete a lot of training to be ready to work in the clinics. They 

also sometimes shadow other staff to support their learning, which reduces the number of appointments 

that can be booked, and new pharmacists sometimes need to book longer appointments with patients. 

 

Some evaluation participants shared that working in the clinic can involve a significant workload, and this 

is leading to burnout and stress for some pharmacists and pharmacy staff. Staff sometimes end up with 

more appointments than they can reasonably manage, meaning that it is difficult to ensure a healthy work 

environment and staff get behind on tasks such as documentation. This issue is discussed further in the 

Workload and Time Management section. A few evaluation participants also noted the clinic finances do 

not always allow for additional staff to be hired, which contributes to more pressure and higher stress 

levels. It can also be challenging for staff to keep up with changes to the project and scope, and ensure 

their skills remain up to date. A few respondents proposed providing pharmacists with the opportunity to 

specialize in specific clinical areas, meaning that not everyone would have to learn about all topics. A few 

evaluation participants suggested that pharmacists working in CPPCC clinics should be paid more, to 

reflect the additional responsibilities involved in the work.  

 

A few evaluation participants also discussed concerns related to using a shared care model (i.e., where 

multiple pharmacists work in the clinic and may see the same patient). When multiple pharmacists 

support a patient, it can be time consuming to keep up to date on the care provided by others. Additional 

time is required to review notes and patient history for a patient that is not as familiar to the pharmacist. 

Ensuring that all pharmacists are documenting in a consistent manner can help to address some of these 

concerns. 

 

Support and Training 

Most clinic team survey respondents agreed that they had the resources and supports needed to 

participate in the project (80%, an increase from 63% in the interim evaluation), and that it was easy to 

address any questions or concerns they had throughout the project (71%, consistent with the interim 

evaluation at 74%). A few respondents (12%) disagreed that it was easy to address questions or concerns 

and when asked to explain this rating, they noted that they felt that more support is needed for 

pharmacies (e.g. training on EMR, how to complete forms and data collection). A few respondents 

discussed concerns related to lack of information or miscommunication (e.g., not receiving timely 

information, not knowing who to reach out to for support). 

 

Training 
Some evaluation participants found the training provided to be helpful, sharing that it effectively 

supported them in in offering specific types of patient care (e.g., dermatology, obesity, skin conditions) 
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and in using IT systems. Pharmacists were able to seek out training modules for specific conditions they 

are seeing more in their clinic, and the number of training opportunities available has increased as 

pharmacist scope has increased. Although the training was helpful, the time required for training and 

learning was identified as a challenge by a few participants. They noted that the additional education 

required to work in the clinic is an ongoing commitment and may have to be completed on the 

pharmacist’s own time.  

 

Some evaluation participants also identified gaps in the training provided and proposed suggestions for 

improvement including: 

• Providing more opportunities for pharmacists, staff, and owners at new CPPCC sites to learn from 

one another (e.g., opportunities to shadow staff at existing clinics, placements at existing sites for 

new clinic pharmacists).  

• Providing more training for clinic staff, including both pharmacists and admin staff, on topics such 

as new scopes of practice, changes to guidelines for different conditions, trends in the conditions, 

best practices in CDM, referral pathways, how to transition from a dispensary environment to a 

clinic, the different software programs used in the pharmacy, and how to bill. 

• Providing more clinical training, particularly case studies of health issues including detailed 

explanations of how to diagnose/identify different conditions. Trainees could review clinical 

guidelines in advance, and then discuss cases and more complex scenarios during the training.  

• Enhancing access to training by providing additional times for training sessions and providing 

ongoing/long-term access to completed training modules.  

• Supporting pharmacists in engaging in independent, self-directed learning by providing them with 

paid time to learn about relevant topics. 

• Implementing regular rounds at the clinic level to support collaboration and knowledge-sharing 

between pharmacists working in the clinic. 

• Providing more ongoing feedback about billing. This could consist of an audit of CPPCC sites 

conducted by PANS, to help ensure that the clinics are prepared for potential future audits by 

MSI.  

 

Pharmacy team evaluation participants also said that while good quality training is important, learning 

through practice and hands-on experience working in the clinics is critical to building one’s skills. 

 

Other Supports 
Evaluation participants discussed some of the resources they have found helpful to support them in 

providing care in the pharmacy clinics: 

• Other providers/services such as the clinical consult pharmacist, vaccine consult service, and 

diabetes educators. These services provided pharmacists with feedback and information to 

support them in making patient care decisions. Pharmacists can present patient care plans to the 

clinical consult pharmacist to confirm that the plan is strong and identify/address any gaps. The 

vaccine consult service has supported pharmacies in accessing patient vaccine records and 

responds quickly to questions. 
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• Clinical guidelines, which provide pharmacists with direction for treating specific conditions. 

Pharmacists noted that they familiarize themselves with the guidelines and follow them as much 

as possible, but that it is also important to consider their own judgement and lessons learned 

through clinical experience. 

• The Facebook CPPCC group provided by PANS, which provides a forum for clinic staff from 

different sites to exchange ideas and learn about how services are provided at other clinics.  

• Other educational and informational resources (e.g., a dermatology book with pictures of 

different conditions, the UpToDate evidence database). 

 

Evaluation participants also noted that PANS staff checked in frequently with clinics by email or in 

meetings; responded quickly to questions, including questions about scope of practice and billing; and 

were responsive to pharmacy feedback about the project. A few participants shared that they would 

benefit from more clarity about who within PANS to reach out to for different types of questions, and 

noted that pharmacies should be informed of changes to the project (e.g., expanded scope) sooner.  

 

Workload and Time Management 

Many pharmacy evaluation participants discussed challenges related to workload and time management 

in the clinics. On the clinic team survey, about two-thirds of respondents (67%) felt that the workload for 

clinic admins was manageable. These responses were lower for pharmacists (63%) and slightly higher 

among clinic admins (72%) and owners/managers (78%). However, only 44% felt that the pharmacist 

workload was manageable, with the proportion agreeing with this statement slight lower for clinic admins 

(34%) and owners/managers (46%), compared to pharmacists (49%). Evaluation participants shared that 

it can be difficult to manage all of a patient’s needs within a given appointment time (actual vs. suggested 

times for service deliver are discussed in the Service Delivery Times section). In some cases, pharmacists 

said that they did not feel the suggested appointment times were realistic to complete a service. This is 

especially challenging for patients with complex needs (e.g., chronic 

disease, complex renewals of multiple medications). They noted that 

some patients are also difficult to manage as they move more slowly or 

like to talk. A few respondents also highlighted the administrative burden 

of paperwork and documentation as a challenge that contributes to 

workload. Feeling pressed for time may contribute to stress and burnout 

for pharmacists (as discussed in the Human Resources section) and have 

a negative impact on job satisfaction and staff turnover in the pharmacy.  

 

The workload reported for pharmacists and administrative staff varies by clinic. In the weekly pharmacy 

report data, seven clinics reported overtime for pharmacists in 90% or more of the weeks they reported 

data, while at three clinics, pharmacists worked overtime less than 10% of weeks. Similarly, eight clinics 

reported overtime for admin staff more than 90% of weeks, while six reported that admin staff worked 

overtime in fewer than 10% of weeks. Overall, pharmacists worked overtime in around 60% of weeks and 

administrative staff worked overtime in 46% of weeks. In the weeks where pharmacists worked overtime, 

There are many days 
when we [pharmacists] 
have to stay an extra hour 
or hour and a half to get 
documentation done. 
(Pharmacy team) 
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they worked, on average, around four additional hours. In weeks where administrative staff worked 

overtime, they worked an additional five hours and 45 minutes on average.19 

 

A few patients responding to the patient survey identified some challenges in communicating with the 

pharmacy clinic (e.g., phone calls unanswered or not returned, difficulty booking appointments). Some of 

these challenges may be related to workload within the clinic that makes it difficult to respond to all 

enquiries in a timely manner. 

 

Evaluation participants discussed strategies to effectively manage the workload: 

• Experience with services: As pharmacists gain experience in the clinic and with providing different 

services they are able to move through appointments more efficiently. Learning how to best 

manage time in appointments for different services is a skill that takes time to develop. 

• Booking a variety of appointments: There are many services that can typically be completed 

within the time allocated (e.g., Group A strep assessment and prescribing, some minor ailments, 

Lyme chemoprophylaxis or treatment, INR testing, simple renewals). It is helpful to have a mix of 

appointments through the day (i.e., longer more complex appointment types as well as shorter, 

simpler services). This helps to manage the workload and documentation as well as the 

effort/thinking involved in providing care. This strategy was discussed in detail in the interim 

evaluation. 

• Blocking time for care tasks that are not patient-facing: Time is required for tasks related to 

patient care that are not patient-facing. This may include documentation as well as patient follow-

up and review of information like lab test results. Ideally this time is blocked in calendars to ensure 

that pharmacists do not fall behind on these tasks. 

• Setting expectations with patients: It is important to establish clear expectations with patients 

about how much time they have available in an appointment or how long they might have to wait. 

This is a learning process for both pharmacists and patients as pharmacists need to learn how to 

establish clear parameters and patients need to adapt to new expectations. 

• Effective admin support and preparation: Clinic admin staff can support effective time 

management by preparing paperwork and supplies that may be needed in the appointment. This 

strategy was discussed in detail in the interim evaluation. 

 

Management of Patient Appointments 

This section discusses lessons learned related to managing patient appointments, including after hours 

requests, no shows and unbooked appointments, follow-up appointments, and booking of appointments 

by 811. 

 

 
19  Overtime hours are estimated by calculating the difference between reported clinic hours and 
pharmacist/administrative staff hours per week. Due to the way the data was collected and reported after May 2024, 
in a small number of clinics, calculated overtime hours for pharmacists may be slightly over-estimated due to 
overlapping pharmacist hours. 
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After Hours Requests 
On the weekly pharmacy report, clinics were asked to report approximately how many after-hours 

requests for services they receive every week (Figure 45). On average, full-time clinics most often received 

1-5 requests per week (19%) or more than 20 per week (17%). The frequency of after-hours service 

requests varied among clinics. Part-time clinics more frequently reported between 1-15 requests (68%) 

compared to fulltime clinics (40%). There is also variation in the requests reported within part-time and 

full-time clinics. 

 

Figure 45: Approximate number of after-hours service requests 

 
 

No Show and Unbooked Appointments 
Overall, 5% of all appointments reported by pharmacies in the weekly pharmacy report were no shows 

(approximately five 15-minute appointments per pharmacy each week) (see Table 26). There was some 

variability across pharmacy clinics, with one pharmacy clinic reporting an average no show rate of 14% 

and others with rates as low as 1%. 

 

Table 26: Proportion and number of weekly no show appointment minutes. 

 Average % of no show 
mins./week 

Average # of no 
show mins./week 

Range of average % of 
no show mins./week 

Full-time 5.3% 108.7 (0.8% - 14.0%) 

Part-time 4.2% 45.5 (1.7% - 9.5%) 

Overall 5.1% 95.6 * 

 

Based on unbooked minutes reported, most pharmacy clinics (97%) were more than 70% booked between 

February 1, 2023 and October 31, 2024. Across all pharmacies, Table 27 shows that on average, 10% of 

appointments were unbooked; 10% at full-time clinics (around 13 15-minute appointments per week per 

pharmacy) and 16% at part-time clinics (around 12 appointments per week). As with the no show rates, 

there was variation in the proportion of unbooked minutes across pharmacies. One full-time pharmacy 

had an average of 1,103 minutes unbooked (74 appointments, equivalent to 52% of clinic hours), while 

another averaged 15 unbooked minutes per week (one appointment slot, equivalent to 1% of clinic hours). 

One clinic that began as full-time consistently had more than 50% of minutes unbooked. They reduced 

hours to part-time and unbooked minutes were reduced to ~15%. 
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Table 27: Proportion and number of weekly unbooked appointment minutes. 

 Average proportion of 

unbooked mins. 

Average weekly 

unbooked mins. 

Range of average proportion 

of unbooked mins. 

Full-time 9.6% 199.5 (1.0% - 52.3%) 

Part-time 15.9% 170.9 (6.9% - 31.8%) 

Overall 10.4% 193.5 * 

* % of unbooked appointments is calculated by dividing the number of unbooked minutes reported by pharmacies 
by the total time available for appointments based on the hours the pharmacy is open and assuming there are four 
15-minute appointments per hour. 

 

Figure 46 shows the change in no show and unbooked appointments over time. Clinics have continued to 

experience a decrease in the proportion of unbooked minutes since the interim evaluation (fall 2023). It 

may be that awareness of the services available at the pharmacy clinics has continued to increase, 

resulting in fewer unbooked appointments. The proportion of unbooked appointments appears to peak 

in the summer months (June - August). The proportion of no show minutes has continued to increase 

since the beginning of the project; from 3% in March 2023 to 6% in October 2024. It is unclear what is 

contributing to this trend in no show appointments. 

 

Figure 46: Percentage of no show and unbooked appointments over time 

 
 

PANS estimates clinic capacity by assigning each service type an estimated time to provide the service. 

Weekly pharmacy billing data shows the number of services provided, and this is multiplied by the number 

of minutes each service is expected to take. This total number of minutes is divided by the total number 

of minutes that were available to book that week to calculate the clinic capacity use. From the beginning 

of CPPCC (February 1, 2023) to October 31, 2024, overall clinic capacity use was 94%, but clinic capacity 

use has increased over time. At the interim evaluation, capacity use was reported at 84%. From May to 
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October 2024, clinic capacity use was higher, at 95%. This suggests that no shows and unbooked 

appointments may be less of a concern now, at least for some pharmacies, than they were at the time of 

the interim evaluation. There is also variation in capacity use across pharmacies. Since the beginning of 

the project, the bottom five pharmacies were at only 53% capacity, while the top five were at 123%. Clinics 

that were over 100% achieved that by operating more efficiently than the estimated time to provide each 

service and accepting additional last-minute bookings when this could be accommodated. 

 

Some pharmacy evaluation participants shared that no shows and unbooked 

appointments continue to be a concern. This leads to lost revenue for the 

clinics (i.e., the clinics need to be staffed regardless of whether or not there 

are patients at every appointment) and to inefficient use of time. No shows 

were reported to be more common for appointments booked online, and 

for same-day appointments where patients might quickly find an alternative 

care option but forget to cancel their appointment with the clinic.  

 

Some participants noted strategies that help to reduce or address no shows. These are consistent with 

the strategies discussed at the interim evaluation and include: 

• Reminding patients of the appointment: This is done in a variety of ways including with 

automated emails or texts from the booking platforms, and through telephone calls by the clinic 

admin. Reminders may be provided the day before or morning of the appointment.  

• Keeping track of patients who regularly do not show up: Pharmacies make note of patients with 

multiple no shows and try to work with them to find a solution (e.g., identifying another time of 

day to schedule appointments, finding another way to access care that would be more convenient 

for them). Pharmacy staff make sure that these patients understand that when they do not show 

up for an appointment, the slot could have been used to provide care to someone else.  

• Paying a fee: At a few clinics, patients receive a warning after their first no-show and then have 

to pay a $25 fee for each subsequent no show. In practice though, the fee is not always charged. 

Participants noted that this strategy may not always work, as patients may stop seeking care at 

the clinic if they have to pay a fee. Further, some pharmacy parent companies do not allow their 

clinics to charge a fee for no shows.  

 

Managing Follow-up Appointments 
Many respondents reflected on the importance of good patient follow-up, particularly for patients 

receiving CDM services. Follow-up appointments may also be needed to address additional issues that 

there was not time to discuss during the appointment, especially for the shorter 15-minute appointments. 

In these cases, it is often possible to book a follow-up appointment soon after the initial appointment. 

Having patients book their follow-up appointment at the end of the previous appointment is also a helpful 

strategy. 

 

We still have to staff 
and run the clinic even 
when people don’t 
show up. (Pharmacy 
team) 
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811 Booking of Appointments 
Since early October 2024, there have been 14 appointments booked in pharmacy clinics by 811. Of these 

appointments, three (21%) were triaged out before their appointment and two (14%) were triaged out at 

their appointment. None of the appointments booked by 811 were no shows. 

 

Financial Sustainability 

Some pharmacy evaluation respondents indicated that the financial sustainability of the clinics had 

improved substantially since the interim evaluation, particularly 

since the significant changes to Funded services in April 2024 (as 

described in the Pilot Project Funding section). As illustrated in 

Figure 47, the vast majority of services delivered at the clinics are 

now in the Funded category (92%). This is a substantial change 

from the interim evaluation, where only 53% of services delivered at the clinics were in the Funded 

category. At the interim evaluation, all pharmacies except for one reported that the clinics were running 

at a loss (revenue was less than wages) every month. Pharmacies noted that they are now able to break 

even or are close to this when considering ongoing wage costs (only) to maintain the clinic. 

 

Figure 47: Proportion of pharmacy clinic services by funding type over time 

 
 

Actual pharmacy revenues from CPPCC have also increased substantially over time (see Figure 48) as a 

result of more services moving to the Funded category. Total revenue for Funded services plus stipends 

was approximately $1.5 million from May to October 2023, increasing to about $2.6 million In the most 

recent six months (May to October 2024).20 The average revenue per hour across all sites increased 

 
20 Revenues from the former Lawtons PWIC+ sites are excluded for comparability as they did not begin operating as 
part of CPPCC until June 2024. There was a small increase in stipends (3%) due to increased hours of operation at 
some pharmacies. 
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slightly from $79.46 in May to October 2023 to $82.82 in the same period in 2024. There is significant 

variation across pharmacies around these averages (ranging from $34.29/hour to $128.96/hour).  

 

Figure 48: Estimated and actual pharmacy revenues over time* 

 
* As the former PWIC+ clinics only joined CPPCC in June 2024, they are excluded from these calculations. 

 

While evaluation participants expressed appreciation for the funding changes that have improved clinic 

finances, they also still consistently identified the ongoing financial sustainability of operating the clinics 

as a challenge. The key issues that were discussed related to funding included: 

• Level of remuneration for some services: Many respondents discussed how the fee paid for some 

services is not sufficient to compensate for the time required to deliver these services. The most 

commonly mentioned service was renewals (particularly for patients that require multiple 

medications renewed at the same time), followed by CDM services, particularly follow-up 

appointments. While the fee for the initial CDM visit is sufficient, the amount for follow-up is not. 

To provide effective CDM, clinical time that is not patient-facing is needed to review bloodwork 

and other clinical information (e.g., notes or reports from other healthcare providers) and prepare 

for appointments. Evaluation participants highlighted that the 

existing CDM follow-up fee does not provide sufficient 

compensation for the time involved. Other services that require 

review of bloodwork were also identified as a challenge (e.g., 

complex medication review), and pharmacists noted that 

sometimes patients request follow-up on bloodwork even if no service can be billed for this. 

Additional visits in a given month for services like Bloom and CPAMS that are based on a monthly 

fee were also noted as services where the level of compensation may not always be sufficient for 

the time required. 

• Collaboration with other healthcare providers: Some participants noted how the time required 

for collaboration with other healthcare providers (e.g., CPPCC NPs, family physicians, specialists, 

diabetes centres) is not able to be directly billed. It is intended to be covered through the stipend 

that pharmacies receive, but it does also take time away from billable services so may be viewed 

as lost revenue by some. For example, one pharmacy said that if a pharmacist meets with an NP 
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once a week for 30 minutes, this reflects a loss of approximately $400-$500 a month for care that 

is not able to be delivered during that time spent collaborating. The time required to collaborate 

with the CPPCC NPs is also discussed in the section on Nurse Practitioner Support for CPPCC sites. 

• No compensation when a service is not delivered: Some evaluation participants highlighted that 

although the stipend they receive is intended to cover no shows and services that cannot be billed, 

when the clinic is not fully booked or there is a high rate of no shows for appointments, the 

pharmacy still incurs costs to staff and operate the clinic, and no additional services can be billed. 

As discussed in the Management of Patient Appointments section, clinic capacity use has 

improved and unbooked appointments have declined over time, but no show rates have 

increased slightly. Time is also required to help patients that do not actually receive a service at 

the clinic but the pharmacy is supporting the patient with triage and system navigation, i.e., the 

patient comes in for an issue outside of the pharmacist scope and they do not receive a service 

that can be billed, but the pharmacist or clinic admin spends time helping them determine how 

and where to have their concern addressed. These kinds of activities represent a loss of potential 

revenue for clinics. The amount of time spent on non-billable activities may be more significant 

for part-time clinic sites as it could represent a larger proportion of their available clinic hours. 

• Funding not sufficient to address infrastructure and training needs: A few evaluation participants 

said that while the current funding covers the wages of staff working in the clinics, it is not 

sufficient to cover training time for staff, overhead costs for the clinics (e.g., power, rent, supplies, 

software), or other investments that may be needed to set up and maintain the clinics (e.g., 

renovations to the physical space, computer equipment). 

• Pharmacist wage increases: A few respondents noted that pharmacist wages have increased 

significantly and the funding for services has not kept pace with this increase. 

 

One impact of funding challenges discussed by some evaluation participants is that pharmacies may not 

be able to keep up with wage increases for pharmacists, clinic admins, and technicians. This can make it 

difficult to hire sufficient staff to manage the workload in both the clinic and the dispensary. A few 

evaluation participants expressed that because of the lower levels of compensation, they do not feel that 

they are valued members of the healthcare system. For example, compensation for some services that 

can also be delivered by family physicians and NPs is lower for pharmacists compared to these other 

providers. As discussed in the Human Resources section, the financial model may contribute to stress and 

burnout for staff as it can create time pressure to complete appointments in order to sustain the financial 

viability of the clinic. 

 

To address these issues, many evaluation participants highlighted 

that a long-term sustainable funding model for the clinics must be 

established that will ensure pharmacies can cover the costs 

involved in running the clinics, including paying staff a fair wage 

that matches what is needed to attract and retain staff to support 

the clinics and ensuring a fair rate of return to pharmacies. 

It is stressful because a lot of us 
did not become pharmacists 
because we want to make money. 
All of us are pharmacists because 
we want to help people. We know 
we have to make enough money 
to sustain the model or else we’re 
going to have to close our clinics. 
(Pharmacy team) 
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Evaluation participants had the following suggestions to improve the financial viability of the clinics: 

• Increase funding for some services: Funding for CDM follow-ups and for some renewals (with 

multiple medications being renewed) should be increased to better account for the time required 

to deliver these services, including clinical time that is not patient-facing (e.g., to review 

bloodwork). Renewals are the most commonly delivered service in clinics, representing over 25% 

of all services delivered (see Figure 6, p. 13), so adjusting this fee would have a significant financial 

impact. 

• Continue to provide a stipend or other overhead support: The monthly stipend helps clinics to 

cover overhead and infrastructure costs of running the clinics in addition to the amount they 

receive through billing. It could also help to offset wage increases for clinic staff. 

• Incorporate risk-sharing for unfunded activities: This would allow for some coverage of unfunded 

activities (e.g., no shows, no other service to bill, unbooked appointments) through government 

funding so that the pharmacy is not assuming all the risk of implementing the clinics. This means 

that clinics would not operate on solely a fee-for-service model but receive some compensation 

for unbillable time. 

• Improve clinic efficiency: Pharmacies can make efforts to improve the efficiency of their service 

delivery to operate within suggested appointment times. As discussed in the Improved Capacity 

and Efficiency in Pharmacies section, hiring and incorporating technicians into the clinic workflow 

may be an effective way to do this, although pharmacies need sufficient financial flexibility to hire 

additional staff. 

• Limit clinic operations: A few evaluation participants suggested that if the future financial model 

for the clinics does not appropriately compensate for all the time involved in running the clinics, 

they would consider limiting their clinic operations. This may include no longer operating as a full 

scope clinic, but instead reducing their hours and only offering selected services that they feel are 

appropriately compensated for the time involved. 

 

Change Management 

There have been many changes to the CPPCC project over time. These have included changes to 

pharmacist scope of services, changes to technology used in the clinics, and changes to billing and 

payment for different services. Some evaluation participants 

noted that managing the ongoing change process can be 

challenging. While some pharmacists may be excited to take on 

new scope, it means additional time for training and learning is 

needed. Each time pharmacists need to learn new services or 

admins need to become familiar with new technology or learn 

new processes for billing, this takes time and can disrupt 

workflow. Changes can also create change fatigue or contribute to burnout and stress. Participants 

identified a few ideas to help to support change management:  

• Move slowly: Implementing change quickly or many changes at once can make the change 

process more difficult to manage. Evaluation participants suggested moving more slowly and 

I think we’ve gotten to a fairly 
stable point where we know what 
we’re doing, we know what it looks 
like, but . . . whenever something 
new comes up, we’ve got to 
readjust. (Pharmacy team) 
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ensuring that individuals are comfortable with changes that have already been made before 

making additional adjustments. 

• Soft launch: A “soft launch” of new services can allow time for training and to gain comfort with 

new services before they are widely promoted to the public. 

• Communication: Ensure changes are clearly communicated well in advance so that pharmacies 

have enough time to plan and respond to the changes. 

 

Impact to the Healthcare System 
 

❖ Lessons Learned 

Perspectives of Other Providers 

To gather input from other community providers, both a survey and interviews were conducted (a 

detailed overview of the methods and response rates are provided in the Appendix). All quotes in this 

section of the report are from the community provider interviews and survey. Community providers 

identified both benefits of the pharmacy clinics as well as concerns and suggestions for improvement. 

There are a few considerations that are important to note in reviewing these findings: 

• During the community provider interviews, a few respondents indicated that they could not 

determine whether the care they were commenting on was provided in a pharmacy primary care 

clinic or by another community pharmacy (e.g., INR management). 

• A few respondents commented that they typically only see situations where there is an issue with 

the care provided (e.g., the treatment provided by the pharmacy clinic did not work, and the 

patient is seeking additional care from their PCP or in the ED) and that they do not have awareness 

or knowledge about the positive care or interactions of patients with the pharmacy clinic. 

Respondents acknowledged this may bias the feedback they are providing. 

• All healthcare providers sometimes lack information or make errors in their practice. This 

evaluation has no comparative data against which to assess the quality of care that pharmacists 

provide. For example, it is not known whether pharmacists in the clinics experience more or fewer 

quality-related events in the assessment and treatment they provide compared to other providers 

such as pharmacists in a non-CPPCC dispensary, family physicians, NPs, etc. 

• A few providers also acknowledged that some family physicians may have concerns about the 

erosion of family medicine and other types of providers taking on care that family physicians have 

traditionally provided. This may be reflected in some of the negative feedback received about 

CPPCC. 

• Some of the comments and feedback provided may include misperceptions or misunderstandings 

about the pharmacy clinics. Although this information may not be accurate, it is still included in 

this report as it is important to understand the opinions of community providers about the clinics 

and where more information, communication, and education may be needed about the pharmacy 

clinics. 
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Overall, although challenges were still identified, the feedback from community providers at this final 

evaluation was more positive and neutral compared to the feedback provided during the interim 

evaluation in fall 2023. Even providers who discussed challenges and concerns also acknowledged the 

potential benefits and positive outcomes from the clinics. The feedback provided in the interviews tended 

to be more nuanced compared to the feedback on the community provider survey. 

 

Benefits 
Many community providers identified the benefits of the community pharmacy primary care clinics. The 

identified benefits include improved access to care; reduced burden on other parts of the healthcare 

system; improved communication and collaboration with the pharmacy clinics; and good quality of care 

provided. 

 

Improved Patient Access to Healthcare 

Many healthcare providers in the interviews discussed how pharmacy clinics improve patients' access to 

healthcare. On the community provider survey, 38% of respondents agreed that the pharmacy primary 

care clinic helps to improve access to care for patients, and this has improved slightly between the interim 

evaluation results (31%) and the final evaluation (46%).21 There were several dimensions of access that 

the pharmacy clinics help address: 

• For unattached patients: Some providers identified how the pharmacy clinics are filling a gap in 

access in the health system and are an important resource for unattached patients. Providers 

noted that the pharmacy clinics can act as "a bridge" for unattached patients until they can be 

attached to a family physician or NP (e.g., provide renewals and assessments for unattached 

patients). 

• For attached patients who cannot access their usual provider: Attached patients may be unable 

to access their usual PCP due to long wait times for appointments or limited availability (e.g., 

unavailable in the evenings/weekends, leave or vacation with no coverage). A few providers noted 

how helpful it is that the pharmacy clinics are open outside of regular business hours to provide 

services like vaccines and assessment and prescribing for minor ailments or other acute needs 

such as Lyme disease or UTIs. A few community providers noted that they share care with 

pharmacy clinics in this way; the pharmacy provides care to their patients when they are 

unavailable (e.g., evenings, weekends, vacation). CPPCCs also accept referrals from NSH Primary 

Care Clinics when they are at capacity or if it is later in the day and the NSH clinic can no longer 

see patients that day. 

• Quicker access for patients: A few community providers explained that the pharmacy clinics 

provide quicker access to care for patients, particularly compared to 

waiting in the ED. They also indicated that pharmacy clinics can provide 

some services, like assessment for Group A strep, quicker than any other 

provider. Quicker access to care can also support patient mental health 

by reducing anxiety about accessing care and follow-ups. 

 
21 This question was removed from the survey at the end of May 2024. 

The patient can 
book a time, get in, 
get out, and the 
provider gets the 
notice and adds it 
to the chart. 
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• Reduce access barriers: Patients may face other barriers to access, such as lack of transportation 

or financial resources to pay for travel. Pharmacy clinics are typically conveniently located and 

may be a closer option to receive care for many patients compared to their PCP or other 

healthcare access points. They also allow patients to receive care and fill prescriptions at the same 

location, reducing the number of trips needed. 

• Chronic disease management: A few providers felt that CDM 

was a valuable service that pharmacists could provide, 

particularly for unattached patients, and for conditions were 

primarily managed with medication and patient counselling 

(e.g., diabetes). Interviewees identified the importance of 

pharmacist ability to order labs and access patient history to provide CDM.  

 

Reduced Burden on Other Parts of the Healthcare System 

Some community providers identified services that they felt are valuable for pharmacies to offer, including 

INR management, renewals, minor ailments, Group A strep assessment and treatment, UTIs, Lyme disease 

prophylaxis, vaccines, medication reviews, contraceptives, and injections. Having these services available 

in the pharmacy clinic can reduce the demand/burden on other parts of the healthcare system. A few 

community providers also noted that pharmacy clinics can help patients avoid unnecessary visits to the 

ED and are a more cost-effective care option in the system. 

 

Improved Communication and Collaboration 

Some community providers discussed how they have connected and/or collaborated with pharmacy 

clinics and a few noted that communication and collaboration between pharmacy clinics and other 

healthcare providers has become more seamless and efficient over time. Other healthcare providers have 

referred patients to a pharmacy clinic for services, including prescribing for diabetes management, Group 

A strep assessments, and other health issues (e.g., UTIs, Lyme, shingles, 

immunizations).  

 

A few providers from diabetes centres and NSH Primary Care Clinics 

discussed how they have accepted referrals from pharmacy clinics and 

that they may share care with the pharmacy clinic. These providers have 

collaborated with the pharmacy clinics to develop referral forms, 

helping to ensure pharmacists are sending complete and necessary documentation to support effective 

patient care. In the case of diabetes centres, this process contributed to developing a referral form that is 

used for all healthcare providers across the province when referring to the diabetes centres. A few 

community providers reported that the referral process has improved over the past year and that the 

pharmacies are sending more complete documentation, which makes the referral process easier.  

 

Most community providers discussed ways in which they communicated with the pharmacy clinics. Most 

often, they communicate with the clinics by fax, EMR, and/or telephone. Community providers frequently 

mentioned that they receive reports/summaries from pharmacy clinics when care has been provided care 

Having patients be able to 
access someone in person to 
get advancement in therapy 
has been really nice. 

Pharmacists have an 
important role to play. I 
really appreciate my 
pharmacy colleagues. They 
go above and beyond to 
serve a lot of my patients. 
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to a shared patient. Over half of community provider survey respondents (57%) indicated they received 

patient treatment notifications (see Figure 49). A few community providers expressed that it is easy to 

communicate with the pharmacy clinics, indicating that the clinic pharmacist can be reached by telephone 

if they need to discuss care more immediately. 

 

Figure 49: Community provider interaction with pharmacy clinics 

 
 

Good Quality of Care 

Some community providers explained that the quality of care provided to 

patients at pharmacy clinics is very good, and that patients have reported 

being pleased with the care they receive from the clinics. The community 

healthcare providers that were interviewed as part of the case studies and 

have an ongoing collaborative relationship with the clinics generally felt 

that the care provided at the pharmacy clinics was appropriate and of high quality. A few providers noted 

that shared patients have had positive outcomes from receiving care at a pharmacy clinic. Providers also 

expressed appreciation the expertise that pharmacists have in medication management. 

 

Some community providers shared that they have a high degree of trust in the clinic pharmacists and feel 

that pharmacists understand algorithms and care guidelines, make informed patient care decisions, and 

refer patients appropriately when their care needs are out of the pharmacist’s scope. They expressed that 

pharmacists are knowledgeable and have strong critical thinking skills. Pharmacists have expert 

knowledge of medication, and because of this, other providers have high confidence in their skills to 

provide medication management (e.g., renewals, medication reviews). 
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Challenges and Suggestions for Improvement 
Many community providers who took part in interviews also discussed their concerns about the pharmacy 

primary care clinics. The main challenges discussed by community providers include challenges and 

barriers to communication and collaboration; lack of confidence in pharmacist skills/training and concerns 

about quality of care; lack of understanding of the pharmacy clinics; conflict of interest within pharmacies; 

providing care to attached patients; fragmentation and poor continuity of care; and others. Most of these 

challenges are consistent with the findings of the interim evaluation. 

 

As noted above, in some cases the challenges identified by community providers reflect areas of 

misunderstanding. For example, a few providers noted that diagnosing a UTI without a urine culture was 

problematic, when pharmacists are following the protocol for UTI assessment as outlined by NSH 

Infectious Diseases. This protocol recommends that when a patient has symptoms consistent with 

uncomplicated UTI, and are not reporting symptoms that indicate alternate diagnosis, a prescription can 

be provided without a urine dip test or physical exam. This example and other misconceptions shared by 

providers in their feedback highlight the importance of ongoing work to build relationships and share 

information about the pharmacy clinics with other healthcare providers in the system (e.g., about the 

assessment processes and guidelines that pharmacists follow when offering CPPCC services). 

 

Challenges to Communication and Collaboration 

Although communication and collaboration are improving, many community providers discussed 

challenges related to communication with pharmacy clinics. Many community provider survey 

respondents (70%) did not agree that the pharmacy clinic helps to support collaboration between 

themselves and the pharmacist, although this has improved somewhat since the interim evaluation (60% 

final evaluation, 84% interim evaluation). Around half of the respondents to the provider survey (48%) 

indicated that it is difficult to communicate with the pharmacist about patient care and responses to this 

question were consistent in both the interim and final evaluation. More than half of survey respondents 

(60%) are not satisfied with how they received information about patients’ care at a CPPCC site, but this 

has also improved a little since the interim evaluation (56% final evaluation, 63% interim evaluation). 

Some providers (> 50%) described challenges in communicating and collaborating with clinic pharmacists. 

The main issue discussed is that there are barriers to sharing information about the care received at the 

pharmacy clinic. Othe factors mentioned each by a few providers (<5%) included the time required to 

collaborate and a lack of understanding/knowledge about how to communicate or who to connect with 

at the pharmacy clinic. 

 

As discussed in the IT Supports section, there are identified barriers to information sharing across the 

health system, and this impacts pharmacy clinics as well. Providers in other parts of the healthcare system 

cannot access the pharmacy’s patient records (this would apply to any PCP and is not specific to 

pharmacies). Clinic pharmacists do send treatment notifications (typically by fax or e-fax) to a patient’s 

PCP, and a standardized healthcare provider summary document has also been implemented to ensure 

that other providers receive the right amount of information about care provided to shared patients. 

However, communication and collaboration remain challenging because of these existing barriers. Poor 

communication and collaboration across the healthcare system can potentially contribute to duplication 
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of work, and also adds workload when providers need to manually review care by another provider and 

add the interaction to their patient chart. 

 

A few family physicians who participated in the evaluation (< 5%) felt that family physicians were left out 

of the planning process for the CPPCCs, which contributes to discontent and unwillingness to accept 

pharmacists as primary care providers. While some individual family physicians may have felt they were 

not involved in the planning for CPPCC, PANS did work closely with the Government of Nova Scotia, 

Doctors Nova Scotia, and NSH in planning this initiative. 

 

Suggestions for improvement included: 

• Improve communication and build relationships between community providers and pharmacy 

clinics: Suggestions include creating a dedicated phone line for other providers to reach 

pharmacists, joint education opportunities (e.g., rounds) that include pharmacists and other 

providers in the community, or using technology to connect pharmacies with other providers (e.g., 

virtual care technology, instant messaging capacity through an EMR system). A few providers also 

mentioned the importance of face-to-face interaction between pharmacists and other providers 

in their community to help establish collaborative relationships. Fostering relationships between 

pharmacists and other providers can help clarify roles and improve understanding of each other’s 

role and competencies, as well as understanding of the assessment processes pharmacists follow 

when offering CPPCC services. 

• Build on and share examples of effective collaboration: This evaluation has identified a number 

of healthcare providers that are currently successfully collaborating with pharmacists in the 

clinics. These examples of effective collaboration and communication can be shared and the 

lessons learned and suggestions for improvement (see section on Communicating and 

Collaborating) used to help increase communication and collaboration between pharmacists and 

other parts of the healthcare system.  

 

Concerns about Fragmentation and Continuity of Care 

Some providers (>25%) expressed concerns related to fragmentation of care and lack of continuity of care. 

The barriers to communication and collaboration described above contribute to these issues. A few 

providers (<5%) noted that they did not feel that pharmacists should change a care plan established by 

another PCP for a patient. They felt that this may lead to poorer outcomes for patients, require the usual 

provider to discuss and further justify their original recommendations, and/or have a negative impact on 

the patient-provider relationship. Providers suggested that for attached patients, pharmacists should 

reach out to the patient's usual provider to discuss changes in therapy, provide recommendations for 

therapy changes, or refer the patient back to their usual provider instead of making changes on their own. 

As noted in an earlier section of this report (Pharmacy Clinic Care for Attached Patients), this is typically 

the approach that clinics follow for attached patients. Pharmacists in the clinics that have been providing 

care to attached patients have been doing so upon the request of the patient and/or based on an 

identified patient need. 
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A few providers (<5%) indicated that they lack understanding of how pharmacy clinics manage patients 

and support follow up and expressed concern that there may not be strong continuity of care for patients. 

While not specific to the pharmacy clinics, providers also noted that fragmentation of primary care 

generally (e.g., family physician, pharmacy clinics, virtual care, walk-in clinics, NSH access clinics) and lack 

of access to shared records is a challenge. When patients seek more episodic care from different sources, 

there may not be any one provider that has strong knowledge of the patient’s history. Episodic care and 

multiple options for care could also contribute to some patients “shopping around” until they get the 

diagnosis/prescription/care they want, even if it is not appropriate. While this is an important concern, 

poor continuity of care because of the lack of access to information is a challenge across the health system 

(e.g., episodic care provided by walk-in clinics, the ED, or Virtual Care NS face the same challenge), and 

something the system as a whole needs to address. 

 

A few community providers (<5%) also noted that pharmacy clinics lack clear referral pathways to other 

parts of the healthcare system and identified barriers to efficient referrals (e.g., no preferential access for 

pharmacy clinic patients at EDs or access clinics, pharmacists are not able to refer to specialists). These 

challenges were identified as barriers to continuity and effective patient care. 

 

Suggestions for improvement included: 

• Improve the integration of CPPCC sites into the health system: Pharmacy clinics could be better 

integrated into the health system by providing the clinics with access to more patient history 

documentation (e.g., OneContent) and ensuring other 

providers can access documentation from patient visits to a 

pharmacy clinic. A few community providers suggested that 

multidisciplinary collaborative primary care teams that 

include pharmacists could be created to provide more holistic patient care and better integration, 

which may help improve role clarity and reduce duplication of services.  
• Develop or expand referral pathways: Because pharmacist scope of practice is limited, 

community providers suggested that pharmacists need more primary care referral pathways to 

ensure good management of conditions. They felt that pharmacists should not be able to refer 

directly to specialists as specialists have limited capacity and some patient concerns may be able 

to be addressed by another PCP. 

 

Lack of Confidence in Pharmacist Skills/Training and Concerns about Quality of Care 

Only 13% of respondents to the community provider survey agreed that they have confidence in the ability 

of clinic pharmacists to provide care within their scope of practice, although again there has been a small 

improvement between the interim evaluation results (11%) and the final evaluation (15%). Some 

providers (>25%) identified areas of concern including lack of pharmacist training on physical assessment, 

differential diagnosis, and managing chronic conditions and complex patients. These concerns typically 

came from physicians or NPs, a few of whom felt pharmacist training is inadequate to give them enough 

expertise to accurately diagnose.  

 

Primary care is not islands. A 
challenge is that we [providers] 
need to connect better. 
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Many providers (>70%) expressed concern about the quality of care being provided at pharmacy clinics 

and some discussed situations where they felt one or more of their 

patients received an inappropriate diagnosis or management from a 

pharmacy (e.g., incorrect prescription). Concerns included lack of 

complete physical assessments; following guidelines strictly, even when 

this is not appropriate for some patients; making care decisions without 

access to a patient’s history or previous test results; incorrectly ordering 

and interpreting bloodwork; lack of privacy; and lack of differential diagnosis which may lead to rare 

conditions with similar symptoms to more common conditions being missed. A few community providers 

(<5%) felt that pharmacists should not diagnose conditions without a physical exam. 

 

Suggestions for improvement included: 

• Provide increased clinical oversight: A few providers felt that there is a need for greater oversight 

to ensure pharmacists are adequately trained and that service standards are being met. These 

providers expressed a need for greater transparency, including an avenue for patients and 

providers to submit feedback about the clinics (e.g., errors, concerns about pharmacists practicing 

outside of scope) and for public communication on the evaluation and assessment of the 

pharmacy primary care clinics. A multi-disciplinary Quality Assurance committee has been formed 

to ensure that pharmacists and other providers will continuously learn from any quality related 

events following a process similar to those used by other providers that provide clinical services. 

• Expand support or training for clinic pharmacists: Providers suggested that clinic pharmacists 

could benefit from additional support such as having a physician or NP located in the clinics or 

accessing additional training (e.g., become a certified Diabetes Educator). Not all community 

providers were aware that the CPPCC pharmacists now have support from a team of NPs at NSH 

to provide clinical guidance and collaborate on patient care. As mentioned previously, creating 

strong referral pathways to primary care can also help to support pharmacy clinics. 

• Focus the project on specific services and conditions: Community providers felt that some 

services work better than others or are more appropriate. They suggested that the clinics should 

focus on the services that are working well (e.g., minor 

ailments, medication reviews and changes) and 

improve the delivery of those services before adding 

other services. A few providers suggested that 

pharmacy clinics should not provide CDM services 

independently but should instead be partnered with 

or have oversight from another provider with greater 

diagnostic expertise (e.g., a physician). However, 

other community providers indicated they would like clinic pharmacists to be able to offer some 

additional services such as more substitutions/adaptations for medication and services for 

additional chronic conditions. 

• Educate providers about the training and experience of pharmacists: In a few cases, providers 

indicated that they do not have a good understanding of the training and experience that 

Every patient should be 
having a physical exam 
and I’m not sure that is in 
the scope of pharmacy. 

 

It’s my perception that pharmacies 
are trying to do a lot right now, and 
rather than being really good at the 
stuff that I need them to be good at 
I think sometimes they might be 
spread too thin and trying to do too 
many things all at once. 
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pharmacists have to provide these services. More education for other healthcare providers about 

pharmacist knowledge and training could help to alleviate some of these concerns. 

 

Lack of Understanding of the Pharmacy Clinics 

On the community provider survey, only 39% of respondents agreed that they understand which 

conditions/health concerns can be addressed at the pharmacy clinics. This question was only added to the 

survey in May of 2024 so changes over time cannot be assessed. However, as discussed earlier in this 

report (see section on Knowledge and Understanding about Clinic Services and Scope), although 

understanding of the pharmacy clinics appears to have improved over time, there is still a lack of 

knowledge about the clinics and the scope of services that they can provide. About half of clinic team 

survey respondents (53%) said that most other healthcare providers do not understand the services 

provided in the pharmacy primary care clinic. There was a slight improvement in this from the interim 

evaluation (64%). In the community provider interviews and survey responses, some providers noted that 

they do not fully understand the clinic scope and operations. Sometimes there were comments made by 

providers with inaccurate information about the clinics, suggesting that there is a lack of understanding. 

 

Suggestions for improvement included: 

• Improve provider and patient/public understanding of CPPCC: It would be helpful for providers 

and patients/the public to better understand what care the 

pharmacy clinics can provide. Suggestions on how to educate 

community providers included printed handouts/brochures and 

webinars (e.g., through Doctors NS, NSH, or CME opportunities) 

about clinic locations, the services available at pharmacy clinics, the 

competencies of CPPCC pharmacists, the clinic processes such as 

triage and referrals, and the role of the new NP support program. This education should be 

ongoing and keep providers informed about changes to the scope of pharmacy clinics. Education 

for patients should focus on increasing awareness of where they can go for different care needs, 

including identifying what can and cannot be provided at the pharmacy clinics.  

 

Conflict of Interest 

As in the interim evaluation, some providers expressed concern about the ethics of the CPPCC model. 

Concerns included that pharmacies are in a conflict of interest because the pharmacy may profit 

financially from the sale of medications that are prescribed in a pharmacy clinic. They suggested that this 

may lead to unnecessary prescribing or contribute to pharmacy clinics recruiting patients and offering 

services that are not medically necessary in order to increase profitability. 

 

There were no specific suggestions for improvement from community providers to address this issue. It 

would likely be helpful to share information with other healthcare providers about the professional 

standards and Code of Ethics that pharmacists follow to provide services that are in the best interest of 

patients. It may also be helpful to share information about the financial model used at CPPCC sites, 

There is a lot of 
ambiguity and 
confusion about which 
clinics are doing what. 
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highlighting that most pharmacy professionals are salaried employees and receive no financial benefit, 

other than their hourly wage, for the care they provide 

 

Other challenges identified each by a few (<5%) community providers include: 

• Busier dispensaries: Community providers noted that pharmacies with clinics seem to be busier 

and as a result it is more difficult for other providers to communicate with pharmacists, and 

patients are waiting longer for prescriptions to be filled. There could be many reasons why 

dispensaries are busier, other than the clinics.  

• Medico-legal liability: A few community providers noted that they were not sure what medico-

legal liability coverage pharmacies had for misdiagnosis or other errors and wanted to ensure 

there was adequate coverage and clarity about liability for care decisions. 

 

Nurse Practitioner Support for CPPCC Sites 

Between July 21 and October 26, 2024, 260 consultations between NPs and pharmacists were completed. 

Of these consults, 150 were tracked in the clinical data collection tool, representing 0.7% of all 

appointments recorded in the tool during that period. Most often, the pathway used for collaboration 

between pharmacist and NP was a one-to-one telephone consult (75%), with the asynchronous written 

consult used less frequently (11%) (see Figure 50).  

 

Figure 50: Pathways used to collaborate with and/or refer patients to a CPPCC NP* 

 
* Percentages do not sum to 100% as more than one pathway could have been identified. 

 

The clinical data collection tool was used to identify the reason(s) for collaboration with the CPPCC NP. 

Most often, the NP established a diagnosis for the patient (35%), was consulted to discuss emerging or 

new symptoms or red flags (24%), or ordered a test for the patient (16%) (see Figure 51). On average, 

collaboration with a CPPCC NP took pharmacists 19.4 minutes (median time of 15 minutes; range of 5 to 

45 minutes). 

0% 20% 40% 60% 80%

Other

The pharmacist has booked a consult with the NP
that has not occurred yet

The pharmacist and NP previously collaborated for
this patient

NP needed to interact directly with the patient

I had an asynchronous written consult

I had a one-to-one telephone consult with the NP
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Figure 51: Reasons for collaborating with and/or referring the patient to a CPPCC NP* 

 
* Percentages do not sum to 100% as more than one reason could have been identified. 

 

Pharmacists responding to the clinic team survey reported that they most often connected with the CPPCC 

NPs weekly or a few times a week (34%), followed by a few times a month (30%), monthly (15%), and less 

than monthly (15%). A few respondents (6%) indicated that they never connect with the NP. 

 

Benefits  
Many NPs and pharmacy team evaluation participants provided 

positive feedback about the NP program for CPPCC sites. 

Participants identified the following benefits of the NP support:  

• Build pharmacist comfort and confidence: The NPs 

support CPPCC pharmacists in building their comfort and 

confidence level in providing care, especially in new areas 

of scope. Pharmacists can consult with the NPs to get 

feedback or a second opinion to confirm they are taking 

the correct course of action for a patient. Knowing they have this resource for support helps 

increase pharmacist confidence in their clinical decision-making. About two-thirds of pharmacists 

responding to the clinic team survey (67%) agreed that having access to the CPPCC NPs has 

increased their confidence in delivering new services (see Figure 52). 

• Address out of scope issues and reduce the need for additional referrals: Because the pharmacist 

can access the NP to provide direction and guidance on issues that are outside of the pharmacist’s 

scope, the pharmacist can then often continue managing the patient themselves with the support 

of the NP (e.g., NP can diagnose a patient and the pharmacist can manage medication after that). 

0% 10% 20% 30% 40%

Other reason

NP prescribed CDSA medication

Other: Patient has seen NP in the past

NP referred patient to a specialist

NP provided peer to peer review of hypertension
diagnosis

NP provided peer to peer review of diabetes
diagnosis

NP ordered a test for the patient

NP consult to discuss emerging or new
symptoms/red flags

NP established a diagnosis for the patient

Working with the NPs and having 
access to virtual care has 
GREATLY helped the care I am 
able to provide as a pharmacist. 
It is nice to receive feedback/ 
opinions on complex patient 
cases from other HCPs. 
(Pharmacy team) 
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NPs can also order tests that pharmacists cannot and refer patients to specialists, which helps 

enhance access to care for patients and reduces the need for patients to be referred to other 

healthcare providers, such as a walk-in clinic or ED. About three-quarters of pharmacists 

responding to the clinic team survey (72%) agreed that having NPs attached to the CPPCC clinics 

has helped improve access to care for patients with needs outside the pharmacist's scope (see 

Figure 52). 

• Build knowledge and skills: Through their interactions with the NP, pharmacists build their 

knowledge and skills in providing care. A few of the specific areas discussed by pharmacists 

included patient assessment and interpreting and responding to lab test results. The NPs are also 

developing and providing educational resources to share with CPPCC pharmacists. Seventy 

percent of pharmacists responding to the clinic team survey agreed that having access to the 

CPPCC NPs has helped them build knowledge and skills related to patient care (see Figure 52). The 

NPs also reported that they are learning more about the role and expertise of pharmacists and 

how they can best support and work with pharmacists. 

 

Figure 52: Clinic team feedback on the NP Support for CPPCC Sites 

 
 

Enablers 
Evaluation participants discussed some of the factors that have helped to make the NP program 

successful. These are: 

• Quick and convenient access: Pharmacists indicated that it is quick and easy to access the NPs for 

support. The consultations can be completed quickly and in a timely manner (e.g., having a 

diagnosis for a patient completed the next day). The ability to have an asynchronous consult is 

also helpful. 
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The time available to communicate with the CPPCC
NPs regarding patient care is sufficient.

It is easy to use Virtual Hallway for
consultation/communication between the clinic

pharmacists and the CPPCC NPs.

Having access to the CPPCC NPs has increased my
confidence in delivering new services.

Having access to the CPPCC NPs has helped me
build knowledge and skills related to patient care.

Having NPs attached to the CPPCC clinics has
helped improve access to care for patients with

needs outside of the pharmacist's scope.
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• Virtual Hallway working effectively: Evaluation participants indicated that Virtual Hallway 

generally works well. It provides a centralized method of booking and sharing patient information. 

The booking process for pharmacists has been smooth. It is helpful that pharmacists and NPs can 

add addendums to each consultation to share more information if needed (e.g., adding resources 

to share with the patient). The NPs noted that it is helpful to have admin support from NSH to 

support Virtual Hallway (e.g., creating patient profiles, ensuring appointments are in the NP’s 

schedule). Over half of pharmacists responding to the clinic team survey (63%) agreed that it is 

easy to use Virtual Hallway for consultation/communication between the clinic pharmacists and 

the NPs (see Figure 52). 

• Relationships between the NPs and pharmacists: The NPs and pharmacists have been developing 

their relationships, especially with pharmacists that are using the service more frequently. 

Pharmacists that have used the service noted that the NPs are approachable and good to work 

with. The pharmacists at the former PWIC+ locations already knew the NPs from working with 

them previously, and this continues to support collaboration.  

• Appropriate consultation: The NPs noted that pharmacists are consulting them appropriately on 

issues within the identified scope of care. The main 

issues/concerns they are consulted about are hyperlipidemia, 

chronic kidney disease, and treatment resistant hypertension. 

The NPs find most of the concerns and questions easy to work 

through with pharmacists. 

• Collaborative decision-making: A few participants discussed how 

the NPs take a collaborative approach to clinical decision-making 

with the pharmacist where the NP is providing the pharmacist with options or recommendations 

to support the pharmacist in making a decision. The pharmacist may continue to keep the NP 

informed on patient progress and outcomes if needed (e.g., have the NP receive a copy of patient 

lab test results). 

• NP knowledge and access to information: Pharmacists indicated that they appreciated getting a 

perspective from another healthcare provider with different training and knowledge. Evaluation 

participants also highlighted that NPs have access to additional information to help inform patient 

care (e.g., can access Meditech and OneContent). 

• Support from PANS: The support from PANS to launch, manage, and support ongoing 

improvement for the program has been helpful. 

 

Challenges and Suggestions for Improvement 
Challenges and suggestions for improvement related to the NP support for CPPCC are discussed in the 

table below.  

 

Challenges Suggestions for Improvement 

Time Required for Collaboration 

Although 61% of clinic team survey respondents 

agreed that the time available communicate with 

• A few pharmacist participants indicated 

that they use their time in the dispensary 

when there is overlap for collaboration 

The pharmacists know a 
lot. They have usually 
tried something or have 
done background research 
before consulting with the 
NPs. (NP) 
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Challenges Suggestions for Improvement 

the NPs is sufficient, many pharmacist evaluation 

participants noted that it can be time consuming 

to collaborate with the NP. Appointments must 

be booked for a 30-minute time slot, even if all 

that time will not be required. As indicated 

above, the average time for collaboration is 

about 19 minutes. This takes pharmacist time 

away from patient care, and it is also not a billed 

service so it has a financial impact (i.e., time 

spent collaborating cannot be spent delivering a 

paid service to a patient). In some cases, a lot of 

time may be required to go back and forth 

between the pharmacist and NP for a single 

patient case, and then the pharmacist needs to 

follow-up with the patient, which also may not 

always be compensated. 

with the NP so that this does not impact 

clinic time for patient care. 

• Provide compensation for pharmacist 

time spent collaborating with the NPs. 

• Provide shorter time slots for 

consultations (e.g., 15 minutes instead of 

30) to give pharmacists more flexibility 

for how they participate. 

• Provide more flexible options for 

consultations in Virtual Hallway such as 

asynchronous consults or synchronous 

chat to get immediate support. 

• If there were better integration between 

Virtual Hallway and the NP and pharmacy 

EMRs (see below on Virtual Hallway), this 

would help to save time in creating visit 

summaries and sharing other patient 

information. 

Virtual Hallway Challenges 

Although feedback indicates that Virtual Hallway 

is generally working well, evaluation participants 

did identify some areas that could be improved. 

These include: 

• Appointment booking does not always 

work smoothly. It can be difficult to 

change the schedule to offer more 

appointments (e.g., if an appointment is 

cancelled or finished early) and 

sometimes the NSH admin support does 

not keep the NP’s schedule up to date. 

• If an appointment is cancelled, the 

information entered is lost and has to be 

re-entered in future if a new 

appointment is booked. 

• Information needs to be duplicated 

between the EMR and Virtual Hallway 

(e.g., when the NP meets with the 

pharmacist, information has to be 

entered into the NP’s EMR so they can 

shadow bill for the consult, pharmacists 

Evaluation participants noted that discussions 

with Virtual Hallway are ongoing to try to 

improve functionality and better support 

information-sharing. Additional suggestions 

include: 

• Ideally EMR systems and Virtual Hallway 

are better integrated so that information 

can easily be shared between the two 

systems. One interim suggestion is to use 

the “auto-fax” feature from Virtual 

Hallway to share information to the EMR.  

• In relation to booking consults, it may be 

helpful to have additional admin support 

from NSH to help better manage the 

bookings for NPs.  
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Challenges Suggestions for Improvement 

have to create visit summaries for Virtual 

Hallway). 

• If additional communication is required 

after the consult, there is no easy way to 

do this in Virtual Hallway. 

Transition to Virtual NP Role 

The NPs in the CPPCC program were previously 

affiliated with the PWIC+ sites. They were 

available on site at some pharmacies and could 

provide direct patient care and assessment. 

There have been some challenges in transitioning 

to the new NP role of providing virtual support 

only to all CPPCC sites, including: 

• Loss of NP support at the PWIC+ clinic 

that impacts the patient care they can 

provide. These pharmacies still 

collaborate with the NP but cannot 

address some patient issues that they 

used to be able to resolve with the NP 

support on-site (e.g., NP could complete 

a physical examination of a patient). 

• Reduced job satisfaction for NPs who are 

no longer providing any direct patient 

care as all support is virtual and focused 

on the pharmacists. NPs do not have the 

opportunity to follow-up on patient 

outcomes, and the work of the NP is not 

visible to patients as all care is through 

the pharmacist. 

Suggestions in this area focused on changes to NP 

scope (see next section). 

Limitations to NP Scope 

The NPs are limited in the conditions for which 

they can provide virtual support to pharmacists. 

This is challenging for both pharmacists and NPs 

as they both may identify other concerns that it 

would be beneficial to have the NP address 

rather than having to send the patient elsewhere 

for care (e.g., Virtual Care, ED, walk-in clinic). NPs 

may also receive consults from pharmacists that 

are not appropriate for the existing scope of 

services they are providing. 

Some evaluation participants suggested that NP 

scope could be expanded to support pharmacists 

in additional areas. Skin infections and 

prescribing for mental health conditions (e.g., 

mild to moderate anxiety or depression) were 

mentioned as potential areas for additional 

scope. It would also be helpful to have NPs 

physically present in the clinics to provide 

additional patient care, or to have the option to 

directly assess a patient virtually. This would also 
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Challenges Suggestions for Improvement 

help to address the NP desire to provide more 

direct patient care. 

 

However, other evaluation participants felt that 

the existing program should be better established 

before any changes are made (e.g., more 

pharmacists consulting NPs, more comfort and 

confidence with existing conditions in NP scope). 

They also highlighted the challenges of the virtual 

model of support which may limit the conditions 

for which the NPs can consult safely and 

effectively. 

NP Clinical Concerns 

The NPs participating in the evaluation identified 

a few clinical issues that they have seen through 

their work with pharmacists. The main issue is 

ordering bloodwork. Pharmacists may order tests 

that are outside of their scope, and then are 

unsure how to handle the results if they are 

abnormal. They also described a few examples of 

inappropriate prescribing or changes to 

prescriptions. 

• NPs suggested better support for all 

CPPCC pharmacists through educational 

resources (e.g., lab tests to order for 

different patient concerns, effective 

documentation in the clinic). 

• NPs recommended that pharmacists 

focus bloodwork orders only on tests that 

they have the ability to address within 

their scope. 

Limited Collaboration with the NPs 

There has not been as much collaboration 

between NPs and pharmacists as anticipated. 

Some pharmacists or pharmacies are not 

accessing the NPs at all. This may be because 

some pharmacies are not providing very many 

CDM services, because of the difficulty of finding 

time for collaboration (as described above), or 

due to lack of knowledge or understanding about 

the scope of the NPs. A few pharmacists 

participating in the evaluation indicated they did 

not clearly understand how the NPs could 

support pharmacists. 

Continue to encourage pharmacists to 

collaborate with the NPs and reach out when 

there are concerns or questions. Some of the 

suggestions discussed previously (e.g., addressing 

barriers such as the time required for 

collaboration and providing more flexible options 

for getting NP feedback) will help to support 

increased connection to the NPs. Other strategies 

to build relationships between the pharmacists 

and NPs could also be helpful (e.g., virtual or in-

person meet and greet, shared learning). 

Providing Services across the Province 

The NPs could provide support to any CPPCC 

pharmacy across the province. This can 

sometimes be challenging as they are not familiar 

with every area and may not always know who 

The NPs rely on the pharmacists in the local area 

to identify specialists when a referral is needed. 
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Challenges Suggestions for Improvement 

the local specialists are when patients need a 

referral. There is no centralized provincial list or 

directory with this information. 

 

Referrals and Referral Pathways 

Pharmacists reported referring patients to other sources of care (other than the CPPCC NP) at 3.2% of the 

visits reported in the clinical data collection tool. This is slightly lower than at the interim evaluation when 

4% of visits received a referral. Patients were most often referred to their usual PCP (46% of referrals) or 

to a walk-in clinic (41%). Referral patterns differed between attached and unattached patients; attached 

patients were more likely to be referred to their usual PCP while unattached patients were more likely to 

be referred to a walk-in clinic, Virtual Care NS, or an ED (see Figure 53). 

 
Figure 53: Where attached and unattached patients were referred by pharmacy primary care clinics 

 
 

Most often, pharmacists referred patients because they suspected the patient had a condition that was 

out of their scope (71%) or the patient required a physical examination and/or procedure outside the 

pharmacist’s scope (37%). Patients who received a referral were most often receiving a sinus assessment 

where no prescription was provided (15% of patients receiving this service), UTI assessment (15% of 

patients receiving this service), a service with no other PIN to bill (14% of patients receiving this service), 

herpes zoster assessment (12% of patients receiving this service), or an ear assessment where no 

prescription was provided (11%). Pharmacies only began providing ENT assessments (ear and sinus) as of 

July 15, 2024. The number of services is relatively low (n=106 for sinus and n=475 for ear), which may 

contribute to the high referral percentage. 

 
Although communication and collaboration between pharmacy clinics and other providers has improved 

(as discussed above), there are still some challenges related to referral systems and pathways, particularly 

for patients with needs outside of the pharmacist’s scope. Most clinic team survey respondents (83%) 

0%

20%

40%

60%

80%

100%

Walk-in clinic Virtual Care NS Emergency
department

Family physician or
NP

Specialist

Attached pts. Unattached pts.



Research Power Inc. 

Community Pharmacy Primary Care Clinics: Final Learning and Evaluation Report 

Pharmacy Association of Nova Scotia 

March 2025 – Final 

111 

 

agreed that there are limited options for places to refer patients that require care outside of the 

pharmacist's scope. The main issues discussed by evaluation participants include: 

• Referral to specialists: Pharmacists are not able to refer patients directly to specialists for 

additional care. This creates duplication in the system 

when the patient has to have an additional visit with 

another healthcare provider (e.g., ED, walk-in clinic, 

Virtual Care NS) so that they can be referred to a 

specialist. 

• Mental health: Support for a patient with mental health 

needs is particularly difficult to access. There is no direct 

referral process other than to go through central intake 

and wait for an appointment. Sometimes the only option for patients is to go to the ED to receive 

immediate care. Patients that require medication that is restricted (e.g., stimulants for ADHD) 

may face particular challenges as many providers that provide episodic care such as walk-in clinics 

and Virtual Care NS will not prescribe these medications. 

• Access barriers: Some of the other available healthcare resources such as the ED, Primary Care 

Access clinics, and Virtual Care NS are not accessible to everyone. Patients may have significant 

waits at the ED or may have to call an Access clinic repeatedly to attempt to get one of the limited 

appointment slots. Virtual Care NS is not appropriate for every patient as some are not 

comfortable with the technology, while others may have issues that cannot be addressed 

virtually. The mobile clinics can be helpful but are not always available or in the same location. 

Wait times or other barriers to accessing care may deter patients from seeking additional care 

that the pharmacist has recommended. 

 

Many evaluation participants discussed the need for continued work to develop direct referral pathways 

for the pharmacy clinics so that patients that have already been assessed by a pharmacist can receive 

more direct access to care, ideally without another long wait to see a different healthcare provider. 

Implementing the ability for pharmacy clinics to refer directly to specialists was highlighted by many 

evaluation participants as a critical next step. A few pharmacies noted that they have developed 

relationships with providers in their local area who are willing to take on unattached patients with 

complex care needs, and this has been extremely helpful. PANS is collaborating with DHW and others to 

continue to develop referral pathways and systems to support efficient access to care. As additional 

referral and/or collaborative care pathways are established, pharmacists will be able to effectively identify 

patients needing additional care and support them in system navigation and timely access. 

 

Communicating and Collaborating with Other Providers 

Pharmacists are required by Standards of Practice to inform a patient’s PCP when their patient is 

prescribed a medication or when they have a test result that is out of range, and regularly send treatment 

notifications to PCPs. These notifications are typically sent by fax (or e-fax).  

 

I've spoken to a number of 
specialists, including nephrology, 
cardiology. They are absolutely 
willing to take referrals from us. 
They think it's a good thing, but 
there's not the payment pathway 
for them. (Pharmacy team) 
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Enablers 
Evaluation participants discussed several factors that help facilitate communication and collaboration 

between providers. These include: 

• Relationships: Strong and established relationships between pharmacists and other providers 

support collaboration. This was especially highlighted for clinic staff that had been in their 

communities for a long time and had extensive knowledge of and 

relationships with other care providers in their local area. When 

pharmacists have time to meet with healthcare providers to inform 

them about the clinics and address any concerns they may have, this 

has been helpful to developing relationships. 

• Direct and timely communication: The ability to have direct and 

timely communication with one another is helpful. Some may do this by exchanging cell phone 

numbers so both providers can easily text or call when they need to connect. It could also mean 

there is a quick response to calls or messages. Providers interviewed for the case studies indicated 

that they generally have timely and easy communication with the pharmacy, typically by phone. 

• Physical proximity: Pharmacies that are located close to other providers (e.g., in the same 

building) tend to have good collaborative relationships. 

• Mutual respect: When all healthcare professionals have mutual respect for each other’s roles and 

areas of expertise, this supports effective communication and collaboration. This also means 

being respectful of each other’s time and only reaching out when necessary so that no provider 

is overburdened with questions or follow-up. 

• Access to shared patient information: It is helpful that pharmacy clinics can access SHARE for 

patient health information. In cases where SHARE is not used, providers may send visit summaries 

to the clinics or vice versa. 

 

Challenges and Suggestions for Improvement 
Evaluation participants discussed challenges and suggestions to improve collaboration and 

communication: 

• Barriers to information-sharing: As reviewed earlier in this report, pharmacy clinics face barriers 

to sharing information with other parts of the healthcare system. Information across the system 

is siloed, and providers do not have access to one another’s records, which makes it more difficult 

to understand a patient’s history and make accurate care decisions. While information is shared 

to some extent between providers via fax, this process is cumbersome and inefficient. 

o Suggestion: Evaluation participants highlighted the importance of moving towards an 

integrated patient record that would allow all types of healthcare providers in Nova Scotia 

to access relevant patient information. There is currently a lot of provincial attention on 

this issue to try to improve the situation. Until a shared record is available, measures such 

as exploring pharmacy access to other systems (e.g., Meditech, OneContent) could help 

to address this gap. 

• Lack of responsiveness to communication: In some cases, pharmacy clinics are communicating 

with other providers but not receiving a response. For example, the pharmacist may send a PCP a 

It was very helpful to 
put on the table what 
everybody is doing and 
how we can help each 
other. (Pharmacy team) 
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recommendation for changes to a patient’s medication, but the change is not made and no 

communication is provided as to why. This can make it challenging to make patient care decisions. 

There may be many reasons for this lack of responsiveness including the factors discussed in this 

section (e.g., lack of interest, lack of time). 

• Lack of interest in/openness to collaboration: Pharmacy clinics have reported push back from 

other providers who have made it clear that they do not want to collaborate with the clinic. Some 

pharmacists may also be less interested in collaborating with others. A few pharmacists have 

reported very negative interactions with other healthcare providers (e.g., a provider dropping 

patients who received care at the clinic; a provider refusing to send their prescriptions to the 

pharmacy where the clinic is located). 

o Suggestion: As discussed in the enablers section, building strong relationships can help to 

improve both interest in collaboration the responsiveness and timeliness of 

communication. This work needs to be ongoing and occur at multiple levels (provider to 

provider and across the system). It is also important to understand the concerns that 

other healthcare providers may have about the pharmacy clinics and work to address 

these concerns over time. Evaluation participants acknowledged that this is a change in 

the culture and nature of the system and will take time to occur. 

• Time, workload, and lack of compensation: Healthcare providers 

across the system have a heavy workload and busy schedules. 

This may impact their ability to collaborate or respond, even if 

they have the willingness and interest to do so. Providers paid in 

a fee-for-service model also may not be compensated for the time 

they spend collaborating. 

o Suggestion: Ensure that all providers have compensated 

time to support collaboration through appropriate billing 

codes. 

• Turnover: Some communities have had a lot of changes in their local healthcare providers. This 

makes it more challenging for the pharmacy clinic to build relationships with other providers over 

time to support collaboration. 

 

❖ Outcomes 

Improved Communication and Collaboration between the Pharmacy Clinics and Other Parts of 

the Health System 

Communication and collaboration between the pharmacy clinics and other parts of the healthcare system 

is a critical aspect of providing effective care delivery through CPPCC. While pharmacists can address many 

care needs for patients, they do sometimes need to collaborate with other providers or refer patients to 

other providers for care outside of the pharmacist’s scope. 

 

I think every healthcare 
professional likes the idea 
of open communication, 
but unfortunately the 
nature of healthcare isn’t 
super supportive of that. 
(Pharmacy team) 
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Some evaluation participants discussed improvements to collaboration with other providers that have 

occurred since the interim evaluation in fall 2023. They 

noted that many providers have become more familiar 

and comfortable with the pharmacy clinics since they first 

opened, and as a result are more willing to communicate 

about patient care. Some providers who were initially not 

supportive of the clinics have “come around” and now 

refer their patients to the clinic (e.g., for issues outside 

their scope, for acute issues/urgent needs, or when they do not have capacity to address the patient 

need). Pharmacists also reported that they have developed many positive collaborative relationships with 

family physicians and NPs, NSH primary care/access clinics, specialists, and other healthcare providers 

(e.g., diabetes centres, EDs, INSPIRED program for COPD, osteoporosis clinic). There are mutual referrals 

between the pharmacy clinics and these providers and the clinics, and pharmacists and other healthcare 

providers share their time and expertise to answer questions, provide advice, and collaborate on shared 

patients. PANS has also received a number of inquiries from different organizations about how to connect 

with and refer to the pharmacy clinics. Information about the clinics is also now better integrated into 

other parts of the healthcare system (e.g., 811, YourHealthNS app). 

 

Feedback on the clinic team survey suggests that in general, other healthcare providers are supportive of 

pharmacists providing care to their shared patients, although the proportion of survey respondents 

agreeing with this is slightly lower for family physicians and NPs (58%) compared to diabetes centres (69%) 

(see Figure 54). Both are higher than what was reported at the interim when only 47% of clinic team 

survey respondents agreed that most other healthcare providers are supportive. Almost half of 

respondents (42%) said that the level/amount of collaboration between the pharmacy and other 

healthcare providers had improved since they first began working in the clinic, which is double the 

proportion that reported improvement at the interim evaluation (21%). While a third of survey 

respondents (36%) report that it is difficult to communicate with the majority of healthcare providers 

about patient care, this is also an improvement from the interim evaluation when almost half (47%) 

agreed with this statement. 

 

We were a bit apprehensive early on, as 
maybe were the patients, about what the 
relationship [with doctors] was going to 
be like, but really found it to be much 
more productive and smooth than we 
would have anticipated. (Pharmacy team) 
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Figure 54: Clinic team feedback on collaboration and support from other healthcare providers 

 
 

Pharmacist and community healthcare provider participants in the interviews conducted for the case 

studies for this evaluation noted that they have developed ongoing relationships to support collaboration 

across multiple patients. One example of effective collaboration was 

between a pharmacy clinic and an NP working in the rapid assessment 

zone (RAZ) of the local ED (also discussed in the Chronic Disease 

Management section of this report). The NP and pharmacy clinic 

communicate regularly to support patient assessment and treatment 

and feel they have been able to successfully keep patients from waiting 

in the ED for care. Collaboration is also an opportunity for providers to learn from one another in their 

different areas of expertise. 

 

While these improvements in collaboration and communication between providers are helpful and 

important, many evaluation participants also acknowledged that there is more work to do to better 

support collaboration. The PANS team continues to make ongoing efforts to connect with providers 

interested in collaborating with and referring to the pharmacy clinics. Additional lessons learned related 

to communication and collaboration are included in the Communicating and Collaborating with other 

Providers section. 
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It is difficult to communicate with the majority of
healthcare providers about patient care when

needed.

The majority of family physicians and NPs I have
interacted with are supportive of pharmacists

providing care to shared patients.

The majority of healthcare providers at diabetes
centres I have interacted with are supportive of
pharmacists providing care to shared patients.

Agree Neutral Disagree

Medicine is much more of a 
team sport now, rather than 
an individual, physician 
driven sport. (Community 
provider, case study) 
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Increased Awareness Among PCPs, Patients, and Payors of the Value Pharmacists Provide 

Some evaluation participants indicated that the awareness of the value pharmacists provide to the 

healthcare system has increased as a result of the pharmacy clinics. This appears to have improved since 

the interim evaluation. Evaluation participants noted that patients 

and other care providers increasingly see the pharmacy as an 

important part of healthcare. Pharmacists reported that they 

generally feel patients respect them and their role and appreciate 

how pharmacies have stepped up to address gaps in the system and 

help patients with their healthcare needs. Pharmacists also said that 

other care providers are seeing pharmacists as part of the solution to 

the current challenges and lack of capacity in the healthcare system. Other healthcare providers that 

participated in case study interviews also expressed appreciation for the role of pharmacists and the 

contributions they can make, particularly acknowledging their expertise in medication management.  

 

Quality of Care 

Many pharmacy evaluation participants discussed how the clinic allows them to deliver high quality care 

to clinic patients. This is consistent with the findings of the interim evaluation. Pharmacists noted that the 

appointment-based format of the clinic allows 

pharmacists to have uninterrupted time for patient care, 

and pharmacists are able to address many health issues of 

patients and provide longitudinal care, particularly for 

unattached patients. As discussed in the Chronic Disease 

Management section, patients with chronic conditions 

participating in the case studies reported feeling 

reassured that they have someone following their care 

and monitoring their health. Community healthcare 

providers that collaborate with the pharmacy clinics that were interviewed as part of the case studies 

generally felt that the care provided at the pharmacy clinics was appropriate and of high quality. 

 

Pharmacists report that patients are generally pleased with the care they receive at the clinics, and 

patients themselves express this as well (see the Improved Access to Care and Positive Experience of 

Pharmacy Care sections). In the open-ended feedback of the patient survey, a few respondents discussed 

how the clinic provided good quality care. For example, the pharmacist provided education and 

information to the patient to help them understand their condition and healthcare options, the patient 

felt heard/listened to, pharmacists proactively identified and addressed medication problems or other 

gaps in care, etc. Patients in the case studies reported that they participated in shared decision-making 

with the pharmacist where they worked together to determine the best next step in treatment. 

Pharmacists also help to ensure patients receive ongoing monitoring they may need that is outside of the 

pharmacist’s scope (e.g., referring patients with diabetes for regular eye exams). A few patients also noted 

that the care they received was free of stigma or judgement (e.g., for mental health or addictions care) 

and they felt comfortable receiving services at the pharmacy. 

Now patients might see the 
pharmacist in the dispensary 
and think “oh, my 
pharmacist can do a lot 
more than I pictured before. 
(Pharmacy team) 

Patients feel like they are being heard 
and listened to, and for a long time they 
haven’t been. (Pharmacy team) 
 
I think the clinics are phenomenal . . . 
The pharmacist knowledge is great, and 
they care about their patients, so it 
definitely makes a huge difference. 
(Community provider, case study) 
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Evaluation participants also discussed how the pharmacy clinics support continuity of care, which can be 

a particular gap for unattached patients. Pharmacists develop a care plan for their patients and then 

support its implementation through follow-up appointments. The pharmacy clinics share information 

about the care provided in the clinics with other providers to the extent feasible given the systems 

available to support communication and collaboration. Like other PCPs, when pharmacists see the same 

patient over time, especially unattached patients with no other PCP, they get to know the patients and 

their history, develop relationships with them, and can better support their care on a long-term basis. This 

helps to ensure that potential health problems are detected and addressed earlier.  

 

 

Patients responding to the survey were asked about the quality of care, with most (93% or more) agreeing 

that they received quality care in various areas such as being listened to and treated with respect, being 

involved in their care, respect for privacy, etc. (see Figure 55). 

 

Patient Quotes 
 
She took the time to answer all my questions about the vaccine I was getting. She put my mind at ease 
and was so patient with me. 
 
The pharmacist I saw today made me feel valued and not just a number- it has been a long time since 
someone cared. I really appreciate that. 
 
I liked how the pharmacist broke down everything so I understood it and that helped me make an 
informed choice on what to do. 
 
They make you feel welcomed and heard. I felt more like a 'patient' here at the pharmacy, than I do at 
the emergency department. Thank you for caring and listening!! 
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Figure 55: Patient statements on quality of care 

 
 

A few patients responding to the survey did express some concerns related to quality of care. Most of 

these comments were because the pharmacist was unable to help the patient with their concern (e.g., 

blood pressure too high to receive birth control, did not renew a prescription more than two years old, 

did not address recurring bladder infections, did not provide antibiotics, strep test not provided when the 

patient felt it was warranted, etc.). Most respondents appear to understand why the pharmacist was not 

able to provide care. For example, most patients (93%) that completed the patient survey and received a 

Group A strep assessment but not a test or treatment indicated that they understood why the test was 

not conducted. 

 

A few other issues were also mentioned each by a very small number of patients. These included: 

• Lack of communication or information not shared with patients. 

• Lack of privacy (e.g., clinic door not closed during consultation) 

• Clinic staff that were rude 

• Waiting times for appointments or prescriptions after the appointment 

 

Although the feedback on the quality of care of the clinics was positive, a few patients noted that because 

of the limits to pharmacist scope and limited other options for receiving primary care, they feel the clinics 

cannot adequately replace a family physician and would prefer to have access to a physician if possible. 
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The pharmacist encouraged me to ask questions.

The pharmacist involved me as much as I wanted in
the decisions about my medications and care.

My privacy was respected when discussing
confidential health information with the pharmacy

team.

The pharmacist discussed information related to my
health in a way that was easy to understand.

I felt comfortable receiving health care in a
pharmacy setting.

I was treated with respect by the pharmacy team.

Agree Neutral Disagree
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Cost Comparison of Care Delivery Models 

A few patients highlighted how the pharmacy clinics help to relieve the burden on other parts of the 

healthcare system, including PCPs and EDs. This is consistent with the interim evaluation findings. 

Pharmacy team evaluation participants and other healthcare providers that collaborate with the clinics 

who were interviewed as part of the case studies also felt that the clinics support effective use of limited 

resources in the system and reduce the need for more costly ED visits.  

 

From February 1, 2023 to October 31, 2024, there were 188,276 

patient visits reported by pharmacy clinics. Office visits to family 

physicians currently cost at least ~$48 per visit, and physicians 

also earn additional premium payments for providing evening or 

weekend services (an additional $12) and providing care for 

individuals over 65 (an additional $11).22 Physicians can also bill 

$100 per patient per year for a patient with one chronic 

condition, $175/year for patients with two conditions, and 

$225/year for patients with three or more conditions. 

Approximately 12% of clinic hours reported by pharmacy clinics 

were on evenings or weekends, and 31% of patients that visited 

the clinics were over age 60. To estimate conservatively, it is assumed that 10% of all visits at pharmacy 

clinics were on evenings/weekends, and 25% of visits were with patients over age 65. A total of 9,616 

initial CDM assessments were conducted, and for costing purposes the $100 compensation for a patient 

with one condition is applied (total cost of $961,600). Based on these estimates, the estimated cost of 

visits to pharmacy clinics if they had been visits at a patient’s regular family physician instead is 

approximately $10.8 million (this excludes all other forms of physician payments including benefits, 

continuing education, referral fees, etc.).23 During this time period, pharmacies billed a total of $4.0 

million in publicly funded services, and were paid $3.2 million in stipends, for a total cost of $7.2 million. 

The services delivered by pharmacy clinics therefore suggest potential cost savings of at least $3.6 million 

when compared to the cost of providing a similar number of services through family physician office visits. 

Additionally, around 18% of patients responding to the patient survey indicated that they would have 

visited the ED had they not accessed care at the pharmacy clinics. If this proportion is applied across all 

visits, these ED visits could have cost the health system around $2.3 million.24 While useful, it is recognized 

that this comparison is not perfect and some costs both from the physician compensation (as noted) and 

 
22 Over 50% of patients at the clinics were attached to a family physician so these fees have been used for 
comparison purposes. 
23 This is based on the 2024 MSI Physicians Manual which lists an office visit for family practice (03.03) for patients 
with the ME=CARE modifier as 17 medical service units (MSUs) at a rate of $2.84 per MSU (as of April 2024). The 
additional fee for evening/weekend visits is an additional 4 MSUs ($11.36), and an additional 4.25 MSUs for 
patients over age 65 ($12.07). We have assumed that 10% of all visits (18,827.6 visits) are billed at the 
evening/weekend rate ($59.64) and 25% of visits are for patients over 65 ($60.35). There may be other additional 
fees that physicians are able to charge that are not included in this calculation. 
24 Based on 18% of 188,276 visits reported (33,890 visits) and the family physician billing fee for 03.04 Complete 
Examination in Emergency Care Centre of 24 MSUs = $68.16. 

Amazing service absolutely critical 
for NS healthcare crisis at the 
moment. (Patient) 
 
I felt like being able to use the 
Pharmacy clinic meant I didn't 
have to use up family Doctor time 
. . . I like to not bog them down so 
they can see other patients who 
may have more severe health 
issues to address. (Patient) 

https://msi.medavie.bluecross.ca/wp-content/uploads/sites/3/2024/10/Physicians-Manual-Oct-2024.pdf
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pharmacy perspective have not been captured (e.g., physician time reviewing pharmacy documentation, 

NP support time, potential duplication of care and costs) and direct comparison across different payment 

structures is not precise. There also would have been patients who visited a walk-in clinic (where physician 

fees are lower), used a higher cost access point, or not sought care at all. To better understand the cost 

effectiveness of pharmacy services on the system, a full cost-effectiveness analysis is required, assessing 

the types and scope of care provided and total system expenditures for those services. Increases to 

pharmacy fees, which pharmacies have indicated would be necessary to have a sustainable clinic model, 

would also change these estimates. 

 

The interim evaluation found that there was relatively little duplication of services between the pharmacy 

clinics and other healthcare providers, and this is consistent in the final evaluation as well. Pharmacy 

clinics triage out relatively few patients at appointments, averaging around 2.25 patients triaged out per 

week per clinic, with a total of 4,870 patients triaged out from February 2023 to October 2024. From 

September 2023 to October 2024, there were 451 patients that completed the patient survey and 

reported receiving care for a minor ailment at a pharmacy clinic. Of these patients, around 9% had 

received care for their ailment in the previous 14 days from another provider. This implies that 9% of 

patients had a treatment failure when receiving care from other providers, or required follow-up care and 

chose to access it at the pharmacy clinic. Most often, these patients had received care from their regular 

PCP (34%), a pharmacy (32%), or a walk-in clinic (18%). The evaluation did not gather data on whether a 

patient sought additional care for any issues addressed at the pharmacy clinic after they received services, 

so the frequency with which this occurred is unknown. 

 

Established Model for Primary Care Support in Community Pharmacy Settings 

One of the goals of the CPPCC was to develop a model for how primary care support can be provided in 

community pharmacy settings, and overall this has been done successfully. 

Throughout the 21 months that the project has been implemented 

(February 1, 2023 to October 31, 2024), PANS, the participating 

pharmacies, patients, other healthcare providers, and others in the 

healthcare system have learned many lessons about how to effectively 

deliver primary care in community pharmacies. A few evaluation 

participants highlighted that a close collaboration between PANS and the 

provincial government has been critical to identifying and resolving challenges with the implementation 

of the clinics as they have occurred. Government commitment to the project is essential as government 

staff help to support communication with the public as well as with other healthcare providers and across 

the health system. 

 

The CPPCC model is also contributing to changing pharmacy practice overall in Nova Scotia and the clinics 

appear to be having a positive impact on the pharmacy profession. Evaluation participants noted that 

enrollment in the pharmacy program at Dalhousie University is over capacity for this year (up from 

previous enrollments of only 60% of capacity), due at least in part to the new areas of care that 

pharmacists can provide and the energy and excitement around that change. The clinics and expanded 

We’ve made a huge 
contribution to care and 
evolution of the system, 
and patients have really 
benefitted from that. 
(PANS Project Team) 
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scopes of practice for pharmacists are also making it easier to recruit internationally for pharmacists to 

come to Nova Scotia. 

 

Some patients in the case studies and who responded to the survey emphasized that the clinics are 

providing a critical service and need to remain open. Some evaluation participants noted the high demand 

for services at the clinics, and the important care gaps that the clinics 

are addressing, particularly for unattached patients and in areas where 

the other options for primary care are limited. About 20% of clinic team 

survey respondents did not feel that the clinic hours are sufficient to 

meet patient needs (consistent with the interim evaluation). This 

suggests that in some areas, demand for services is high and more capacity would be helpful. A few 

patients suggested that the number of pharmacy clinics be expanded, that clinics should be provided in 

new locations, or that hours or availability should be expanded (e.g., more evening and weekend 

appointments). 

 

In relation to sustaining the existing clinics, the majority of owners/managers responding to the clinic 

team survey (75%) indicated that they plan to continue the primary care clinic at their pharmacy, while 

almost 20% selected either “neutral” or “don’t know”, and one respondent (4%) said that they did not 

plan to continue as they did not see the clinic as being financially sustainable. The financial sustainability 

of the clinics seems to be a key factor, although some owners/managers noted that they will continue the 

clinics even without improvements to the financial sustainability because of patient need, noting that this 

is “the right thing to do.” 

 

In terms of scaling up the model or further expanding it, Phase 3 of the project was launched in October 

2024, with 14 additional pharmacies becoming CPPCC sites. Evaluation participants were asked about 

what would be needed to successfully maintain and expand CPPCC sites in Nova Scotia and offered the 

following suggestions: 

• Staff needs: As discussed in the Human Resources section, pharmacies are currently facing staff 

shortages for pharmacists, technicians and pharmacy assistants, particularly in more rural 

locations. Evaluation participants felt that this was the most significant barrier to expanding the 

clinics as it would put additional strain on the already limited human resources in the province. 

Evaluation participants also noted that more pharmacists are being recruited more frequently to 

other parts of the health system now (e.g., to primary care teams or hospitals) which impacts 

community pharmacy recruitment. Without sufficient staff, the current CPPCC sites will not be 

able to continue operating sustainably and new sites will struggle to meet their staffing needs. 

Efforts around international recruitment and the increased enrollment in Dalhousie’s pharmacy 

program, as well as 300 new technicians expected to graduate soon should eventually help to 

address some of these staffing challenges. 

• Physical space needs: Pharmacies have to consider the physical space they have available for the 

clinics. As demand grows, some pharmacies could benefit from having another clinic room or 

other additional space. In some cases, a separate but nearby physical location for the clinic (e.g., 

This is a tremendously 
valuable service which 
should be continued and 
expanded upon. (Patient) 
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in the same building as the pharmacy but not located in the pharmacy) may be beneficial. Space 

needs are an important consideration in planning any new clinics. 

• Demand for services: While demand for care at the pharmacy clinics is very high in some areas, 

other clinics may not be fully booked. It is important to ensure that there is sufficient patient need 

to warrant adding new clinics. Expansion should consider the areas of greatest patient demand 

and need, rather than allowing any pharmacy to establish a clinic. This will help ensure sufficient 

demand for each clinic and support the financial viability of the clinic model. 

• Start slowly: Evaluation participants suggested that new clinics could begin with a smaller number 

of hours or a reduced menu of services available, particularly if pharmacists do not have as much 

experience delivering clinical services. This would allow more time for learning and building 

confidence with the different services before adding on more new things to learn. 

 

The learnings from this evaluation can also help to guide and inform expansion of CPPCC sites. Ultimately, 

the decisions about expansion will be made collaboratively by PANS and the Government of Nova Scotia. 
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Conclusion 
 

Discussion 
This evaluation has assessed the implementation and outcomes of the Community Pharmacy Primary Care 

Clinic demonstration project. Overall, the clinics have been able to accomplish their expected outcomes 

for patients, pharmacies and pharmacy teams, and the health system. The benefits for patients have the 

strongest evidence including very high patient satisfaction with care, improved access to care, and 

improved physical and mental health outcomes for patients receiving care at the clinics. Pharmacies have 

been able to demonstrate the effectiveness of a workflow model that separates dispensing and clinical 

services, and most pharmacists working in the clinics have improved their knowledge, skills and 

confidence in delivering care, as well as their job satisfaction. 

 

Pharmacies have demonstrated their ability to deliver primary care services to patients in a community 

pharmacy setting. The opportunity for an expanded scope of practice for pharmacists is also helping to 

advance the pharmacy profession and attract new pharmacists to Nova Scotia. Pharmacy clinics appear 

to be operating effectively and helping the health system to avoid some higher cost care. 

 

Although there have been challenges in the implementation of CPPCC, this is to be expected in 

implementing a model that is changing how primary care is delivered in Nova Scotia. Important lessons 

have been learned through this process about how clinics should be structured and how patient care 

should be provided. Collaboration between PANS, the Government of Nova Scotia, other parts of the 

healthcare system, and pharmacies has been critical to helping to address these challenges. Most 

pharmacists are happy with their role in providing care through the clinic model and their improved ability 

to help patients with their healthcare needs. Most participating pharmacies and many patients would like 

to see the pharmacy clinics continued and expanded. Key considerations for the future sustainability of 

the clinics include the long-term financial model, staffing availability, and patient demand for services. 

 

Recommendations 
Although this is a final evaluation of the CPPCC, clinics are continuing to provide care going forward, and 

an additional 14 sites joined the project in October 2024 (they are not included in this evaluation). To 

support the clinics as they continue to operate, the following recommendations are provided based on 

the findings of the evaluation: 

 

1. Continue work to establish collaborative relationships and referral pathways: Work to build 

relationships and referral pathways between the clinics and other healthcare providers has been 

ongoing throughout the project and should continue. Established relationships between the 

clinics and other care providers help to support communication and collaboration on patient care 

when needed. Clear referral pathways for pharmacy clinic patients that require care outside the 
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pharmacist’s scope will help to reduce duplication of services and improve efficiency and access 

to timely care across the system. Allowing pharmacists to refer directly to specialists could be one 

important referral pathway. The NP program is an important support in this area as well. 

Continued efforts to improve understanding and acceptance of the clinics by other healthcare 

providers are also important. 

2. Continue to educate and build awareness about the clinics: Knowledge and understanding of the 

scope of services available at the clinics among both patients and healthcare providers has 

improved over time. However, education and communication in this area must be ongoing to 

ensure that patients are seeking appropriate care at the pharmacy clinics, especially as services 

available at the clinics may change over time. The general public and healthcare providers and 

others that may refer patients to the clinic need continued information to help them understand 

the services available. 

3. Implement strategies for improving the efficiency and integration of IT systems: The 

recommendations of the Gap Analysis of Pharmacy Primary Care Digital Solutions should be 

implemented to ensure that IT systems support efficient care and communication. 

4. Provide clinics with structure to support quality patient care but also allow some flexibility: 

Providing pharmacy clinics with a structure in which to work is helpful to support high quality 

patient care and integration with the rest of the healthcare system. For example, clinics can 

benefit from standardized tools and approaches such as a common booking platform and 

standardized charting. However, working with clinics to help them implement the clinic in a way 

that meets their needs, and the needs of their community is also important. This may include 

providing flexibility on how the clinics are staffed (e.g., including pharmacy technicians where 

appropriate), clinic hours (e.g., allowing pharmacies to increase/decrease hours in response to 

patient demand and staffing needs), and how patient appointments are managed within a given 

clinic to meet patient and organizational needs. 

5. Continue to provide support and training to pharmacy clinic staff: The evaluation identified the 

importance of providing ongoing support and training for staff working in the pharmacy clinics. 

This includes topics related to clinic management as well as clinical areas. Pharmacy clinics would 

benefit from opportunities to learn from one another as well as additional clinical learning 

opportunities. 

6. Continue the CPPCC with a sustainable long-term funding model: This evaluation has 

demonstrated that the pharmacy clinics are providing a valuable service and helping to improve 

access to primary care. The model should be continued, taking into account the considerations 

and suggestions for improvement identified in this evaluation. One key element is the financial 

viability of the clinics going forward. A long-term sustainable funding model should provide fair 

compensation to pharmacies for the care they are providing in the pharmacy clinics. 

 

Additional recommendations specific to service delivery in identified clinical areas (publicly funded 

vaccines, medication reviews, assessment and injection of medication, and chronic disease management) 

are discussed in detail in the main body of the report. 
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Appendix A: Evaluation Methodology 

Overview 
The final evaluation included the following methods: 

• Focus groups and a survey with clinic teams (pharmacists and administrative staff), pharmacy 

managers and owners, and PANS project staff 

• A survey that all clinic patients are invited to complete after receiving services at the clinic 

• Interviews and a survey with community providers (e.g., family physicians, specialists, NPs, 

diabetes centres, other healthcare providers) 

• Interviews with NPs involved in supporting the CPPCC sites 

• Case studies of patients that received CDM services at four CPPCC sites 

• An online clinical data collection tool that clinic staff completed about each service for selected 

services 

• A chart audit to collect patient clinical data from pharmacy clinics 

• Project data, including data reported weekly by pharmacies to PANS, data from pharmacy 

software, and billing data from DHW 

• Review of key project documents 

 

Each of these methods and the approach to analysis are described in more detail below. All data collection 

tools (e.g., surveys, interview/focus group guides, other tools) were developed with the input of PANS and 

the Project Working Group. 

 

Methods 

❖ Focus Groups and Surveys with Clinic Teams and Other Pharmacy Staff 

Focus Groups with Pharmacists, Clinic Admins, and Pharmacy Owners/Senior Managers 

Thirteen focus groups were conducted in September 2024 with pharmacists and admin staff working in 

the clinics as well as with pharmacy owners or senior managers. This included four focus groups each for 

admin staff, pharmacists, and owners/managers, as well as one focus group specifically for pharmacists 

from the former PWIC+ locations. Most participating pharmacies were represented in the focus groups 

(four pharmacies did not attend), and almost 70 people participated (see Table 28). A focus group with 

five staff from PANS supporting this project was also conducted but is not included in the table below. 

 

Table 28: Focus group participants from pharmacy clinic teams 

Admin staff Owner/manager Pharmacist Total 

21 18 29 68 

 

All focus groups were conducted virtually (using Zoom) and were approximately 75 minutes. Focus groups 

were recorded and detailed notes were taken. 
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Clinic Team Survey 

A survey was conducted with pharmacists and admin staff that work in the clinics as well as pharmacy 

owners/managers. The survey was available online from October 31 to November 18, 2024. Across all 

CPPCC sites, 137 respondents completed this survey (although 20 respondents only answered the first 

question). About half of respondents (53%, n=73 of 137) were pharmacists, followed by clinic admins 

(27%, n=37 of 137) and owners/managers (20%, n=27 of 137) pharmacies. Some of the questions were 

only asked to pharmacists or owners/managers and not admin staff.  

 

❖ Patient Survey 

All patients that received a service from a pharmacy clinic were invited to complete a short survey 

following service delivery. The survey is available online and pharmacies are equipped with tablets to 

allow patients to complete the survey at the end of their appointment, or patients are provided with a QR 

code or link to complete the survey on their own device. The patient survey was launched two months 

after each phase began (i.e., April 1 for Phase 1 and July 1 for Phase 2) and closed October 31, 2024. 

 

When the number of surveys completed is compared to the number of patient visits pharmacies have 

reported in the weekly data collection tool, the response rate is about 3% (5,551 surveys completed 

compared to 188,276 patient visits reported). The response rate to the patient survey has declined over 

time (it was 6% at the time of the interim evaluation), and it varies across pharmacies, with three 

pharmacies at >10%, three pharmacies between 5% and 9%, and most pharmacies (27) with rates below 

5%. Response rates in the initial months of the project (e.g., March to May 2023) were much higher, 

reaching about 20%. 

 

❖ Community Provider Survey and Interviews 

Gathering input from other community providers (e.g., ED staff, primary care physicians, NPs, other local 

pharmacists, other healthcare providers such as specialists, diabetes educators, etc.) on their experiences 

with the CPPCC project was done through an online survey and interviews. 

 

Survey 

Beginning in April 2023, a brief online survey was made available so that healthcare providers could 

provide their feedback on the project. The survey data is intended to complement the qualitative 

information gathered through the community provider interviews and provide a forum for community 

providers to give input on the project in an ongoing manner. The survey was available online and was 

publicized by participating pharmacies and through Doctors Nova Scotia. The provider survey was 

launched April 1, 2023 and closed October 31, 2024 (19 months). 

 



Research Power Inc. 

Community Pharmacy Primary Care Clinics: Final Learning and Evaluation Report 

Pharmacy Association of Nova Scotia 

March 2025 – Final 

127 

 

A total of 328 responses to this survey were received. Survey responses up to August 31, 2023 (n=145) 

were analyzed and included in the interim evaluation report, with the remaining 183 responses included 

in this final evaluation. Over half of all respondents (56%) were from Central Zone, followed by Western 

Zone (22%), Eastern Zone (14%), and Northern Zone (8%). Since the interim evaluation, the proportion of 

respondents from Central Zone is higher (62% for the final evaluation compared to 49% at the interim). 

Most respondents across both time periods were family physicians (80%), but since the interim evaluation 

there have been a few more responses from other types of healthcare providers: specialist physicians 

(15% of final evaluation respondents compared to 2% of interim respondents); ED physicians (7% of final 

evaluation respondents compared to 6% of interim respondents); and NPs (3% of final evaluation 

respondents compared to 2% of interim respondents). Most respondents in both time periods (82%) 

reported that at least one patient they provided care to had received care at a pharmacy clinic, but 

respondents in the final evaluation period were more likely to have a larger number of patients that have 

received care through CPPCC (59% had 6 or more patients that had received care at a CPPCC site at the 

final evaluation, compared to 38% at the interim evaluation). 

 

Survey respondents reported that their patients had most commonly received services for UTI assessment 

(65%), prescription renewal (59%), administration of vaccines (52%), Group A Strep assessment (48%), 

and minor ailment assessment (41%). The most commonly received services were consistent between the 

interim and final evaluation periods. 

 

Interviews 

To gather additional in-depth feedback from community healthcare providers, individual interviews were 

conducted with 15 community providers in September and October 2024 (8 additional providers were 

contacted and invited to participate but did not respond). Interview participants included family 

physicians and NPs from all four Zones (eight interviews), ED and specialist physicians (four interviews), 

primary care clinics (one interview), public health (one interview), and diabetes centres (two interviews). 

Community providers were identified to participate in interviews either by pharmacies participating in the 

project (i.e., providers they interacted with), by PANS, or through the community provider survey which 

asked respondents if they would be willing to be contacted and invited to participate in an evaluation 

interview. Providers received an honorarium of $150 for participating in an interview. Interviews were 

approximately 30 minutes and were completed virtually (Zoom or telephone). All interviews were 

recorded and detailed notes were taken. 

 

❖ NP Interviews 

Three interviews were conducted to gather information about the NP program to support CPPCC sites. 

Two interviews were conducted with NPs providing the support and one with the program manager at 

NSH. Interviews were conducted in October 2024, were approximately 30 minutes and were completed 

virtually (Zoom). All interviews were recorded and detailed notes were taken. 
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❖ Case Studies 

To gather more in-depth information about collaboration and CDM occurring at CPPCC sites, the 

evaluation includes a set of case studies. These case studies are intended to help answer the following 

evaluation questions: 

• What does the patient care journey look like for patients that access CDM care through CPPCC? 

• How does receiving care through CPPCC impact patient care, including the quality of care, and 

patient clinical outcomes? 

• How effectively are pharmacy clinics collaborating with other parts of the health system, 

especially related to CDM and complex patients? What are the barriers and enablers to 

collaboration? 

 

The case studies are intended to be illustrative, i.e., provide a rich and detailed description of the 

experiences of a subset of pharmacies and patients that meet the identified criteria. They also examine 

the effects or outcomes of the project for these pharmacies and patients. The case studies complement 

other data gathered through the evaluation. 

 

Case Selection 

Purposive sampling was used to identify cases (i.e., purposefully selecting clinic sites and patients that 

meet specific criteria). Four pharmacy sites were identified that met the following criteria: 

• Provide a significant amount of more complex patient care that is provided over time (e.g., CDM) 

rather than a focus on more acute and one-off services. 

• Have some collaborative relationships with other healthcare providers (e.g., family physicians, 

NPs, NSH primary care clinics, diabetes centres, specialists), including shared patients, 

collaboration on patient care, and/or regular referrals to/from the pharmacy clinic and other 

providers. 

 

The case study sites were located in three of the four health zones (Western, Eastern and Northern) and 

all were in small towns. Each site then identified four patients that met specific criteria and obtained their 

consent to participate in the case study. The patient criteria were: 

• Have received CDM care at the site for at least four months (as of July 31, 2024), with at least two 

follow-up visits to the clinic completed. Preference given to patients with a longer history of care 

at the pharmacy clinic. 

• Meet one of the following criteria, with the goal of having a mix of attached and unattached 

patients: 

o Unattached patient 

o Attached patient where the clinic is collaboratively managing care with another provider. 

o Attached patient where there is a poor or no relationship with the other provider (i.e., no 

collaboration on patient care). 

• Pharmacies were also asked to provide a mix of patient outcomes, e.g., two patients where the 

clinic was ablet to meet their care needs, and two patients where there were more challenges in 
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providing care (e.g., due to patient complexity or specific health needs outside of the pharmacist’s 

scope, due to lack of access to other providers, etc.). 

 

Pharmacy clinics were also asked to identify up to two other providers involved in collaborative care for 

the selected patients to participate in the case study (e.g., family physicians, NPs, NSH primary care clinics, 

diabetes centres, specialists). 

 

Once consent was obtained from patients and providers, the pharmacy clinic provided the list of names 

and contact information for patients and providers to the evaluator. The pharmacy also completed a case 

summary for each case study patient that documented the patent’s health context (e.g., age, health 

conditions, initial reason for seeking care, whether attached or not) and the care received at each visit to 

the pharmacy clinic, as well as patient clinical outcomes and collaboration with other providers at each 

visit. All patients were identified in August and early September 2024. 

 

Case Study Methods and Participants 

Once all the patient and provider names and case summaries were received, the evaluators reviewed all 

information and completed interviews as follows: 

• Four interviews were completed with pharmacist(s) providing care to the identified case study 

patients, one interview at each participating pharmacy site. 

• Fifteen interviews with selected patients (one patient could not be reached for an interview 

despite multiple attempts). 

• Four interviews with other providers involved in collaborative patient care, including one 

specialist, two nurses (an RN and NP) and a respiratory educator at the INSPIRED program. 

 

Interviews were conducted virtually (telephone or Zoom). Interviews with the pharmacists were an hour, 

all other interviews were approximately 20-30 minutes. Providers received an honorarium of $150 for 

participating in an interview. All interviews were recorded and detailed notes were taken. 

 

❖ Project Data 

Weekly Pharmacy Report 

Data on clinic service delivery (e.g., clinic hours, pharmacist and admin staff working hours, patients seen, 

no show and booked appointments) was collected weekly through an online form from the beginning of 

the project (February 1, 2023) to October 31, 2024. Each pharmacy was responsible for submitting data 

for the previous week every Monday, and pharmacies that did not submit their data on time received 

reminders and prompts to ensure data collection was completed. This data is compiled and reported 

weekly to PANS and DHW and is also included in this report. 
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Patient Chart Audit 

To gather additional information on patient clinical outcomes, a PANS staff member conducted a chart 

audit in the summer of 2024. Twenty-eight pharmacy clinics were invited to participate and data was 

reviewed at 25 clinics. At each clinic, patient records were reviewed and patients that had received at 

least three CDM services (initial assessment and at least two follow-ups) were identified. If more than 15 

patients met this criterion, up to 15 patients were randomly selected from the list for data review and 

extraction. Four of the participating clinics did not have any patients that met the three visit criteria, so 

data was extracted from only 21 pharmacy clinics. Across the 21 sites, 242 patient charts were reviewed, 

and 146 of these patients had three or more visits and were included in the analysis. One group of 

pharmacies representing 32% of included pharmacies had a much higher number of patients that were 

included in the chart review (67% of all patients included). 

 

Clinical Data Collection Tool 

Clinics collected some additional data about the clinical care they are providing using an online form that 

clinic staff were asked to complete after patient visits for selected services. For most services, the time 

required for the appointment and administrative work involved was collected. Since the interim 

evaluation, additional data was collected on the following services: assessment and administration of 

medications (IM or SC injectable, anti-psychotic, sublocade), chronic disease management, medication 

reviews (basic, advanced), prescribing with a diagnosis already established, and vaccines. Service time 

data was also collected for many other services. 

 

When the number of services pharmacies billed (based on PMS data submitted to PANS) is compared to 

the number of entries in the clinical data collection tool, the response rate is estimated at about 55% 

(120,108 entries in the clinical data collection tool compared to approximately 216,673 services billed). 

The response rate varies widely across pharmacies, with nine pharmacies at or above 80%, 11 pharmacies 

between 50% and 79%, eight pharmacies between 20% and 49%, and five pharmacies with rates below 

10% (most of these below 2%). 

 

Pharmacy Data 

Data on services delivered by pharmacy clinics was extracted from each pharmacy’s PMS. PANS worked 

with all participating pharmacies to develop procedures for extracting and sharing data and compiled this 

data and reported it regularly. The compiled data was shared with the evaluator to include in this report. 

 

DHW Billing Data 

All CPPCC pharmacies are supposed to bill all services delivered as part of CPPCC to Nova Scotia Medial 

Insurance Services (MSI). DHW extracted and reviewed data related to CPPCC site billing and provided it 

to the evaluator to include in this report. 
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❖ Document Review 

A review of new project documents and information developed since the interim evaluation was 

conducted. The documents reviewed include: 

• Project documentation: templates for clinical assessments 

• Pharmacy information (e.g., number and type participating, number of pharmacists, clinic 

schedule/hours, etc.) 

• Promotional/informational materials for the public and other healthcare providers 

• Training materials provided to clinic pharmacist and admin staff 

• Information about clinic operations (e.g., hours, patient booking and communication processes) 

• Evaluation documents 

 

Data Analysis 
The qualitative information collected through the focus groups, interviews, surveys, and the document 

review was thematically analyzed, which involves identifying common themes across sources. Sources 

were first coded to reveal broader themes, as well as sub-categories that illuminate the data in ways not 

provided by the main themes. The themes and sub-categories were then compared and contrasted across 

data sources to further develop the themes and categories. Systematic comparisons and verifications 

ensure that important categories are not overlooked, and that emerging categories and concepts are 

properly identified. The analysis was completed using the qualitative software NVivo. Verbatim quotes 

from the data that illustrate a particular theme are included where available. The strength of response of 

a theme or finding is reflected through the use of descriptors such as “many”, “some” and “a few”. 

 

Quantitative data from surveys and project data sources (weekly report, billing data, clinical data 

collection tool, etc.) was analyzed and integrated into the report along with the qualitative findings. 

Descriptive statistics such as frequencies and means are reported.  

 

Limitations and Considerations 
• Some of the data collected has changed over time and some of the time periods for reporting may 

vary (e.g., patient and provider surveys were updated in May 2024, changes were made to the 

questions in the clinical data collection tool January, May, and July 2024). The time period for 

reporting is noted in the text where relevant. 

• Pharmacies were supposed to record all services provided through CPPCC in their PMS and also 

bill all services to MSI (including services that are currently publicly funded, those that were not 

funded and eligible for the monthly stipend, and services that were not funded and not eligible). 

However, when comparing the CPPCC billing data from MSI to the data from pharmacy PMS that 

was reported to PANS, the number of services delivered is not consistent between the two data 

sources across a number of services. Most of the services reported in the pharmacy data, but not 

billed to MSI fall in the “Not Funded, Eligible” and “Not Funded, Not Eligible” categories. This 

suggests that in some cases pharmacies were not billing services to MSI for which they do not get 
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direct fee-for-service reimbursement from the province (e.g., only 53% of non-publicly funded 

vaccines were billed to DHW; only 5% of Bloom shadow visits and 13% of CPAMS shadow visits; 

only 82% of complex medication therapy assessments). Most clinics (30 of the 33 included 

pharmacies) are billing at least 84% or more of the services to DHW compared to what they report 

to PANS, but there are three clinics between 70-80%. When this issue was discovered in the 

interim evaluation and investigated with the pharmacies that did not bill some services, it was 

identified that there was a misunderstanding amongst some clinic admins that were responsible 

for submitting the billing information, and this has since been resolved. However, this discrepancy 

in the earlier dataset means that data reported to DHW continues to be an under-estimate of the 

actual number of patients seen and services delivered, and wherever possible, PMS data reported 

to PANS is used as the primary data source for services delivered. 

• The data reported in the clinical data collection tool is also incomplete. The response rate is about 

55% and this is widely variable across pharmacies (some with response rates below 5%). 

• Surveys were not completed by all clinic team members or patients that received care at the 

pharmacy clinics. As we do not have information about the individuals that did not complete a 

survey, it is possible that the lack of response by some participants creates bias in the survey 

results. 

• This evaluation relies heavily on qualitative data about the experiences and perceptions of those 

that worked in, received care from, or were impacted by CPPCC. While qualitative findings provide 

detail and depth of understanding, they are not intended to be a representative sample or 

generalized to a broader population. 
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Appendix B: Additional Data Tables 

This appendix provides some additional data tables to supplement the information in the body of the 

report. 

 

Table 29: Number and percentage of services delivered by pharmacy clinics* 
Service Category Total # services delivered % services delivered 

Renewals 52,425 24.0% 

Group A strep 42,557 19.5% 

Minor Ailments 21,671 9.9% 

CDM Cardiovascular disease 12,101 5.5% 

CPAMS 9,607 4.4% 

Medication Injection 7,661 3.5% 

Complex Therapy Assessment 7,006 3.2% 

CDM Diabetes 6,991 3.2% 

Non-Funded Vaccines 6,737 3.1% 

Publicly Funded Vaccine 6,067 2.8% 

UTI Assessment 5,961 2.7% 

Adaptation 5,760 2.6% 

Bloom 4,128 1.9% 

A1C Testing 3,323 1.5% 

CDM Hypertension 2,227 1.0% 

CDM Lung disease 2,213 1.0% 

Therapeutic Substitution 2,208 1.0% 

Lyme Disease 2,161 1.0% 

Contraception Management 2,068 0.9% 

Prescribing with Diagnosis 1,797 0.8% 

Cholesterol Testing 1,631 0.7% 

Advanced medication review 1,411 0.6% 

Herpes Zoster 963 0.4% 

Complex medication review 915 0.4% 

Basic medication review 851 0.4% 

ENT - Sinusitis 847 0.4% 

CDM Other 760 0.3% 

ENT – Ear: no prescription 630 0.3% 

Tobacco Cessation 614 0.3% 

Miscellaneous** 611 0.3% 

ENT - Ear otitis externa 571 0.3% 

Medication review follow-up 500 0.2% 

ENT - Ear otitis media 483 0.2% 

Vaccine Assessment 459 0.2% 

Take home naloxone kit training 319 0.1% 

COVID-19 Treatment 307 0.1% 

Medication assessment for injection 304 0.1% 
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Service Category Total # services delivered % services delivered 

Deprescribing 262 0.1% 

CDM ADHD 222 0.1% 

Travel Consultation 208 0.1% 

CDM non-cancer pain 176 0.1% 

CDM hypertension (CHMP) 141 0.1% 

CDM Obesity 129 0.1% 

Dx and prescribing hypertension 97 0.0% 

Refusal to Fill 84 0.0% 

Dx and Prescribing Diabetes 56 0.0% 

Form Completion 30 0.0% 

Prescribing in an Emergency 25 0.0% 

Malaria Chemoprophylaxis 16 0.0% 

Antibiotic Prophylaxis 11 0.0% 

Pharmacogenomic Testing 6 0.0% 

Total 218,308 100% 
* Data from pharmacy billing data provided to PANS, February 1, 2023 to October 31, 2024. 
** Miscellaneous includes any service for a patient without an NS Health card that is not covered for out of 
province patients and any service for a patient with a NS Health card that is not covered at any provider or any 
other service PIN. 
 

Table 30: Appointment times 

Service Name Mean Median Max. Min. 
Advanced Medication Review - 
Initial assessment  36.2 30.0 120.0 5.0 

Complex Med Review - Initial 
assessment 

31.8 30.0 70.0 5.0 

Diagnosis by protocol of 
hypertension/diabetes 31.3 30.0 60.0 10.0 

Chronic disease management - 
Initial/Annual Assessment 28.1 30.0 80.0 3.0 

Chronic disease management - 
After RPh Diagnosis 25.4 25.0 46.0 14.0 

Advanced Medication Review - 
Follow-up 21.6 20.0 60.0 5.0 

Basic Medication Review - 
Initial assessment  23.5 20.0 65.0 5.0 

Chronic disease management - 
Follow-up 21.0 20.0 90.0 2.0 

Pharmacist prescribing for a 
diagnosis already established 19.6 15.0 80.0 8.0 

Bloom 19.9 15.0 75.0 4.0 
Complex Med Review - Follow-
up 18.7 16.0 45.0 4.0 

Renewal - 4+ medications 19.2 18.0 75.0 2.0 
Basic Medication Review - 
Follow-up  18.1 15.0 45.0 8.0 

Contraception - Initial 17.2 15.0 60.0 1.0 
Prescribing with a diagnosis in 
collaboration with another 
provider 

15.3 15.0 45.0 5.0 
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Service Name Mean Median Max. Min. 
ENT Assessment - Ear 15.9 15.0 40.0 3.0 

ENT Assessment - Sinusitis 14.3 15.0 35.0 3.0 
Complex medication 
assessment and injection 
(excluding vaccines) 

13.9 15.0 30.0 4.0 

Contraception - Follow-up 13.5 15.0 30.0 3.0 

Assessment of Group A Strep 13.5 15.0 115.0 1.0 

Minor ailment 12.8 15.0 80.0 1.0 

Renewal - 0 medications 13.1 10.0 60.0 1.0 

Prescription adaptation 12.3 10.0 80.0 1.0 

Herpes zoster 12.7 14.0 30.0 5.0 

Covid-19 cough 11.7 10.0 20.0 5.0 

Therapeutic substitution 12.0 10.0 60.0 1.0 

PoCT – Lipids 11.9 10.0 45.0 2.0 

UTI 12.0 10.0 25.0 2.0 

Renewal - 1 – 3 medications 11.8 10.0 75.0 1.0 

CPAMS 10.0 10.0 90.0 1.0 

Lyme 10.8 10.0 30.0 2.0 

PoCT - A1c 10.5 10.0 45.0 1.0 
Basic medication injection 
(excluding vaccines) 10.1 10.0 30.0 2.0 

 
 

Table 31: Pharmacist admin times 

Service Name Mean Median Max. Min. 
Advanced Medication Review - 
Initial assessment  

11.7 10.0 80.0 0.0 

Complex Med Review - Initial 
assessment 

9.3 10.0 60.0 0.0 

Diagnosis by protocol of 
hypertension/diabetes 7.5 6.0 22.0 0.0 

Chronic disease management - 
Initial/Annual Assessment 

8.1 6.0 60.0 0.0 

Chronic disease management - 
After RPh Diagnosis 8.6 6.5 40.0 0.0 

Advanced Medication Review - 
Follow-up 8.4 5.0 20.0 0.0 

Basic Medication Review - 
Initial assessment  6.3 5.0 30.0 0.0 

Chronic disease management - 
Follow-up 6.6 5.0 55.0 0.0 

Pharmacist prescribing for a 
diagnosis already established 6.8 6.0 20.0 0.0 

Bloom 6.2 5.0 45.0 0.0 
Complex Med Review - Follow-
up 7.3 5.0 30.0 0.0 

Renewal - 4+ medications 6.0 5.0 45.0 0.0 
Basic Medication Review - 
Follow-up  5.8 5.0 15.0 0.0 

Contraception - Initial 5.9 5.0 30.0 0.0 



Research Power Inc. 

Community Pharmacy Primary Care Clinics: Final Learning and Evaluation Report 

Pharmacy Association of Nova Scotia 

March 2025 – Final 

136 

 

Service Name Mean Median Max. Min. 
Prescribing with a diagnosis in 
collaboration with another 
provider 

7.4 5.0 25.0 0.0 

ENT Assessment - Ear 5.2 5.0 32.0 0.0 

ENT Assessment - Sinusitis 4.6 5.0 30.0 0.0 
Complex medication 
assessment and injection 
(excluding vaccines) 

4.8 4.0 22.0 0.0 

Contraception - Follow-up 5.0 5.0 20.0 0.0 

Assessment of Group A Strep 4.2 5.0 30.0 0.0 

Minor ailment 4.7 5.0 55.0 0.0 

Renewal - 0 medications 4.3 5.0 20.0 0.0 

Prescription adaptation 4.8 5.0 30.0 0.0 

Herpes zoster 4.3 5.0 20.0 0.0 

Covid-19 cough 5.3 5.0 15.0 0.0 

Therapeutic substitution 4.5 5.0 40.0 0.0 

PoCT – Lipids 4.3 5.0 30.0 0.0 

UTI 4.1 5.0 25.0 0.0 

Renewal - 1 – 3 medications 4.2 5.0 101.0 0.0 

CPAMS 4.8 5.0 45.0 0.0 

Lyme 3.8 3.0 20.0 0.0 

PoCT - A1c 3.7 2.0 30.0 0.0 
Basic medication injection 
(excluding vaccines) 4.0 5.0 15.0 0.0 

 
 

Table 32: Total pharmacist times (appointment time + pharmacist admin time) 

Service Name Mean Median Max. Min. 
Advanced Medication Review - 
Initial assessment  47.9 45.0 150.0 5.0 

Complex Med Review - Initial 
assessment 41.1 40.0 120.0 7.0 

Diagnosis by protocol of 
hypertension/diabetes 38.7 40.0 65.0 13.0 

Chronic disease management - 
Initial/Annual Assessment 36.2 35.0 120.0 5.0 

Chronic disease management - 
After RPh Diagnosis 34.0 30.0 80.0 15.0 

Advanced Medication Review - 
Follow-up 30.0 26.5 80.0 7.0 

Basic Medication Review - 
Initial assessment  29.7 30.0 90.0 5.0 

Chronic disease management - 
Follow-up 27.6 25.0 100.0 5.0 

Pharmacist prescribing for a 
diagnosis already established 26.5 22.0 95.0 10.0 

Bloom 26.1 23.0 105.0 5.0 
Complex Med Review - Follow-
up 26.0 24.0 65.0 6.0 

Renewal - 4+ medications 25.1 24.0 95.0 2.0 
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Service Name Mean Median Max. Min. 
Basic Medication Review - 
Follow-up  23.9 23.0 60.0 10.0 

Contraception - Initial 23.1 22.0 75.0 1.0 
Prescribing with a diagnosis in 
collaboration with another 
provider 

22.7 20.0 65.0 7.0 

ENT Assessment - Ear 21.1 20.0 62.0 5.0 

ENT Assessment - Sinusitis 18.9 20.0 60.0 5.0 
Complex medication 
assessment and injection 
(excluding vaccines) 

18.7 18.0 52.0 6.0 

Contraception - Follow-up 18.5 20.0 45.0 3.0 

Assessment of Group A Strep 17.7 18.0 120.0 2.0 

Minor ailment 17.5 15.0 95.0 2.0 

Renewal - 0 medications 17.3 15.0 80.0 2.0 

Prescription adaptation 17.1 15.0 95.0 1.0 

Herpes zoster 16.9 15.0 50.0 5.0 

Covid-19 cough 16.9 15.0 35.0 9.0 

Therapeutic substitution 16.5 15.0 100.0 2.0 

PoCT – Lipids 16.2 12.0 60.0 3.0 

UTI 16.1 15.0 50.0 3.0 

Renewal - 1 – 3 medications 16.1 15.0 111.0 1.0 

CPAMS 14.9 13.0 90.0 1.0 

Lyme 14.6 13.0 45.0 4.0 

PoCT - A1c 14.3 10.0 60.0 2.0 
Basic medication injection 
(excluding vaccines) 14.1 12.0 40.0 5.0 

 
 

Table 33: Other admin times 

Service Name Mean Median Max. Min. 

Advanced Medication Review - 
Initial assessment  

6.3 5.0 20.0 0.0 

Complex Med Review - Initial 
assessment 

6.6 5.0 45.0 0.0 

Diagnosis by protocol of 
hypertension/diabetes 

4.2 5.0 15.0 0.0 

Chronic disease management - 
Initial/Annual Assessment 

5.2 5.0 60.0 0.0 

Chronic disease management - 
After RPh Diagnosis 

4.8 5.0 25.0 0.0 

Advanced Medication Review - 
Follow-up 

5.3 5.0 15.0 0.0 

Basic Medication Review - 
Initial assessment  

4.3 5.0 15.0 0.0 

Chronic disease management - 
Follow-up 

4.7 5.0 30.0 0.0 

Complex Med Review - Follow-
up 

5.6 5.0 11.5 0.0 

Pharmacist prescribing for a 
diagnosis already established 

4.6 5.0 10.0 0.0 
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Service Name Mean Median Max. Min. 

Bloom 4.3 5.0 15.0 0.0 

Renewal - 4+ medications 4.5 5.0 20.0 0.0 

Prescribing with a diagnosis in 
collaboration with another 
provider 

6.1 5.0 60.0 0.0 

Contraception - Initial 5.2 5.0 11.0 0.0 

Basic Medication Review - 
Follow-up  

4.2 5.0 10.0 0.0 

ENT Assessment - Ear 4.3 5.0 15.0 0.0 

Contraception - Follow-up 4.8 5.0 10.0 0.0 

ENT Assessment - Sinusitis 4.2 5.0 10.0 0.0 

Complex medication 
assessment and injection 
(excluding vaccines) 

3.9 3.0 10.0 0.0 

Assessment of Group A Strep 4.5 5.0 30.0 0.0 

Minor ailment 4.6 5.0 69.0 0.0 

Renewal - 0 medications 4.2 5.0 15.0 0.0 

Herpes zoster 4.5 5.0 15.0 0.0 

Covid-19 cough 4.5 5.0 10.0 0.0 

Prescription adaptation 4.1 5.0 15.0 0.0 

PoCT – Lipids 4.2 3.0 10.0 0.0 

Therapeutic substitution 3.8 5.0 20.0 0.0 

UTI 4.2 5.0 15.0 0.0 

Renewal - 1 – 3 medications 4.2 5.0 20.0 0.0 

CPAMS 4.6 5.0 15.0 0.0 

Lyme 4.2 5.0 15.0 0.0 

PoCT - A1c 3.4 2.0 10.0 0.0 

Basic medication injection 
(excluding vaccines) 

3.4 5.0 10.0 0.0 

 
 

Table 34: Total service times (appointment time + pharmacist admin time + other admin time) 

Service Name Mean Median Max. Min. 

Advanced Medication Review - 
Initial assessment  

54.2 55.0 160.0 5.0 

Complex Med Review - Initial 
assessment 

47.6 50.0 130.0 15.0 

Diagnosis by protocol of 
hypertension/diabetes 

42.9 45.0 80.0 16.0 

Chronic disease management - 
Initial/Annual Assessment 

41.4 40.0 122.0 5.0 

Chronic disease management - 
After RPh Diagnosis 

38.8 32.5 90.0 15.0 

Advanced Medication Review - 
Follow-up 

35.3 33.0 90.0 10.0 

Basic Medication Review - 
Initial assessment  

34.1 33.0 105.0 5.0 

Chronic disease management - 
Follow-up 

32.3 30.0 105.0 5.0 
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Service Name Mean Median Max. Min. 

Complex Med Review - Follow-
up 

31.6 28.0 70.0 16.0 

Pharmacist prescribing for a 
diagnosis already established 

31.0 27.0 95.0 10.0 

Bloom 30.4 27.0 120.0 5.0 

Renewal - 4+ medications 29.6 29.0 100.0 2.0 

Prescribing with a diagnosis in 
collaboration with another 
provider 

28.8 25.0 110.0 9.0 

Contraception - Initial 28.3 28.0 85.0 1.0 

Basic Medication Review - 
Follow-up  

28.1 27.0 65.0 10.0 

ENT Assessment - Ear 25.4 25.0 67.0 5.0 

Contraception - Follow-up 23.3 24.0 50.0 3.0 

ENT Assessment - Sinusitis 23.1 25.0 65.0 9.0 

Complex medication 
assessment and injection 
(excluding vaccines) 

22.6 22.0 57.0 7.0 

Assessment of Group A Strep 22.2 21.0 125.0 5.0 

Minor ailment 22.1 20.0 97.0 2.0 

Renewal - 0 medications 21.5 20.0 90.0 3.0 

Herpes zoster 21.5 20.0 60.0 5.0 

Covid-19 cough 21.4 20.0 40.0 10.0 

Prescription adaptation 21.2 20.0 100.0 2.0 

PoCT – Lipids 20.4 15.0 70.0 4.0 

Therapeutic substitution 20.4 17.0 110.0 3.0 

UTI 20.3 20.0 55.0 3.0 

Renewal - 1 – 3 medications 20.3 20.0 121.0 1.0 

CPAMS 19.4 17.0 105.0 2.0 

Lyme 18.8 16.0 51.0 5.0 

PoCT - A1c 17.7 13.0 70.0 2.0 

Basic medication injection 
(excluding vaccines) 

17.6 15.0 45.0 5.0 

 
 

Table 35: Change in service time from interim to final 

 

Avg. time interim 
(to Aug. 31, 2023) 

Avg. time final 
(Sept. 1, 2023 - 
Oct. 31, 2024) 

Avg. change 
interim to 

final % change 

Advanced Medication 
Review - Initial 
assessment  

58.5 47.2 11.3 -24.0% 

Basic Medication Review 
-Initial assessment  

35.0 29.9 5.1 -16.9% 

Bloom  29.6 26.5 3.1 -11.7% 

CDM - Initial 40.3 36.2 4.1 -11.2% 

Basic Medication Review 
- Follow-up  

25.1 23.2 1.9 -8.3% 
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Avg. time interim 
(to Aug. 31, 2023) 

Avg. time final 
(Sept. 1, 2023 - 
Oct. 31, 2024) 

Avg. change 
interim to 

final % change 

CPAMS  16.4 15.4 1.0 -6.4% 

CDM - Follow-up 29.5 27.8 1.7 -6.3% 

Assessment and 
administration of 
injectable medication  

15.6 14.9 0.7 -5.0% 

Renewal for 4+ 
Medications  

26.3 25.3 1.0 -4.2% 

Point of care test A1C  15.6 15.1 0.5 -3.1% 

Renewal for 1-3 
Medications  

16.9 16.4 0.5 -3.0% 

Advanced Medication 
Review - Follow-up  

31.9 31.1 0.8 -2.5% 

Assessment of Group A 
Strep  

17.6 17.8 -0.2 1.4% 

Vaccine assessment and 
administration 

18.9 19.4 -0.5 2.6% 

Minor Ailment 
Appointment  

17.1 17.6 -0.5 3.0% 

Point of care test 
cholesterol  

16.9 17.6 -0.7 4.0% 

Pharmacist independent 
prescribing  

18.4 19.5 -1.1 5.4% 

Therapeutic substitution  14.7 16.1 -1.4 8.5% 

Prescription adaptation  14.1 16.4 -2.3 14.1% 

 


