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Abstract
Background
Non-medical use of psychoactive substances is a common harmful behavior that leads to the development of Substance Use Disorders (SUDs). SUD is a significant health concern that causes adverse health consequences and elevates the economic burden on the health care system. SUD treatment plans that utilize a patient-centered approach have demonstrated improved treatment outcomes. It is essential for health care providers, including community pharmacists, to understand patients’ needs and prioritize them. Therefore, this study was conducted to explore the perspective of patients living with SUDs or who used substances non-medically regarding community pharmacist services and the delivery of services in a community pharmacy setting. The study took place in Saskatoon, a small urban center of Saskatchewan, Canada.

Methods
Qualitative methodology was used for this research inquiry. Four focus groups were conducted, with a total of 20 individuals who had experienced substance use and accessed community pharmacy services. The discussion of the four focus groups was transcribed verbatim and analyzed independently by two researchers. Agreement on the emergent themes was reached through discussion between the two researchers.

Results
Data analysis resulted in four themes that described participants’ perspectives about community pharmacists. The four emergent themes are: 1) conflicted experiences with community pharmacists, 2) lack of knowledge concerning community pharmacists’ extended services, 3) negative experiences in Opioid Agonist Therapy (OAT) program, and 4) needs from community pharmacists.

Conclusion
There is significant potential for the patient-pharmacist relationship to address the varying needs of patients who use substances and improve their overall health care experience. Patients who use substances are receptive to pharmacists’ services beyond dispensary; however, respectful communication, provision of drug-related information, and counseling are among the primary demands. Future research should focus on studying the impact of meeting the needs of patients on their treatment outcomes.
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Introduction
Substance Use Disorders (SUDs) are a prevalent disease that affects an individual’s social, physical, and psychological wellbeing. Other difficulties usually co-occur with SUDs, such as legal and financial problems, loss of productivity, family instability, and unemployment [1]. Lost workplace productivity is a common consequence of substance use and SUDs. In 2014, the estimated loss of productivity in Canada due to substance use was estimated at $15.7 billion, with tobacco, alcohol, and opioids responsible for most losses [2]. These social situations are both symptoms of SUDs and causes that exacerbate the disease. Other SUD-related problems vary among patients in terms of symptoms, intensity, and responsiveness to treatments [3]. For example, Relapses, a common aspect of SUDs recovery, can have varying triggers depending on the individual’s experience with substance use [4, 5]. Therefore, it is integral that tailored treatments are provided for patients living with SUDs that address their etiological and symptomatic variations in a patient-centered approach. Addressing the needs of patients living with SUD, beyond the pharmacological aspects, has been proven to reduce substance use [6, 7]. Health care providers, such as physicians and pharmacists, who interact with SUDs patients, need to acknowledge the positive impact of patient-centered care and prioritize patients’ needs in treatment decisions.
Community pharmacists are among the health care providers who most frequently encounter clients living with SUDs. In Canada, community pharmacists are the main providers of methadone, the primary treatment of Opioid Use Disorder (OUD). Community pharmacies provide Opioid Agonist Treatment (OAT) programs that primarily dispense oral methadone to facilitate patients’ accessibility to the therapy. Pharmacists working in a community pharmacy with OAT programs are uniquely positioned to encounter patients with SUDs and who use substances for non-medical reasons on a daily basis. In Canada, community pharmacists’ roles in OAT include dispensing and witnessing patients’ consumption of a prescribed dose of methadone.
Easy access and extended working hours make community pharmacists among the most accessible health care providers in Canada. Proximity and accessibility is an impactful combination to initiate and sustain effective strategies to address SUDs [8]. Pharmacists’ accessibility must also be utilized to deliver substance use preventative services like screening and referral. Community pharmacists have been successful in achieving the goals of many health initiatives, such as smoking cessation [9] and diabetes management [10]. Therefore, we would expect that involving community pharmacists in substance use preventative services would help manage and alleviate the negative consequences associated with substance use [11–13]. Utilizing community pharmacists in harm reduction and preventative services for patients with SUDs is not novel; however, not yet fully exploited [14].
Therefore, it is critical to closely investigate the relationships between community pharmacists and pharmacy clients who use substances, to recognize the facilitators and barriers towards providing preventative initiatives in community pharmacies. A study by Vorobjov et al., investigated pharmacists’ perspectives regarding substance use and providing services for people who use substances. The study found that pharmacists are willing to be educators for the public and provide preventative services for clients who use substances [15]. Some pharmacists also recognized opportunities in daily practice to intervene and help clients in the early stages of SUDs [16]. On the other hand, pharmacy customers with risky alcohol consumption had a positive attitude regarding utilizing alcohol screening services provided by their regular community pharmacists [17]. In contrary, people who inject drugs reported stigmatized encounters with community pharmacists when purchasing clean needles from community pharmacies [18, 19]. Thus, the perspectives of patients who use substances regarding community pharmacists’ services must be further examined so that the provided services match patients’ needs [20–22], while applying patient-centered care for patients living with SUDs.
In a continuation to our past work in which we probed pharmacists needs [16], in this study the perspectives of patients who use substances non-medically, or living with SUDs, are explored regarding community pharmacist services and the delivery of care in a community pharmacy setting. The purpose of the study was to 1) explore patients’ perceptions regarding community pharmacists’ delivery of services, including harm reduction, counseling, and referral to community/social services; 2) identify available services and resources for patients who use substances in community pharmacies; 3) identify types of services and resources that are not provided by community pharmacists which patients want to receive, and 4) explore the barriers patients face while accessing care in a community pharmacy.
Methods
Setting, recruitment, and selection criteria
The study was conducted in the city of Saskatoon, Saskatchewan, Canada. Saskatoon is the largest city in the province of Saskatchewan (population of approximately 275,000) and is known for its high rate of HIV due to substance use [23, 24]. Purposive and snowball recruitment for people who use substances was conducted with support from community-based and harm reduction organizations that have regular contact with people who use substances, namely AIDS Saskatoon, currently named Prairie Harm Reduction (https://​prairiehr.​ca/​) and Station 20. Purposive recruitment is popular in qualitative studies to yield informative cases for the phenomena under study. However, it also limits control over the sample criteria such as age and education [25]. A poster outlining the research was distributed throughout the organizations from June – July 2016. Participants had to be individuals over 18 and current substance users, or individuals who had engaged in non-medical substance use in the past 2 years (illicit drugs and/or prescription drugs), and accessed community pharmacy services. Ethical approval was obtained from the University of Saskatchewan Ethics Board (Beh#16–256).
Data collection
A qualitative methodology was considered the appropriate approach for this research project. Qualitative studies are used to explore and understand in-depth human-related phenomena [26]. Qualitative research is used to understand the participants’ lived experiences and develop patterns and relationships between different constructs. The focus group was the chosen method for data collection due to its effectiveness in exploratory studies, especially when interaction among individuals is needed to facilitate discussion and yield a broader range of ideas [27–29]. Focus groups have become one of the most frequently utilized data collection methods in primary research [30, 31]. A discussion guide was developed and reviewed by two researchers of the research team to ensure validity and relevance to the research objectives. The discussion guide was developed to facilitate the conversation in the focus groups. The questions were carefully designed to lead the discussion towards the areas of interest (Table 1). There was a mixture of open and closed-ended questions that were tailored to be sensitive, clear, and unbiased.
Table 1Focus Group Discussion Guide


	Clarification of Terms
	1) People Who Use Drugs
2) Community Pharmacist
3) Pharmacy
4) Any Others?

	Introductory Question
	1) What experiences have you had speaking with community pharmacists?

	Transition Questions
	1) Can you identify services and information that are available from a Pharmacist for people who use drugs?
2) Is a pharmacist a good person to get health information or services from?

	Key Questions
	1) Think back to a time that you’ve visited a pharmacy in the past and spoke with a pharmacist. Were there any specific reasons why you did or did not feel comfortable speaking to a pharmacist about your care?
2) When you visited the pharmacist, what were the most helpful services or information that a pharmacist provided you?
3) Pharmacists in some countries are able to offer needle exchange, information about HIV or HCV or dispense naloxone. What would be the most helpful services or information that a pharmacist should provide that they don’t have now?

	Final Question
	Is there anything else that anyone feels that we should talk about but didn’t?




Focus group procedure
For participants’ convenience, the focus groups took place at a private conference room in a community enterprise center (Station 20) in the west-side core neighborhoods of Saskatoon. All participants signed consent forms and completed a brief survey to verify their eligibility before the focus group. The participants had the chance to ask questions after the consent form was read and explained to them. Participants were informed about the research’s confidentiality, and that no data could be identified or linked to a specific participant. Also, participants were asked to maintain the privacy of other participants and not share members’ information with non-participants.
The focus group discussions were structured using the developed guide to maintain consistency across the multiple focus groups. At least one researcher acted as the moderator to prompt and engage participants in productive discussions during the focus groups while using the questions guide to maintain focus. At the end of each focus group, participants received honoraria ($25 Tim Hortons [a coffee shop chain] gift cards) for their participation in the research.
Data analysis
Four focus groups were conducted with a total of 20 participants (8 females and 12 males) for an average of 1 h per session. All the participants identified themselves as people who use/used substances nonmedically. No participants withdrew from the study. Participants were divided as follows: focus group 1 (7 participants); focus group 2 (4 participants); focus group 3 (5 participants); focus group 4 (4 participants). The age categories of participants were: one participant in the category of 18–24 years old; three participants in the category 25–34 years old; eight participants in the category of 35–44 years old; five participants in the category of 45–54 years old; and three participants in the category of 55–64 years old. Although it was not required, two participants identified themselves as HIV positive, and one participant identified with a first nation status. All participants but one were enrolled in the Opioid Agonist Therapy (OAT) program using oral methadone doses. OAT program in Canada is administered through community pharmacies to treat patients with Opioid Use Disorder (OUD) using several drugs, such as methadone and buprenorphine-naloxone. Community pharmacists must dispense and witness patients consume their daily doses of methadone. Having almost all participants enrolled in the OAT program unintentionally biased the sample recruited for the study.
The number of focus groups was predetermined to be four for this study, as a range of 3–5 participants per group is considered an acceptable range [32]. After four focus groups, saturation was reached, and no further groups were needed [32–34]. The focus groups were audio-recorded, then transcribed verbatim. Using NVivo software, inductive content analysis was performed independently by a research team member (SF) and a research assistant [35]. The latter was hired as an external researcher to reduce bias and ensure the validity of the analysis. The analysis started with repeated reading of the data transcripts to interpret the data as a whole. The initial coding system looked for all ideas and concepts that were described throughout the data. Similar and related codes were grouped into several sub-categories. The sub-categories were combined into higher-level categories (i.e., generic categories) [35]. Generic categories are the main themes represented in the results. Each researcher conducted these steps independently. After completing their independent analysis, the two researchers met to compare their coding systems and emergent themes. This iterative process was conducted until an agreement on the main categories was reached. Emerged themes were reported in all focus groups.
Results
Four major themes emerged, and the analysis revealed several recommendations to improve community pharmacy services for patients living with SUDs. The four themes provided insights regarding participants’ experiences and perceptions of community pharmacists as health care providers. They also summarized the participants’ needs that went beyond the pharmacological aspects of treatment. The themes also explained the effect of physical space and the community pharmacy setting on the communication between pharmacists and those with SUDs. Finally, the developed themes described participants’ experiences with the services provided by community pharmacists, particularly harm reduction services, such as needle exchange and maintenance therapy of methadone.
Conflicted experience with community pharmacists
Through daily and weekly visits to community pharmacies, all participants had notable experiences with community pharmacists.. Participants’ visits to community pharmacies were mainly to obtain their methadone and HIV medications. They described community pharmacists as the most seen health care provider, indicating that pharmacists are nearby and have long working hours making them accessible. Paradoxically, pharmacists were described by participants as the health care providers they would be least likely to seek out when help was needed. They elaborated by saying pharmacists have a busy work environment and hardly reply to their questions or consultations.“Participant A - ‘ I never really thought about going to him [referring to community pharmacist] for support for anything. I always just thought of him as someone serving me just to get the pills and … And, get out.’
Participant B – ‘Get your drugs, and that's it.’"


The main aspects that shaped participants experiences with community pharmacists are listed as sub-themes:
Time
Lack of time was a core problem often reported by participants. They elaborated that community pharmacists are always busy and do not have time to communicate with their patients. Lack of time for appropriate communication, being too busy, and multitasking were common themes across all group meetings. Lack of time was the main reason that participants did not seek medical advice, or help from community pharmacists. Participants expressed that pharmacists did not have time in their daily routine to provide one-to-one counseling for them." Probably we don't go to them, like for counseling or whatever because it seems like they don't have enough time, [it] seems like they're so busy.
Answering phones for the next prescription. They don't have time to even look at you. And, then when you do get a chance, they'll start and then … Oh, excuse me, I got to get going’."


Profitability
Participants explained that some community pharmacists could be helpful when they have time, but the business model of community pharmacy pushes pharmacists toward profitability. Profitability is mandated by the companies and forces pharmacists to “push drugs” and limit counseling time with their patients, as explained by participants."..They have very, very, very little time to spend with patients. As a matter of fact, zero time to spend with patients because their job is to push drugs."


Also, a number of participants articulated that pharmacists are multitaskers as they do not have time to properly counsel patients and provide medication-related information. They perceived that the extent to which pharmacists are required to multitask was harmful to patients’ care, resulting in suboptimal services. For example, several participants reported that the concentration of methadone varies from one time to another because pharmacists are multitasking and cannot stay focused on a specific task." Yeah, in [Pharmacy Name and Location], like that's a constant problem with me too. There's always a different pharmacist filling [the] bottles. There's never one person, and it's never the same. I'm always finding my methadone's too, too much.’"
" You know, instead of having four different pharmacists doing one methadone … you know methadone for all these people, yeah. It's never constant, and it's always, yeah, I, I find sometimes that my, my methadone's too weak and I get that bone rot.’"


According to the participants, community pharmacists are “overworked, underpaid” workers who are pushed by their companies to make a profit. Having this perspective of community pharmacy services affected patients’ engagement with pharmacists as they believe pharmacy services is a money-making business that endeavour to maintain power and control over the patients they serve."I truly think it's a power/control issue. Extremely, that's what it's become."


Consistency
Participants identified that lack of consistency in pharmacy services negatively affected their experiences in community pharmacies. Participants reported that dealing with a different pharmacist each time prohibits building trust and meaningful relationships with pharmacists. Having different pharmacists providing regular services like methadone, HIV, and Hepatitis C medication prevented the feeling of familiarity with the system and alienated patients."Yes, that's exactly what the problem [is] … There's always a different pharmacist doing something. Right, one pharmacist for methadone, period. That would be great. That way that pharmacist knows who's, what, where, how, when and why."


Lack of consistency in pharmacy procedures was also a concern for participants. For example, it was not clear for participants why some pharmacies would provide them with over-the-counter medications that contains opioid, such as a medication that contains acetaminophen with codeine (an opioid), while other pharmacies would deny it. Similarly, it was upsetting for participants that providing pamphlets containing information about their medications and illnesses was not a regular practice at all pharmacies. The following conversation took place in one of the focus groups:"Participant A – ‘You know what is weird … because of my methadone, uh, some pharmacies will sell me ones [a medication that contains codeine, an opioid], and some other pharmacies will not sell me ones.’
Participant B – ‘Yeah, I am wondering how come other pharmacies will sell me them? And, I have asked them too, like, why do you guys do this … like, are you purposely giving me a hard time? Because other pharmacies do it, no problem.’"


Participants suggested pharmacies hire more pharmacists to improve services. Participants believed that if pharmacies were properly staffed, pharmacists would have more time to answer questions, improve consistency, and augment the quality of the provided services."You know, it's, it's constantly like that. That's why if they got one pharmacist for the methadone, HIV, Hep C, whatever. Then, that pharmacist is just doing that job and able to answer questions for you. Then, that, I would feel much better about all pharmacists. But right now, when go I see my pharmacist, I got no time for them either. Cause, why? They don't, they look at you, they sneer their nose down at you, or whatever and then have a nice day."


Positive encounters
An interesting observation occurred when participants from different focus groups shared positive stories of the same pharmacists. A number of pharmacists, known by name, were able to provide a positive experience to multiple participants. Polite, genuine, friendly, and caring were the main characteristics of the pharmacists who created positive experiences for participants. Participants perceived that those pharmacists sincerely cared, tried to put their patients' health first, and never let them go without the necessary medications. The following conversation took place in one of the focus groups:"Participant A –‘certain pharmacies are good, like, it depends on the pharmacist. Like, [Pharmacist Name] was an awesome pharmacist … ’
Interviewer – ‘What, what makes [Pharmacist Name], a good pharmacist?’
Participant A – ‘Well, his attitude.’
Participant B – ‘He cared about people.’
Participants A – ‘He actually cared.’
Participant C – ‘He, like, he mingled with the people, you know.’
Participant A – ‘He never ever let me go without my medication.’"


Lack of knowledge concerning community pharmacists’ extended services
Participants showed a lack of knowledge regarding the scope of services community pharmacists could provide. It was surprising for participants that community pharmacists are able to provide services beyond dispensing medications. The role community pharmacists provided for them has been limited to the dispensing of medications, namely methadone and HIV medications. However, even the dispensary services were reported as suboptimal because of pharmacists’ multitasking and poor communication."I always just thought of him as someone serving me just to get the pills and get out."


While another participant mentioned:"The only reason, the only reason I use a pharmacist … they go get my, my product."


The limited understanding of community pharmacists’ roles, services, and responsibilities created a communication barrier for the patients when accessing pharmacy services. A lack of knowledge about the services pharmacists provide discouraged participants from seeking help and other services beyond dispensing medication. When a pharmacist offered additional services such as dose adjustment or medical advice regarding their drug regimen, participants felt annoyed as they believed pharmacists were overstepping their role and delaying the dispensary services. Participants stated that understanding the broad scope of a pharmacist’s role would facilitate information exchange between patients and pharmacists."I did not even know that they could do all that stuff because … they never … showed that they could do all that stuff."


Another participant reported:"And, the pharmacist will sometimes say that, uh, I really do not think you need this medication, or it should be lowered, or something like that. And I do not think that it is their job to be doing that and when it comes to the doctor … I mean, when the doctor prescribes it, they should just be following what the doctor orders."


However, once participants became aware of the impact community pharmacists could provide, they showed interest in accessing additional services if offered by community pharmacists. Some participants indicated that their pharmacy uses posters to promote different services they provide. Stronger relationships appeared to be formed between patients and pharmacists when patients accessed additional services via community pharmacies.‘Well, like at my pharmacy, they post up posters........,
Like, even when I've been sick when it happened on a weekend when it hasn't been a doctor, they can look up stuff that … if they can give me something, they can give me something until I can get to a doctor. I think I've been through that system three times already and I think it's pretty good.’


Another participants added‘Yeah, that's how [Pharmacy Name] in Winnipeg … when I was in Winnipeg, that's how they were. Like, they're very like one-on-one basis. Like, they care for you. like they knew when something was wrong with me and they come up to me. Because I have mental health issues. And, so they know, like, I'd be off balance and stuff like that.’"


Compared with other pharmacies in the vicinity, one specific Saskatoon pharmacy was identified across all focus groups as offering multiple services, resulting in a higher number of positive comments. Most participants recognized the “one-stop-shop” as convenient as most of them do not have transportation. It was the only community pharmacy in Saskatoon that has a unique patient-friendly arrangement, whereby participants were able to receive more services than what a usual pharmacy provides, including access to a nurse practitioner, a doctor 2 days a week, and a counselor. The pharmacists working in this pharmacy were also able to provide a positive experience for most of the participants."In my pharmacy my methadone doctor comes on Tuesday [s]. And, we got nurse practitioners, in the building. And, it's open all week too. Other things like talk to the counselors there, and … we have all of that [Pharmacy Name]."


Negative experiences in OAT program
Enrollment in an OAT program was the predominant reason why participants accessed community pharmacy services. Almost all participants were enrolled in an OAT program, and those experiences appeared to shape their perspective of community pharmacists. Participants were glad to have the advantage of accessing the program that helped them manage their SUDs. However, the way the OAT program was operated generated negative feelings and experiences among most participants. Several participants showed frustration with the idea of methadone as a lifelong commitment. They believed that it creates a power disparity where pharmacists “control how [their] health is right now.”
The negative experiences about methadone were centered around pharmacists’ attitudes, pharmacy settings, and unclear procedures.
Pharmacists’ attitude
Although participants reported a few positive encounters, most of the participants’ comments were characterized as unfavorable, describing both stigma and discrimination. Participants felt that pharmacists’ attitudes showed prejudice. Those negative feelings were combined with participants’ beliefs that pharmacists do not understand the hardship they are going through to stay on the OAT program. They explained the difficult lifestyle they have as drug users and the significant effects of unforeseen events like a death in the family or a house fire. Despite all their sufferings, patients felt that pharmacists did not offer proper assistance and are finding different reasons every time they visit to cut them off methadone. For example, losing methadone bottles, coming late to their methadone appointment, being rude to pharmacy staff have been reasons cited by a pharmacist to refuse to give them their methadone dose. Participants believed that community pharmacists lack sincere compassion and enact barriers for them because they are on methadone."Right. And, you got these people looking at you. Oh, you're on the methadone program. You're a user. You're garbage. That's how you feel because that's the response you get from all the people."


Another participant elaborated on how they felt abandoned"No, health region helping us. I have some people hitchhiking on the highway, coming to get their methadone because the pharmacist won't give them a week or two days or three days."


A third participant explained how pharmacists can’t feel them“Because they haven’t been in my shoes before, they don’t know what I’m going through. They’re not … they read books and think that they know everything.”


Participants also believed that they are being discriminated against and treated differently than other clients because they are engaged with the methadone. Participants reported that being on methadone or having HIV or Hepatitis C evokes negative attitudes and behaviors from community pharmacists. Participants expressed that pharmacists’ body language changes once they know that a patient is a methadone client. For example, they feel because they are methadone clients, they are ignored, stigmatized, and pushed aside in favor of serving other clients." We shouldn't feel discriminated against because we're sick … and, a lot of these pharmacists do that. They will look at you, … like if they know that you're Hep C or HIV. Right, they're automatically … just will not touch you. … their language, … eye appearance. … Their facial expression.”


Participants recognize how challenging the work environment is in community pharmacies. They explained that pharmacists provide services to a wide range of clients and that some methadone clients are rude and obstinate. They understand how stressful it is for pharmacists to validate the information provided by a SUDs patient as some patients may provide misleading information to break the rules. It was recognized that pharmacists’ behavior might be justified based on previous negative encounters with other methadone clients. However, participants felt that pharmacists should not judge all methadone clients negatively and should “treat people how [they] want to be treated.”
Pharmacy settings
Pharmacy settings for methadone patients were described as unwelcoming environments that made them feel uncomfortable, especially with pharmacies that designated a separate entrance and space for methadone patients. Using a different back door and dealing with pharmacists through a glass barrier was an upsetting experience for participants. Participants felt alienated because they had to access their services differently than other clients. In other pharmacies, the situation is less traumatic, but methadone clients were still treated differently and “pushed” aside to wait, unlike other clients." … even if they had some pictures up, behind [Pharmacy Name], in the back door … there's nothing to make that person feel comfortable. You are in the cold; you're in an enclosed space that's no bigger than this (Participant indicates the size of the space by tracing it out in the room). With a, with a big plexiglass window and that is all you got. There are no pictures. It is always gross on the floor, and you feel like you're in a prisoner's box"


Participants indicated that despite their negative experiences regarding a particular pharmacy setting or pharmacist’s attitude, they did not have the option of getting methadone from another pharmacy. They were forced by their SUDs and their doctors’ referrals to access certain pharmacies. Due to their SUD condition, they needed to utilize a nearby pharmacy, especially when they did not feel well.
Furthermore, the lack of privacy was reported as a communication barrier by different participants. Participants did not like to discuss and share sensitive information about their substance use with community pharmacists in such a public setting. Also, a few participants felt ashamed when a pharmacist discussed their medications and health concerns where others could hear. This behavior was perceived as a breach of confidentiality.
Procedures and policies of OAT
Unpredictability and lack of consistency in the procedures for methadone dispensing was a primary concern for several participants. Various reasons were shared as to why some pharmacists may refuse to dispense methadone, such as being late for appointments, being rude to the pharmacist, missing daily methadone doses for a couple of days, and losing carries bottles. While other pharmacists will provide methadone under the same circumstances as being late for appointment. The worst scenario was when, according to some participants, pharmacists refused to dispense medications without any explanation. Also, participants reported that pharmacists did not assist participants when they have unforeseen events like travel arrangements to attend an unexpected family funeral. It was not clear for participants what the policies were under such circumstances as pharmacists often lacked consistency in such situations. Participants theorized that pharmacists were prejudiced and enforced policy without caring about their patients.
Participants shared incidents of when they suffered from withdrawal symptoms after receiving their witnessed daily dose of methadone due to inaccurate dosing or because they vomited the dose. Participants explained how they felt abandoned as pharmacists did not help while witnessing their suffering. They explained the pharmacists did not replace their dose until they contacted a doctor. The situation sometimes resulted in the replacement of the methadone dose; however, other times, participants’ doses were not replaced. Participants felt controlled by pharmacists who may find different reasons not to give them their methadone carries – take-home methadone doses - or even their daily witnessed dose. It was upsetting for participants that pharmacists lacked compassion when enforcing policies and regulations.
Needs from community pharmacists
Participants’ responses aggregated around three main aspects concerning their needs, namely respect, education, and the needle exchange program.
Respect
Participants explained that they wanted to receive respectful communication from community pharmacists, similar to other clients. They expressed that they deserved to be treated with respect, politeness, and care and not judged because of their SUDs. Participants also described that they would appreciate it if pharmacists socialized and engaged in friendly exchanges with them. Genuine understanding and respectful communication were the paramount need reported by participants. However, participants also clarified that it might take some time to build trust and form a relationship with them; therefore, the best way to interact with SUDs patients is to be professional, polite, and “do not force it.”"If I [were] a pharmacist, I would look at each individual case separately and would not judge a person if they are having a bad day. I would ask them, are you ok? I would direct them, you know, if you need someone to talk to, here is a number, you can go here. There is a job there, you know. There is a lot of help out there; you just got to reach out."


Finally, participants wanted pharmacists to be sensitive to different cultures, languages, and practices, particularly the culture of the Indigenous peoples of Canada. An Indigenous participant described how great the experience would be for an Indigenous patient if a pharmacist showed a sign of cultural admiration."They (referring to First Nations peoples) are all flown here to get their drugs. And, they are just, it is intimidating. It is scary as hell, having a pharmacist there, the pharmaceutical company ready to hop on you. They got a whole team of doctors as soon as they get off the plane. Not one of them speaks their language."


Education
Participants acknowledged the need to be educated by community pharmacists regarding their medications, such as toxicity, drug-drug interaction, and drug-food interaction. Health information provision and explanations were one of the main topics discussed across all four focus groups. Learning about SUDs and understanding the effect of the medications on functionality was reported as an essential need. A pamphlet (print-out) with information about SUDs or where to get help was recognized as a great approach to providing information."But they got to educate people more … and give them more information about the drugs people are taking. Instead of just prescribing and giving the person their prescription and, you know, go home and take your meds until they are done. And if they are prescribed Dilaudid or morphine, well, two weeks down the road they have no energy, they are sore, and they are sweating and everything. … they do not understand why because they did not get the information from the pharmacy when they started taking this."


Another participant elaborated
"what drugs interact with each other. I think it is a good idea that they should bring it to the drug addict's attention. Like say, for instance, this seizure medication combined with this medication, if you are abusing crystal-meth, it will do this to you, just a heads-up, … people just think that they are drug addicts and they do not care, who cares to let them know, but it's important because some of us are diabetic or suffering with mental illnesses like depression"


Similarly, participants wanted community pharmacists to learn about the difficulties and social hardships they are going through as substance users. Many participants expressed that they wanted pharmacists to understand how hard it was for them to secure basic needs like food, shelter, and transportation. Participants also believed that community pharmacists needed more education and training on SUDs. According to the participants, pharmacists had a knowledge gap concerning SUDs and HIV; thus, they needed to be further educated in order to better serve patients with SUDs."They do not know what we are talking about when I am discussing my lab results with them. CD4 count and … viral load. They did not know any of that. You know, just looked at me. They are real puzzled."


The needle exchange program
Several participants described the city’s needle exchange program as a non-effective program because of how it was operated. They elaborated that the operating hours, the quantity of provided syringes, in addition to the limitations of the exchange policy, made the program ineffective when needed. Community pharmacies were not currently providers of the needle exchange program in Saskatoon; however, participants believed they should be. Having community pharmacists involved in the distribution of clean needles would enhance the accessibility of the program, especially on weekends."The Health Bus* is done at 11. After 11 and on weekends, you are done. If you do not have a clean rig, well, all of a sudden, you are using one of your used ones. Heaven forbid you would use somebody else's, but I am sure you would not in this day and age. Or, you are sharpening one of yours. I am it is, it is really quite gross. I could go into it. or [Pharmacy Name] could have it … … . could have a mandate of giving out five."


* Health Bus is a mobile health initiative in Saskatoon. It is designed to bring health care services to people and is staffed with nurse practitioners and paramedics.
Discussion
This study’s main goal was to understand the perspectives and experiences of patients living with SUDs about community pharmacists as health care providers. The study’s findings suggested that the participants’ experiences with community pharmacists are generally negative, with many interactions lacking proper counseling and support. Similar to other studies, lack of pharmacist time [36], stigma [37], lack of privacy [38], and need for additional education for pharmacists [16] were mentioned by participants among the barriers to accessing care in a community pharmacy setting. Some of these issues may overlap with the needs of other customers out of the SUD population. However, understanding SUD patients’ needs are required so that changes within the pharmacy profession is driven by evidence to eventually change the culture impacting SUD patients. We acknowledge that the business model is playing a key role in the patient-pharmacist interactions; however, this is out of the scope of the study and will to be investigated in a future study.
Supporting the notion that the public is often unaware of pharmacists’ full spectrum of services [39, 40], participants shared their limited understanding of community pharmacists’ role beyond dispensing. Community pharmacists are not practicing the full potential of their role in caring for people with SUDs; therefore, it is not recognized by pharmacy consumers [41]. Community pharmacists are trained to provide extended services beyond the traditional model of pharmacy that focuses on filling and dispensing medications [42]. However, many barriers are hindering pharmacists from practicing their full capacity. Participants reported pharmacists’ lack of time as the main reason for not recognizing or accessing pharmacists’ extended services. Lack of time was also reported in other studies [36]. Pharmacist-patients relationship is “ritualised.” “Ritualized” relationship means that it involves well-known typical interactions. Based on previous encounters, pharmacists’ consumers, including people living with SUDs or consume substances, may not expect advice, help, or counseling from a pharmacist concerning their conditions, making it hard for pharmacists to initiate a conversation and change the ritual. Likewise, it may be challenging for patients to understand pharmacists’ extended role and seek their assistance [43]. To change the encounters between patients and pharmacists, the business model, guidelines and policies should encourage pharmacists to practice their responsibilities and set proper remuneration for such services [44]. Pharmacists’ roles and responsibilities should be clearly defined for pharmacists and promoted among patients. Also, to change or enhance this relationship, environmental contextual cues like promotional posters and pamphlets would encourage pharmacists and patients to utilize these services, as reported previously [45].
While patients’ satisfaction is an integral element for patients’ retention and adherence to the OAT program [46], the overall experience of participants with the OAT program in Saskatoon was mostly unfavorable. Poor communication, an unwelcoming environment, lack of counseling, and lack of proper information were the primary reasons cited by participants for their negative experiences. Also, participants reported that the lack of transparency in the OAT program policy and procedure added another layer of communication barrier. In fact, it was not clear to the participant if they are facing pharmacists’ judgment or difficulties due to policy and guidelines. In addition, the business model is another possible contributing factor that must be investigated in the future. Providing counseling and being respectful during patient-pharmacist encounters are referenced as the participants’ primary needs from community pharmacists. Educating patients regarding their health conditions and meeting their needs is already proven critical for positive treatment experiences and subsequent treatment outcomes [47, 48]. Comprehensive substance abuse treatment, which addresses patients’ health and social needs concurrently with pharmacological treatment, leads to a significant reduction in post-treatment substance use and improved patient satisfaction [49–51]. Evidence indicates that applying SUDs preventative measurements rather than palliative care can reduce cost on the health care system [52]. Nevertheless, failing to meet patients’ needs in substance use treatment is a persistent problem [53]. For example, vocational training, child care, transportation, and housing are among the principal needs that have enhanced patients’ treatment outcomes [21], and many treatment programs still lack an adequate referral system.
Also, participants expressed that pharmacists’ attitudes and the stigma toward SUDs were a barrier to proper communication. The stigma toward SUDs, which has been found to exist among health care providers [37], remains a key barrier to accessing health care services and treatment [54–56]. Health care providers, including community pharmacists, should be aware of the stigma, its consequences on people’s physical and mental health, and should try to find new methods to limit its negative impact [57]. In contrast to the many negative encounters, some pharmacists were able to provide a positive experience for participants. Non-judgmental communication was the prevailing characteristic among community pharmacists who provided positive experiences for participants. This finding supports the integral role of social relations and support for the recovery and treatment retention of patients living with SUDs [58, 59].
The following recommendations can be drawn from the current study: there is a need for 1) community pharmacists to become public health advocates and sources of medical advice, 2) training on communication skills for community pharmacists with additional education concerning SUDs and its social elements, and 3) addressing the identified gaps in the policy, dispensing procedures, and practices of the OAT program.
There are several limitations to this study. Firstly, the findings of this study can not be generalized to other settings. However, these findings can give an indication of the needs and barriers people living with SUDs can have in a small urban city like Saskatoon. Also, sampling was voluntary, which may have influenced the outcome of the study. Sampling was mainly through word-of-mouth (snowball sampling); therefore, the sample is not representative of the whole population of people living with SUDs in Saskatoon. Although the study targeted pharmacy clients who use substances, participants were mostly diagnosed with SUDs and enrolled in OAT. Having most of the clients in OAT may have also skewed the data by represented a narrow segment of people who use substances. However, some findings of the study were supported with similar studies in the literature that endorse the support needs and proper exchange of information between people with SUDs and health care providers [17, 20]. In the future, we will investigate the specific needs of subpopulation within SUDs realm, such as injection drug users.
Conclusion
Community pharmacists have a golden opportunity to deliver preventative and harm reduction interventions. Unfortunately, the experience of patients living with SUDs with community pharmacists is often limited to dispensing medications. Patients’ receptivity for the broader range of services community pharmacists can provide are contingent on respectful communication and genuine, friendly and professional conversations. Health care providers, including community pharmacists, should be trained to address patients’ needs while properly delivering patient-centered care for optimum outcomes. Finally, the role of the business model in shaping pharmacist-SUD patient interactions should be investigated in the future to complement the data gathered in this study.
Acknowledgments
AIDS Saskatoon and Station 20 staff for hosting the interviews in their buildings and supporting the research members while arranging the events. Special thanks to Jason Mercredi from AIDS Saskatoon and Lisa Erikson from Station 20 West for their help and support. Ms. Marla Rogers and Ms. Jessica McCutcheon form the Social Sciences Research Laboratories (SSRL) are acknowledged for validating the analysis and proof-editing the English of the manuscript, respectively. Interview Transcription credited to co-author, Mr. Daniel Bakke.

Authors’ contributions
SF collected and analyzed the data; co-conducted three focus groups and she drafted/revised the manuscript as needed. SF also helped in the design of the study and in securing funding for the project through CRISM. DB collected data and co-conducted the focus groups with SF and AE; DB also transcribed the focus groups and provided initial rough analysis of the findings. DB provided important suggestions to the draft manuscript. MD is a co-supervisor of SF, providing input in the various stages of the project particularly data analysis. MD also revised the various version of the manuscripts. AE is the PI of the project, conceptualized the project, secured funding for the project, designed the project and is the supervisor of SF & DB. AE conducted one focus group, provided input to the analysis and revised the various versions of the manuscript. The author(s) read and approved the final manuscript.

Funding
This project was made available by the generous funding from; Canadian Research Initiatives in Substance Misuse (CRISM) National Study Prairie Node subgrant, Canadian Institute of Health Research and Saskatchewan College of Pharmacy Professionals (SCPP). Also, funding and scholarship for Sarah Fatani were provided by the Ministry of Education of Saudi Arabia.

Availability of data and materials
The datasets [i.e., focus group transcripts] generated during and analyzed during the current study are not publicly available but are available from the corresponding author on reasonable request.

Declarations
Ethics approval and consent to participate
This study was conducted after the ethical approval from the University of Saskatchewan Ethics Board (Beh#16–256). Participants provided their signed consent to participate in the study.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.


References
	1.
Roberts NJ, Fishbein D. An integrative perspective on the etiology of substance use: Prevention of Substance Use: Springer; 2019. p. 37–55.

	2.
Staiger PK, Melville F, Hides L, Kambouropoulos N, Lubman DI. Can emotion-focused coping help explain the link between posttraumatic stress disorder severity and triggers for substance use in young adults? J Subst Abus Treat. 2009;36(2):220–6. https://​doi.​org/​10.​1016/​j.​jsat.​2008.​05.​008.Crossref

	3.
Sorge JT, Young M, Maloney-Hall B, Sherk A, Kent P, Zhao J, et al. Estimation of the impacts of substance use on workplace productivity: a hybrid human capital and prevalence-based approach applied to Canada. Can J Public Health. 2019:1–10. https://​doi.​org/​10.​10.​17269/​s41997-019-00271-8.

	4.
Sliedrecht W, de Waart R, Witkiewitz K, Roozen HG. Alcohol use disorder relapse factors: a systematic review. Psychiatry Res. 2019;278:97–115. https://​doi.​org/​10.​1016/​j.​psychres.​2019.​05.​038.CrossrefPubMed

	5.
Waldrop AE, Back SE, Verduin ML, Brady KT. Triggers for cocaine and alcohol use in the presence and absence of posttraumatic stress disorder. Addict Behav. 2007;32(3):634–9. https://​doi.​org/​10.​1016/​j.​addbeh.​2006.​06.​001.CrossrefPubMed

	6.
Marsh JC, Cao D, Guerrero E, Shin H-C. Need-service matching in substance abuse treatment: racial/ethnic differences. Evaluation and Program Planning. 2009;32(1):43–51. https://​doi.​org/​10.​1016/​j.​evalprogplan.​2008.​09.​003.CrossrefPubMed

	7.
Smith BD, Marsh JC. Client-service matching in substance abuse treatment for women with children. J Subst Abus Treat. 2002;22(3):161–8. https://​doi.​org/​10.​1016/​S0740-5472(02)00229-5.Crossref

	8.
Bratberg JP. Opioids, naloxone, and beyond: the intersection of medication safety, public health, and pharmacy. J Am Pharm Assoc. 2017;57(2):S5–7. https://​doi.​org/​10.​1016/​j.​japh.​2017.​02.​006.Crossref

	9.
Agomo CO. The role of community pharmacists in public health: a scoping review of the literature. J Pharm Health Serv Res. 2012;3(1):25–33. https://​doi.​org/​10.​1111/​j.​1759-8893.​2011.​00074.​x.Crossref

	10.
Armor BL, Britton ML, Dennis VC, Letassy NA. A review of pharmacist contributions to diabetes care in the United States. J Pharm Pract. 2010;23(3):250–64. https://​doi.​org/​10.​1177/​0897190009336668​.CrossrefPubMed

	11.
Lynas K. Pharmacists can play a key role in implementing new national strategy to combat prescription drug abuse. Can Pharm J/Revue des Pharmaciens du Canada. 2013;146(3):128–9. https://​doi.​org/​10.​1177/​1715163513488322​.Crossref

	12.
Cobaugh DJ. Pharmacist's role in preventing and treating substance abuse: why are wedoing so little? Am Soc Health-System Pharm. 2003;60. https://​doi.​org/​10.​1056/​NEJM199009203231​230.

	13.
Association AP. Pharmacists’ role in addressing opioid abuse, addiction, and diversion. J Am Pharm Assoc. 2014;54(1):e5–e15. https://​doi.​org/​10.​1331/​JAPhA.​2014.​13101.Crossref

	14.
Matheson C, Bond CM, Tinelli M. Community pharmacy harm reduction services for drug misusers: national service delivery and professional attitude development over a decade in Scotland. J Public Health. 2007;29(4):350–7. https://​doi.​org/​10.​1093/​pubmed/​fdm064.Crossref

	15.
Vorobjov S, Uusküla A, Abel-Ollo K, Talu A, Des JD. Should pharmacists have a role in harm reduction services for IDUs? A qualitative study in Tallinn, Estonia. J Urban Health. 2009;86(6):918–28. https://​doi.​org/​10.​1007/​s11524-009-9400-5.CrossrefPubMedPubMedCentral

	16.
Fatani S, Dobson R, El-Aneed A. Qualitative exploration of the education and skill needs of community pharmacists in Saskatoon concerning substance use disorder. Can Pharm J/Revue des Pharmaciens du Canada. 2019;152(2):117–29. https://​doi.​org/​10.​1177/​1715163518816726​.Crossref

	17.
Dhital R, Whittlesea CM, Norman IJ, Milligan P. Community pharmacy service users' views and perceptions of alcohol screening and brief intervention. Drug Alcohol Rev. 2010;29(6):596–602. https://​doi.​org/​10.​1111/​j.​1465-3362.​2010.​00234.​x.CrossrefPubMed

	18.
Gidman W, Coomber R. Contested space in the pharmacy: public attitudes to pharmacy harm reduction services in the west of Scotland. Res Soc Adm Pharm. 2014;10(3):576–87. https://​doi.​org/​10.​1016/​j.​sapharm.​2013.​07.​006.Crossref

	19.
Paquette CE, Syvertsen JL, Pollini RA. Stigma at every turn: health services experiences among people who inject drugs. Int J Drug Policy. 2018;57:104–10. https://​doi.​org/​10.​1016/​j.​drugpo.​2018.​04.​004.CrossrefPubMedPubMedCentral

	20.
Pulford J, Adams P, Sheridan J. What do clients want from alcohol and other drug treatment services? A mixed methods examination. Addict Res Theory. 2011;19(3):224–34. https://​doi.​org/​10.​3109/​16066359.​2010.​507893.Crossref

	21.
Hser Y-I, Polinsky ML, Maglione M, Anglin MD. Matching clients’ needs with drug treatment services. J Subst Abus Treat. 1999;16(4):299–305. https://​doi.​org/​10.​1016/​S0740-5472(98)00037-3.Crossref

	22.
Perron BE, Ilgen MA, Hasche L, Howard MO. Service needs of clients in outpatient substance-use disorder treatment: a latent class analysis. J Stud Alcohol Drugs. 2008;69(3):449–53. https://​doi.​org/​10.​15288/​jsad.​2008.​69.​449.CrossrefPubMed

	23.
Thomson L. A review of needle exchange programs in Saskatchewan: final report: Prepared for Population Health Branch. Regina: Saskatchewan Ministry of Health; 2008.

	24.
Jozaghi E, Jackson A. Examining the potential role of a supervised injection facility in Saskatoon, Saskatchewan, to avert HIV among people who inject drugs. Int J Health Policy Manag. 2015;4(6):373–9. https://​doi.​org/​10.​15171/​ijhpm.​2015.​73.CrossrefPubMedPubMedCentral

	25.
Palinkas LA, Horwitz SM, Green CA, Wisdom JP, Duan N, Hoagwood K. Purposeful sampling for qualitative data collection and analysis in mixed method implementation research. Adm Policy Ment Health Ment Health Serv Res. 2015;42(5):533–44. https://​doi.​org/​10.​1007/​s10488-013-0528-y.Crossref

	26.
Marshall MN. Sampling for qualitative research. Fam Pract. 1996;13(6):522–6. https://​doi.​org/​10.​1093/​fampra/​13.​6.​522.CrossrefPubMed

	27.
Coreil J. Group interview methods in community health research. Med Anthropol. 1994;16(1–4):193–210. https://​doi.​org/​10.​1080/​01459740.​1994.​9966115.Crossref

	28.
Rabiee F. Focus-group interview and data analysis. Proc Nutr Soc. 2004;63(4):655–60. https://​doi.​org/​10.​1079/​PNS2004399.CrossrefPubMed

	29.
Twohig PL, Putnam W. Group interviews in primary care research: advancing the state of the art or ritualized research? Fam Pract. 2002;19(3):278–84. https://​doi.​org/​10.​1093/​fampra/​19.​3.​278.CrossrefPubMed

	30.
Kuo C, Schonbrun YC, Zlotnick C, Bates N, Todorova R, Kao JC-W, et al. A qualitative study of treatment needs among pregnant and postpartum women with substance use and depression. Substance Use Misuse. 2013;48(14):1498–508. https://​doi.​org/​10.​3109/​10826084.​2013.​800116.CrossrefPubMed

	31.
Zupančič V, Pahor M, Kogovšek T. Focus group in community mental health research: need for adaption. Community Ment Health J. 2019;55(1):168–79. https://​doi.​org/​10.​1007/​s10597-018-0271-7.CrossrefPubMed

	32.
Morgan DL. Focus groups as qualitative research: sage publications; 1996.

	33.
Kitzinger J. Qualitative research: introducing focus groups. Bmj. 1995;311(7000):299–302. https://​doi.​org/​10.​1136/​bmj.​311.​7000.​299.CrossrefPubMedPubMedCentral

	34.
Glaser BG, Strauss AL, Strutzel E. The discovery of grounded theory; strategies for qualitative research. Nurs Res. 1968;17(4):364. https://​doi.​org/​10.​1097/​00006199-196807000-00014.Crossref

	35.
Elo S, Kyngäs H. The qualitative content analysis process. J Adv Nurs. 2008;62(1):107–15. https://​doi.​org/​10.​1111/​j.​1365-2648.​2007.​04569.​x.CrossrefPubMed

	36.
McNeely J, Kumar PC, Rieckmann T, Sedlander E, Farkas S, Chollak C, et al. Barriers and facilitators affecting the implementation of substance use screening in primary care clinics: a qualitative study of patients, providers, and staff. Addict Sci Clin Pract. 2018;13(1):8. https://​doi.​org/​10.​1186/​s13722-018-0110-8.CrossrefPubMedPubMedCentral

	37.
Van Boekel LC, Brouwers EP, Van Weeghel J, Garretsen HF. Stigma among health professionals towards patients with substance use disorders and its consequences for healthcare delivery: systematic review. Drug Alcohol Depend. 2013;131(1–2):23–35. https://​doi.​org/​10.​1016/​j.​drugalcdep.​2013.​02.​018.CrossrefPubMed

	38.
Hattingh HL, Emmerton L. Ng Cheong tin P, Green C. utilization of community pharmacy space to enhance privacy: a qualitative study. Health Expect. 2016;19(5):1098–110. https://​doi.​org/​10.​1111/​hex.​12401.CrossrefPubMed

	39.
Anderson C, Blenkinsopp A, Armstrong M. Feedback from community pharmacy users on the contribution of community pharmacy to improving the public's health: a systematic review of the peer reviewed and non-peer reviewed literature 1990–2002. Health Expect. 2004;7(3):191–202. https://​doi.​org/​10.​1111/​j.​1369-7625.​2004.​00274.​x.CrossrefPubMedPubMedCentral

	40.
Kelly DV, Young S, Phillips L, Clark D. Patient attitudes regarding the role of the pharmacist and interest in expanded pharmacist services. Can Pharm J/Revue des Pharmaciens du Canada. 2014;147(4):239–47. https://​doi.​org/​10.​1177/​1715163514535731​.Crossref

	41.
Compton WM, Jones CM, Stein JB, Wargo EM. Promising roles for pharmacists in addressing the US opioid crisis. Res Soc Adm Pharm. 2019;15(8):910–6. https://​doi.​org/​10.​1016/​j.​sapharm.​2017.​12.​009.Crossref

	42.
Jones EJ, MacKinnon NJ, Tsuyuki RT. Pharmaceutical care in community pharmacies: practice and research in Canada. Ann Pharmacother. 2005;39(9):1527–33. https://​doi.​org/​10.​1345/​aph.​1E456.CrossrefPubMed

	43.
Sabater-Galindo M, de Maya SR, Benrimoj SI, Gastelurrutia MA, Martínez-Martínez F, Sabater-Hernández D. Patients' expectations of the role of the community pharmacist: development and testing of a conceptual model. Res Soc Adm Pharm. 2017;13(2):313–20. https://​doi.​org/​10.​1016/​j.​sapharm.​2016.​04.​001.Crossref

	44.
Worley MM, Schommer JC, Brown LM, Hadsall RS, Ranelli PL, Stratton TP, et al. Pharmacists' and patients' roles in the pharmacist-patient relationship: are pharmacists and patients reading from the same relationship script? Res Soc Adm Pharm. 2007;3(1):47–69. https://​doi.​org/​10.​1016/​j.​sapharm.​2006.​03.​003.Crossref

	45.
Guirguis LM, Chewning BA. Role theory: literature review and implications for patient-pharmacist interactions. Res Soc Adm Pharm. 2005;1(4):483–507. https://​doi.​org/​10.​1016/​j.​sapharm.​2005.​09.​006.Crossref

	46.
Kelly SM, O'Grady KE, Brown BS, Mitchell SG, Schwartz RP. The role of patient satisfaction in methadone treatment. Am J Drug Alcohol Abuse. 2010;36(3):150–4. https://​doi.​org/​10.​3109/​0095299100373637​1.CrossrefPubMedPubMedCentral

	47.
Fiorentine R, Nakashima J, Anglin MD. Client engagement in drug treatment. J Subst Abus Treat. 1999;17(3):199–206. https://​doi.​org/​10.​1016/​S0740-5472(98)00076-2.Crossref

	48.
Fiorentine R, Anglin MD. More is better: counseling participation and the effectiveness of outpatient drug treatment. J Subst Abus Treat. 1996;13(4):341–8. https://​doi.​org/​10.​1016/​S0740-5472(96)00109-2.Crossref

	49.
Friedmann PD, Hendrickson JC, Gerstein DR, Zhang Z. The effect of matching comprehensive services to patients’ needs on drug use improvement in addiction treatment. Addiction. 2004;99(8):962–72. https://​doi.​org/​10.​1111/​j.​1360-0443.​2004.​00772.​x.CrossrefPubMedPubMedCentral

	50.
Simpson DD, Joe GW, Rowan-Szal GA, Greener JM. Drug abuse treatment process components that improve retention. J Subst Abus Treat. 1997;14(6):565–72. https://​doi.​org/​10.​1016/​S0740-5472(97)00181-5.Crossref

	51.
Gerstein DR, Harwood HJ. Treating drug problems: a study of the evolution, effectiveness, and financing of public and private drug treatment systems (Vol. 1). Washington, DC: Institute of Medicine; 1990.

	52.
Friedmann PD, Hendrickson JC, Gerstein DR, Zhang Z, Stein MD. Do mechanisms that link addiction treatment patients to primary care influence subsequent utilization of emergency and hospital care? Med Care. 2006;44(1):8–15. https://​doi.​org/​10.​1097/​01.​mlr.​0000188913.​50489.​77.CrossrefPubMed

	53.
Pringle JL, Emptage NP, Hubbard RL. Unmet needs for comprehensive services in outpatient addiction treatment. J Subst Abus Treat. 2006;30(3):183–9. https://​doi.​org/​10.​1016/​j.​jsat.​2005.​11.​006.Crossref

	54.
Buchman D, Reiner PB. Stigma and addiction: being and becoming. Am J Bioeth. 2009;9(9):18–9. https://​doi.​org/​10.​1080/​1526516090309006​6.CrossrefPubMedPubMedCentral

	55.
Interian A, Ang A, Gara MA, Link BG, Rodriguez MA, Vega WA. Stigma and depression treatment utilization among Latinos: utility of four stigma measures. Psychiatric services (Washington, DC). 2010;61(4):373.Crossref

	56.
Room R. Stigma, social inequality and alcohol and drug use. Drug Alcohol Rev. 2005;24(2):143–55. https://​doi.​org/​10.​1080/​0959523050010243​4.CrossrefPubMed

	57.
Smith LR, Earnshaw VA, Copenhaver MM, Cunningham CO. Substance use stigma: reliability and validity of a theory-based scale for substance-using populations. Drug Alcohol Depend. 2016;162:34–43. https://​doi.​org/​10.​1016/​j.​drugalcdep.​2016.​02.​019.CrossrefPubMedPubMedCentral

	58.
Dobkin PL, Civita MD, Paraherakis A, Gill K. The role of functional social support in treatment retention and outcomes among outpatient adult substance abusers. Addiction. 2002;97(3):347–56. https://​doi.​org/​10.​1046/​j.​1360-0443.​2002.​00083.​x.CrossrefPubMed

	59.
Pettersen H, Landheim A, Skeie I, Biong S, Brodahl M, Oute J, et al. How social relationships influence substance use disorder recovery: a collaborative narrative study. Substance Abuse: Res Treatment. 2019;13:1178221819833379.



Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/navigation.xhtml

    
      Contents


      
        		Qualitative assessment of patients’ perspectives and needs from community pharmacists in substance use disorder management


      


    
    
      Landmarks


      
        		Body Matter


      


    
  

OEBPS/css/envelope.png





OEBPS/css/sidebar.gif





