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AbstrAct

Objective: to evaluate pharmacists’ attitudes 
toward the take Home Naloxone (tHN) program 
and identify areas that could be improved to sup-
port pharmacists’ involvement.

Methods: Pharmacists on the Alberta college of 
Pharmacists’ directory were invited to complete an 
online survey between July 10 and August 8, 2016. 
the survey consisted of 19 questions. Descriptive 
statistics were used to analyze the data.

Results: Four hundred seventy pharmacists com-
pleted the survey (response rate = 11.2%). A total 
of 76.8% of respondents strongly agreed or agreed 
that pharmacists should be screening patients to 
identify those at risk of opioid overdose. Full-time 

pharmacists were more likely to agree (p = 0.02). 
A total of 79.8% of respondents strongly agreed or 
agreed that pharmacists should be recommend-
ing tHN kits. Pharmacists working in large popula-
tion centres (p = 0.008) and full-time pharmacists  
(p = 0.02) were more likely to agree with this state-
ment. Furthermore, 60.6% of pharmacists were 
extremely willing or very willing to participate in 
the tHN program. Pharmacists in practice for ≤15 
years were more willing to participate in the tHN 
program than pharmacists in practice >15 years 
(p = 0.03). the most common perceived barriers 
to implementation of the tHN program were lack 
of time in pharmacists’ current work environment 
and education about the program.

Conclusions: Overall, pharmacists had positive attitudes toward screening patients to identify those at 
risk of opioid overdose, recommending tHN kits and willingness to participate in the program. Factors 
that may facilitate increased participation in the program include addressing time issues and improving 
education about the tHN program. Can Pharm J (Ott) 2017;150:259-268.

Background

Across Canada, opioid overdoses and related 
deaths are increasing.1-5 In response, there has 
been a broad range of implemented interven-
tions. New federal prescription guidelines, 
removal of oxycodone slow release from provin-
cial formularies, introduction of prescription-
monitoring programs (PMP) and electronic and 
print mass media are some of the initiatives that 
have been attempted to control opioid-related 
morbidity and mortality.6 Despite these efforts, 

opioid overdoses continue to rise. In 2012, there 
were 1104 opioid-related emergency department 
visits in Alberta; by 2015, this number increased 
by 40% to 1547 visits.4 The number of calls to 
Health Link Alberta related to naloxone and/or 
an opiate also increased more than 60% in the 
first half of 2016 compared with the same period 
in 2015.4

Currently, there is no evidence that PMP and 
safe opioid prescribing guidelines are effective 
in reducing opioid-related deaths.7 However, 
harm reduction strategies such as syringe access 
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Canada is in the midst 
of an opioid crisis and 
naloxone has proven to 
save lives. Pharmacists 
are uniquely positioned 
in the health care system 
and have the ability to 
engage with patients at 
risk of opioid overdose. 
We wanted to better 
understand pharmacist’s 
perspectives on the 
naloxone program.

Le Canada est au beau 
milieu d’une crise sur les 
opioïdes et la naxolone 
a prouvé qu’elle pouvait 
sauver des vies. Les 
pharmaciens ont une 
place unique dans le 
système de santé; ils 
peuvent communiquer 
avec les patients 
confrontés à un risque 
de surdose. Notre 
objectif est de mieux 
comprendre le point de 
vue des pharmaciens 
sur le programme de la 
naxolone.
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programs,8-10 supervised injection facilities11 
and, more recently, naloxone distribution pro-
grams12-16 have been shown to be successful and 
cost-effective.

Naloxone is an opioid antagonist given par-
enterally and intranasally to reverse the effects of 
opioids. In May 2016, Health Canada removed 
naloxone from the Prescription Drug List, thereby 
expanding access.17 Naloxone is now an unsched-
uled product in Alberta, no longer requiring a 
prescription through a licensed pharmacy.

Alberta Health implemented the Take Home 
Naloxone (THN) program in July 2015. The pro-
gram provides THN kits (Figure 1) free of charge 
to any Albertan who is at risk of overdosing on 
opioids. To assist in the distribution of naloxone, 
Alberta Health Services (AHS) activated an Emer-
gency Coordination Centre to manage the devel-
opment of resources. The Alberta Health and AHS 
THN programs have now been consolidated into 
a single program with more than 700 naloxone 
distribution sites, including more than 65 walk-in 
clinics and more that 580 community pharmacies.5

Pharmacists are among the most accessible 
health care professionals and are uniquely posi-
tioned across the province, in the community 
and in hospitals, to prevent substance use disor-
der.18 To our knowledge, there are no data assess-
ing pharmacists’ perceptions about the THN 
program in Alberta. Pharmacists’ engagement 
is critical in providing opportunities to increase 
naloxone distribution and prevent mortality.

The purpose of our study was to evaluate 
pharmacists’ perspectives on the Alberta THN 
program. A secondary purpose was to identify 
any areas that could be improved to support 
pharmacists’ involvement in the program.

Methods
We conducted a descriptive research study using 
an electronic survey. A directory of registered 
clinical pharmacists with the Alberta College 
of Pharmacists was used. This directory con-
sisted of all registered clinical pharmacists who 
have consented to receive mailings for practice-
based research. All pharmacists on this list were 
invited to complete the survey via e-mail. The 
e-mail provided a description of the study as well 
as a web link directing them to the online survey.

The survey was evaluated for face validity and 
pilot tested with a small group of licensed prac-
tising pharmacists to assess clarity and relevance 
prior to full-scale administration. The survey was 
developed using Survey Select (LCC Company, 
Kansas City, MO) in July 2016 and employed a 
modified Dillman Method.19 A response to each 
question was required to proceed to the next 
question. The link to the electronic survey was 
available for 4 weeks. A reminder e-mail about 
the study survey was sent out at the midpoint 
and 1 week prior to survey closure. Only sur-
veys in which all questions were completed were 
included.

The survey consisted of 19 questions and 
included sections on baseline demograph-
ics, feedback on the THN training, pharmacist 
perceptions of the THN program and barriers 
to implementation into practice (Appendix 1, 
available at www.cpjournal.ca). We hypothesized 
that male pharmacists, community pharmacists, 
pharmacists practising in large urban popula-
tions, full-time pharmacists, younger aged phar-
macists, pharmacists with additional education 
and pharmacists in practice for ≤15 years would 
be more supportive of the THN program.

Study approval was obtained from the Health 
Research Ethics Board of Alberta Community 
Health Committee. Consent to participate was 
implied by participant completion of the survey 
and was voluntary. All responses were anony-
mous and confidential.

Statistical analysis
Response rate was calculated with adjustment 
for surveys that could not be delivered because 
of inactive e-mail addresses and for e-mails with 
automatic replies specifying vacation times.

Descriptive statistics were presented for all 
study variables. Means and standard devia-
tions were reported for continuous variables; 
frequency and proportions were reported for 

KNOwleDge INtO PrActIce 

 • there are currently no canadian data looking at pharmacists’ 
perspectives on the take Home Naloxone program. engaging 
pharmacists in the opioid overdose epidemic is critical.

 • the article provides insight into barriers that pharmacists perceive 
regarding the take Home Naloxone program.

 • Understanding how the take Home Naloxone program is perceived 
and addressing potential barriers can help to engage more 
pharmacists and increase participation in harm reduction services.

 • these findings highlight the need for better education programs for 
pharmacists to develop their confidence and increase their comfort in 
order to maximize naloxone distribution.
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FiguRe 1 contents of a take Home Naloxone kit

each kit contains 2 vials of naloxone 0.4 mg/ml, 2 retractable 3 ml 25 g 1 inch syringes, 2 alcohol swabs, 
2 nitrile gloves, 1-way rescue breathing barrier mask, administration instructions and a kit label. For more 
information, including training requirements and training opportunities, visit www.drugsfool.ca.

categorical variables. Pearson’s chi-square tests 
were conducted to compare 2 categorical vari-
ables. A p value <0.05 was used for statistical 
significance. SAS (SAS Institute Inc., Cary, NC) 
version 9.3 was used to conduct all statistical 
tests. Two-tailed tests were used for comparisons.

Results
During the study period, there were 5049 phar-
macists registered with the Alberta College 
of Pharmacists. Of these, 4307 had consented 
to receive practice-based research mailings. 
Accounting for surveys that could not be deliv-
ered because of inactive e-mail accounts and for 
pharmacists who were unable to complete the 
survey because of vacation time yielded a total 
of 4195 delivered e-mails. From this, 470 surveys 
were completed with no missing data, resulting 
in a response rate of 11.2%.

Demographics and participation
Survey respondent demographics are shown in 
Table 1: 64.7% were female, 63.4% were commu-
nity pharmacists, 27.2% were hospital pharma-
cists, 60.2% worked in a large urban population 
and 79.8% worked full time. Overall, 59% of sur-
vey respondents had completed the THN train-
ing requirements (Table 2). Of these, 83.5% felt 
the training was sufficient, but 15.5% were not 
even aware there was a THN training program.

Screening, recommending and willingness
A total of 76.8% of respondents strongly agreed 
or agreed that pharmacists should be screen-
ing patients to identify those at risk for opioid 

overdose, while 79.8% of respondents strongly 
agreed or agreed that pharmacists should be 
recommending and/or prescribing THN kits for 
patients at high risk for opioid overdose. Phar-
macists who worked in large population centres 
(p = 0.008) and full-time pharmacists (p = 0.02) 
were significantly more likely to agree with this 
statement. Furthermore, 60.6% of pharmacists 
had been either extremely willing or very willing 
to participate in the THN program. Pharmacists 
who were in practice for ≤15 years were more 
willing to participate in the THN program than 
pharmacists in practice >15 years (p = 0.03)

Confidence and comfort
Forty-two percent of pharmacists were either 
very confident or confident in their ability to 

MIse eN PrAtIQUe Des cONNAIssANces 

 • Pour l’instant, il n’existe aucune donnée concernant le point de vue 
des pharmaciens sur le programme de la naxolone à emporter à 
domicile. Il est crucial de mobiliser les pharmaciens dans cette crise 
épidémique de surdoses d’opioïdes.

 • l’article présente des exemples de ce qui, selon les pharmaciens, 
constitue des obstacles dans le cadre du programme de la naxolone 
à emporter à domicile.

 • savoir comment le programme de la naxolone à emporter à 
domicile est perçu et surmonter les éventuels obstacles pourrait 
permettre de mobiliser davantage de pharmaciens et d’accroître 
l’utilisation des services de réduction des méfaits.

 • les conclusions de l’article soulignent la nécessité de mettre en 
place de meilleurs programmes de formation pour permettre 
aux pharmaciens de faire plus confiance au programme et de 
l’apprivoiser pour maximiser la distribution de naxolone.
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Table 1 survey respondent demographics

No. of survey respondents (N = 470)

gender

 Female 304 (64.7)

 Male 166 (35.3)

Primary work setting

 community pharmacy 298 (63.4)

 Hospital pharmacy 128 (27.2)

 Primary care network 10 (2.1)

 Academia/university affiliation 5 (1.1)

 Industry 1

 retired 1

 Other 27 (5.7)

Population of practice area

 rural (<1000) 11 (2.3)

 small population (1000 to 29,999) 100 (21.3)

 Medium population (30,000 to 99,999) 76 (16.2)

 large urban population (≥100,000) 283 (60.2)

Average hours worked per week

 casual 16 (3.4)

 Part-time (<30 per week) 79 (16.8)

 Full-time (≥30 per week) 375 (79.8)

Age group (years old)

 20 to 29 111 (23.6)

 30 to 39 114 (24.3)

 40 to 49 113 (24.0)

 50 to 59 102 (21.7)

 60 to 69 27 (5.7)

 ≥70 3 (0.6)

current level of education

 bachelor of science in pharmacy 425 (90.4)

 Pharmacy practice residency 43 (9.1)

 Master’s 31 (6.6)

 PharmD 32 (6.8)

 PhD 4 (0.9)

(continued)
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provide education on the THN kit. Male phar-
macists (p < 0.0001) and community phar-
macists (p < 0.0001) were significantly more 
confident than female pharmacists and hospital 
pharmacists. In addition, 42.8% of pharmacists 
were very comfortable or comfortable in engag-
ing in conversation on the THN program with 
a patient. Pharmacists working in large popula-
tion centres (p = 0.0081) and full-time pharma-
cists (p = 0.0423) were most comfortable.

Barriers to implementation
The most common perceived barriers to imple-
mentation of the THN program were the lack of 
time in pharmacists’ current work environment 
and lack of education about the program (Table 
3). These 2 barriers remained the most common 
perceived barriers even when looking only at 
pharmacists who completed the THN program 
training. Of note, many respondents used the 
free-text option to comment on the perceived 
rushed implementation of the program (believed 
by some to be a political decision) as well as their 
resistance to harm reduction initiatives.

Discussion
This is the first study to look at pharmacists’ 
perceptions on the THN program in Canada. 
We found that, overall, pharmacists had positive 

attitudes toward screening patients to identify 
those at risk of opioid overdose and recommend-
ing and/or prescribing THN kits for patients at 
high risk of opioid overdose. Most pharmacists 
were willing to participate in the THN program. 
However, pharmacists were not very confident 
in their ability to provide education on the THN 
kits and were generally only somewhat comfort-
able in doing this.

A low degree of confidence and comfort from 
pharmacists could be associated with lack of 
education about the program itself. This was felt 
to be one of the biggest barriers to implementing 
the THN program. Despite low confidence and 
comfort, the fact that pharmacists are willing 
and have positive attitudes toward screening and 
recommending THN kits is extremely encourag-
ing. Of note, lack of education for pharmacists 
is a modifiable barrier and can be addressed to 
improve pharmacists’ attitudes.

Lack of time in the current work environment 
was a noteworthy barrier to implementing the 
THN program. The estimated time for teaching, 
completion of documentation and dispensing of a 
THN kit is approximately 10 to 15 minutes. Recog-
nizably, this estimated time can increase depending 
on numerous different uncontrollable factors, but 
it emphasizes the importance and the need for time 
efficient educational resources for pharmacists.

No. of survey respondents (N = 470)

Additional authorizations

 Additional Prescribing Authorization (APA) 182 (38.7)

 Administer drugs by injection 342 (72.8)

 Ability to order labs (PrAc ID) 332 (70.6)

Years in practice

 0 to 5 149 (31.7)

 6 to 10 62 (13.2)

 11 to 15 46 (9.8)

 16 to 20 49 (10.4)

 21 to 25 49 (10.4)

 26 to 30 38 (8.1)

 31 to 35 43 (9.4)

 ≥36 33 (7.0)

Table 1 (continued)
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Table 2 Pharmacist survey responses

No. (%) of survey respondents (N = 470)

completed tHN program training

 Yes 278 (59.1)

 No 119 (25.3)

 was not aware there was a tHN training program 73 (15.5)

Did you feel the tHN program training was sufficient?

 Yes 234 (49.8)

 No 47 (10)

 Have not completed the tHN program training 189 (40.2)

Pharmacists should be screening patients to identify those at risk of opioid overdose

 strongly agree 110 (23.4)

 Agree 251 (53.4)

 Neutral 76 (16.2)

 Disagree 23 (4.9)

 strongly disagree 10 (2.1)

 scale (1 to 5) 3.91 (sD = 0.88)

Pharmacists should be recommending and/or prescribing tHN kits for patients at high risk for opioid overdose

 strongly agree 152 (32.3)

 Agree 223 (47.4)

 Neutral 56 (11.9)

 Disagree 26 (5.5)

 strongly disagree 13 (2.8)

 scale (1 to 5) 4.01 (sD = 0.96)

How confident are you in your ability to provide education/counsel on the tHN kits?

 Very confident 42 (8.9)

 confident 154 (32.8)

 somewhat confident 124 (26.4)

 Not very confident 93 (19.8)

 Not at all confident 57 (12.1)

 scale (1 to 5) 3.07 (sD = 1.17)

How willing are you to participate in the tHN program?

 extremely willing 91 (19.4)

 Very willing 194 (41.3)

 Moderately willing 107 (22.8)

(continued)
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Another perceived barrier to the THN pro-
gram noted by respondents was that the kit was 
not user friendly. Many respondents felt that in 
the event of an overdose, patients or bystanders 
would have difficulties administering the injec-
tion. As many respondents noted, naloxone is 
also available as an autoinjector and in intrana-
sal formulation; however, the costs for these are 
considerably greater. A nasal formulation would 
also remove the risk of needle-stick injuries and 
would be easier for bystanders to administer.

Our findings are similar to a recent study 
looking at pharmacists’ knowledge, attitudes 
and confidence regarding naloxone for overdose 
reversal in Australia.20 Nielsen et al.20 distrib-
uted an online survey to community pharmacists 
(n = 595) to assess their attitudes toward nalox-
one supply and support for overdose preven-
tion and found that pharmacists were willing 
to supply naloxone but few were confident they 
could identify appropriate patients and educate 
them. The survey also tested pharmacists’ level 

of knowledge about naloxone pharmacokinetics 
and administration. Participants scored a mean 
of 1.8 out of 5, with a score of 5 meaning highly 
knowledgeable.20 This knowledge score could be 
a reflection of the education programs targeted 
at pharmacists. The authors found that lack of 
time, training, knowledge and reimbursement 
were the most common barriers to supplying 
naloxone. This is consistent with our findings 
and reiterates a similar perspective of pharma-
cists toward naloxone programs across the globe.

There are limited data available looking at 
pharmacists’ perspectives on naloxone distribu-
tion programs. A few studies have completed 
small interview-based discussions with phar-
macists on their experience with naloxone sup-
ply and looked at prescribing patterns; however, 
only 1 other study has widely surveyed com-
munity pharmacists.20-24 In our study, 15.5% of 
pharmacists did not even know there was a THN 
training program available. This emphasizes 
the need to revisit the implementation of the 

No. (%) of survey respondents (N = 470)

 A little willing 51 (10.9)

 Not at all willing 27 (5.7)

 scale (1 to 5) 3.58 (sD = 1.09)

How comfortable are you in engaging in conversation on the tHN program with a patient?

 Very comfortable 50 (10.6)

 comfortable 151 (31.2)

 somewhat comfortable 137 (29.1)

 slightly comfortable 74 (15.7)

 Not at all comfortable 58 (12.3)

 scale (1 to 5) 3.13 (sD = 1.18)

Are you already participating in the tHN program?

 Yes 218 (46.4)

 No 252 (53.6)

Do you or your pharmacy currently participate in other harm reduction initiatives?

 Yes 341 (72.6)

 No 58 (12.3 )

 Not applicable 71 (15.1)

tHN, take Home Naloxone; sD, standard deviation.

Table 2 (continued)
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program and further echoes the need for more 
support for pharmacists to help them gain confi-
dence and comfort with supplying naloxone.

In 2011, Alberta witnessed 6 fentanyl-related 
overdose deaths.4 This number increased to 
120 deaths in 2014 and more than doubled to 
274 deaths in 2015.4,5 In response to this rapid 
increase, Alberta Health implemented the THN 
program expeditiously. Given their accessibility, 
pharmacists are critical to the success of such 
an extensive and critical program. Our results 
suggest that pharmacists recognize the impor-
tance of such a program and they aspire to be 
involved; however, there remain substantial 
barriers to comprehensive endorsement by all 
pharmacists. We found that pharmacists were 
not very confident or comfortable and found 

time and education to be the biggest barriers 
to implementation of the program. This reiter-
ates the need for a more strategic approach to 
increase support for pharmacists’ involvement 
in the THN program. Addiction is a primary, 
chronic brain disease,25 and like other chronic 
diseases, clinical interventions by pharmacists 
can have an important impact on the health of 
these patients.

Limitations
A potential limitation of our study was the response 
rate of 11.2%; however, this response rate is in keep-
ing with rates from other studies using online sur-
veys of pharmacists.26,27 The low response rate may 
have introduced sampling bias as well as missing 
different opinions from those who did not respond. 

Table 3 Perceived barriers to implementing the tHN program by respondents

No. (%) of survey respondents (N = 470)

lack of time in current work environment 200 (42.6)

lack of education about the program 192 (40.9)

Inadequate financial compensation for service 93 (19.8)

Do not see patients with opioid drug use in practice setting 90 (19.1)

No perceived barriers to the tHN program 89 (18.9 )

Fear of attracting drug-seeking clientele 87 (18.5)

belief that the tHN program is enabling drug abuse 84 (17.9)

Fear of legal liability 73 (15.5)

lack of support from management or organization 68 (14.5)

Other identified barriers by respondents  

 lack of clientele buy-in 12 (2.6)

 tHN kits are not user-friendly 6 (1.3)

 Poor advertisement of program 6 (1.3)

 lack of treatment programs 5 (1.1)

 Personal opinion 5 (1.1)

 lack of assessment tools 3 (0.6)

 lack of patient education tools 3 (0.6)

 Poor implementation 2 (0.4)

 No access to tHN kits 2 (0.4)

 Infrequent clientele 2 (0.4)

 stigma from community 1 (0.2)

tHN, take Home Naloxone.
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Other methods such as using the telephone, mail-
ing hard copies and/or using incentives to moti-
vate survey participation were not used because 
of methodological and financial constraints, but 
these may have yielded different response rates.27 
Our choice of the summer months may have also 
affected the response rate; however, the response 
rate was no different for studies completed in the 
nonsummer months.26

Conclusion
We found that pharmacists had positive atti-
tudes toward screening patients for risk of opioid 

overdose and recommending naloxone kits for 
patients at high risk of opioid overdose, and they 
were willing to participate in the THN program. 
However, pharmacists were not as confident or 
as comfortable in actual participation in the pro-
gram. Addressing factors such as time and edu-
cation may help increase pharmacists’ attitudes 
and involvement toward the program. In light of 
the current opioid crisis, pharmacists’ perspec-
tives are key, as their role in harm reduction is 
essential to provide an opportunity to expand 
naloxone supply and reduce morbidity and  
mortality. ■
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