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Pharmacist prescribing 
improves patient outcomes 
and access to care; how-
ever, not all pharmacists 
are prescribing regularly. 
Identifying facilitators and 
barriers from a pharma-
cist perspective will allow 
us to understand how to 
improve the uptake of 
pharmacist prescribing 
and to develop strategies 
using behaviour change 
theory to provide better 
support.

La prescription par les 
pharmaciens améliore 
les résultats pour les 
patients et l’accès aux 
soins; cependant, 
tous les pharmaciens 
ne prescrivent pas 
régulièrement. 
L’identification des 
facilitateurs et des 
obstacles du point de 
vue des pharmaciens 
nous permettra de 
comprendre comment 
améliorer l’adoption de 
la prescription par les 
pharmaciens et d’élaborer 
des stratégies en utilisant 
la théorie du changement 
de comportement pour 
fournir un meilleur 
soutien.

	ABSTRACT

Background: The COVID-19 pandemic alongside 
increased patient demand, enablement of scope, 
and government funding has accelerated the need 
and demand for pharmacist prescribing in Nova 
Scotia.

Methods: A sequential explanatory mixed-meth-
ods study was undertaken to understand barri-
ers and facilitators to pharmacist prescribing in 
Nova Scotia, Canada. This consisted of: 1) a cross-
sectional survey and 2) semistructured, qualita-
tive interviews with pharmacists practising in 
the community. The survey and interviews were 
designed using the Behaviour Change Wheel that 
encompasses the Capability Opportunity Moti-
vation Model of Behaviour Change (COM-B) and 
Theoretical Domains Framework version 2 (TDFv2).

Results: Of 190 survey respondents, the percentage 
who prescribed 15+ times/month increased from 
49% before to 80% during the COVID-19 pandemic 
(P<0.001). Pharmacists identified knowledge, social 

norms/pressures, and rewards or consequences 
related to how and when to prescribe as facilitators 
(Knowledge, Social Influences, and Motivation TDFv2 
domains, respectively). Barriers included the envi-
ronmental context and fear of negative outcomes 
(Environmental Context and Resources and Beliefs 
about Consequences, respectively). Through the 
interviews, the presence of prescribing decision 
tools (Memory, Attention and Decision Processes) and 
a supportive organizational culture (Environmental 
Context and Resources) were facilitators. Worry was 
expressed about making mistakes (Beliefs about 
Consequences) and feeling significant pressure to 
meet patient demand (Social Influences) in a busy 
setting (Environmental Context and Resources).

Discussion: Supports to better enable pharmacist 
prescribing are described, with key messages for 
pharmacists, pharmacy owners/managers, educa-
tors, advocacy bodies, regulators, and government 
identified.

Conclusion: Pharmacist prescribing has increased significantly over a short period of time. Environmental 
supports (e.g., time, space, access to patient records), government funding, peer support, and public aware-
ness are needed to optimize and fully implement these practice changes. Can Pharm J (Ott) 2025;158:xx-xx.
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•• Pharmacist prescribing positively impacts patients, 
including increasing access to care and improving 
medication adherence. 

•• Enablers of prescribing include motivation to help 
patients, decision aids, supportive organizational 
cultures, and further integration of pharmacists into the 
health care system.

•• Significant barriers to pharmacist prescribing remain, 
including lack of time, unrealistic public expectations, 
fear of negative consequences, and difficulty or inability 
to access patient records.

•• Key areas of support for pharmacists, pharmacy 
owners/managers, educators, advocacy bodies, 
regulators, and government have been identified using 
behaviour change theory.

MISE EN PRATIQUE DES 
CONNAISSANCES	                                

•• La prescription par les pharmaciens a un impact positif 
sur les patients, y compris en améliorant l’accès aux 
soins et l’observance thérapeutique. 

•• Les facteurs habilitants de la prescription comprennent 
la motivation à aider les patients, les aides à la 
décision, les cultures organisationnelles favorables et 
l’intégration accrue des pharmaciens dans le système 
de soins de santé.

•• Les obstacles importants à la prescription par les 
pharmaciens demeurent, entre autres, le manque de 
temps, les attentes irréalistes du public, la crainte de 
conséquences négatives et la difficulté ou l’incapacité 
d’accéder aux dossiers des patients.

•• La théorie du changement de comportement a 
permis d’identifier les principaux domaines de soutien 
pour les pharmaciens, les propriétaires et gérants de 
pharmacies, les éducateurs, les organismes de défense 
des droits, les organismes de réglementation et le 
gouvernement.

Introduction
Pharmacist prescribing has positive effects on patients and 
the health care system, including increased access to health 
care, more appropriate referrals, better medication adherence 
and cost savings.1-8 As health care providers with medication 
expertise, pharmacists are best positioned within the health 
care system to assess and prescribe for medication treatment. 
Although pharmacists have had the authority to prescribe for 
many conditions in Nova Scotia since 2011 (Table 1), previ-
ous research has shown that pharmacist uptake of prescribing 
has historically been less than anticipated.9

The COVID-19 pandemic rapidly accelerated change in the 
practice of pharmacy, with increased demand and use of phar-
macies by the public to receive primary care, including vac-
cinations and increased enablement of full scope by pharmacy 
regulatory authorities.12-20

In Nova Scotia, the health care system has also increas-
ingly recognized the role of pharmacists in the deliv-
ery of primary care. This has included public funding for  
pharmacist-led care and significant innovation in the phar-
macy practice environment, including the recent opening of 
pharmacy primary care and walk-in clinics throughout the 
province.21,22 Given the pace and scale of pharmacist pre-
scribing, there is a need for updated evidence on the uptake 
of prescribing and the pharmacist experience in this evolv-
ing practice environment.

The frequency of prescribing is known to be affected by a 
number of barriers, including limited training and lack of time 
in the pharmacy environment.23 Conversely, patient care and 
increased job satisfaction have been identified as facilitators.24 
By using behaviour change theory to identify facilitators and 
barriers, targeted interventions and policies can then be devel-
oped to support pharmacist prescribing practices.25-27

This project aims to first describe barriers and facilitators to 
pharmacist prescribing and their impact on self-reported pre-
scribing activity and then to identify potential behavioural change 
interventions based on the identified barriers and facilitators.

Methods
This sequential explanatory mixed-methods study took place 
in Nova Scotia and consisted of 2 components: (1) a cross-sec-
tional survey of pharmacists practising in the community and 
(2) semistructured, qualitative interviews with pharmacists 
practising in the community.

Ethics approval was received from the Dalhousie Health 
Sciences Research Ethics Board, REB#2020-5083, on April 7, 
2020. An amendment to support the qualitative interviews was 
approved on July 22, 2021. Renewals were approved annually.

Behaviour change theory
The cross-sectional survey and interviews were designed 
using the Behaviour Change Wheel that encompasses both 
the Capability Opportunity Motivation Model of Behaviour 
Change (COM-B) and Theoretical Domains Framework ver-
sion 2 (TDFv2).27,28 The COM-B model consists of 3 con-
structs that are the antecedents of behaviour: Capability (C), 
Opportunity (O) and Motivation (M). The TDFv2 integrates 
33 behaviour change theories and consists of 14 domains that 
map to Capability, Opportunity and Motivation. See Table 2 
for the 14 domains of the TDFv2 with interpretations used in 
this study and corresponding COM-B constructs.
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Cross-sectional survey: Questionnaire development and data 
collection
The cross-sectional survey, previously published,9 used a 
mixed-methods design, collecting and analyzing both closed- 
and open-ended data. The questionnaire asked pharmacists 
about their prescribing activities, how often they were prescrib-
ing before and during the COVID-19 pandemic, perceptions 
of their prescribing role, perceptions of barriers and facilitators 
to prescribing using the TDFv2,27 demographic information 
and a series of open-ended questions that allowed participants 
to provide additional comments about barriers to prescribing. 
Using 5-point Likert items, participants were asked the degree 
to which they agreed with a number of statements about their 
prescribing behaviour using the TDFv2. The questionnaire was 
e-mailed to 1338 licensed direct patient care pharmacists in 
Nova Scotia in July 2020.

Data analysis
Quantitative analysis.  Likert-item responses were grouped 
into positive (agree, strongly agree), neutral or negative 
(strongly disagree, disagree). The number of positive and 
negative responses was summed across the survey questions 
and across respondents within each TDFv2 domain (see Table 
2 for definitions and the number of questions per domain). 
More positive responses were indicative of facilitators, and 
more negative responses indicated a barrier to pharmacist 
prescribing. Each TDFv2 domain contained a variable number 
of questions based on the range of relevant topics identified that 
fell into each domain. All domains demonstrated acceptable 

reliability. Given this variability, the percentage of responses 
(which is equivalent to the percentage of respondents) within 
each domain was calculated to enable comparability across 
domains.

Definitions of high- and low-frequency prescribers were 
developed based on how often pharmacists reported prescrib-
ing across multiple categories. Low-frequency prescribers were 
defined as those who reported prescribing anywhere between 
0 and 14 times per month, while high-frequency prescrib-
ers were those who reported prescribing 15 or more times 
per month. Differences in prescribing pre–COVID-19 versus 
during COVID-19 were compared using Wilcoxon signed-
rank tests or McNemar’s tests, as appropriate. The relationship 
between prescribing behaviour using the TDFv2 domains and 
prescribing frequency (high- versus low-frequency prescrib-
ers) was examined using simple logistic regression. This analy-
sis indicated how much more (if the odds ratio was greater than 
1) or less (if the odds ratio was less than 1) likely an individual 
was to be a high- (versus low-) frequency prescriber based on 
their score on each TDFv2 domain.

Qualitative analysis.  Responses to the 3 open-ended questions 
were analyzed with deductive content analysis using the 
14 domains of the TDFv2 as the coding framework.29 Four 
research team members (A.B., J.E.I., J.K., N.K.K.) comprised 
the qualitative analysis team. An agreed-upon codebook was 
developed prior to coding. Two team members (A.B., N.K.K.) 
independently coded the 3 open-ended questions, which were 
then reviewed by the 2 other team members. Discrepancies 

Table 1  Pharmacist prescribing categories with definitions in Nova Scotia as of December 202210

Pharmacist prescribing categories Definitions

Approved conditions Prescribing for common ailments from an approved list of conditions, when a 
diagnosis is provided by a primary care provider or specialist, or a diagnosis 
supported by a protocol.

Prescribing in emergency Prescribing when a patient has an immediate, urgent and high-risk medical 
requirement for medication.

Prescribing renewals Prescribing to continue a current medication with a new prescription. The new 
prescription as written may include refills, but when a patient is dispensed a refill, 
it is not counted as a prescribing service.

Prescribing adaptions Prescribing to modify the dose, formulation, regimen and/or duration of therapy 
when a diagnosis is known and an intended treatment requires modification for 
dispensing either related to medication supply issues or specific patient factors.

Prescribing therapeutic substitutions Prescribing to substitute with a therapeutically equivalent medication due to 
medication supply issues or specific patient factors.

Prescribing drugs that do not require a 
prescription*

Prescribing any drugs that do not require a prescription as a condition of sale. 
This includes medications that may require pharmacist assessment prior to sale 
(Schedule II) or may be available for self-selection in the pharmacy (Schedule III).

*Health Canada determines whether a drug is prescription or nonprescription; Schedule II and III refer to nonprescription designations assigned 
by the National Association of Pharmacy Regulatory Authorities (NAPRA).11
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Table 2  COM-B categories linked to the TDFv2 domains and interpretations used in the study27,28

COM-B
TDF domain (no. of survey 
questions per domain) Interpretation for this study

Capability Psychological Knowledge (2) Knowledge of how and when to prescribe

Skills (9) Skills and ability to prescribe attained through 
practice

M�emory, Attention, Decision 
Processes (3)

Remembering information and making 
decisions related to prescribing

Behavioural Regulation (5) Supports for changing prescribing behaviour
Anything aimed at changing prescribing 

behaviours

Physical Skills (repeat) Skills and ability to prescribe attained through 
practice

Opportunity Social Social Influences (4) Social pressure or norms affecting prescribing

Physical E�nvironmental Context and 
Resources (9)

Influences in the environment that affect 
prescribing

Motivation Reflective S�ocial/Professional Role and 
Identity (3)

Seeing prescribing as part of pharmacist’s role

Beliefs about Capabilities (2) Acceptance of ability to prescribe

Optimism (2) Confidence that prescribing will lead to good 
outcomes

Beliefs about Consequences (13) Beliefs about consequences of prescribing

Intentions (9) Intentions to prescribe

Goals (2) Aims of engaging in prescribing

Automatic S�ocial/Professional Role and 
Identity (repeat)

Seeing prescribing as part of pharmacist’s role

Optimism (repeat) Confidence that prescribing will lead to good 
outcomes

Reinforcement (4) Rewards or incentives related to prescribing

Emotion (5) Feelings associated with prescribing

COM-B, Capability Opportunity Motivation Model of Behaviour Change; TDFv2, Theoretical Domains Framework version 2.

were resolved by group consensus. Inductive content analysis 
was then completed by 1 team member (J.K.) to identify themes 
within each of the domains using NVivo 12 qualitative software 
to organize and classify the data.30 The full qualitative analysis 
team reviewed and agreed upon the themes. The analysis was 
then presented to the full research team for discussion and 
final interpretation.

Qualitative interviews
Recruitment.  Maximum variation purposive sampling was 
used to recruit a cross section of prescribers across self-
reported prescribing frequency (from infrequent to very 
frequent, see Figure 1). These interviews were designed to 

build off themes identified through the survey and to better 
understand the contextual factors that enable or hinder 
pharmacist prescribing. Recruitment was conducted through 
research team members and Facebook posts to a Nova Scotia 
community pharmacist group. Potential participants were 
instructed to contact the research manager directly to maintain 
the anonymity of participants.

Interview guide development.  A semistructured interview 
guide was developed using the results of the cross-sectional 
survey. Areas covered included demographics (e.g., gender, 
years in practice), role (e.g., staff pharmacist, manager), 
pharmacy practice setting, characterization of prescribing 
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activity, view and approach to prescribing, opportunities to 
prescribe in practice, how the decision to prescribe is made 
and supports and barriers to prescribing.

Interviews.  One-on-one virtual interviews were completed 
by an experienced qualitative methods research assistant 
between September 2021 and January 2023 using Zoom video 
conferencing (Zoom Video Communications, Inc.). Interviews 
lasted between 20 and 40 minutes.

Data analysis.  Interviews were recorded and transcribed 
verbatim using the speech-to-text dictation function on 
Microsoft Word (Microsoft Corporation) with identifying 
information removed. Transcribed interviews were uploaded 
into NVivo 1230 and coded independently by 2 team members 
(A.B., N.K.K.), with consensus reached with a third team 
member (J.E.I.) when needed. The first round of coding was 
completed deductively using the 14 domains of the TDFv2 
(Table 2). The TDFv2-coded data were categorized into the 
COM-B, and comparisons were made between interviewees 
and cross-sectional study results.

Results

Cross-sectional survey
Prescribing frequency.  The complete results were previously 
published.31 Briefly, 190 pharmacists participated, which 
represented 14.2% of the pharmacists licensed to practice 
in the community at the time the survey was completed. 
The demographics of those who responded were similar to 
Canadian Institute for Health Information workforce data 
for community pharmacists in Nova Scotia at the time.32 
Respondents were on average 46 years old, practising for an 
average of 20 years, with 51% of respondents identifying as 
female, and 37% working in a rural area.

Most pharmacists (98%) reported prescribing at least once 
per month, which was an increase from 77% in the 2014 sur-
vey.9 In addition, pharmacists who prescribed 15+ times/
month increased from 49% before to 80% after the COVID-19 
pandemic began (P<0.001) (see Figure 2). Renewals (exten-
sion of a medication previously prescribed by another health 
care provider) were the most common prescribing activity, 

followed by diagnoses supported by protocol (e.g., shingles) 
and common ailments (e.g., allergic rhinitis, warts). During 
COVID-19, there was an increase in prescribing for common 
ailments, preventative medicine (e.g., contraception, vaccines), 
diagnosis supported by protocol and renewals (all P<0.05). 
There was a decrease in prescribing for emergencies compared 
with pre-COVID (P<0.01).

The TDFv2 domains that had the highest percentage of 
positive responses (i.e., facilitators) and the highest percent-
age of negative responses (i.e., barriers) within each COM-B 
domain are summarized in Table 3. Within the Capability con-
struct, positivity was highest for knowledge of how and when 
to prescribe (TDFv2 domain Knowledge; 85% of responses 
on this question were positive); within Opportunity, positiv-
ity was highest for social norms or pressures about when to 
prescribe (TDFv2 domain Social Influences, 73%); and within 
Motivation, positivity was highest for rewards or consequences 
related to prescribing (TDFv2 domain Reinforcement, 83%).

In terms of barriers, within Capability, supports for chang-
ing prescribing behaviour was the top barrier (TDFv2 domain 
Behavioural Regulation, 26%). Within Opportunity, Envi-
ronmental Context and Resources (28%) had the most nega-
tive responses identified. Lastly, within Motivation, potential 

Figure 1  How would you characterize your activity as a prescriber?

Figure 2  Frequency of pharmacist prescribing 
compared to 2014 survey, before and during 
COVID-19

A. � Active prescriber: I prescribe frequently and proactively let patients know about pharmacist prescribing whenever it 
is an option.

B. � Moderate prescriber: I prescribe regularly although I may not always notify patients that pharmacist prescribing is an 
option.

C.  Infrequent prescriber: I prescribe infrequently and do not promote pharmacist prescribing.
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negative consequences, such as being responsible for patient 
outcomes and the time it takes to prescribe (TDFv2 domain 
Beliefs about Consequences, 32%), was most negative.

Example quotes included in Table 3, solicited through 
open-ended survey responses, provide context around a 
pharmacist’s experience for each domain. All responses 
were coded as barriers to prescribing. Pharmacists most 
often cited issues around lack of staff and challenges inte-
grating prescribing into overloaded workflows (Envi-
ronmental Context and Resources), lack of appropriate 
reimbursement for both pharmacist and the pharmacies 
(Reinforcement) and discomfort asking patients to pay for 
prescribing services not covered by government funding 
(Social Influences).

Prescribing behaviour.  The TDFv2 domains with the most 
influence within each COM-B construct are presented in Figure 
3. TDFv2 domains within the Opportunity and Motivation 
domains had the strongest relationship with prescribing 
frequency. For example, within the Motivation domain, 
increased positivity within Beliefs about Consequences 
(e.g., perceived positive benefits for patients) was related to 
higher odds of being classified as a high-frequency prescriber 
compared with a low-frequency prescriber (odds ratio 
[OR]=3.13, 95% confidence interval [CI] 1.41–6.97, P<0.01). 
This means that a 1-point increase in the TDFv2 score (e.g., an 
increase from agree [+1] to strongly agree [+2]) is related to 
3.13 times higher odds of being classified as a high-frequency 
prescriber. Social Influences (e.g., having peers and colleagues 

Table 3  Barriers and facilitators to prescribing as identified in the cross-sectional survey of Nova Scotia 
pharmacists

Likert-item responses Open-ended responses

COM-B domain, TDFv2 
domain

Top facilitators 
(most positive)

Top barriers (most 
negative)

Illustrative quotes

Number of responses (%)*  

Capability

  Knowledge 321 (84.47) “We were given very little notice . . . to do 
additional prescribing services (contraceptives, 
UTI, shingles) and were never offered any 
additional training . . . .”

  Behavioural Regulation 248 (26.11) “Crystal-clear training protocols, educational 
materials, CE [continuing education] events, 
etc., should have been put in place . . . .”

Opportunity

  Social Influences 555 (73.03) “. . . the media was blasted with ads that we could 
now provide these services; however, many 
patients did not meet the criteria or they did 
not want to make appointments . . . .”

  E�nvironmental Context 
and Resources

475 (27.78) “. . . while we may be the most accessible health 
care professionals, we are probably LEAST on 
the amount of one-to-one time we can afford 
patients due to time constraints imposed by 
staffing . . . .”

Motivation

  Reinforcement 631 (83.03) “Lack of pharmacist reimbursement—that is the 
greatest barrier.”

  B�eliefs about 
Consequences

801 (32.43) “I haven’t felt comfortable with prescribing in 
certain situations because I couldn’t access a 
patient’s lab values.”

*The number of domains contained more than 1 question, and the number of questions varied between domains—thus, the number of 
responses is not directly reflective of the most positive or negative domain. COM-B, Capability Opportunity Motivation Model of Behaviour 
Change; TDFv2, Theoretical Domains Framework version 2; UTI, urinary tract infection. See Table 2 for TDFv2 and COM-B domain definitions.
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supportive of prescribing) had the highest odds (OR=2.85, 
95% CI 1.42–5.70, P<0.01) compared with other TDFv2 
domains within the Opportunity domain of identifying high-
frequency prescribers. Lastly, within Capability, Skills had a 
significant influence on prescribing activity (OR=2.32, 95% 
CI 1.19–4.49, P=0.01).

See the previously published full study for more details on 
these results.31

Semistructured interviews
Five pharmacists practising in the community completed one-
on-one interviews focused on their prescribing frequency, pat-
terns and describing their pharmacy practice environment. 
See Table 4 for the demographics of the interview participants. 
Two pharmacists identified themselves as “active prescribers”, 
1 as a “moderate prescriber”, and 2 as “infrequent prescrib-
ers”. All pharmacists described their practice location as being 
fairly busy, processing roughly 1500 prescriptions a week.

The qualitative interviews provided further explanation and 
evidence for the facilitators and barriers identified through 
the survey, with a significant number being associated with 
the TDFv2 domains of Memory, Attention and Decision Pro-
cesses; Environmental Context and Resources; Social Influ-
ences; and Beliefs about Consequences. More specifically, the 
presence of prescribing decision tools (Memory, Attention 
and Decision Processes) and a supportive organizational cul-
ture (Environmental Context and Resources) were facilitators. 
However, pharmacists worried about making mistakes (Beliefs 
about Consequences) while also feeling significant pressure in 
the pharmacy environment to meet patient demand (Social 
Influences) in a very busy setting (Environmental Context and 
Resources).

A description of these domains and illustrative quotes are 
provided in Table 5.

Table 4  Demographic characteristics of interview 
participants

n

Pharmacy type

  Independent 2

  Chain 1

  Independent and chain 1

  Grocery 1

Role

  Owner 1

  Manager 2

  Staff pharmacist 2

Location

  Urban 2

  Rural 2

  Both 1

Self-identified gender

  Woman 4

  Man 1

Years in practice

  0–5 1

  5–10 1

  10+ 3

Figure 3  Predictors of pharmacist prescribing activity based on positivity of response by TDFv2 and 
COM-B domains

*P<0.05. Simple logistic regression analyses results. Theoretical Domains Framework version 2 (TDFv2) within the Capability Opportunity 
Motivation Model of Behaviour Change (COM-B). TDFv2 abbreviations used in the figure: Consequences = Beliefs about Consequences; 
Enviro Context = Environmental Context and Resources; Behavioural Reg = Behavioural Regulation.
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Discussion
This study explored pharmacist prescribing in Nova Scotia. 
Our findings showed an increase in self-reported prescribing 
frequency compared with a 2014 study and since the start of 
the COVID-19 pandemic. Almost all pharmacists reported 
prescribing at least once a month, up 21% since 2014. More-
over, almost 80% were prescribing more than 15 times a month, 
compared with only 23% of the respondents in 2014. This 
increase in frequency was likely partially driven by COVID-
19, as prescribing for common ailments, preventative medicine 
and renewals was reported to increase after COVID-19 began. 
Initiation of government funding for prescribing for certain 
conditions in early 2020 (uncomplicated cystitis, shingles, con-
traception management and renewals) may also have driven 
some of the COVID-19–related increase in prescribing. This 
was likely also coupled with challenges in accessing other forms 
of primary care, such as family physicians, during the early 
stages of the pandemic.33

Through the survey responses, we were able to identify 
facilitators and barriers to prescribing, which were further 
contextualized through the interviews. For example, pharma-
cists identified challenges related to Opportunity (within the 
COM-B), specifically referring to the pharmacy environment 
in the survey, and in the interviews identified that a support-
ive organizational culture was a facilitator, although the busy 
pharmacy setting is a barrier (Environmental Context and 
Resources). There was overlap in other results, with pharma-
cists expressing a fear of making mistakes (Beliefs about Con-
sequences) through both data collection methods, which falls 
within the construct of Motivation. We also examined how 
these facilitators and barriers were related to prescribing behav-
iour (i.e., frequency in the current study). Through this analy-
sis, we found further support of the impact of Beliefs about 
Consequences, Social Influences and Environmental Context 
and Resources as influencing the frequency of prescribing. 
Broadly, this reflects the particular importance of Motivation 
and Opportunity rather than Capability (e.g., Knowledge) 
(within the COM-B) in the pharmacy practice environment. 
These key areas identify important targets for interventions to 
support pharmacists, which are further described below.

Within Capability, respondents had positive perceptions of 
their Knowledge, but this was not found to be as important a 
predictor of prescribing as others (e.g., Skills). This may reflect 
that current education and training have been sufficient to sup-
port uptake of pharmacist prescribing or that education and 
training are not primary drivers of prescribing behaviour. This is 
further corroborated by Skills being identified as a key facilita-
tor of prescribing. As pharmacists continue to practise to full 
scope, greater opportunities to prescribe have arisen, which may 
increase confidence and self-efficacy. Further support could be 
provided through the creation of additional decision aids and 
algorithms to increase confidence and self-efficacy (Behavioural 

Regulation) and to serve as environmental supports to prescrib-
ing (Memory, Attention and Decision Processes).

Focusing on Opportunity, patient demand for prescribing 
(Social Influences) is a driver but also a barrier to prescribing. 
Both the survey and interview findings identified time con-
straints in practice (Environmental Context and Resources) 
as a major barrier to prescribing. Interventional supports 
could be put in place related to environmental restructuring. 
This could include ensuring there is a separate clinical space 
available for prescribing, and time available for pharmacists to 
switch from dispensing to assessment may further enable this 
practice. In addition, restricting access through appointment-
based care may be necessary to improve both pharmacist will-
ingness to prescribe and also time to prescribe confidently. To 
enable these supports, adequate staffing and a shift in patient 
expectations regarding the accessibility and speed of care are 
needed. Interview participants who were active prescribers 
also cited that organizational culture and support were key 
facilitators to pharmacist prescribing.

When looking at Motivation, individuals who are more hesi-
tant to prescribe, or who have less practice, may benefit from 
modelling by peers to build confidence and overcome fears asso-
ciated with the negative outcomes of prescribing (Beliefs about 
Consequences). Enablement by pharmacy managers and by 
peers, through communities of practice or mentorship programs, 
may also help to further support prescribing. Also, access to com-
plete patient records and processes to ensure access to patient 
history in pharmacy practice management systems may help to 
reduce hesitation in the prescribing process. Reinforcement of 
behaviour through additional financial incentives to practitioners 
for engaging in prescribing may also improve uptake. Changes in 
prescribing patterns identified in this study were likely influenced 
by expanding reimbursement for specific prescribing categories.

Supporting behaviour change in prescribing requires a 
multipronged approach—considering how different strategies 
(e.g., provision of an online appointment system alongside a 
communication campaign to shift patient mindset in speed of 
accessing care) might target multiple barriers and facilitators 
to enable change. By identifying these strategies, the goal is 
not to add more to a pharmacist’s plate but rather to shift how 
care is supported by the system (e.g., funding, organizational 
changes) and the public.

An overall summary of what health system partners, 
including pharmacists, need to change is shown in Figure 4. 
Proposed strategies for change, based on the COM-B, are bro-
ken down by key partner groups in Figure 5.

Limitations
The survey was conducted in July 2020, followed by interviews 
in late 2021 to early 2023. Given that the interviews took place 
after the survey, the difference in identified barriers may reflect 
mounting pressures in the pharmacy environment. Although 
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the results of this study should be considered transferrable to 
the current practice environment in Nova Scotia, they should 
be interpreted with some degree of caution, as changes in the 
pharmacy practice environment continue given increasing 
primary care access issues in the province over this period. 
However, the consistency between survey and interview find-
ings is encouraging. Finally, this study focused on pharma-
cist prescribing in 1 province and may not be generalizable 
to pharmacist prescribing experiences in other provinces or 
territories. Nonetheless, it highlights important interventions 
grounded in behaviour change theory that may be necessary to 
improve the uptake and sustainability of pharmacist prescrib-
ing across jurisdictions.

Conclusions
This research provides valuable insights and proposes inter-
ventions crucial for enhancing pharmacist prescribing prac-
tices. This study found an increase in pharmacist prescribing 
compared to a 2014 study and from pre-COVID to during the 
COVID-19 pandemic. Using the COM-B and TDFv2 frame-
works, the study identified Beliefs about Consequences, Social 
Influences and Environmental Context as pivotal factors influ-
encing prescribing frequency, highlighting Motivation and 
Opportunity as critical drivers in the pharmacy environment. 
Potential strategies have been proposed to further enhance 
facilitators and mitigate barriers that influence pharmacist  
prescribing. ■

Figure 4  What needs to change

All system partners, including pharmacists, need to work together to create opportunities and build environments that 
enable pharmacist prescribing.
•	 Pharmacists can reflect on prescribing activities to build competencies and confidence
•	 Pharmacy owners/managers can create and support an organizational culture of clinical care
•	 Educators can provide opportunities to practice skills and build competencies
•	 Advocacy bodies can promote and support implementation in practice through educational opportunities
•	 Regulators can enable scope and educate the public on what pharmacist care looks like and how to access it
•	 Governments can fund pharmacist prescribing and ensure pharmacists have access to systems needed to inform 

clinical decision-making

Figure 5  Ways to support pharmacist prescribing
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