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Abstract

Objectives Shared decision-making (SDM) is an approach where patients and

clinicians share evidence and patients are supported to deliberate options

resulting in preference-based informed decisions. The aim of this study was to

describe community pharmacists’ perceptions and awareness of SDM within

their provision of general diabetes management [including Ontario’s

MedsCheck for Diabetes (MCD) programme], and potential challenges of

implementing SDM within community pharmacy.

Methods This qualitative study used semistructured interviews with a conve-

nience sample of community pharmacists. Data were analysed using thematic

analysis.

Key findings We conducted 16 interviews. Six participants were male, and nine

were certified diabetes educators. When providing a MCD, participants used

aspects of a patient-centred approach focusing on providing education. Varia-

tion was evident in participants’ description and use of SDM, as well as in their

perceived level of training in SDM. Participants also highlighted challenges sur-

rounding implementing a SDM approach in practice.

Conclusion Pharmacists are well positioned to apply SDM within community

settings; however, implementation barriers exist. Pharmacists will require addi-

tional training as well as perceived patient and physician barriers should be

addressed to encourage uptake.

Introduction

Diabetes is associated with high rates of morbidity, mor-

tality and cost, contributing to nearly 1.2 million deaths[1]

and $376 billion (US) in cost worldwide.[2] To meet the

needs of people with diabetes, all healthcare professionals

(HCPs) are being mobilized. Pharmacists play a role in

chronic condition management such as diabetes, and

pharmacist-delivered interventions improve health out-

comes beyond what is achieved by usual care.[3–5]

Pharmacists conduct medication reviews to assist

patients with managing their medications to maintain

or improve their health. A number of countries fund

medication reviews delivered by pharmacists; how-

ever, the services offered within these countries vary.[6–8]

Medication review services are publicly funded in

most Canadian jurisdictions;[8] however, the elements

vary among jurisdictions. The MedsCheck programme,

established in 2007, was the first non-dispensing phar-

macy service to be publicly reimbursed in Ontario. It

compensated community pharmacies for medication

reviews conducted by pharmacists for Ontarians taking

three or more prescription medications for chronic

conditions.
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In 2010, Ontario expanded its pharmacist-led medica-

tion review programme, adding a MedsCheck service for

diabetes which enabled pharmacists to provide an annual

medication review and education to patients living with

type 1 or type 2 diabetes.[9] Pharmacists are expected to

advise patients on general and diabetes-specific medica-

tion management at least once every 12 months. This

one-on-one 20- to 30-min consultation, between the

pharmacist and patient, occurs in the community phar-

macy. It includes providing advice and education for dia-

betes and other medical conditions. Among its objectives,

a MedCheck for Diabetes aims to promote patient self-

management and improve outcomes. The pharmacist pro-

vides the patient and their physician with a summary

assessment. MedsCheck for Diabetes (MCD) does not for-

mally include point-of-care testing or other simple checks

such as visual acuity or monofilament testing. In addition

to the annual MCD, pharmacists are reimbursed for all

clinically relevant follow-up visits which typically last for

15 min and are focused on patient monitoring and edu-

cation. During the first 3.5 years, over 400 000 Ontarians

received a MCD, representing approximately half of all

Ontarians with diabetes.[10]

Pharmacists are involved in direct patient care; thus, it

is important that care is patient-centred (i.e. providing

respectful and responsive care which accounts for patient

preferences, needs, and values and ensures that patient val-

ues guide all clinical decisions)[11] and of high quality.

Shared decision-making (SDM) is a component of high-

quality patient-centred care.[12] SDM can be defined as ‘an

approach where clinicians and patients share the best

available evidence when faced with the task of making

decisions, and where patients are supported to consider

options, to achieve informed preferences’ (p. 1361).[13]

Elwyn and colleagues developed a model operationalizing

SDM which includes the following steps: introduce choice;

describe options (using patient decision support); and

help patients explore preferences and make decisions.[14]

A SDM approach is appropriate for caring for persons

with diabetes[12,15,16] because it requires considering differ-

ent options affecting patients’ quality of life and it is

unclear (even when sufficient evidence exists) which

option is best for individual patients.[12] Patients with

chronic diseases may be more likely to participate in SDM

resulting in potential health outcomes improvements.[17]

The seminal papers on SDM focus on physicians[18,19];

however, literature exists regarding the consideration of

SDM within a team environment and the use of SDM by

other clinicians, including pharmacists.[20–22] Delivery of

MCD provides a platform to incorporate SDM including

opportunities to provide information on benefits and

harms of medications or eliciting patient preferences to

facilitate choice among medication options including

maintaining a course of therapy. Our study aimed to

describe community pharmacists’ perceptions of SDM

within the context of delivering Ontario’s MCD pro-

gramme and providing general diabetes management, and

potential challenges of implementing SDM within the

community pharmacy setting.

Methods

Study setting and participant recruitment

A convenience sample of pharmacists were recruited

through e-mailing approximately 9000 members of the

Ontario Pharmacists Association. Interested participants

contacted the team to schedule an interview. Pharmacists

were recruited from rural and urban settings. They were

or were not certified diabetes educators (CDEs). CDE

refers to a registered HCP that has a comprehensive

knowledge base of diabetes management and patient edu-

cation; completed at least 800 practice hours in diabetes

education; and passed the Canadian Diabetes Educator’s

Certification Board examination.[23] To maximize recruit-

ment of CDE pharmacists, members with this designation

were called and snowball sampling was used. The Rurality

Index for Ontario (RIO) determined whether a pharmacy

was located in an urban or rural environment.[24]

Participants e-mailed their written informed consent

prior to conducting interviews. This study (REB 2015-

384) was approved on 21 December 2015 by Ryerson

University’s Research Ethics Board.

Data collection

Telephone interviews were conducted by a research assis-

tant (LV) at a mutually agreed upon time. Interviews

were digitally recorded and were 45–90 min in length,

semistructured in style and followed an interview guide

(see Box 1). LV did not know the participants prior to

contacting them. Interview recordings were transcribed

verbatim. Participants completed a demographic ques-

tionnaire.

Data analysis

Thematic analysis was conducted on the transcripts.[25]

Analysis was inductive and involved line-by-line coding of

the transcripts. Constant comparison was used to examine

relationships within and across codes and categories.

Focused and theoretical codings were used to develop

core themes. Interviewing continued until no new data

emerged, and saturation had occurred.

Analysis for the first five transcripts was performed

independently by a research assistant with a MSc and
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recent training in qualitative analysis (LV) and an experi-

enced qualitative researcher (ZRY) and then compared

for consistency. A coding scheme was created based on

these first five transcripts; a list of emerging codes was

updated until no unique codes emerged. To triangulate

the coders’ interpretation of the data, the coding scheme

and findings were shared with the research team and

knowledge user partner. Discrepancies were discussed by

the coders until consensus was reached. All subsequent

transcripts were coded by ZRY. NVivo 10 software,[26] a

data management programme, was used to organize the

data.

Box 1 Interview guide.

Preamble: Thank you for agreeing to participate in this interview. I am part of a team of clinicians and pharma-

cists who are interested in exploring pharmacists’ experiences with attitudes towards shared decision making. In

addition, we are interested in how existing tools can be implemented in the care of patients with diabetes. The
interview should take about 45–90 min. I will be digitally recording the interview so that I don’t miss any of

your comments. All your comments will remain confidential. You don’t have to respond to any questions that

make you uncomfortable.

Have you had a chance to read the consent form? Do you have any questions about the consent or about

what I have just explained to you? Ok, great.

Now let’s complete the demographic questions outlining your demographic characteristics, as well as your

experience delivering MedsCheck for Diabetes. [Please complete the demographic questionnaire now]

1 Tell me about how you perform your MedsCheck for Diabetes with your patients?

a Describe your consultation process.

b How do you identify eligible patients?

c What do you discuss with eligible patients?

d What do you think could be done to improve the communication between you and your patients regard-

ing their diabetes management?

e Tell me about something that has helped you and your patients set priorities for the patients’ diabetes
health care goals. [what factors make it easier for you to support your patient’s decision making?]

2 Please describe for me your experience giving patients advice about their diabetes medication. [probe: what is

your level of comfort?]

In this project, we are particularly interested in Shared decision making. We have defined shared decision mak-

ing as a collaborative process that allows patients and their providers to make health care decisions together,

considering the best scientific evidence available, as well as the patient’s values and preferences.

3 How would you describe shared decision making in general?

a What experience do you have with shared decision making in your pharmacy?

i Training?

ii Reading?

iii Practice?

iv How often to you incorporate shared decision making into your practice?

4 In what ways do you think shared decision making has been or can be implemented in to your community

pharmacy practice?

[soft probe] Do you think that shared decision making is the role of the pharmacists, or within your scope of

practice?

5 A decision aid is a tool that outlines treatment options for patients, including treatment risks and benefits.
Are you aware of patient decision aids?

a What experience do you have with decision aids? [probe: were any specific to diabetes management?]

i Training?

ii Reading?

iii Practice?

iv What is your comfort level with using one?

Closing: Thank you for taking time out of your busy schedule to speak with me today. I really appreciate the

insights you shared with me. Before we close is there anything you would you like to add?
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Once major themes were identified, Elwyn et al.’s[14]

model of SDM (detailed above) was applied to ground

our understanding of the extent to which participants

were applying an SDM approach.

Results

A total of 19 pharmacists expressed interest, and initially,

participants were selected on a first come basis. After

completing eight interviews, we used snowball sampling

to increase the number of CDEs resulting in the identifi-

cation of three participants. After completing 10 non-

CDE interviews, subsequent non-CDE pharmacists were

informed (through telephone) that they were no longer

needed based on their certifications. A total of 16 phar-

macists were interviewed, of which nine were CDEs and

six were male (Table 1). The pharmacies in this study

had an average RIO of 9.5 with a standard deviation of

12.2 and range of 0–34 .We examined themes comparing

those with a CDE designation and those without. Below

are the themes which were identified (Figure 1).

Pharmacists’ awareness of SDM

Many pharmacists did not have a complete understand-

ing of the concept of SDM as defined by the model. When

asked to define SDM, pharmacists often focused on priori-

tizing patient preferences. A few participants described

SDM as a collaborative process, as one noted:

It’s a collaborative process with the patient . . . You

take into consideration the patient’s needs . . . A lot

of times. . .patients will have beliefs . . .And then we

make decisions based on those beliefs (INT16,

Male, RIO: 0, non-CDE).

Others had difficulty in describing this process within

SDM. As another participant explained:

It’s hard to describe . . . I follow . . . clues from the

patient . . . I’m looking at the patient from a holistic

point of view] (INT 9, Male, RIO: 25, non-CDE).

Many pharmacists discussed their role as an expert and

highlighted that some patients preferred depending on

them when making decisions. For instance, one partici-

pant noted: ‘They’ve [the patients] given me permission

to tell them this is what’s going to be best for you’ (INT

10, Female, RIO: 34, CDE).

One participant described the changing landscape of

pharmacy practice as related to valuing patient preferences:

When I first started practicing . . . you [patients]

were told what to take . . . That’s changed a lot . . .

It’s important to be honest about . . . what you [the

patient] can expect from that treatment. And it’s

important to ask the patient what they’re expecting

from the treatment as well. Because it might not be

the same (INT 15, Female, RIO: 4, CDE).

Another participant described how they operationalized

understanding patient preferences when defining SDM:

Learning what their value proposition is in terms of

. . . what’s going on, and then just trying to give

them whatever information you think that they’re

willing to hear at that time (INT 5, Female, RIO:

20, CDE).

Many participants, when asked to define SDM, were

aware of the potential outcomes of SDM as a method to

improve diabetes management. As one participant

thought, patients should ‘have an opportunity to share in

the decision-making because if you don’t get their buy-in,

it doesn’t matter what you do to help them’ (INT12,

Female, RIO: 10, CDE). Although pharmacists had an

incomplete understanding of SDM, they did understand

aspects of the concept and some of the potential benefits

of its use.

Incorporation of SDM within MedsCheck for
Diabetes consultation process

Participants described their process for conducting a

MCD. One participant noted with newly diagnosed

patients they discussed ‘What does this disease mean for

you [the patient] and what their goals are . . . [I] focus on

what they’re looking for and what they’re expecting out

Table 1 Participant characteristics

Pharmacist characteristics Number of pharmacists

Pharmacists included in study 16

Agea 46.25 (12.79)

Gender (males) 6

Services provided

MedsCheck 14

MedsCheck for Diabetes 14

Smoking Cessation 11

Status

Pharmacy owner 6

Full-time staff pharmacist 4

Part-time staff pharmacist 2

Retired pharmacist 1

Relief pharmacist 1

Corporate pharmacist 1

Consultant 1

Years as Pharmacista 22.44 (15.31)

Certified diabetes educator 9

Access to private counselling room 15

a

Average (standard deviation).
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of their medication’ (INT14, Female, RIO: 5, CDE). Addi-

tionally, many participants discussed the importance of

delivering personalized care during their MCD consulta-

tion process. One participant described how they person-

alized care by modifying the treatment plan to facilitate

the patient’s ability to adhere to their medication regi-

men. Many participants discussed how they ‘focus on

what the patient wants to learn about because that’s really

what they are going to take home the most’ (INT 1,

Female, RIO: 0, CDE). Similarly, participants often let the

patient guide the conversation.

Communication and education during
consultation process

Many participants discussed implementing communica-

tion strategies with their patients when describing treat-

ment options. Some participants discussed the need to

repeat and summarize the treatment plan as well as

writing down important information for patients.

All participants discussed the importance of commu-

nication as it related to their role in educating patients

and sharing the best available evidence. One partici-

pant noted their goal is ‘Educating to help them [the

patient] to better understand why . . . medications

would be beneficial’ (INT 4, Female, RIO: 0, non-

CDE).

Many participants identified patient-centred commu-

nication and education as core functions of their role.

Understanding patients’ needs and preferences often

went hand-in-hand with pharmacists’ patient education

strategy; however, most participants discussed under-

standing patient needs and preferences within the con-

text of the MCD and not necessarily as part of SDM

conversation. Many participants discussed the impor-

tance of identifying patients’ needs.

Figure 1 Theme tree. [Color figure can be viewed at wileyonlinelibrary.com]
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Supporting patient-centred choice during
MCD consultation

Although most participants practiced patient-centred care

throughout their consultation, they were not guided by a

structured approach to facilitate patient engagement.

Instead, many participants supported patients through a

process of discovery where they uncovered what,

Their [the patient] concerns are. So, if they say . . .

I’m afraid of taking insulin because I have to inject

myself . . . then you explain . . . you can have some

pain . . . but then [there are] the benefits . . . Part of

our job is to look at . . . both sides and to help

them as a patient . . . make . . . as good of a deci-

sion as they can, based on benefits over risks and

side effects (INT 7, Female, RIO: 0, non-CDE).

Moreover, identifying ‘what is most important to them’

is ‘the most difficult thing’ (INT 5, Female, RIO: 20,

CDE). Building a rapport with patients, some participants

said, was critical. For example:

The most important part . . . is to make small talk

with the patients . . . I know how they react, I know

how they walk, I know how they speak. And I listen

for things like that. And if there’s anything off from

what I’m used to . . . I immediately look at their med-

ication profile list (INT 9, Male, RIO: 25, non-CDE).

Similarly, many participants discussed the importance

of relaying appropriate information to patients to assist

them in making a decision. Using a multipronged

approach, such as in-person meetings, electronic dissemi-

nation of medication reviews and written paper-based

handouts, was also discussed. As one participant pointed

out that management is often ‘individualized. It’s not a

cookbook approach’ (INT 4, Female, RIO: 0, non-CDE).

Pharmacy-related barriers and facilitators to
implementing SDM

Barriers to implementing SDM in a pharmacy setting

Participants discussed barriers and facilitators of imple-

menting a SDM approach within a community pharmacy

setting. A few highlighted the lack of up-to-date, compre-

hensive patient information (e.g. electronic medical record

including laboratory results) and diagnoses as a barrier to

patient and provider communication, as well as to the

overall consultation process. For example: ‘I wish that I

had more information sometimes because then it would

make it easier for me to communicate more specifics to

that particular patient’ (INT 5, Female, RIO:20, CDE).

Some participants identified patient unwillingness to

engage in a discussion about their medication as a barrier.

Lack of time and private space with patients was also

identified as a barrier.

A few participants discussed language and patient

beliefs as barriers. As one person noted: ‘Language [is]

sometimes [a barrier]. Education, I mean for sure. . .

Sometimes it’s just beliefs that are not there or not appro-

priate’ (INT 15, Female, RIO: 4, CDE).

A few participants noted the limitations of SDM within

a pharmacy context, with one stating that ‘In some

instances . . . [SDM has] already happened hopefully with

the doctor because they’ve been prescribed something

already. So then at that point, it’s, you know, ensuring

that they have all the information and that they’re going

to take the medication’ (INT5, Female, RIO: 20, CDE).

Being considered part of the patient’s circle of care was a

facilitator for SDM. However, when pharmacists were not

considered part of the circle of care, this was viewed as bar-

rier to SDM. As one participant noted: ‘T the biggest bar-

rier . . . is the willingness for physicians to change. . .It

doesn’t prohibit me from writing recommendations. . .But

I think it’s when the patient gets caught in the middle,

that’s the hard part’ (INT 12, Female, RIO:0, CDE).

Facilitators to implementing SDM in a pharmacy
setting

When asked about tools that facilitate a patient-centred

or SDM approach, most participants mentioned educa-

tion tools used in their consultation. Some participants

discussed using tools on the Canadian Diabetes Associa-

tion website with their patients. Others discussed collect-

ing different resources to use with patients including food

guides and industry handouts. Most participants used

these tools because, as one participant noted, ‘I make use

of a lot of diagrams and pictures - I find that that sticks’

(INT 9, Male, RIO: 25, non-CDE).

Many participants who had the CDE designation said

that having this certification increased their confidence in

delivering evidence-based diabetes-related education.

Many participants reported having little to no training

in SDM; however, some did have training in motivational

interviewing which they believed contributed to their abil-

ity to support a patient’s choice.

Discussion

Community pharmacists were delivering on certain

aspects of SDM even in the absence of an informed deci-

sion to use a SDM approach within Ontario’s MCD pro-

gramme. Participants discussed the importance of good

communication, which is foundational to SDM.[14]
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Patient education was a large component of their consul-

tation process, and yet, it was not necessarily framed

through a SDM lens. This illustrates the structured

opportunity that MCD may provide to formally integrate

a SDM approach into pharmacy practice when appropri-

ate. When the pharmacist identifies that, there is indeed a

choice for the patient to consider, then a SDM approach

may be beneficial.

We recruited a convenience sample, and therefore, our

findings might not represent the views of the general pop-

ulation. All participants came from mainly an urban envi-

ronment (RIO ≤ 25), and pharmacists at rural

pharmacies may experience SDM differently. Also, our

study highlighted that some pharmacists had little experi-

ence with SDM. The researchers aimed to mitigate this

issue by providing a definition of SDM in the interview.

Nonetheless, our participants’ perceptions of SDM may

have been influenced by a lack of knowledge, rather than

their experiences within their practice. Our research did

not aim to discern this difference, but rather acted as a

preliminary investigation of SDM within the community

pharmacy setting. Finally, only the first five transcripts

were coded by two researchers independently; however,

the final coding scheme was presented to the entire

research team.

Most pharmacists incorporated some aspects of SDM

in their consultation, specifically with regard to dis-

cussing treatment options and assessing patient prefer-

ences. However, the incorporation of these aspects was

disconnected from their understanding of SDM, as most

participants were unfamiliar with the scope of SDM as a

concept. Participants were less familiar with the concepts

of introducing choice and helping patients explore pref-

erences and make decisions. This may be due to partici-

pants’ lack of knowledge about SDM and how to

operationalize this approach. For example, many partici-

pants discussed motivational interviewing, another

method of facilitating patient-centred care, when asked

about SDM. It focuses on assisting patients in recogniz-

ing and resolving indecision surrounding behaviour

changes.[27] This indicates a potential misunderstanding

about SDM and suggests that pharmacists require further

education on SDM. An environmental scan by L�egar�e

et al.[28] supports this notion of education and training

in SDM and suggests that modifying the attitudes of

HCPs can affect patients’ willingness to engage in shared

decisions.

Understanding the role of a SDM in diabetes manage-

ment within the community pharmacy context is impor-

tant because patients make decisions about whether or

not to take medications[29] and pharmacists are the gate-

keepers of medication and its safe consumption.

Although research on SDM for diabetes within a

community pharmacy setting is limited, one study found

that pharmacists’ use of a SDM competency framework

with depressed patients improved adherence and patient

satisfaction.[30]

Previous research demonstrated that barriers exist when

trying to incorporate SDM in the clinical setting which

this study supports.[31,32] Specific barriers include those

related to the work environment (e.g. insufficient time),

the pharmacist (e.g. lack of knowledge), the patient (e.g.

willingness) and the health system (e.g. lack of collabora-

tion with other HCPs).[32] Additionally, lack of applicabil-

ity due to patient characteristics, and the clinical situation

was also cited as a barrier.[31] This study also supports

the gap ‘between what is considered to be a desirable

practice as defined by the profession of pharmacy and

what the reality is, an aspect that is essential for pharmacy

schools to understand and also address within the cur-

riculum’ (p. 62).[32]

Decision aids, tools that supplement a SDM approach

by supporting patients in making informed health deci-

sions with their HCP, may address some barriers.[31,33–37]

Diabetes decision aids exist at the patient–physician level

of care that may have application to pharmacy prac-

tice.[38–41] Nonetheless, no diabetes decision aids have

been developed specifically for use at the patient–pharma-

cist level of care. Future research should examine the

implementation and effectiveness of SDM and SDM tools

with community pharmacists.

Conclusions

Pharmacists have the potential to apply SDM within com-

munity settings once it is adequately understood and

appropriate mechanisms for effective implementation

have been developed. This study demonstrates that to

successfully implement SDM within the pharmacy con-

text, pharmacists will require additional training. More-

over, pharmacists perceived the barrier of patient and

physician attitudes towards SDM, and thus, addressing

these barriers would be necessary to encourage uptake.

Successful implementation of SDM by community phar-

macists may promote patient-centred care, help to opti-

mize medication use and potentially improve outcomes.

Future research should address how to operationalize

SDM within the pharmacy context and identify imple-

mentation tools.
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