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The Institute for Safe Medication Practices Canada (ISMP Canada) is a national, independent, and not-for-
profit organization that purposefully partners with organizations, practitioners, consumers, and caregivers to
advance medication safety in all healthcare settings. Our team of experts analyze reports of medication
errors from across the country and provide resources, education, and consulting services to improve
medication safety.

We analyze reports of medication errors and other issues so we can learn about the risks related to
medications and collaboratively develop strategies to address them. We share lessons learned, including
compelling actionable, evidence-informed recommendations that organizations, practitioners, consumers,
and caregivers can use to reduce the risks related to medications. We partner to implement, sustain, and
evaluate medication safety improvements in practice.

Additional information about ISMP Canada, and its products and services, is available at www.ismpcanada.ca

Focus & Impact

Data Driven

Disclaimer

The utmost care has been taken to ensure the accuracy of information presented in this report.
Recommendations are based on current evidence, including expert opinion, for the purpose of this project.
Any person seeking to apply or consult the report is expected to use independent judgement in the context
of individual circumstances. ISMP Canada makes no representation or guarantee of any kind regarding the
use or application of the report content.

Institute for Safe Medication Practices Canada
4711 Yonge Street

Suite 706

Toronto ON

M2N 6K8

Telephone: 416-733-3131 or toll free 1-866-544-7672
Fax: 416-733-1146

www.ismpcanada.ca

info@ismpcanada.ca

A Key Partner in the Canadian Medication Incident Reporting and Prevention System
Un partenaire clé du Systéme canadien de déclaration et de prévention des incidents médicamenteux
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Introduction

In Canada, there is a growing focus on medication safety as more provinces implement continuous
quality improvement programs for community pharmacies. These programs are designed to improve
reporting and learning from medication incidents and near-miss events. In doing so, they help to protect
patients from harmful medication errors, while also strengthening the safety of the community
pharmacy environment.

The Medication Safety through Error Prevention (MedSTEP NL) program was introduced to standardize
medication incident reporting and continuous quality improvement for community pharmacies in
Newfoundland and Labrador (NL). Incidents reported through the MedSTEP NL program are submitted
to the National Incident Data Repository (NIDR) for the purpose of identifying trends, assessing risks,
and developing strategies to prevent future medication errors.

One tool that is being used to advance learning from the MedSTEP NL program is the Safety Attitudes
Questionnaire (SAQ). The SAQ is an evidence-based tool that explores the safety culture maturity within
work environments, particularly in healthcare.?** Questions from validated tools have been adapted to
create the SAQ tool used for this baseline assessment (see Appendix A). The items that comprise this
SAQ are divided into 3 domains that influence safety culture: Teamwork, Safety Culture, and Working

Conditions.>**

This report summarizes the results of the first administration of the SAQ to NL community pharmacies in
2023.

Methods

The SAQ tool used for this analysis consisted of 24 items that users were required to score using a 5-
point Likert Scale (1 = Strongly Disagree to 5 = Strongly Agree). The survey was provided online through
the SurveyMonkey® platform, and responses were collected during a 6-week period between August 31,
2023, and October 12, 2023, inclusive. The link to the online survey was distributed to all registered
pharmacy professionals (607 community pharmacists and 115 community pharmacy technicians) in
Newfoundland and Labrador to assess their current attitudes and perceptions of safety culture, as well
as the overall safety culture climate.

To obtain a comprehensive assessment of safety culture from all levels of pharmacy staff, registered
pharmacy professionals were invited to share the link with non-registered support staff. Incomplete
responses to the survey, whereby the respondent did not assign a score for all required items, were
excluded from the analysis. As part of a subgroup analysis, the responses were stratified by years of
work experience, type of workplace, and approximate number of prescriptions dispensed weekly. The
overall average was calculated by dividing the sum of all responses by the number of responses within
the respective item or domain. Respondents also had the option to submit additional feedback via free-
form comments to summarize their views and insights in response to each question presented in the
SAQ.
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Results

A total of 99 responses were gathered from 79 pharmacists (13% response rate), 15 pharmacy
technicians (13% response rate), and 5 other pharmacy staff. Demographic information of the
respondents is shown in Table 1 and Figure 1 (additional services).

Table 1. Demographic information (n is the number of respondents and % is the percentage, relative to
N, which is the total number of respondents)

Number of Respondents

Characteristics

n (%) (N=99)

Position

Pharmacy Owner 3(3.03%)
Pharmacist In Charge (PIC) 28 (28.28%)
Pharmacy Owner and PIC 6 (6.06%)
Pharmacist (Staff) 42 (42.42%)
Registered Pharmacy Technician 15 (15.15%)
Other Pharmacy Staff 5 (5.05%)
Total Number of Years Working in Community Pharmacy

0-5 years 19 (19.19%)
6-10 years 14 (14.14%)
11-20 years 30 (30.30%)
20+ years 36 (36.36%)
Average Number of Hours Worked PER WEEK at the Pharmacy

Less than 20 hours (per week) 11 (11.11%)
20-32 hours (per week) 9 (9.09%)
33-40 hours (per week) 56 (56.57%)
More than 40 hours (per week) 23 (23.23%)
Type of Pharmacy *

Corporate 37 (37.37%)
Banner 37 (37.37%)
Independently owned 25 (25.25%)
Approximate Number of Prescriptions Dispensed Weekly

700 or fewer (per week) 18 (18.18%)
701 to 1500 (per week) 41 (41.41%)
1501 to 3000 (per week) 26 (26.26%)
More than 3000 (per week) 14 (14.14%)

* Corporate pharmacies are typically directed by a corporate office, with respect to its professional
programs, marketing, ordering, etc. Banner pharmacies are independently owned pharmacies that are
affiliated with a central office. They pay fees for the banner’s benefit in centralized buying, marketing,
and professional programs. Independent pharmacies are not affiliated with any corporately run chains
or banners. The owner of an independent pharmacy has complete control over the business in terms of
ordering, marketing strategies, etc.
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The demographic question related to additional services allowed for the selection of multiple options.
Additional services offered by the pharmacy are displayed in Figure 1. Almost all respondents (99%)
indicated that “Pharmacist prescribing” was offered at their pharmacy. Another common service offered
was “Administration of drug therapy by inhalation or injection” which was selected by 95% of
respondents. “Opioid agonist maintenance treatment” was selected by 61% of respondents, while
“Sterile and/or non-sterile compounding” was selected by 54% of respondents. Less common services
offered included “Service to long-term care facilities”, “Service to personal care homes”, and “Central
fill” at 35%, 16%, and 15%, respectively.

Additional Services Offered by the Pharmacy

Pharmacist prescribing I

Administration of drug therapy by inhalation or
injection

Opioid agonist maintenance treatment

Sterile and/or non-sterile compounding

Service to personal care homes

Service to long-term care facilities

Central fill

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
% of Respondents (n =99)

Figure 1. Frequency of responses to ‘additional services offered by the pharmacy’. Results are shown as
a percentage of respondents (n = 99) that selected a given service.

The results of this baseline SAQ, stratified by years of work experience, type of workplace, and
approximate number of prescriptions dispensed weekly, with respect to each of the three domains
(Teamwork, Safety Culture, and Working Conditions) are presented in Table 2, Table 3, and Table 4,

respectively.
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Table 2. Average scores with respect to the respondent’s total number of years of work experience in
community pharmacy practice. Scores range from 1 (Strongly Disagree) to 5 (Strongly Agree).

Total Number of Years Working in
Safety Culture Domains Eommunltyllhanmacy Overall
0-5 6-10 11-20 20+ Average
years years years years
Teamwork 3.90 3.69 3.95 3.99 3.92
My input is well received in this pharmacy. 3.84 3.64 3.83 3.94 3.85
In this pharmacy, it is easy to speak up if | 3.79 3.64 3.97 4.06 3.92
perceive a problem with patient care.
Disagreements in this pharmacy are resolved 3.79 3.64 3.97 3.97 3.89
appropriately (i.e., not who is right but what is
best for the patient).
| have the support | need from others in this 3.95 3.71 3.80 3.94 3.87
pharmacy to care for patients.
It is easy for personnel here to ask questions 4.21 4.14 4.17 3.94 4.09
when there is something that they do not
understand.
The people in this pharmacy work together as a 3.84 3.36 3.97 4.06 3.89
well-coordinated team.
Safety Culture 4.02 3.83 3.97 4.13 4.02
| would feel safe being treated here as a patient. 4.32 4.00 4,17 4.33 4.23
When a mistake happens, we try to figure out 4.53 4.07 4.23 4.47 4.35
what problems in the work process led to the
mistake.
| know the proper channels to direct questions 3.89 3.79 4.10 4.14 4.03
regarding patient safety in this pharmacy.
| receive appropriate feedback about my 3.47 3.43 3.47 3.42 3.44
performance.
Staff in this pharmacy discuss mistakes. 4.16 3.64 3.90 4.08 3.98
| am encouraged by others in this pharmacy, to 3.79 3.86 3.77 3.97 3.86
report any patient safety concerns | may have.
The culture in this pharmacy makes it easy to 3.79 3.14 3.80 3.97 3.77
learn from the errors of others.
We encourage patients to talk to pharmacists 4.47 4.50 4.60 4.44 4.51
about their medications.
In this pharmacy, we talk about ways to prevent 3.95 3.86 3.87 4.28 4.03
mistakes from happening again.
When the same mistake keeps happening, we 3.84 4.00 3.80 4.14 3.96
change the way we do things.
Working Conditions 3.68 3.40 3.55 3.72 3.62
Management in this pharmacy supports my daily 3.84 3.21 3.60 3.69 3.63
efforts.
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Total Number of Years Working in
Safety Culture Domains Eommunltyllhanmacy Overall
0-5 6-10 11-20 20+ Average
years years years years
| get adequate, timely information about events 3.95 3.21 3.50 3.53 3.56
that might affect my work, from pharmacy
management.
The staffing levels in this pharmacy are sufficient 3.37 2.71 3.07 3.11 3.09
to handle the number of patients.
This pharmacy does a good job of training new 3.32 3.07 3.17 3.56 3.32
personnel.
All the necessary information for therapeutic 4.32 4.21 4.13 3.97 4.12
decisions is routinely available to me.
Trainees in this pharmacy are adequately 3.47 3.64 3.67 4.11 3.79
supervised.
Staff performance concerns are managed 3.26 3.07 3.37 3.64 3.40
constructively.
Our pharmacists spend enough time talking to 3.89 4.07 3.93 4.17 4.03
patients about how to use their medications.

Table 3. Average scores with respect to the respondent’s pharmacy workplace type. Scores range from 1

(Strongly Disagree) to 5 (Strongly Agree).

. Type of Pharmacy overall
Safety Culture Domains
Banner | Corporate | Independent | Average
Teamwork 3.95 3.82 4.01 3.92
My input is well received in this pharmacy. 3.97 3.76 3.80 3.85
In this pharmacy, it is easy to speak up if | perceive a 4.00 3.86 3.88 3.92
problem with patient care.
Disagreements in this pharmacy are resolved 3.84 3.89 3.96 3.89
appropriately (i.e., not who is right but what is best
for the patient).
| have the support | need from others in this 3.95 3.68 4.04 3.87
pharmacy to care for patients.
It is easy for personnel here to ask questions when 4.05 3.97 4.32 4.09
there is something that they do not understand.
The people in this pharmacy work together as a well- 3.92 3.73 4.08 3.89
coordinated team.
Safety Culture 4.09 3.91 4.06 4.02
| would feel safe being treated here as a patient. 4.35 4.03 4.36 4.23
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. Type of Pharmacy overall
Safety Culture Domains
Banner | Corporate | Independent | Average
When a mistake happens, we try to figure out what 4.38 4.19 4.56 4.35
problems in the work process led to the mistake.
| know the proper channels to direct questions 4.05 4.00 4.04 4.03
regarding patient safety in this pharmacy.
| receive appropriate feedback about my 3.51 3.46 3.32 3.44
performance.
Staff in this pharmacy discuss mistakes. 4.19 3.86 3.84 3.98
| am encouraged by others in this pharmacy, to 3.86 3.81 3.92 3.86
report any patient safety concerns | may have.
The culture in this pharmacy makes it easy to learn 3.89 3.65 3.76 3.77
from the errors of others.
We encourage patients to talk to pharmacists about 4.54 4.43 4.56 4.51
their medications.
In this pharmacy, we talk about ways to prevent 4.11 3.89 4.12 4.03
mistakes from happening again.
When the same mistake keeps happening, we 3.97 3.81 4.16 3.96
change the way we do things.
Working Conditions 3.66 3.47 3.78 3.62
Management in this pharmacy supports my daily 3.54 3.65 3.72 3.63
efforts.
| get adequate, timely information about events that 3.57 3.51 3.60 3.56
might affect my work, from pharmacy management.
The staffing levels in this pharmacy are sufficient to 3.16 2.70 3.56 3.09
handle the number of patients.
This pharmacy does a good job of training new 3.38 3.14 3.52 3.32
personnel.
All the necessary information for therapeutic 4.16 4.11 4.08 4.12
decisions is routinely available to me.
Trainees in this pharmacy are adequately supervised. 3.86 3.59 3.96 3.79
Staff performance concerns are managed 3.46 3.27 3.52 3.40
constructively.
Our pharmacists spend enough time talking to 4.14 3.76 428 4.03
patients about how to use their medications.
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Table 4. Average scores with respect to the approximate number of prescriptions dispensed weekly at
the respondent’s community pharmacy. Scores range from 1 (Strongly Disagree) to 5 (Strongly Agree).

Approximate Number of
Prescriptions Dispensed Weekly

change the way we do things.

Safety Culture Domains Overall
700 0r | 701 to 1501 More Average
fewer 1500 to than
3000 3000
Teamwork 4.12 4.15 3.64 3.49 3.92
My input is well received in this pharmacy. 3.94 4.12 3.54 3.50 3.85
In this pharmacy, it is easy to speak up if | 4.00 4.27 3.62 3.36 3.92
perceive a problem with patient care.
Disagreements in this pharmacy are resolved 4.22 4.07 3.62 3.43 3.89
appropriately (i.e., not who is right but what is
best for the patient).
| have the support | need from others in this 3.94 4.12 3.62 3.50 3.87
pharmacy to care for patients.
It is easy for personnel here to ask questions 4.39 4,27 3.81 3.71 4.09
when there is something that they do not
understand.
The people in this pharmacy work together as a 4.22 4.05 3.65 3.43 3.89
well-coordinated team.
Safety Culture 4.24 4.30 3.71 3.46 4.02
| would feel safe being treated here as a 4.44 4.56 3.92 3.57 4.23
patient.
When a mistake happens, we try to figure out 4.72 4,59 4.12 3.64 4.35
what problems in the work process led to the
mistake.
| know the proper channels to direct questions 4.22 4.24 3.85 3.50 4.03
regarding patient safety in this pharmacy.
| receive appropriate feedback about my 3.44 3.73 3.08 3.29 3.44
performance.
Staff in this pharmacy discuss mistakes. 4.33 4.24 3.62 3.43 3.98
| am encouraged by others in this pharmacy, to 4.06 422 3.42 3.36 3.86
report any patient safety concerns | may have.
The culture in this pharmacy makes it easy to 3.89 4.20 3.35 3.14 3.77
learn from the errors of others.
We encourage patients to talk to pharmacists 4.67 4.63 4.35 421 4.51
about their medications.
In this pharmacy, we talk about ways to prevent 4.28 4.37 3.77 3.21 4.03
mistakes from happening again.
When the same mistake keeps happening, we 4.39 4.24 3.62 3.21 3.96
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Approximate Number of
Prescriptions Dispensed Weekly

Safety Culture Domains Overall
700 or | 701 to 1501 More Average
fewer 1500 to than
3000 3000
Working Conditions 3.83 3.83 3.38 3.15 3.62
Management in this pharmacy supports my 3.67 3.78 3.46 3.43 3.63
daily efforts.
| get adequate, timely information about events 3.56 3.78 331 3.36 3.56
that might affect my work, from pharmacy
management.
The staffing levels in this pharmacy are 3.33 3.54 2.54 2.50 3.09
sufficient to handle the number of patients.
This pharmacy does a good job of training new 3.78 3.56 3.12 2.43 3.32
personnel.
All the necessary information for therapeutic 4.17 4.29 4.04 3.71 4.12
decisions is routinely available to me.
Trainees in this pharmacy are adequately 4.28 3.90 3.62 3.14 3.79
supervised.
Staff performance concerns are managed 3.78 3.63 3.04 2.93 3.40
constructively.
Our pharmacists spend enough time talking to 411 4,17 3.92 3.71 4.03

patients about how to use their medications.
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Discussion

This is the first SAQ done in Newfoundland and Labrador for community pharmacies, thereby serving as
a baseline that will help to evaluate trends in safety culture. For this analysis, the three domains in the
SAQ were stratified by: 1) years of work experience of the respondent, 2) type of pharmacy workplace,
and 3) approximate number of prescriptions dispensed weekly. Additional stratification by position type
(i.e., pharmacist, pharmacy technician) was omitted due to the uneven distribution of responses
amongst these groups of respondents. In addition to the overall average values of the SAQ items,
comments in the free-text fields were examined to identify other findings.

Teamwork

The Teamwork domain assesses perceptions of collaboration, conflict resolution and team support
within the workplace. Teamwork was the second highest-scoring safety domain, with an overall average
score of 3.92 (Table 2, Table 3, and Table 4). The highest scoring item in the Teamwork domain was “/t is
easy for personnel here to ask questions when there is something that they do not understand” with an
overall average score of 4.09. When stratified by work experience, this item scored higher among
respondents with 0 to 5 years of work experience in community pharmacy practice (Table 2), suggesting
that individuals with fewer years of work experience feel comfortable speaking up and asking clarifying
questions. When stratified by workplace type, this item scored higher among respondents working in
independent pharmacies (Table 3), suggesting that staff in this setting are more inclined to ask questions
to address any uncertainties. This item also scored higher among respondents working at pharmacies
with lower prescription volumes (Table 4). Based on the relatively consistent average scores for items
under the Teamwork domain, it can be inferred that NL pharmacies generally foster a positive and
supportive environment for staff to seek clarification and guidance when they encounter a task that
they do not understand.

While the Teamwork domain received a high score overall, concerns were raised by some SAQ
respondents regarding the lack of resources available to support pharmacy teams. As noted in the
comments section of the SAQ, pharmacies may not have sufficient staffing or equipment to handle the
challenges of a heavy workload. One respondent commented that the workload is unmanageable for
the number of staff available. Another respondent stated that there are not enough staff and resources
to effectively carry out the various services offered by the pharmacy, including administration of
vaccinations and assessments when prescribing for minor ailments. Although the data shows strong,
positive team dynamics, the potential lack of resources may make it difficult to meet the demands
placed on pharmacy teams. This, in turn, could increase the risk of prescription processing errors and
negatively impact patient safety.”®

As described in an ISMP Canada Safety Bulletin, various process improvement strategies can be
employed to optimize available resources and support pharmacy teams with performing tasks safely.’
These improvements may leverage technology, such as bar-code scanning, and software that
automatically prints multiple labels if multiple containers are being dispensed.>!® Additionally, all
members of the pharmacy team should be educated about the importance of communication and
comprehensive information gathering techniques.!! The use of standard operating procedures can assist
with establishing practice expectations, and ensure that team members receive consistent training to
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perform their duties.® These strategies can facilitate greater teamwork, especially during times of high
work volume.

Safety Culture

The domain of Safety Culture evaluates how pharmacy teams manage medication errors and whether
they promote a culture of openly discussing errors and working towards system-based solutions. Safety
Culture is the highest-scoring domain, with an overall average score of 4.02 (Table 2, Table 3, and Table
4). When stratified by work experience, a higher average score in this domain was identified among
respondents with over 20 years of experience (Table 2). Respondents with greater years of work
experience contributed higher scores to items related to discussing ways to prevent mistakes from
happening again, and changing the way things are done when the same mistake keeps happening. Most
respondents across all levels of work experience agreed that, in the event of an error, there is emphasis
placed on investigating the contributing factors that led to the mistake, rather than a “blame and
shame” approach that places individuals at fault (Table 2). This suggests that most of the community
pharmacies participating in this SAQ foster a culture of learning, improvement, and accountability.
These factors lead to better patient care and a safer work environment. Many respondents conveyed
their trust in their pharmacy’s safety measures by indicating that they would feel safe as patients being
treated at the pharmacy. This indicates that the pharmacy staff have confidence in the existing
standards that safeguard patient safety.

The lowest scoring item in the Safety Culture domain was “I receive appropriate feedback about my
performance”. This score was lowest among respondents working in independent pharmacies,
compared with banner and corporate pharmacies (Table 3). This may be due to fewer resources and
time being invested at independent pharmacies to provide staff with feedback and improvement
opportunities. Lower average scores were also seen for this item, as the weekly prescription volume
increased (Table 4). As described in the comments section of the survey, most respondents agreed that
community pharmacies are often very busy, making it difficult to allocate time to provide feedback to
staff members. To address this, pharmacy leadership may consider using a standard documentation
template to provide feedback, and schedule performance reviews with staff to understand their goals
and suggest opportunities for growth.> Pharmacy leaders should also ensure that team members
receive the necessary training to report medications incidents and are provided with protected time to
report any incidents and near misses into the appropriate incident reporting platform.

Promoting a culture of shared learning and encouraging open discussions regarding medication errors
can have a positive impact on the exchange of constructive feedback among pharmacy staff members.
Further investigations into what types of feedback mechanisms could be effectively employed in
community pharmacies may offer better insights into this aspect of the Safety Culture domain.

Working Conditions

The Working Conditions domain assesses how respondents feel about the way patient safety is
maintained by management and evaluates their perception on the availability of resources to perform
tasks safely. The Working Conditions domain received the lowest score with an overall average score of
3.62 (Table 2, Table 3, and Table 4). Although there is consensus among the respondents that
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management is supportive of efforts to enhance patient safety, there are various suggestions that
workflow efficiency is prioritized by management over safety. When stratified by work experience,
respondents with over 20 years of work experience demonstrated a higher average score in this domain,
followed by respondents with 0 to 5 years of work experience (Table 2). Additionally, higher average
scores were seen among respondents from independent pharmacies (Table 3) and pharmacies with
lower prescription volumes (Table 4), respectively.

The highest scoring item in the Working Conditions domain was “All the necessary information for
therapeutic decisions is routinely available to me”, suggesting that pharmacists are equipped with the
necessary resources to make clinical decisions. In contrast, the lowest scoring item was “The staffing
levels in this pharmacy are sufficient to handle the number of patients”, with an average score of only
2.70 among respondents from corporate pharmacies (Table 3). Similarly, this item scored lower among
respondents working at pharmacies with greater prescription volumes, with a notable decrease in the
average scores among respondents working at pharmacies that dispense more than 1500 prescriptions
per week (Table 4). The problem of insufficient staffing may reflect the underlying differences between
the professional goals of pharmacy practitioners and the financial objectives of pharmacy
management.® One respondent stated, “[There is] pressure from corporate to reduce staffing and to
increase pharmacist services”. Another respondent stated, “[There is] not enough staff for the
prescription volume and other duties we have”.

As a common theme, respondents expressed concerns about being inadequately staffed and
experiencing heavy workloads without breaks, which was perceived to adversely affect staff wellness
and quality of patient care. These findings suggest that there may be a need for improved staffing and
training to handle the substantial workload in NL community pharmacies. To address these challenges,
pharmacy leaders should work collaboratively with staff to proactively identify areas for improvement
and co-create targeted action plans.’* When managers engage with staff to understand their concerns,
improvements to the practice setting may become more feasible, improving the safety of the setting as
well.

Limitations

The response rate for this SAQ was 13% of community pharmacists responding to all survey items and
13% of pharmacy technicians responding to all survey items. As such, our findings may not resonate with
the entire cohort of community pharmacy professionals in Newfoundland and Labrador.

Responses from pharmacists account for the majority (79.8%) of the data, therefore the views of
pharmacy technicians and other pharmacy support staff may have been under-represented.

Additionally, individuals with pre-existing concerns about safety culture may be more inclined to
complete the questionnaire, potentially introducing bias.
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Conclusion

Based on the responses obtained from the first administration of the SAQ in Newfoundland and
Labrador, pharmacy professionals generally have a positive view of the safety culture in their
pharmacies. In most cases, respondents agree that medication errors are handled appropriately and
would feel safe receiving services from their respective pharmacy.

Most opportunities for improvement were identified in the domain of Working Conditions. Although
having trust in management to advance patient safety initiatives, respondents expressed a need for
management to address staffing levels according to the workload in community pharmacies.

The pharmacy profession is constantly evolving, notably with increasing clinical services to patients.
Continuous quality improvement is key to a culture of safety. Tools such as the SAQ help to establish a
baseline and evaluate potential shifts in safety culture. Developing and sustaining a positive safety
culture in community pharmacies is important for patient safety, staff well-being, and ongoing quality
improvement.
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Appendix A: Safety Attitudes Questionnaire (SAQ) Tool

Item#
Qo1

Qo2

Qo3

Qo4

Q05
Qo6

Qo7

Qo8

Q09

Item Description
Select the option that best describes your position.

Total number of years working in a community
pharmacy?

How many hours do you work on average PER
WEEK at this pharmacy?

Please choose the answer that matches your
pharmacy type.

Please indicate yours hours of operation.
What is the approximate number of prescriptions
dispensed PER WEEK at your pharmacy?

To the best of your knowledge, please provide the
number of staff employed by your pharmacy by
category below (including yourself).

Please indicate any additional services offered by
your pharmacy. (Select all that apply)

Please indicate your level of agreement with each
statement below.

Item Response Options

e Pharmacy Owner

e Pharmacist In Charge (PIC)

® Pharmacy Owner and PIC

e Staff Pharmacist

¢ Registered Pharmacy Technician

e Other pharmacy staff

e 0-5 years

® 6-10 years

e 11-20 years

e 20+ years

e < 20 hours per week

® 20-32 hours per week

¢ 33-40 hours per week

® 41-50 hours per week

e >50 hours per week

e Corporate

* Banner

¢ Independent

Open-ended response

® 700 or fewer (per week)

e 701 to 1,500 (per week)

¢ 1,501 to 3,000 (per week)

¢ 3,001 to 6,000 (per week)

* 6,001 to 12,000 (per week)

¢ 12,001 or more (per week)

® Pharmacists

® Pharmacy Technicians

e Pharmacy Assistants

e Administration of drug therapy by inhalation
or injection

e Central fill

¢ Opioid agonist maintenance treatment
* Pharmacist prescribing

e Service to long-term care facilities

e Service to personal care homes

* Sterile and/or non-sterile compounding
® Q09a My input is well received in this
pharmacy.

® Q09b In this pharmacy, it is easy to speak up
if | perceive a problem with patient care.
® Q09c Disagreements in this pharmacy are
resolved appropriately (i.e., not who is right
but what is best for the patient).
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Q10

Q11

Qil2

Qi3

Please list any additional comments regarding
Teamwork below.

Please indicate your level of agreement with each

statement below.

Please list any additional comments regarding
Safety Culture below.

Please indicate your level of agreement with each

statement below.

¢ Q09d | have the support | need from others
in this pharmacy to care for patients.

e Q09e It is easy for personnel here to ask
guestions when there is something that they
do not understand.

e Q09f The people in this pharmacy work
together as a well-coordinated team.
Open-ended response

e Ql1a | would feel safe being treated here as
a patient.

* Q11b When a mistake happens, we try to
figure out what problems in the work process
led to the mistake.

* Qlic | know the proper channels to direct
questions regarding patient safety in this
pharmacy.

e Q11d | receive appropriate feedback about
my performance.

e Ql1e Staff in this pharmacy discuss mistakes.
19

e Q11f | am encouraged by others in this
pharmacy, to report any patient safety
concerns | may have.

® Ql1g The culture in this pharmacy makes it
easy to learn from the errors of others.

e Q11h We encourage patients to talk to
pharmacists about their medications.

e Q11i In this pharmacy, we talk about ways to
prevent mistakes from happening again.

® Q11j When the same mistake keeps
happening, we change the way we do things.
Open-ended response

¢ Q13a Management in this pharmacy
supports my daily efforts.

* Q13b | get adequate, timely information
about events that might affect my work, from
pharmacy management.

e Q13c The staffing levels in this pharmacy are
sufficient to handle the number of patients.

¢ Q13d This pharmacy does a good job of
training new personnel.

e Q13e All the necessary information for
therapeutic decisions is routinely available to
me.
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Q14

Q15

Please list any additional comments regarding
Working Conditions below.

Please list any additional comments below. We also
welcome your feedback on the questionnaire itself.

e Q13f Trainees in this pharmacy are
adequately supervised.

» Q13g Staff performance concerns are
managed constructively.

e Q13h Our pharmacists spend enough time
talking to patients about how to use their
medications

Open-ended response

Open-ended response
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Appendix B: Supplementary Analysis

ISMP Canada commissioned the Accessing Centre for Expertise (ACE) to conduct an evaluation of the SAQ tool
and analyze the results from the survey of NL Pharmacy Board registrants. Selected findings from this analysis
are summarized below, including the survey response rates and completion times, key pharmacy characteristics
of respondents, and a summary of respondents’ safety attitudes.

Table B1: Response Rates*

Respondent Group Invited Partial Completet Partial Complete

(n) Responses (n) Responses(n) Response Rate % Response Rate %
All respondents 722 111 99 15% 14%
All respondents (excluding other pharmacy staff) 722 105 94 15% 13%
Pharmacists 607 88 79 14% 13%
Pharmacy technicians 115 17 15 15% 13%
Other pharmacy staff NA 6 5 NA NA

*Response rates are estimates as number of other pharmacy staff (i.e., pharmacy assistants) invited to participate in the survey was not specified.
tComplete response defined as providing a response to all personal/pharmacy specific items (i.e., Q01-Q08) and the three Likert scale items (i.e., Q09,

Qi1, Q13).

Table B2: Respondent Time-to-Completion

Respondent Sub-Group Responses Median Time- Mean Time-
(n) to-Completion to-Completion

Respondents who initiated the survey but did not complete all questions 111 5 min 21 sec | 35 min 30 sec

Respondents who initiated the survey but did not complete all questions, excluding 108 5 min 21 sec 8 min 26 sec

three outlier respondents who each took more than 10 hours to complete the survey

Respondents who initiated the survey and completed all questions 99 5 min 40 sec | 38 min 46 sec

Respondents who initiated the survey and completed all questions, excluding three 96 5 min 29 sec 6 min 25 sec

outliner respondents who each took more than 10 hours to complete the survey

Table B3: Number of Pharmacy Staff

SAQ Question Response Options mmm

QO07: To the best of your knowledge, please provide Pharmacists
the number of staff employed by your pharmacy by Pharmacy technicians 0 1 17
category below (including yourself). Pharmacy assistants 0 3 18
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Figure B1: Histogram of Level of Agreement to Teamwork Statements
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Figure B2: Histogram of Level of Agreement to Safety Culture Statements
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Figure B3: Histogram of Level of Agreement to Working Conditions Statements
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Key Findings from Supplementary Analysis:

e Teamwork: Respondents generally reported positive attitudes towards teamwork, with high levels of
agreement on statements related to the ease of asking questions and the reception of input within the
pharmacy. This suggests a strong foundation of collaborative practice among pharmacy staff, which is
key for maintaining a high safety standard.

e Safety Culture: The survey indicated a robust safety culture within NL community pharmacies, especially
in aspects such as encouraging patient-pharmacist communication. However, areas for improvement
were identified, such as the need for appropriate feedback on performance, highlighting the importance
of continuous feedback mechanisms in promoting a culture of safety.

e Working Conditions: The most significant concerns arose in the domain of working conditions,
particularly regarding staffing levels and the sufficiency of resources to handle patient loads. These
issues point to the need for strategic workforce planning and resource allocation to ensure that
pharmacies can effectively manage workloads without compromising safety.

e Prescription Volume: Respondents who worked in pharmacies with the highest prescription volumes
generally had less positive safety attitudes than those working in pharmacies with lower prescription
volumes. However, it was also notable that respondents from the lowest prescription volume
pharmacies did not report the highest levels of agreement overall, but rather the pharmacies with
prescription volumes from 701-1,500 per week reported the highest levels of agreement for five of the
eight working conditions statements, suggesting that there may an optimal balance for prescription
volumes, that are not too low or too high.
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