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Abstract
The foundation of Canada’s health care system is the notion of universal access, which means all
citizens have access to medical care according to need rather than ability to pay. This idea,
however, does not capture the system’s complexities. While the system covers the full costs of
hospitalizations, diagnostic tests, and physician visits, prescription medication is not covered.
When a patient cannot afford and therefore does not take their prescribed medication, it is called
cost-related nonadherence (CRNA), which is the subject of my study.
My thesis explores organizational approaches to supporting patients who face financial barriers
to medication. I ask how might an organization systematically support patients facing CRNA to
prescription medication? Using an action research methodology and knowledge translation, I
engaged multidisciplinary stakeholders from Vancouver General Hospital including physicians,
nurse practitioners, directors, managers, nurses, social workers, pharmacists, researchers and
patients, in a two-day Medication Affordability Workshop. Analysis of data from the workshop
illustrates that CRNA at an organization level will require a multilayered approach. This study
found that approaches to address CRNA will need to focus on system changes, education,
collaboration, and ongoing engagement.
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Chapter One: Focus and Framing
The foundation of Canada’s health care system is the notion of universal access, which
means all citizens have access to medical care according to need rather than ability to pay. This
idea, however, does not capture the system’s complexities. While the system covers the full costs
of hospitalizations, diagnostic tests, and physician visits, prescription medication is not covered.
This has created a system where the high costs of medically necessary services are fully funded,
but patients who cannot afford their prescription medications have little or no support;
medication coverage, which evidence indicates would prevent hospitalizations and need for other
medical services, remains separate from the universal service coverage provided to Canadians.
When a patient cannot afford and therefore does not take their prescribed medication, it is called
cost-related nonadherence (CRNA) (Law et al., 2018). To advocate for patients who cannot
afford their medication, I have pursued a project at my organization to address cost-related
nonadherence, with the intention of creating actionable change.
Action research often emerges in the context of a social injustice, as described by
Coleman (2005) who stated that researchers will choose causes to work on and champion based
on their values. I have used my experience as a Registered Nurse (RN) working on the front lines
of cardiac care to inform my approach to my action-oriented research project at Vancouver
General Hospital (VGH). VGH provides a range of care cross the province of British Columbia
(BC). It is the second largest teaching hospital in Canada, affiliated with the University of British
Columbia, and it is the site of one of the largest health research institutes in Canada (Vancouver
Coastal Health, 2017).
Exploring CRNA in a tertiary health care organization required planning, organization,
and engagement through relationship building; I was able to leverage my position as a front-line
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healthcare staff to support patients who were facing financial barriers to prescription medication
and thus explore a complex problem in a complex system. In this chapter I will discuss how I
became interested in exploring cost-related nonadherence based on my experiences in health
care. I will introduce my inquiry question and sub-questions and speak to why it is important for
health care organizations to address CRNA. I will speak to the complexities of CRNA and
introduce my strategies for exploring CRNA at my organization. I will set this in the context of
Canadian drug pricing, Fair PharmaCare and prescriber engagement, and I will conclude this
chapter by describing my process for engagement with my project partner and other key
stakeholders.
Purpose
My thesis evolved from a research project that I started in 2015 to address CRNA to
prescription medication in outpatient cardiology at VGH. That research provided a baseline for
CRNA at my organization, which I used to engage stakeholders—including organizational
leaders, physicians, front line staff and patients—to make actionable change to improve patient
experiences and health outcomes. The baseline project involved a collaboration with pharmacy,
the Division head of Cardiology, and researchers with the University of British Columbia (UBC)
Centre for Health Services and Policy Research (CHSPR). We received ethics approval from
UBC ethics and Vancouver Coastal Health Research Institute (VCHRI) to use a validated
questionnaire (Appendix A) to survey patients in a cardiology outpatient setting at VGH. The
questions were drawn from previous studies on CRNA and cardiac risk factors, and through
review by experts in CRNA as well as clinical experts in cardiology. Through my experiences
with developing the baseline assessment, I was able to build strategic partnerships and engage
leadership members within my organization. We were still in the processes of data collection for
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this baseline assessment at the time of my research study. Building on the relationships and
knowledge established through developing this baseline project, I was able to pursue an action
research study to address CRNA at VGH.
My principal inquiry question for my thesis is: how might our organization systematically
support patients facing cost-related nonadherence to prescription medication? The following subquestions helped to guide my inquiry:
1. What are the systemic challenges to supporting patients who have financial barriers to
prescription medication?
2. How might we create a best practice approach to addressing cost-related nonadherence at
VGH?
3. Are Fair PharmaCare and prescriber engagement optimal solutions to CRNA at VGH?
In discussion with researchers and organizational leaders, we were not aware of a
systematic approach to addressing CRNA in the health authorities in the lower mainland of
British Columbia, thus we had the unique opportunity to develop a practical approach in an area
where there currently appears to be no ‘best practice.’
Objectives
My aim for this thesis was to use action research methodology and engage leaders,
decision makers and other stakeholders to participate in a Medication Affordability Workshop to
strategize how we will develop solutions to CRNA at VGH. In preparation for the workshop, I
focused specifically on the solutions of Fair PharmaCare enrollment and physician engagement,
both of which I explored through my research.
For my study I used action research and knowledge translation as the methodological
framework and borrowed methods from design thinking, to engage key stakeholders to explore
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solutions to CRNA. According to Kolodny and Halpern’s (2017) discussion of design thinking in
organizations, when data is being collected to make organizational change, the research is a
collaborative process between those doing the research and organizational members. Using
design thinking methods to guide my research allowed for an inclusive process with participants
of varying backgrounds to better understand CRNA and strategize creative ways in which to
implement solutions.
CRNA is an issue with varying influences, from organizational, such as healthcare
practitioners and patients, to external, such as communities and government. The focus of my
study was to explore organizational solutions to CRNA, which required understanding the
complexity of the problem. In order to better understand the intricate nature of medication
affordability, Piette, Heisler, Horne, and Alexander (2005) developed a conceptual framework
(Appendix B) to examine multilayered causes and effects of cost-related nonadherence. The
framework considers the factors of cost pressures to medication nonadherence and classifies
those characteristics under the patient, the clinician or the health care system. Piette et al. (2005)
concluded that there are multiple challenges in addressing financial barriers to medication;
therefore, “interventions must consider the characteristics of patients, their treatment,
communication with clinicians, and health system influences” (p. 852). A second framework by
Campbell et al. (2016) focused on financial barriers related to healthcare costs, including
medication, in people with cardiovascular-related chronic disease (Appendix C). This framework
is meant to be used by clinicians and researchers to better understand the behaviors of patients
who experience financial barriers to health, with a focus on the patient lens, resiliency, and
clinical outcomes. Both frameworks speak to CRNA as an issue which is intricate and multilevel,
thus requiring collaborative strategies in order to develop viable solutions. In order to better
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understand the financial barriers to prescription drugs, it is important to understand the history of
healthcare coverage in the Canadian system.
Organizational Context and Systems Analysis
Prior to World War II health care coverage across Canada was largely privately funded.
In 1947, Saskatchewan offered province-wide coverage for hospital care, and shortly afterward
British Columbia and Alberta offered similar plans (Government of Canada, 2018). In 1957 the
federal government developed the Hospital Insurance and Diagnostic Services Act (HIDSA),
which was the start of universal medical coverage across Canada (Romanow, 2002). Through
federal reimbursement to provinces, within four years all provinces and territories provided inhospital and diagnostics under a public plan (Government of Canada, 2018). In 1966 the Medical
Care Act outlined a plan for coverage of medical services outside of hospitals, which was
adopted by all provinces and territories within six years. In 1984 the Canadian Health Care Act
(CHA) replaced the previous acts and is still in force today. The CHA outlines the fundamentals
of health care in Canada which include public administration, universality, accessibility,
portability, and comprehensiveness (Government of Canada, 2018). The principles outlined in
the CHA must be met by provincial governments in order to get the full amount of federal funds
(Government of Canada, 2018).
Under the Canada Health Act (1985), the primary objective of Canadian health care
policy is “to protect, promote and restore the physical and mental well-being of residents of
Canada and to facilitate reasonable access to health services without financial or other barriers”
(p. 5). The Act covers medications being administered in the hospital but as noted by Law,
Cheng, Dhalla, Heard, and Morgan (2012), “Outpatient prescription medications fall outside the
scope of the Canada Health Act…” (p. 297). There is an unfairness in how our system ensures
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that patients receive medication coverage when they are hospitalized but cannot ensure they will
have prescription coveragewhen they are discharged. Dhaliwal, King-Shier, Manns,
Hemmelgarn, Stone, and Campbell (2017) explained that coverage for medications varies across
provinces and even those people who are covered under drug plans often still must pay out of
pocket to access prescription drugs. When patients are discharged from hospital and cannot
afford their medicines, their health and well-being is at risk.
In addition to negatively impacting morbidity and mortality, CRNA can have
additional negative impacts on patients’ welfare and the healthcare system. As part of a 2016
Canadian Community Health Survey, 28,091 Canadians were asked about medication
affordability. By calculating weighted population estimates and proportions, the survey found
that 5.5% or 1.7 million Canadians were unable to afford their prescription medication, with the
highest rates occurring in BC (Law et al., 2018). Canadians who struggle to afford medication
cut back on spending in other areas such as heat, food, and housing to pay for their prescription
drugs (Law et al., 2018). As a result of CRNA, patients might use therapies that are not
recommended or well-studied because they cannot afford their prescription medication. Wang,
Kennedy and Wu (2015) found that approximately 12 million adults in the United States of
America (USA) used alternative therapies instead of prescription drugs in order to save money;
though the system in the USA differs from the system in Canada, there are simalarities in the
strategies used patient patients to cope with CRNA Additionally they found that 39-48% of
adults who used alternative therapies used other strategies common amongst patients facing
CRNA, such as cutting pills, delaying refills and skipping doses.
In Canada, even though we have a universal publicly funded system to provide treatment
and care for patients in hospital settings, there is no standard process for supporting patients who
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cannot afford their medication outside of hospitals. We have a system that takes care of people in
hospitals, but outside of them Canadians are having to choose between medication or food,
heating, and housing. Essential to developing solutions to medication affordability, is
understanding the complex nature of Canadian drug pricing.
Canadian Drug Pricing System
The World Health Organization Constitution and the Universal Declaration of Human
Rights declared access to essential medicines as a human right to health (World Health
Organization, n.d.). Canada is the only developed country that has universal health care coverage
but does not have universal coverage of prescription medication (Morgan, Martin, Gagnon,
Mintzes, Daw, and Lexchin, 2015). In Canada, prescription medications are priced through a
complex process which starts at the federal level of government. In 1987 the federal government
established the Patented Medicine Prices Review Board of Canada, which regulates prices of
prescription medication by comparing prices to seven countries in the Organization of Economic
Co-operation and Development (OECD) (Tang, Ghali, & Manns, 2014). The drug costs
established in Canada are compared to the seven countries with some of the highest drug costs.
Generic medications are not regulated by the Patented Medicine Prices Review Board, and
instead are regulated by the provinces and territories, which has led to diminished bulk buying
power and resulted in Canada having some of the highest costs of generic medications (Tang et
al., 2014). The varying approach for drug coverage from province to province and in the
territories has created a disjointed and inefficient process for providing Canadians with cost
effective prescription drug access.
Across Canada there are approximately 100 government-run drug coverage plans and
over 100,000 private drug coverage plans (Government of Canada, 2019). These plans have
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varying enrollment processes and inclusion criteria. In order to better understand the varying
degree of out of pocket spending on prescription drugs, the Conference Board of Canada (2017)
reviewed public drug assistance programs in all provinces. They found that only 59% of
Canadians are enrolled in public plans, and once private insurance is accounted for, 4.1 million
Canadians are not receiving any form of funding to pay for medications; despite there being
public plans for which most Canadians are eligible. The reasons why Canadians are not enrolling
were not well understood, but potential reasons included a lack of awareness about public
programs, inability to pay out of pocket deductibles, or lack of need (Conference Board of
Canada, 2017). Further, it was noted that of those Canadians who did not take prescription
medication due to CRNA, 54% of respondents were not aware that they were eligible for public
drug coverage plans. With the complexity and variability of drug plans across Canada, we are
left with widely varying plans from province to province, resulting in varying problems and
varying complexities in the current pharmacare system.
Fair PharmaCare
BC PharmaCare provides residents of the province with pharmaceutical coverage through
several plans, the largest being the income-based plan called Fair PharmaCare (Government of
British Columbia, n.d.). Fair PharmaCare uses a calculator to determine household incomes to
calculate deductibles. Once deductibles are reached, 70% of prescription medications are
covered until the person meets their family maximum deductible after which point 100 % of the
medications are covered (Government of British Columbia, n.d.). To register for Fair
PharmaCare, patients must be actively enrolled in the Medical Services Plan (MSP) and have
two years of income taxes completed.
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According to the Fair PharmaCare site, it can take up to 45 minutes to complete the
forms, and this is if you have the required information to register, which would include your
income and the income of your spouse or other family members. I found the registration website
to be difficult to navigate, and the process for registering offers no language options beyond
English and French, which presents a challenge for multicultural patients who do not speak
English or French; this is a particular challenge in Vancouver, where we are often caring for
people who do not speak or read in English. Further, the complexity in the reading level is a
potential barrier to accessing Fair PharmaCare coverage. Scanning of the Fair PharmaCare
registration forms through the Flesch-Kincaid Grade Level calculator (WebFX, 1995-2019),
shows the grade level of the document was 11.1, meaning that the language is at an 11th grade
level of comprehension. It has been recommended that the readability of patient health care
literature, which impacts the ability to comprehend material, should be at a 5th-8th grade level
(Badarudeen & Sabharwal, 2010; Stossel et. al, 2012). Time, language and process complexities
are some of the barriers to enrollment in BC’s Fair PharmaCare, as are the costs of deductibles.
Recently, changes have been made to Fair PharmaCare coverage so that those who make less
than 30,000 dollars per year no longer must pay a deductible (Government of British Columbia,
n.d.). However, at 30,000.01 dollars, the deductible amount is 650 dollars, which can be a barrier
for those with low incomes.
Fair PharmaCare is one potential solution to CRNA that can be implemented at an
organizational level. Currently, however, VGH does not have a consistent strategy for enrolling
patients into the program. In BC, nearly 1.3 million residents are not enrolled in public coverage.
Adjusting for those who may be enrolled in a private plan implies an estimated 474,400 residents
are not enrolled or do not participate in any plan (Conference Board of Canada, 2017). There is a
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large portion of the population in BC that is eligible for a drug coverage plan for which they are
not enrolled.
Improving enrollment into a provincial drug plan has not been the focus of previous
studies; however, it would stand to reason that a drug coverage plan would decrease the rate of
CRNA. Morgan and Lee (2017) reported results from a cross-sectional study of data to assess
effects of costs on access to medicine from 11 high income countries including Australia,
Canada, France, Germany, the Netherlands, New Zealand, Norway, Sweden, Switzerland, the
UK and the USA. This study found that “differences in national prevalence of CRNA appear to
follow lines of availability of prescription drug coverage and the extent of direct patient charges
for prescriptions under available drug plans” (p. 6). Highlighting the relationship between CRNA
and drug coverage plans, there is an opportunity to explore means to support those who are
eligible for Fair PharmaCare enrollment; drug coverage plans, which are challenging to navigate
for patients and healthcare providers, are options that can reduce financial barriers to prescription
medication. In addition to Fair Pharacare enrollment, engagement with prescribers was described
as an approach in the literature, which could be used to decrease CRNA.
Prescriber Engagement
When a physician or nurse practitioner prescribes medications to a patient and the patient
is not able to pay for that medication, the result is CRNA; thus, in order to better understand
CRNA it is important to explore the prescriber’s role in this relationship. Alexander, Casalino,
and Meltzer (2003) assessed patient and physician communications regarding cost and found that
even though both groups felt the discussion was important, the issue of medication cost was
rarely brought up. One of the reasons for this lack of discussion, from the prescriber, may have to
do with the lack of knowledge or resources regarding drug costs and CRNA. Reichert, Simon,
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and Halm (2000) surveyed internal medicine and general medical physicians at a hospital setting
and found that even though 88% of physicians felt cost of medicine was important for
prescribing practices, 80% were unaware of the costs of the drugs and only 33% had easy access
to cost data. Cogdill and Nappi (2012) surveyed prescribers which consisted of medical
residents, fellows, attendings, physicians’ assistants and nurse practitioners, and found that
across the groups 50% of prescribers were unable to determine the cost of medications. The gap
in knowledge regarding drug pricing creates a potential for prescribers to be unaware of the
financial burdens that are being placed on patients when prescribing medication; the lack of
knowledge regarding drug pricing by the people prescribing the medication, points to a
knowledge deficit which needs attention.
In order to decrease CRNA, a potential approach is to focus on prescribers and the role
they play in supporting patients in medication adherence. Kolhatkar (2018) stated, “Prescribers
can improve medication affordability for patients by staying up to date on drug costs, prescribing
the most cost-effective alternatives, frequently reviewing medication regimens for opportunities
to deprescribe and prescribing generic drugs” (p. 549). Tang et al. (2014) recommended
prescriber specific strategies to address CRNA, such as academic detailing, creating an easily
accessible drug pricing system, and providing education regarding efficacy and pricing
information. The strategies suggested by Tang et al. (2014) are further supported by Frazier,
Brown, Divine, Fleming, Philips, Siegal, and Khayrallah (1991) who found that through
providing access to comparative drug prices, feedback reports, and cost reminders, physicians
reduced the out of pocket prescription drug expenses for patients; through simple educational
interventions patients were provided with the same classes of drugs at lowered prices. Through
educating our prescribers and giving them the tools, such as access to drug costs and information
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about generic alternatives, there is an opportunity to have a systematic approach to reducing
CRNA.
Systems Thinking
CRNA is a complex problem with internal and external organizational influences. Across
Canada drug pricing and drug coverage are complex issues that are shaped by federal and
provincial governments. Within this complex structure, at VGH we wanted to find a way to
support patients who cannot afford their medication, but first we must understand the context of
this issue within the larger system.
There are frameworks that specifically speak to CRNA (Appendices B and C);
however, to understand the larger impacts of medication affordability it is important to have a
system view: where does addressing CRNA exist in the larger system? Arnold and Wade (2015)
defined systems thinking as “a set of synergistic analytic skills used to improve the capability of
identifying and understanding systems, predicting their behaviors, and devising modifications to
them in order to produce desired effects” (p. 675). Systems thinking provides a clear sense of
purpose and prompts members of the system to reflect on a desired future state (what they say
they want) and the current state (what is actually happening) (Stroh, 2015).
Medication affordability is a complex issue and for the purposes of this study it is
important to understand the “bigger picture” as we try address CRNA at VGH. This study sets
out to engage experts and those with experience with CRNA to develop organizational solutions,
which will require the use of limited healthcare resources. There is value in knowing that the
initiatives coming from this research study exist within this larger context, especially when it
comes to aligning these priorities with those of other organizational projects; in order to better
use resources, collaborate with other teams, and establish boundaries it is important to be clear
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about addressing CRNA in the larger system. A systems thinking approach allows us to frame
CRNA within the context of the larger system, including the organization, the health authority,
and provincial and national pharmacare.
Patients’ inability to pay for their prescription medication is a result of various systems
issues including government policies, complex drug plans, and lack of resources. As an
organization it is helpful to understand the external and internal systems that perpetuate CRNA
so that we can better understand our role as an organization in systems change. Snowden and
Boone’s (2007) cynefin framework creates a context for organizational problems so they can be
assessed from multiple views based on cause and effect relationships which include: simple,
complicated, complex, and chaotic. CRNA is a complex problem caused by various systems and
the impacts of CRNA have multiple consequences. A complex context is described by Snowden
and Boone (2007) as a system that is “dynamic, the whole is greater than the sum of its parts, and
solutions can’t be imposed; rather, they arise from the circumstances” (p. 71). My thesis focuses
on how organizations can strategize to address the complex problem of CRNA; the approaches to
medication affordability are developed federally and provincially, but the focus of this study is to
understand the actions that can be carried out at an organizational level. Although I recognize
that the scope and complexity of CRNA includes internal and external factors, my study will
focus on organization-specific strategies.
The system is complex, and those complexities have made it more challenging for
patients to receive the support they need to afford their prescription drugs. As discussed,
government drugs plans are intended to help people afford medications, but they are embedded
with unintentional barriers that make it more difficult for patients to access their medication. The
systems issue of CRNA, at an organizational level and beyond, requires collaboration of various
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stakeholders, which is challenging due to how the system is structured. For example, a patient
may be prescribed a medication that they cannot afford by a physician in the community. That
patient may end up having complications based on inability to take the medication, and then end
up in the emergency room (ER) and/or hospitalized. The emergency room, community physician
and drug plan policy makers are all funded through separate channels and there is no structure to
bring them together to talk about CRNA, either generally or for a specific patient. This is
captured by Sutherland and Hellsten (2017) who described Canadian health care funding as
being siloed, with funding resources divided among hospitals, prescription drugs, physicians,
specialty clinics and primary care; these health care services stand in isolation from each other
due to the funding structures.
The larger system, which has local impacts in organizations, is not structured in a way
that would promote a collaborative approach to support patients; rather, it is fractured and
complex. Frandsen, Joynt, Rebitzer, and Jha (2015) spoke about the fragmented funding models
in healthcare, highlighting that these gaps and misalignments in funding lead to worse health
outcomes with significantly higher costs to the system. Though this example is beyond the scope
of my thesis, it speaks to the larger, complex system issues surrounding CRNA. The leader’s role
in a complex system is to probe, sense, and respond through creating an environment where
patterns can become clear and ideas can be generated through group discussion (Snowden &
Boone, 2017). Through framing CRNA at VGH as a complex systems issue, my goal was to
convey the multifaceted nature of medication affordability, while encouraging exploration of
real-world solutions. In order to address CRNA at an organizational level, it was important to
engage with the key stakholders in the organization.
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Partner Engagement
In 2015 I asked the Division head of Cardiology, Dr. Kenneth Gin, how we could support
patients who could not afford their medication. He supported my efforts in exploring solutions,
which led to the development of the team conducting baseline research on CRNA in VGH
outpatient cardiology. My team on this project currently includes Dr. Gin, the Atrial Fibrillation
Clinic pharmacist, Jenny MacGillivray, and UBC researchers Michael Law and Ashra Kolhatkar.
My team members brought considerable expertise to the baseline reasearch project. They helped
me to identify potential solutions for CRNA already evident in the existing research literature,
and then focus my thesis on exploring the application of strategies at VGH.
Through my relationships with leaders in the Division of Cardiology, I was able to meet
with Vivian Eliopoulos, the Chief Operating Officer (COO) for Vancouver Coastal Health
(VCH) Vancouver Acute, who agreed to be my project partner and support the creation of an
organizational approach to CRNA. Having the COO be a part of my thesis gave me the
opportunity to go beyond the Division of Cardiology and have an organizational overview and
impact; though my thesis focused on a small component of CRNA at my organization,
engagement from the COO was an asset in seeing CRNA addressed on an ongoing basis. In
addition, I had been in contact with Cardiac Services of British Columbia (CSBC), which funds
cardiac programs. CSBC has been in full support of the project and will support the strategies
used at VGH and have expressed a willingness to connect us with other organizations to speak
about our findings and processes. Developing partnerships with decision makers and
organizational leaders will help the solutions for CRNA to be implemented through a structure
that can support the costs, resources, and personnel needs that will be required to make
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sustainable change; addressing CRNA cannot be done by one person-buy in from strategic
partners is key to taking ideas through to an implementation stage.
CRNA being a complex systems issue, there are many challenges in developing
strategies that are sustainable; these strategies will require championing from key stakeholders.
An ongoing challenge in keeping stakeholders engaged will be to get them to commit to
implementing the solutions that we developed during the workshop; it will be important when
implementing new strategies to emphasize how the strategies align with the goals of the
organization. Smith, Mitton, Peacock, Cornelissen and Macleod (2009) stated, “As research
typically involves an investment of society's limited resources, there exists at least some
obligation to ensure that research activity aligns with the interests, needs and values of the larger
community” (p. 2). Thus, making solutions for CRNA a priority for the organization through
ongoing engagement with leaders is a key strategy in engaging stakeholders to create sustainable
change; this would mean ensuring there is clarity to the benefits to the patients, healthcare
providers, and organization in addressing CRNA.
Through using Stroh’s (2015) four steps to frame the narrative of CRNA at VGH, I
developed an approach with stakeholders that highlighted the importance of creating sustainable
change. The steps include:
• Understand that there are payoffs to the existing system—a case for the status quo;
• Compare the case for the status quo with the case for change;
• Create solutions that serve both their long-term and their short-term interests—or make
a trade-off with the recognition that meaningful change often requires letting something
go;
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• Make an explicit choice in favor of their higher purpose by weakening the case for the
status quo and strengthening the case for change (Chapter 9, para. 6).
By focusing on creating alignment among stakeholders in this way during the Medication
Affordability Workshop, I tried to provide stakeholders with a powerful motive to address
CRNA. The Medication Affordability Workshop I held during my data collection phase allowed
me to bring researchers together with the decision makers at VGH to pool their expertise, and
then point toward strategies for implementing solutions recommended in the literature.
Summary
My research provides an overview of how to engage key stakeholders to explore ways in
which healthcare organizations can support patients who face CRNA to prescription medication.
This research project was needed, as currently there is no organizational approach to supporting
patients who cannot afford their prescription medication; if a patient is unable to pay for their
medication there is no systematic approach to support that patient. In Chapter Two I will provide
an overview of scholarly literature and speak to the key concepts from and gaps in the literature.
In Chapter three I will discuss the methodologies and methods that I used to answer my inquiry
question: how might our organization systematically support patients facing cost-related
nonadherence to prescription medication? In Chapter four I will describe the study findings and
identify the themes and conclusions based on my data analysis. I will conclude this thesis in
Chapter five, where I will provide study recommendations and a “Make-it-Happen” plan.
Throughout this thesis I will identify why this research is important and why it was necessary to
provide an approach to addressing CRNA at an organizational level.
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Chapter Two: Literature Review
My literature review focused on solutions for CRNA and includes both peer-reviewed
and grey literature. Though typically a literature review would focus on scholarly literature, I
included grey literature as it provides important and unique insights on CRNA in Canada; I
chose literature that provided a rich explanation about drug coverage across Canada and
strategies to create a national approach. In this chapter I will review concepts specific to CRNA
including national pharmacare, costs to the health care system and patient experiences with
CRNA. I will start with a review of the grey literature and progress to review of peer-reviewed
literature. I will also identify the gaps and speak to how my research aims to fit into the existing
body of literature on CRNA. Through the literature review I will focus on the key themes of
culture and social determinants of health. The literature review will frame existing findings on
CRNA and will illustrate the gaps that my research will address.
National Pharmacare
As there is no national strategy to cover prescription medications, Canadians are having
to navigate complex drug plans that differ from province to province. To align medication
coverage strategies across Canada, there have been recommendations made to create a national
pharmacare strategy. Morgan and Daw (2012) explained that in the 1990s prescription drug costs
were increasing rapidly, becoming the second largest cost in health care spending in Canada. In
1997 the National Forum on Health identified barriers to medication coverage plans across the
provinces and made the first call for a national pharmacare strategy. However, policy makers and
politicians did not believe this was feasible, therefore no federal legislation was created to
develop a national pharmacare strategy. Then, in 2001 the federal government established the
Commission on the Future of Health Care in Canada to review Medicare. The Commission was
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headed by Roy J. Romanow, former Attorney General and Deputy Premier of Saskatchewan
(Government of Canada, 2009). The Commission engaged with Canadian citizens, healthcare
experts, government officials and researchers, and developed a report, Building on Values: The
Future of Health Care in Canada, or the Romanow Report, which made recommendations for
massive changes to the Canadian healthcare system, including recommendations for a national
pharmacare strategy. Despite the extensive report, there was little progress made to follow up on
the recommendations made by the Romanow Report. One of the critiques of the
recommendations was that it would cost the federal government forty billion dollars in transfer
payments to the provinces, referred to as the “Romanow gap” (Lewis, 2013, p. 2). National
pharmacare has since continued to present itself as a recommendation in Pharmacare 2020, and
now by the Government of Canada in June 2019. I will review the various government
recommendations and identify themes from the reports that help provide an overview of current
drug coverage and a vision for a future national strategy.
Pharmacare 2020. In 2015, academics, health care providers and policy makers
published Pharmacare 2020, a collaborative report intended to provide a vision for drug
coverage in Canada by 2020. The authors of the report, Morgan et al. (2015), spent years
accumulating research and collaborating with healthcare professionals, policy makers, and public
interest groups. The goal of the report was to "foster evidence-informed conversations on the
future of prescription drug coverage in Canada" (p. 3). The report focuses on four key goals:
• Access: universal access to necessary medicines
• Fairness: fair distribution of prescription drug costs
• Safety: safe and appropriate prescribing
• Value for money: maximum health benefits per dollar spent (p. 1).
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PharmaCare 2020 highlighted the fragmented purchasing power of pharmaceuticals by
provinces and territories, noting that their lack of coordination results in higher drug costs for all
Canadians (Morgan et al., 2015). The report highlighted the duplication of administrative,
enrollment and revenue costs in the system, which take away the ability of the Canadian health
care system to provide cost-effective care for more Canadians (Morgan et al., 2015).
Additionally, the report explained that the cost of filling prescriptions is approximately 30 billion
dollars, which is four times the cost of drugs 20 years ago (from 2015), making prescription drug
costs the fastest growing component of Canadian health care (Morgan et al., 2015). Further,
though Canada has one of the most expensive systems for drug coverage we also have “the
lowest level of drug coverage, the lowest level of medicine access, and the lowers level of
pharmaceutical research and development” (Morgan et al., 2015, p. 15).
Pharmacare 2020 provided a clear value for a national pharmacare strategy, as well as a
vision to implement it. The report described the current uncoordinated drug coverage strategies
used across Canada and the detrimental effects of separating medical coverage from
pharmaceutical coverage. It presented the economic and systems benefits of having a national
pharmacare strategy, and with a focus on access, fairness, safety, value for money, the report
provides a compelling case for why national pharmacare should be a focus for future
governments.
A Prescription for Canada. In 2019, the Government of Canada (2019) outlined
recommendations from the Advisory Council on the Implementation of National Pharmacare.
Like Pharmacare 2020, this was a federal initiative to introduce a national pharmacare strategy,
but where Pharmacare 2020 did not outline a process for achieving national pharmacare, this
new report provided a strategy for implementation. The development of the recommendations
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started with the creation of the seven-member Advisory Council who studied drug coverage
across Canada and internationally, met with experts and the public, and commissioned papers to
develop informed recommendations. The report recommended a plan for universal coverage for
prescription medication, in keeping with universal medical coverage in Canada. The central
strategy suggested was to create a national formulary with drugs on the list having a co-payment
of two dollars, and all other medications having a co-payment of no more than five dollars.
Additionally, there would be a reduction of household spending on prescription drugs to no more
than 100 dollars annually.
The national pharmacare recommendations spoke to the critical role of medications as a
part of health care, stating that inability to afford prescription drugs results in preventable mortality,
suffering and illness (Government of Canada, 2019). Building on the principles of the Canada
Health Act, it was recommended that a national pharmacare strategy should be grounded in the
following principles:
● Universal: all residents of Canada should have equal access to a national
pharmacare system;
● Comprehensive: pharmacare should provide a broad range of safe, effective,
evidence-based treatments;
● Accessible: access to prescription drugs should be based on medical need, not ability
to pay;
● Portable: pharmacare benefits should be portable across provinces and territories
when people travel or move; and
● Public: a national pharmacare system should be both publicly funded and administered
(p. 11).
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It was further suggested that there should be a Canadian drug agency with accountability
to all Canadians, and specifically to patients and federal, provincial and territorial governments
(Government of Canada, 2019). The Canadian drug agency would be responsible for creating a
drug formulary based on efficacy and cost benefit of the medications. The goal would be to have
the list, meant to cover most health conditions and half of all prescription drugs, available
nationally by 2022 (Appendix D).
Essential Medications. Based on recommendations from the Romanow Commission,
Pharmacare 2020, and Prescription for Canada, a first step in creating a national strategy for
drug coverage is to create a national formulary, or list of medications that would be covered for
all Canadians. The implementation of a national formulary is in line with the World Health
Organization’s list of essential medications, which the organization has had in place since 1977,
and which has been adopted by 117 other countries (Persaud & Ahmad, 2017). Additionally,
Morgan, Li, Yau, and Persaud (2017) used administrative and market research data and the
Carefully Selected and Easily Accessible at No charge Medications (CLEAN) medication list
(Appendix E) to estimate the effects of having an essential medication list in Canada, and found
that adding a universal coverage plan could address CRNA and save the health care system
billions of dollars. Creating a list of essential medications could allow for a concreate strategy to
address CRNA, the benefits and pitfalls of which require further exploration and consideration.
There is currently a randomized control trial underway at St. Michael’s Hospital in
Ontario called the CLEAN trial, where patients have a 50/50 chance of receiving medication for
free from a preliminary list of 127 essential medications (Appendix E) (Persaud et al., 2017). As
the federal government reviews recommendations and implementation strategies for national
pharmacare, the CLEAN trial will offer Canadian data on using a formulary to provide
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prescription medication; this study will allow for an assessment of how a list of essential
medications can be used to get patients access to prescription drugs.
Lists of medications are already used in Canada to manage patients with various health
care needs. The recommendations from The Romanow Commission, Pharmacare 2020 and A
Prescription for Canada are supported by literature from researchers of national pharmacare and
CRNA. Tang et al. (2014) suggested that to improve negotiations with pharmaceutical
companies, the Patented Medicine Prices Review Board expand their role and cover generic
drugs, which are currently managed by provinces and territories. The current systems rely on the
buying power of individual provinces, whereas having a national strategy could reduce
medication costs, through national bulk buying. Creating a national pharmaceutical coverage
plan is supported by Law et al. (2012) who reported that of all factors associated with CRNA,
changes in public policy to address inconsistencies in insurance coverage would be the most
influential. My thesis seeks to develop local organizational solutions to CRNA; however,
national strategies made by government will have the biggest impacts on helping patients access
affordable medication.
National Pharmacare Literature Comparison
Literature regarding solutions to CRNA tends to focus on national and provincial
strategies, which lead to impacts at organizational levels; the drug plan policies developed by
governments directly impact how organizations are able to help patients at risk of CRNA.
Pharmacare 2020 acknowledged the current disorganized state of the system yet did not provide
specifics on how to create a unified approach. Pharmacare 2020 discussed the complex and
uncoordinated realities of drug coverage across Canada, which can be based “on a patient’s age,
income, workplace, and province of residence, but not necessarily on her or his medical needs”
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(Morgan et al., 2015, p. 5). The recommendations in the report focused on strategies which could
lead to a united approach across provinces and territories for pharmaceutical coverage, which in
turn could reduce the financial burden to patients. This report provided the groundwork to show
why Canada should create a change in its current pharmacare system, which it described as
fractured and complex; however, it did not say how to go about taking the fractured system and
creating a unified national pharmacare strategy.
Compared with Pharmacare 2020, the Government of Canada’s (2019) recommendations
for a national pharmacare strategy in A Prescription for Canada: Achieving Pharmacare For All
provided a more detailed approach to the “how” of implementing a national strategy (Appendix
D). Though the concepts described by Pharmacare 2020 and the Government of Canada support
use of a national formulary, other researchers speak to the potential challenges of having
shortlists of essential medications. Persaud and Ahmed (2017) gave an example of medications
being excluded from a formulary list in favour of other drugs in the same class, stating, “Some
physicians in Canada believe that even the large existing public formularies run contrary to
current evidence or clinical experience” (p. 267). Therefore, it is important to explore the
potential negative consequences of national pharmacare.
Limitations to Pharmacare
For national pharmacare strategies to be implemented successfully and used to reduced
CRNA, it is important to explore a full review of cost savings and tradeoffs. A researcher with a
conservative think tank, the Fraser Institute, Née Lybecker (2018), provided a peer reviewed
essay of a cross jurisdictional review of national pharmacare strategies in New Zealand,
Australia and the United Kingdom (UK). Nee (2018) found that while national pharmacare
strategies did lead to reduced costs of drugs and system expenditure in New Zealand, Australia
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and the UK, there were unfavorable consequences to patients, physicians, researchers, and
industry. Nee’s findings were based on observations of existing literature, and highlighted
policies in jurisdictions with national pharmacare strategies, focusing on the unintended
outcomes. She described the ongoing out of pocket spending in the aforementioned countries,
stating “out-of-pocket expenses represent more than 30% of total spending in Australia, Norway,
and New Zealand—all countries with national pharmacare plans” (Beach et al, as cited by Nee
2018). As a further example of potential pitfall of national pharmacare, Nee (2018) described the
risks of creating a national formulary stating that doing so would be “denying patients the
benefits of newer, more effective drugs for cardiovascular diseases, diabetes and cancer could
lead to an increased risk of hospitalization” (p. 24). When creating national lists of essential
medicines, reference-based pricing allows for clustering drugs according to class and other
equivalency criteria and have a reference price for the clusters; with therapeutic substitutions
patients may be put on drugs within the same class, but of varying efficacy (Née Lybecker,
2018).
It is challenging when costs and formularies limit the therapies that they are able to
recommend for their patinets. Stone et al. (2014) discussed that as practitioners who stress the
importance of aligning health care policy with evidence-based medical care state, “Cost and legal
concerns tend to take precedence over scientific considerations in bureaucratic policy decisions,
resulting in misalignment between evidence-informed clinical care guideline recommendations”
(p. 1245). As an example, patients who have atrial fibrillation (AF) have a fivefold increased risk
of stroke, with 80% probability of death or disability from strokes caused by AF (Stone et al.,
2014). In my role as the RN in the Atrial Fibrillation Clinic (AF Clinic) we spend a great deal of
time with patients discussing risks of stroke and ensuring that those who need be started on oral
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anticoagulation (OAC) do so as soon as possible. However, despite national guidelines
recommending use of direct oral anticoagulants (apixaban, rivaroxaban, dabigatran) over
warfarin, as they reduce risk of stroke and have decreased risk of intracranial bleeding, these
medications are not covered for patients (Verma et al., 2014; Stone et al., 2014). There is only
reimbursement for direct oral anticoagulants if patients trial warfarin and therapy is unsuccessful,
which leaves healthcare providers stuck between evidence-based practice and public policy.
Based on the current provincial formulary in BC, we struggle in the AF Clinic to prescribe
patients with OAC which are recommended by the guidelines but not covered by public policy
plans. The formulary does not align with the national guidelines, so healthcare providers either
must prescribe medication which is not as efficacious or find creative means to ensure patients
are receiving the medications they need.
If a list of essential medications did not allow for coverage of evidence-based
medications, especially those recommended in national guidelines, it would create further
tension for health providers who are then restricted by the system to provide their patients with
the care that they determine would be best. From my experience in the AF Clinic, there are
struggles aligning best practice with restricted drug formularies. Prevention of stroke through use
of recommended OAC is of the highest importance for AF patients due to risk of morbidity and
mortality, which would lead to higher hospital and rehabilitation costs. For national pharmacare
to work, there must be consideration and input from healthcare providers so that practitioners do
not feel that they have to fight a policy to give their patients good care.
A national pharmacare strategy speaks to the findings and recommendations in my thesis,
specifically to pursuing solutions to enroll patients into public drug plans. Having a national
strategy would allow for a standardized approach to public drug plan coverage and reduce out of
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pocket costs of prescription medications. The Government of Canada (2019) estimates that there
are 34 billion dollars being spent on prescription drugs, with Canadians paying five billion of
that out of pocket. Thus, a strategy to reduce out of pocket costs would support vulnerable
patient populations; those who are unable to afford prescription medication in our current system
would be able to access medication in a truly universal system.
Costs to Health Care System
When patients cannot afford their prescription drugs there are potential impacts to other
parts of the healthcare system such as increased use of other services; CRNA can lead to higher
spending occurring in other health services (outside pharmacare), thus from a systems
perspective, addressing cost of medication serves the larger system, and ultimately is more cost
effective. Law et al. (2018) explored some of the consequences across Canada of CRNA. They
estimated that “374 461 Canadians (95% CI 308 263–440 659) — 24.1% [95% CI 20.56%–
27.59%] of those who reported cost-related nonadherence — reported cost-related nonadherence
that led to use of health care services they would not have needed otherwise” (p. 67). The
increased use of health services included physician visits, hospital stays, emergency room visits,
and other community health resources. Further, it was found that if out of pocket costs were
removed for those with diabetes, cardiovascular disease and chronic respiratory disease, there
would be 220,000 fewer visits to emergency rooms and 90,000 fewer hospitalizations, which
would amount to systems savings of 1.2 billion dollars (Government of Canada, 2019).
To better understand healthcare spending in Canada, it is important to know how funding
works in our current system. Martin et al., (2018) provides an overview of the healthcare system
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Figure 1. Overview of Canadian Health System
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Figure 1 provides a visual of who is making decisions regarding healthcare coverage and
delivery and how care is being funded; it shows how our current system is funded through a
combination of public and private funding. We can see that hospital care, physicians and
diagnostics are funded separately from prescription drugs; however, we know that if patients
cannot pay for their medications there are financial implications to other parts of the system.
Though the funding is siloed, CRNA creates impacts across the whole system.
CRNA in Cardiology. The aim of my thesis is to develop organizational solutions to
CRNA, and my starting place for implementing strategies will be in the Division of Cardiology
at VGH, where I work. Globally, cardiovascular disease remains the most common cause of
death, and in Canada 29% of all deaths are from heart disease (Townsend et al., 2016; as cited in
Heart Research Institute, 2019). Cardiovascular disease (CVD) accounts for the highest
proportion of days in hospital compared to other health problems (17% of all days - 19% for men
and 15% for women) (Public Health Agency of Canada, 2009). As an example of the impacts of
CRNA in cardiac patients, Huber et al., (2019) explained that after a cardiovascular event the
probability of major adverse cardiovascular events (MACE) was 45% lower in patients who
were adherent to lipid lowering drugs compared to those patients who were non adherent.
However, Campbell et al. (2014) found that patients with cardiovascular-related conditions who
had financial barriers to affording medication were 50% less likely to take cholesterol lowering
medication. This example shows that the research supports patients being on medication to
reduce morbidity and mortality, but out of pocket costs create a barrier.
Providing coverage for prescription medication may at first appear to increase spending
in healthcare; however, spending on medication can lead to even bigger savings in other parts of
the healthcare system. By investing in supporting patients to adhere to medication, there is a
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potential to reduce additional costs that occur when patients have complications because they
cannot pay for their prescriptions. Choudhry et al., (2011) studied patients post myocardial
infarction (MI) who had medications covered through copayment plans versus fully covered and
found “Enhanced prescription coverage improved medication adherence and rates of first major
vascular events and decreased patient spending without increasing overall health costs” (p.
2088). They went on to note that patient costs were reduced in the full coverage group for
medications and use of other health services. Thus, if there was a strategy to cover medications
for patients after a cardiovascular event, there would be a reduction in MACE without an
increase to health care system costs. As a real-world example, recently a patient who had a
coronary artery bypass graft (CABG) procedure faced CRNA at our organization. The patient
needed to start five medications for management post CABG, which he was unable to afford, so
he took over the counter Aspirin, which cost six dollars. Due to complications, the patient
required readmission to hospital for another six days, which, when accounting for tests and
scans, amounted to 10,637 dollars according to the VGH cashiers cost list (Appendix F). The
approximate cost for covering the medications for one year would have been 568 dollars (Pacific
Blue Cross, 2019). The system spent 18.7 times the cost of the medication because of the
readmission and use of hospital services (Pacific Blue Cross, 2019; Appendix F).
Through my work in Cardiology and a review of the literature I believe that pilot projects
and/or implementation strategies recommended in this thesis and applied to the Division of
Cardiology will be applicable to other departments. Highlighting the problem of CRNA in
cardiac care patients will shed light on the general issue of CRNA across all medical departments
at VGH. Creating change in an organization is difficult, but with VGH being the second largest
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teaching hospital, it is an excellent starting place to create change, which can then spread within
the organization and beyond.
Culture. In my experience as an RN in the front lines of health care for 15 years, I see the
discrepancies between hospitals in the same health authority, hospitals in the same province, and
hospitals across Canada. Due to different hospital cultures, an overarching solution would not be
feasible from VGH to Saint Paul’s Hospital, even though it is only 10 minutes away. Lewis
(2013) suggested that for change to occur in health care, a cultural revolution is required:
It is clear that it takes more than vision and high-level policy to bring about
reforms…ultimately cultural change is a battle for the hearts and minds of practitioners –
their sense of mission, how they are educated, their hierarchy of values, their
expectations, and their willingness to organize their work around their patients. If they do
not cocreate and embrace change, it will not occur on a large scale. (p. 3)
Carroll and Quijada (2004) described that a hospital is not just a single culture, but
instead a fragmented collection of various cultures which can vary by occupation (i.e.,
physicians, nurses, pharmacists) and specialty (i.e. cardiology, internal medicine), which is
further composed of subcultures, such as staff from the same home town, same religious
background, etc. A strong leader can help bring people from the organization together under a
common purpose to answer organizational issues (Carroll & Quijada, 2004).
My research strategy started with creating actionable solutions to CRNA at in the
Division of Cardiology at VGH, which has the potential to create further organizational change
in the future. Readiness to create change happens when organizational members have a shared
commitment to pursue the courses of action required to implement change (Weiner, 2009). As
stated by Weiner (2009), “implementing complex organizational changes involves collective
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action by many people, each of whom contributes something to the implementation effort” (p. 2).
As my research sought to create organizational change to address CRNA, it was important for
me to reach out the key stakeholders that made up the culture at VGH ; an inclusive process with
nurses, social workers, pharmcists, physcians, nurse practioners, organizational leaders,
researchers and patinets was needed in order to change how we address CRNA at VGH. Further,
a key focus of my research was to create a platform for patinets, who are an important part of the
organizational culture, to share their experiences with CRNA so that we could better understand
their experiences. For my research, I specifically wanted to create a platform for patinets to share
their voices so that we could better understand their experiences with CRNA. .
Patient Experiences
Researchers have not yet fully explored patient experiences with CRNA in Canada.
Dhaliwal et al. (2017) stated:
The experience of having financial barriers remains poorly understood. This is
particularly concerning as healthcare providers may be unaware of the struggles their
patients encounter and may be ill-prepared to help them overcome the root causes of nonadherence to the therapies. (p. 2)
It is unclear why there is a gap in the literature, though Dhaliwal (2017) discussed that patients
who face CRNA may feel shame about their financial situations, may lack trust in the system, or
may simply be challenged in navigating complex health care systems. All of these issues may be
barriers to understanding the experiences of patients who face CRNA, but to identify and
implement solutions, it is important to have a full understanding of how a patient experiences
CRNA. In their study of cardiac patients in Alberta who experienced CRNA, Dhaliwal et al.
(2017) stated, “patient outcomes are impacted by financial barriers and cost-related
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nonadherence, resulting in lower quality of life, poorer overall health status, and increased rate of
hospitalizations” (p. 2). Cardiovascular disease has multiple impacts for the patient and for
communities, including psychological and emotional impacts for the patient and their family,
loss of employability and/or financial stability, and costs to the health care system (Public Health
Agency of Canada, 2009). Dhaliwal (2017) described patient experiences with CRNA stating,
“Participants reported that mental and emotional health difficulties were exacerbated by their
inability to work…. Furthermore, we identified that social isolation resulting from financial
barriers contributed to participants’ ‘feeling depressed’” (p. 4). Goldsmith (2017) used semi
structured interviews with patients in BC and Ontario to explore patient experiences of stopping,
reducing, or not filling prescription drugs due to cost. They reported specific patient experiences
of patients with low income, with one participant reporting:
There’s nothing left over but my food budget … I could go up to $10, $15, maybe even
$20 more a month [for medications], but if it's more than that, it's pretty hard … I've
eaten rice and beans and oatmeal all month one time just to afford to take [a medication]
that was worth trying. (p. 55)
To address CRNA, healthcare providers, researchers, and policy makers need to understand the
perspective and experiences of the patient.
Social Determinants of Health. There are social and economic factors that can impact a
person’s health and well-being. The World Health Organization (2019) described social
determinants of health (SDOH) as being:
conditions in which people are born, grow, live, work and age. These circumstances are
shaped by the distribution of money, power and resources at global, national and local
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levels. The social determinants of health are mostly responsible for health inequities - the
unfair and avoidable differences in health status seen within and between countries. (n.p)
Raphael (2009) identified 14 SDOH which have strong impacts on the health of Canadians,
which include: Aboriginal status, gender, disability, housing, early life, income and income
distribution, education, race, employment and working conditions, social exclusion,
food insecurity, social safety net, health services, unemployment and job security
It is important to be aware of the SDOH, so that healthcare organizations can support
those who may be facing inequalities in the system, such as those who are at risk of CRNA.
Pinto and Bloch (2017) described the importance of healthcare organizations and practitioners
being mindful of SDOH, noting that typically there is more focus on disease processes than the
patient’s social context. Inability to pay for medication is linked to SDOH, thus it is important
for future research to focus on patient experiences in accessing medication.
Goldsmith (2017) reported that for patients described as being on highly important drugs,
CRNA created high burdens of stress about whether to pay for medication or clothing, food, or
housing. This is further substantiated by Law et al., (2018) who found, “Many Canadians
forewent basic needs such as food (about 730 000 people), heat (about 238 000) and other health
care expenses (about 239 000) because of drug costs” (p. 63). Patients who felt they were on
low-importance drugs were also less likely to fill prescriptions due to cost. For patients who were
financially flexible there was still a report of CRNA, as their deductibles were high, and it was
reported that people were living paycheck to paycheck due to high prescription drug costs
(Goldsmith, 2017). If patients are suffering with mental health issues or having to deprive
themselves of necessities such as food, heat, and/or rent, it adds even more urgency to addressing
CRNA.
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This literature captures patient struggles between paying for medication and the burden of
CRNA on other aspects of their lives. The impacts of CRNA reach beyond the healthcare
system, making people’s health worse and leaving their basic needs unmet; this inequality in
healthcare both perpetuates and is perpetuated by social inequality. Michael Law (as cited in
Macleod, 2012) stated:
When people decide they can't afford the drugs they've been prescribed, they may end up
sicker and costing the health care system more in the long run... There are also costs to
individuals, employers and society as a whole…Keeping people healthy through the use
of these drugs... is in everyone's best interest. (n.p.)
My research sought to capture the experience of the patient participants through
participation in the Medication Affordability Workshop. As there is a gap in the literature in
understanding patient experiences with CRNA, I structured my research to speak to this gap.
Summary
I reviewed grey and scholarly literature to provide a synthesis of the concepts
surrounding medication affordability in Canada. The key categories explored were national
pharmacare, patient experiences, and costs to the healthcare system. Through exploring the
various literature sources, topics such as essential medications and CRNA in cardiology and
themes such as culture, social determinants of health were discussed. Exploring the national and
international literature allowed me to create a foundation from which to speak to potential
solutions to CRNA. The existing literature and the emerging recommendations regarding
addressing CRNA at provincial and national levels fails to mention organizational strategies,
which is a gap that my research aims to address. Once policies and decisions are made regarding
healthcare strategies at government levels, how do we as an organization implement those
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strategies? Additionally, patient experiences with CRNA are poorly understood. Dr. Law stated,
“CRNA is self reported by patients” (M. Law, personal communication, August 14, 2019), yet
we have a poor understanding of patient experiences with CRNA. Including patients in the
Medication Affordability Workshop provided them with a platform to share stories with various
stakeholders, including senior leadership, physicians, and front-line staff. This literature review
provided a context for how my thesis fits among existing research.
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Chapter Three: Methodology
My research on CRNA used an action research methodology and borrowed from the
evidence-based practice of knowledge translation (KT). My chosen methodology and methods
allowed me to map out a strategy where I could explore the perception of CRNA among
participants and answer my research question, how might our organization systematically
support patients who face cost-related nonadherence to prescription medication?
In this chapter I will discuss the principles of action research and knowledge translation,
including the knowledge to action cycle, which helped guide my research. I will also discuss the
design thinking methods I used to lead the two-day Medication Affordability Workshop,
including an expert presentation, brainstorming, S.W.O.T analysis and road mapping, and I will
speak to the successes and challenges during the workshop. Further, I will discuss the project
participants, study conduct, and ethical issues. I will conclude this chapter with a summary of my
research process.
Action Research
Greenwood and Levin (2007) defined action research as “a set of collaborative ways of
conducting social research that simultaneously satisfies rigorous scientific requirements and
promotes democratic social change” (p. 2). With a focus on addressing social injustices, action
researchers can provide otherwise marginalized voices with an opportunity to be heard; action
research combines the motivations of an activist with the skills of a researcher so change can
occur. Bridges and Myers (2007) stated:
Other forms of inquiry hold a commitment to positive social action as a desirable
consequence of the inquiry, but they are characteristic of the ‘language turn’, the primary
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aim being to expose knowledge as a social construction (Reason and Bradbury, 2001). In
action research, however, the action is the central hub of the enterprise. (p. 391)
Action research challenges traditional hierarchical leadership structures and encourages
researchers to focus on research that “is with, for and by people and communities, rather than on
them” (Reason and Bradbury as cited by Bridges & Meyer, 2007, p. 389). My research
developed from my recognition as an RN of the gaps that existed in supporting patients who
have financial barriers to prescription medication. Identifying the issue was the starting point,
and the process of developing real-world solutions using academic strategies was what
developed into my action research.
A review of the development of action-oriented research starts with social psychologist
Kurt Lewin, who focused on conceptualizing and promoting social change (Greenwood & Levin,
2007). Prior to Lewin’s action research principles, there was a dependence in organization
development on principles that were based on notions of “hierarchy, bureaucracy, direct
supervision, and other mechanistic forms of worker control. Until the 1940s it was believed by
most industrialists that workers could be manipulated in much the same way that machinery was
manipulated” (Herr & Anderson, 2015, p. 5). This form of hierarchical research still exists in
many fields, including health care. In pursuit of developing research that could create social
change, Lewin created a process which evolved into action-oriented research, which differed
from the hierarchical approach as it sought to collaborate with people for research, rather than
the usual top down approach. Greenwood and Levin (2007) described Lewin’s three stages of
action research as: “dismantling former structures (unfreezing), changing the structures
(changing), and finally locking them back to a permanent structure (freezing)” (p. 5). Action
research has evolved but the foundation remains embedded in Lewin’s principles, which start
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with recognizing the problem, developing the processes for creating change, and then
implementing that change for the long term. Action-oriented research aims to make positive
social impacts, ideals which align with values in healthcare which seek to help people,
physically, emotionally, and/or mentally, maintain or improve their health.
Action research in healthcare. Action research questions organizational power
structures and systemic inequalities (Winter & Munn-Giddings 2001). Healthcare organizations
are structured so that those in higher positions have authority and power, which can create
challenges for those in the frontlines trying to create grassroots change. During my time nursing
in hospital settings, I found that nurses were rarely engaged in decision making, more often
being told that a decision had been made from a top down approach; decisions were made by
those in management roles which directly impacted the work of front-line nurses, but nurses
were rarely included in the decision making process.
Nurses are the largest groups on most teams and have the most constant patient contact,
yet they struggle to have input in organizational decision making (Hart, 2015). When nurses are
not heard and their power is limited, there is an emotional impact which leaves staff feeling
undervalued and disengaged with their work (Hart, 2015). Thus, it is important for those in
management roles, to give frontline staff opportunities to make positive organizational changes;
giving nurses/frontline staff an opportunity to participant in decision making has the potential to
create positive impacts in their work environments and/or the larger organization. Walton (2006)
contended that those in healthcare leadership should promote a shared sense of team
responsibilities, moving away from a power model to one that focuses on teaching and learning,
highlighting that everyone caring for patients plays an important role. He stated, “A ‘whole of
system’ approach focuses on personal and team responsibilities, not hierarchies. When the
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hierarchy is balanced in favour of teaching and learning rather than the exercise of power,
everyone will become a resource” (p. 230). Power in healthcare creates a sense of status, so
when frontline staff are not empowered to participate in decision making there is an increased
likelihood of disengagement, frustration, and a sense of not belonging. Hart (2015) suggested
that in order to engage with nurses, it is imperative to start by acknowledging the systematic
factors that disempower nurses; through acknowledging the systematic barriers and giving nurses
opportunities to participate in decision making, staff become empowered and engaged to bring
good ideas forward.
In health care organizations, where practitioners are on the front lines of caring for
patients, action research provides an opportunity to make real social change. I pursed the topic
of CRNA because it was something that went against my values and the values of the Canadian
healthcare system, which prides itself on equal care for all; cost should not be a barrier for
patients taking the medication that they need to prevent them from getting sick or dying. I was
determined to learn more about the topic and get support from people who could add credibility
to my project. Organizationally, VCH collaborated with all staff to develop new values which
include caring, learning, and achieving better results through improved patient care and health
outcomes (VCH, 2017). By bringing staff together to establish values, the organization has
committed to having shared organizational values. As reflected in the VCH (2017) purpose
statement to “Come together as one collective team to deliver an exceptional care experience for
all,” organizations are recognizing the importance of staff from various backgrounds
collaborating to improve patient care. While I do not hold a leadership or researcher role in my
organization, through action research I was able to do an academic study of approaches to CRNA
and how our organization might resolve this issue.
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Knowledge Translation
Although there is copious academic research evidence available to improve healthcare
outcomes, healthcare systems, and the healthcare economy, this evidence is often not put into
action. Straus, Tetroe, and Graham (2013) described how health care systems globally struggle to
implement evidence from clinical research into health care practice and systems management
changes, referring to this as the “know-do” gap. Due to the “know-do” gap, it has been noted that
in the US, adults were receiving less than 55 % of recommended care (Straus et al., 2013).
To bridge the gap between academic recommendations and clinical practice it is
important to engage healthcare providers, patients, and leaders. Knowledge is more than research
conducted in an academic environment. It is also the impact on cultural life that creates a truth; if
the evidence is available, but it is not being utilized or practiced then we must explore the current
challenges in bringing research knowledge into real world settings. In healthcare, when we are
speaking of providing people with care, there is an urgency to ensuring that patients are getting
the best evidence-based care to avoid detrimental outcomes.
As an example of the know-do gap, in 2014 the Canadian Cardiovascular Congress
changed recommendations on when to anticoagulated patients who have atrial fibrillation.
Previous guidelines had indicated patient age 75 and older required anticoagulation, whereas the
new guidelines recommended anticoagulation start at age 65 (Verma, et al., 2014). In my role as
the Clinical Resource Nurse in the Atrial Fibrillation Clinic, I am still triaging patients who are
not anticoagulated according to these guidelines, which leaves patients at risk of debilitating and
life-threatening stroke.
The disparity between academic findings and clinical practice creates a dilemma for
patients and health systems, thus it is important to explore strategies to close those gaps through
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knowledge translation. The Canadian Institutes of Health Research (CIHR) has embedded the
idea of translating knowledge into action through knowledge translation (Straus et al, 2013).
CIHR defines KT as “a dynamic and iterative process that includes synthesis, dissemination,
exchange and ethically-sound application of knowledge to improve the health of Canadians,
provide more effective health services and products and strengthen the health care system”
(Canadian Institutes of Health Research, 2016). The core concept of knowledge translation is
about creating actionable change that can give practitioners the ability to provide patients with
the best possible care. In order to bridge the gap between knowledge and action in health care, or
current state and future vision, we must recognize the creative tension and work with
stakeholders to build a shared vision for long term change (Senge, 2006). For my study, the goal
was to integrate existing research, expert discussion, and the knowledge and expertise of
workshop participants to make change.
Though there is abundant strong research evidence and evidence-based recommendations
for systematic and service strategies, these are rarely adopted at the policy making level (Straus
et al., 2013). Based on my review of the literature, there are existing strategies to address CRNA
such as enrollment into existing drug plans and prescriber engagement, but they have not been
systematically implemented or implemented at an organizational level. This is an example of the
know-do gap, which can be addressed using knowledge translation strategies.
Knowledge to Action Cycle. The process of knowledge translation is captured in the
knowledge to action cycle, Figure 2, developed by Graham and colleagues (as cited by Straus et
al., 2013) which is based on “commonalities found in an assessment of planned-action theories”
(Straus et al., 2013, p. 9).
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Figure 2: Knowledge to Action Cycle (Straus et al., 2013)
In healthcare the knowledge to action cycle provides a process for moving knowledge
generated by the researcher or from existing literature into clinical settings. As illustrated in
Figure 2, the knowledge to action cycle includes seven action phases needed to generate
knowledge and implement change:
•

identification of the problem;

•

identifying, reviewing and selecting the knowledge to implement;

•

adapting or customizing that knowledge to the local context;

•

assessing the determinants of knowledge use (barriers and supports);

•

selecting, tailoring, implementing, and monitoring KT interventions;

•

evaluating outcomes or impact of using the knowledge, and
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determining strategies for ensuring sustained knowledge use (Straus et. al, 2013,
p. 11).

The cycle shows us how the process of developing knowledge and creating actionable change is
iterative, complex, and contains various detailed components. This cycle provides a framework
for action researchers to generate knowledge and create sustainable change.
At the center of the knowledge to action cycle is knowledge creation, which is developed
through inquiry, synthesis and identification of the problem. Knowledge creation is composed of
the following phases: “knowledge inquiry (first generation knowledge), knowledge synthesis
(second generation knowledge), and creation of knowledge tools and/or products (third
generation knowledge)” (Straus et al, 2013, p. 10). I had hoped to have the baseline assessment
of CRNA completed before doing the Medication Affordability Workshop so that I could
provide participants with a local context of CRNA at VGH. However, due to time constraints
this was not possible. As such, knowledge inquiry and synthesis were done through review
existing literature and consultation with experts and organizational leaders, thus I could move
forward with a strategic approach to address CRNA with participants at the Medication
Affordability Workshop. Action research gave me the opportunity to bring research ideas to
setting where experts could discuss ways to bring them into practice. My goal once the baseline
research is complete is to use the results for ongoing engagement in the organization. I was able
to further work through the initial phases in the action cycle throughout the methods that were
used during the workshop, and will explore the strategies for implementation, evaluation, and
ensuring sustained knowledge use in Chapter Five.
The success of knowledge translation depends on collaboration between those who
generate the knowledge (for example, the researchers who performed the baseline assessment of
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CRNA) and those who are responsible for implementing it (Straus et al., 2013). However, rather
than working in synergy to bring evidence-based practice into clinical settings, researchers and
healthcare providers are typically siloed in their work, which makes it challenging to bring
research findings into clinical settings. If the people who could implement the change do not
learn about the research or understand the importance of implementing change, there can be gaps
in evidence and practice. Newhouse and Spring (2010) discussed that in order to adopt evidencebased practice, researchers, physicians, nurses and other providers need to learn to understand
each other, ‘speak the same language’, and communicate. To bridge the gaps between what is
discovered through research and implementation of evidence, we need to bring researchers and
healthcare providers together to discuss how to make findings actionable. If the priority is to
bridge the gap between research recommendations and clinical practice, then the organization
needs to support health care provider engagement in bringing evidence into practice (Newhouse
& Spring, 2010).
Action research methods in a healthcare setting bring researchers and providers together
to discuss how evidence can be implemented; action research allows for participants to
collaborate to generate solutions and develop processes for how to implement those solutions.
My action research study brought researchers, healthcare providers, leaders and patients together,
so that as a group with varying perspectives and expertise, they could discuss the possibilities
and the barriers in implementing solutions to CRNA. Under the methodological umbrella of
action research and knowledge translation, I used design thinking methods to engage
stakeholders in discussing strategies to mitigate CRNA by enrolling patients in Fair PharmaCare
and promoting physician engagement.
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Design Thinking
I incorporated some overarching themes from design thinking to inform my approach to
CRNA at VGH. Design thinking is grounded in the notion that the people who are coping with
the challenges are the best people to develop solutions (IDEO, 2015). Design thinking shares
features with action-oriented research, in its sense that the people who are experiencing a
problem need to drive the search for a solution. I used methods from design thinking to engage
participants at the Medication Affordability Workshop. I borrowed methods from design
thinking that would help participants feel comfortable sharing their ideas and help me understand
their experiences, their views, and the solutions they felt would best address CRNA. A member
of the senior leadership team at VGH had told me that he had been to so many meetings about
planning to make change that were long, boring, and unmemorable. Design thinking fosters
creativity and innovation through methods that are engaging, fun, and help participants work
through a process to answer research questions. I wanted to create an experience that was
engaging, so that participants did not feel like they were going to another boring meeting but
could instead be part of an exciting change-making process.
The goal for the Medication Affordability Workshop was to identify actionable changes
that could be made to address CRNA in our organization. The issue of CRNA is complex, thus
the process for addressing CRNA at an organizational level requires ongoing exploration and
refining of the proposed solutions. Design thinking methods gave participants a creative and
interactive approach to discuss solutions to CRNA and processes for implementing the strategies.
Design thinking principles include having an iterative process so that solutions can be well
thought out and developed over time (IDEO, 2015). By having a process where there is testing
and repetition, I will be able to recommend a strategy to engage stakeholders repeatedly and that
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can allow for culture change to occur; addressing CRNA in a large organization will require an
ongoing iterative approach in order to keep stakeholders engaged. I will discuss my approach to
creating sustainable change and ongoing engagement in Chapter Five.
Project Participants
In order to have a full and robust discussion in the Medication Affordability Workshop I
reached out to participants whose expertise and experience was needed to strategize effectively
about how to implement solutions to CRNA at VGH. Through the relationships I had built with
organizational decision makers, healthcare providers and researchers involved in the baseline
assessment of CRNA in cardiology, and with input from the COO, I invited participants who
brought a variety of perspectives to the workshop. Participants included senior leadership, the
leadership team in cardiology, physicians, nurse practitioners, nurses, pharmacists, social
workers, case management leaders, members of RN professional practice, patients, and a team
from the UBC School of Population and Public Health. Additionally, I reached out to staff from
Saint Paul’s Hospital (SPH), a large teaching hospital in downtown Vancouver that works in
partnership with teams at VGH, to foster a regional reach for solutions to CRNA. I also invited a
representative from Cardiac Services of British Columbia, who provided a provincial lens for the
discussion. The goal was to invite all people who had experiences with CRNA or who could help
support the implementation of solutions to participate in the workshop.
Patient engagement. My research project uses systems analysis to understand and
attempt to solve CRNA. Since CRNA is experienced most directly by patients who cannot afford
prescribed medications, it was important for patients to participate in creating inclusive solutions.
I wanted to help patients who could not afford their medications, and I could not do that without
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including them in the research process. The World Health Organization (2002) defined
community engagement and empowerment as:
a process by which people are enabled to become actively and genuinely involved in
defining the issues of concern to them, in making decisions about factors that affect their
lives, in formulating and implementing policies, in planning, developing and delivering
services and in taking action to affect change (p. 10).
Patient participation for this research was important, so that healthcare providers and
organizational leaders could work with patients to develop solutions with them, rather than for
them; I did not want to do something on behalf of patients, I wanted to do something with
patients and for patients. The phrase “nothing about us without us” was first used by disability
rights activists to implore policy makers to include people with lived experience of disability in
making decisions, and this same slogan is now being adopted by patient communities wanting
more involvement with the healthcare system (Chu et al., 2016). In keeping with the notion of
“nothing about us without us,” I was determined to include patients in the Medication
Affordability Workshop.
Through a review of existing research on the role of patient and public involvement in
health care planning, Armstrong, Herbert, Aveling, Dixon-Woods, and Martin (2013) concluded
that in order to gain the full potential of patient involvement in health care decision making there
must be clear rationale for patient inclusion, clarity of the patient role, and effective strategies to
involve patients. The rationale for engaging patients to address CRNA is that this issue directly
impacts their health and wellbeing; patients who have financial barriers to prescription
medication are directly impacted by the solutions we do or do not pursue to address CRNA.
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This project gave healthcare providers, researchers, and members of the organizational
leadership team the opportunity to hear the voices of patients who are most impacted by CRNA.
In my experiences working in healthcare, I have not always recognized the complexities that
patients face when trying to navigate the system and get the care that they need. There is a power
relationship in healthcare where those who are providing care have power over people who are
vulnerable due to their health. Including patients in decision making is an opportunity to learn
about the experiences patients have in a system that is meant to help them; as a health care
provider I want to hear what patients have to say about their experiences in the system. I wanted
the Medication Affordability Workshop to bring patients together with providers, researchers,
and organizational decision makers so that we could learn from the people we are trying to help.
By having patients be a part of developing solutions, we could invite their thoughts and views to
shape our approaches to addressing CRNA.
I implemented my strategy to involve patients through established organizational patient
engagement programs, specifically Vancouver Coastal Health’s Community Engagement
Advisory Network (CEAN). The CEAN initiative at VCH currently has approximately 300
patient participants who are engaged in various policy planning and research initiatives. The
CEAN team ran an invitation to the Medication Affordability Workshop in their newsletter,
which was circulated to the Ministry of Health’s Patient Voices Network. This invitation secured
five patient participants.
Sampling. I selected participants for my study using purposive sampling, identifying
participants based on their expertise and fit according to the purpose of the research study
(Daniel, 2012). I was able to compile a list of potential participants for the Medication
Affordability Workshop based on recommendations from colleagues, organizational leaders and
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my capstone partner. I sought to include participants whose experiences and expertise could help
develop solutions to CRNA; the focus was on involving participants who could help develop
solutions and implementation strategies to address CRNA at VGH.
Purposive sampling can limit the possibility of generalizing study results beyond the
sample and there is potential for bias in participant selection. Saldana and Omasta (2017) stated,
“Qualitative research cannot be generalized…because it does not follow the sampling procedures
of quantitative research such as the random selection of participants…. The findings from the
qualitative study could, however, serve as the basis for a larger mixed-methods study” (pp. 99100). Though some many view it as a challenge to the larger application of findings, purposive
sampling allowed me to explore the views of participants at a large teaching hospital, which may
be reflected in other organizations. The focus of my study was to explore organizational
strategies to address CRNA; I therefore needed to explore organizational culture on smaller
scale, using the relationships I had built during my baseline assessment of CRNA in cardiology,
and the relationships I have built throughout my time as a front-line RN, to engage study
participants.
When members of an organization want to explore issues in their own organizations, it is
referred to as insider action research (Coghlan, 2014). As a member of the organization seeking
to explore an issue in my own workplace, I was engaging in insider action research. As a
healthcare provider who has been working within the organization for 12 years, I had a sense of
the realities of organizational life. Action research is about having the people facing the problem
developing the solutions, and insider action researcher is an extension of that idea; the researcher
coming from the organization may be the right person to help create system changes. I used my
role in the organization and the relationships that I had built to engage a wider group of key
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stakeholders. I continued to build my participant list using snowball sampling, a variation of
purposive sampling, through which I sought suggestions for additional participants from various
leadership team members and front-line healthcare staff. Through this sampling method and
process, I was able to invite 75 people to the workshop. In the end, 25 participants attended on
day one and 20 on day two.
Inquiry Team
My Inquiry Team members helped facilitate the Medication Affordability Workshop and
assist with transcribing the data we collected. My Inquiry Team included Juzer Kakal, a
researcher with the UBC Faculty of Medicine, Belinda Boyd, a facilitator from CEAN, and Erin
Quinn, Emilie McIver, Stephanie Pritchard, Kristie Hanson, and Paola Gavilanez, past Royal
Roads University students from the School of Leadership Studies. I ensured that members of my
inquiry team were aware of the confidential nature of the workshop (Appendix G), and I created
a co-facilitator guide (Appendix H) to help support them through the workshop. Additionally, I
met with the co-facilitators prior to the workshop, so that we could review their roles during the
two-day workshop.
During the workshop, co-facilitators guided participants through the workshop activities,
transcribed their observations, and helped with timekeeping. Running a workshop with 20-25
participants, having the co-facilitators helped to keep participants focused and engaged and gave
me the opportunity to lead the workshop. It would not have been possible for me to have the
participants go through the methods I had planned without the support of my inquiry team.
Further, I was able to get feedback and input from my team, which made me feel supported and
confident in leading the larger workshop.
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Study Conduct
The first step in conducting my inquiry was to ensure that I had ethics approval from the
Royal Roads Research Ethics Board (REB) and from Vancouver Coastal Health. Once I had
ethics approvals, I e-mailed potential participants to invite them to both evening sessions of the
Medication Affordability Workshop (Appendix I). The invitation included a detailed letter of
information (Appendix J) about the study, and I informed potential participants that we could
meet in person or speak over the telephone for further information if they wished. The invitation
also included a consent form (Appendix K); however, most participants did not complete the
consent prior to the workshop, and instead signed the consent forms on the day of the session.
Finally, to offer context for the workshop, the invitation also provided potential participants with
some information about CRNA (Appendix L).
The Medication Affordability Workshop occurred in a presentation room in the main
hospital, which was equipped with technology to share power point slides and had space to
accommodate small group work. The tables and chairs were organized to create even groups for
the design method activities. I asked my co-facilitators to observe and make notes about the
sessions in notebooks that they submitted to me at the end of each session. I also collected data
sources generated through workshop participation, such as index cards, post-its, flip charts, and
other write-ups including the roadmap.
During the planning stages for the workshop, my goal was to engage participants in a
total of six hours of activities using various design methods. I created a Doodle poll and asked
participants to pick time frames (evening sessions, weekends, all day) and a vast majority
responded that six hours was too long of a commitment. Keeping the results of the Doodle poll in
mind, I adjusted the workshop activities to two evening sessions of two and one-half hours each.
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I developed a facilitation guide, which provided a detailed overview of the equipment required,
timeframes for the activities/methods and roles of the co-facilitators (Appendix M). Day one
consisted of an ice breaker activity, expert presentation, brainstorming, sorting, and a strengths,
weakness, opportunities, and threats (S.W.O.T) analysis. There was some variation in
participants from day one to day two, thus on day two I did a recap of day one, an ice breaker,
and road mapping of solutions. I will discuss the methods in further detail, outlining the purpose
and rational for using the methods.
Methods
Ice Breaker. The workshop included participants from various backgrounds, both within
and outside health care. To establish a sense of ease and trust during the workshop sessions, it
was important to create an environment where participants felt comfortable asking questions and
sharing their ideas. Kilanowksi (2012) explained that while researchers give much thought to the
design of sessions, how sessions start is often less planned. She suggested that "ice breakers" can
be an effective way to have participants create a sense of unity and engagement when coming
together to accomplish common goals. For the Medication Affordability Workshop, an ice
breaker helped patients, physicians, front line health care staff, researchers, senior leadership and
other participants create a feeling of equality, increasing the likelihood that the session would
hear all voices. For the ice breaker on day one I asked participants to discuss in small groups
three things that they had in common with each other; on day two they discussed what was
unique about them. The feedback from the co-facilitators was that this activity generated
discussion, laughter, and comfort among the participants.
Expert presentation. The Medication Affordability Workshop was intended to begin
with a liberating structure method of celebrity interview, where there would have been a panel of
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experts who would engage in a question and answer session with the audience. Liberating
structures are methods aimed at creating cultural shifts through inclusion, and which overlap
with other approaches, such as design thinking. Kimbell (2012) stated that design and liberating
structures are connected in their shared goal of engaging entire systems, rather than parts of the
whole.
While this would have been an ideal approach for my workshop, scheduling conflicts and
time constrictions led me to change to a more traditional expert presentation by Dr. Michael
Law, the Canada Research Chair in Access to Medicines, Associate Professor in the Centre for
Health Services and Policy Research, UBC School of Population and Public Health. Although
this approach meant we could not have a more engaging presentation style, it allowed the
participants to have a shared understanding of CRNA before beginning their own discussion and
analysis. Following Dr. Law’s discussion about CRNA, I presented on Fair PharmaCare and
prescriber engagement.
It was important to provide participants with viable solutions from existing literature so
that there could be some grounding in existing evidence for a complex system problem.
Providing an overview of CRNA, Fair PharmaCare, and prescriber engagement was an important
step to raise awareness of approaches that are already supported by research evidence and are
recognized as achievable solutions. Prior to my exploration of medication affordability, as an RN
I did not have any significant knowledge regarding CRNA despite my many years of experience
providing frontline patient care. My knowledge gap was not unique, and I recognized the need to
ensure that all participants shared knowledge of existing research evidence before we began our
discussion.
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Brainstorming and Dotmocracy. CRNA is a complex problem (Appendices B and C)
well-suited to exploring through brainstorming, which provides a mechanism for tapping into the
knowledge of participants from various backgrounds and exploring solutions (Seidel & Fixson,
2013). Seidel and Fixson (2013) discussed how brainstorming supports participants to build off
team ideas in a structured environment.The brainstorming phase of the workshop was an
opportunity to have input from patients, care providers and leaders with expertise and
experiences that can help identify how our organization might systematically support patients
facing CRNA.
Participants were provided with sticky notes and asked to share their best ideas to answer
the research question: how might our organization systematically support patients facing costrelated nonadherence to prescription medication? Co-facilitators, with participants’ input, then
sorted the ideas into clusters based on similarity. Next, participants were asked to use a
dotmocracy approach, where they were given three dot stickers, and asked to pick their top three
solutions. Observations from the co-facilitators were that there was a lot of discussion, laughter,
and exchange of ideas and smiles during the brainstorming and dotmocracy session; the
environment that was created through having a shared purpose, and through the ice breaker
activity paved the way to participants being engaged and openly sharing their ideas. During this
session participants discussed and explored their various views on how to address CRNA. The
next phase asked participants to explore the benefits and challenges of the proposed solutions.
SWOT Analysis. Through a SWOT (strengths, weaknesses, opportunities, threats)
analysis, participants had an opportunity to create a strategic plan while being mindful of
potential barriers. Using a SWOT analysis provided research participants with a guide for how to
allocate resources to achieve our goals for addressing CRNA at VGH. Stoecker (2011) suggested
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that a successful SWOT analysis needs 10 to 20 people who are knowledgeable about the
problem and the organization; have a common knowledge base; are in an environment where
they are comfortable providing input; and have adequate time to complete the task (Stoecker,
2011). My session had 25 participants, and we used the ice breaker as well as the expert
presentation, brainstorming, and dotmocracy to build to an appropriate environment for engaging
in a SWOT analysis.
In my research, the SWOT analysis was a tool to bridge the knowledge sharing from the
expert presentation with the roadmap session which was planned for day two. I had intended to
divide participants into groups of four to five participants and have them complete separate
SWOTs for Fair PharmaCare enrollment, prescriber engagement, and a crowd-based solution.
However, during the workshop, various small group members started engaging in a larger group
dialogue. Rather than redirect the group’s momentum, I shifted my approach and supported
participants to work through a SWOT analysis as a large group. This highlighted for me the
importance in engaged inquiry of adjusting a method or an approach based on participants’
needs; through their engaged dialogue, participants were showing me what they needed in order
to understand and address CRNA.
Exploring the strengths and weaknesses of VGH was an important part of developing a
real-world, step by step method to implementing our strategic approaches to addressing CRNA.
Strengths and weaknesses are internal factors and attributes of the organization, whereas
opportunities and threats are external factors and attributes of the environment (Gurel & Tatt,
2017). Organizational strength allowed participants to identify factors specific to VGH that are
positive attributes and advantages in implementing strategies to address CRNA. Thompson and
Strickland (as cited by Gurel & Tatt, 2017) stated, “A strength is something an organization is
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good at doing or a characteristic the organization has that gives it an important capability” (p.
997). The SWOT analysis was an opportunity to highlight the competencies, resources, skills,
and potential of our organization to implement solutions to CRNA. Organizational weakness can
refer to areas of the organization that lack efficiency or effectiveness which can impact the
ability to respond to the problem or adapt to the proposed changes (Gurel & Tatt, 2017). It was
important for us to identify weaknesses of the organization so that we could be aware of them
when strategizing for the roadmap session on day two. If we did not address the weaknesses of
our organization, we would not have been able to route our strategies successfully. Moreover, it
may have helped to highlight opportunities for organizational leaders for future projects and
organizational planning. As Gurel and Tatt (2017) described, weaknesses must be exposed in
order to improve organizational processes that are inefficient and ineffective. Though fixing the
weaknesses would not be a goal of my thesis research, awareness of the weaknesses was
important for guiding the implementation strategy.
Through focusing on the positive strengths of the organization, we can use concepts
drawn from appreciative inquiry (AI) to frame our approach to addressing CRNA. We are
conditioned as a society to fixate on what is broken and can be fixed, so we often search for
those broken and negative parts instead of focusing on what is working well (Busche, 2005, p.
699). AI can be further captured in understanding Cooperrider’s heliotropic principle (as cited by
Busche, 1995), which states that as a sunflower points to the sun to give it light and energy, so do
people and organizations. Focusing on the weaknesses would expose further weakness, which
would lead to more problems being exposed, whereas focusing on our strengths and leveraging
them to make our desired change, we can frame solutions to CRNA positively (Agger-Gupta,
2017).
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Identifying environmental opportunities and threats helped participants to become aware
of factors outside of VGH that have impacts on the internal issues surrounding CRNA. Gurel &
Tatt (2017) stated that
opportunities and threats refer to economic, social, cultural, demographic, environmental,
political, legal, governmental, technological, and competitive trends and events that could
significantly benefit or harm an organization in the future. Opportunities and threats are
largely beyond the control of a single organization -thus the word external. (p. 999)
CRNA is a national, provincial and organizational problem, thus examining the issue with a
SWOT analysis allowed us to view the full scope of the issue. The goals were to create strategies
that could maximize the strengths, overcome the weaknesses, utilize external opportunities, and
counteract the threats (Stoecker, 2011).
Road mapping. On day two, the final phase of the workshop, we focused on planning to
implement the solutions through road mapping. In this context, a roadmap is a strategic tool for
innovation which can provide a framework for project planning. Phaal, Simonse and Elke den
Ouden (2008) stated:
Road maps can take many forms, but the most general and flexible approach comprises a
visual time-based, multi-layered chart…enabling the various functions and perspectives
within an organization to be aligned, and providing a structured framework to address
three key questions: Where do we want to go? Where are we now? and How can we get
there? (p. 136)
The road mapping process gave participants the opportunity to visualize where we are
and where we want to be and map the next steps for implementing solutions to CRNA at VGH. I
advised participants to highlight the milestones that were key to implementing the solutions.
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Additionally, I suggested that participants provide timelines and consider who would be
championing the various elements of the project (IDEO, 2018).
In follow up to the Medication Affordability Workshop, I informed participants that I
would share the results from data collection and analysis through email communication. To
implement the strategies, I asked participants to volunteer for a core working group that could
move forward with addressing CRNA at VGH. As stated by IDEO (2015), “Iteration keeps us
nimble, responsive, and trains our focus on getting the idea and, after a few passes, every detail
just right” (p. 25). Thus, beyond my thesis project, it will be important to follow up on the
processes discussed during the workshop and refine our approaches as we move along our
journey to address CRNA.
Data Analysis
Taylor-Powell & Renner (2003) stated, “As with all data, analysis and interpretation are
required to bring order and understanding” (p. 1). Before the workshop, I had anticipated
categorizing the data collected during the brainstorming and dotmocracy session according to
patient, provider and health system solutions, which is in keeping with the framework from
Piette et al. (2005) (Appendix B). Categorizing the solutions according to patient, provider, and
health system created a structure from which I could code data and identify patterns in the
categories; pre-categorizing the data for the brainstorming and dotmocracy section allowed me to
create some structure for the ideas that were being generated and categorized by study
participants. During my analysis of the data post-workshop, I used text symbols to code the data
to identify patterns. Those patterns created categories which were the foundation for creating
hypothetical statements about the data results (Saldana & Omasta, 2017). Taylor-Powell and
Renner (2003) described identifying themes and organizing categories as an iterative process,
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noting that as data is categorized and sub categorized adjustments will need to be made. I coded
and themed the data that I collected independently of my inquiry team and chose not to use
software. There were various data points which required a depth of analysis that I completed
using the themes gleaned from the literature review and extensive consultation with experts on
CRNA. The themes in my study findings aligned with themes in existing literature, expert
findings and discussion.
As I interpreted the data collected, I assigned meaning and significance to the analysis
(Taylor-Powell and Renner, 2003), which I will discuss further in Chapter Four. I will use the
findings I generated to draw conclusions and make key assertions about cost-related
nonadherence as studied in the two-day Medication Affordability Workshop. In order to assess
the validity of my conclusions, I will compare them to the findings from the literature review and
from experts during the workshop.
Trustworthiness. Lincoln and Guba (1986) stated that
meeting requirements of internal and external validity, devising valid and reliable
instrumentations, probabilistically and representatively selecting subjects and assigning
them randomly to treatments, and other requirements of sound procedure have often been
impossible to meet in the world of schools and social action. (p. 74)
The authors, therefore, focused on trustworthiness and authenticity in social research,
highlighting the axiom that there is no single truth, but instead socially constructed realities that
create knowledge.
Lincoln and Guba (1985) identified four criteria to ensure trustworthiness: credibility,
transferability, dependability, confirmability. Credibility speaks to internal validity, ensuring that
the study measures what it is intended to measure (Shenton, 2004). For my research conduct, the
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established research methods involved engagement of participants to explore solutions to CRNA.
Also, with my history working as a front-line RN within the organization, I was familiar with the
organizational culture, the scope of the problem, and the health care provider lens; my role
within the organization allowed me to apply my experiences providing bedside care to my work
leading an action research study.
Shenton (2004) described transferability as the extent to which the results of the work can
be applied to the larger population. My study was focused on an organizational approach to
addressing CRNA, and though the exact approach may not be applicable to other organizations,
the process for developing solutions can be used across health care settings to explore solutions
appropriate for a given cultural context. For example, those in rural health care settings may have
different, rural-specific ideas about how to approach CRNA; however, they may still be engaged
through the process I have described here.
Dependability, or reliability, is a technique that shows “if the work were repeated, in the
same context, with the same methods, and the same participants, similar results would be
obtained” (Shenton, 2004, p. 71). Lincoln and Guba (as cited by Shenton, 2004) emphasized the
relationship between credibility and dependability: demonstrating credibility will ensure that
there is dependability. For my thesis, I have described the methods and study conduct in detail,
which would allow other action researchers to repeat the process.
Finally, confirmability relates to the researcher’s degree of objectivity, and commitment
to identifying and reporting the findings of the participants rather than personal preferences. I
have a role in my organization which exposes me to barriers when trying to support patients who
face CRNA to prescription medication. This experience is what led me to exploring solutions,
which were based on literature reviews, discussions with researchers and experts, and
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engagement with workshop participants. Through delineating the steps in my process, I aim to
share how I listened to and integrated the voices of the participants with my views, gathered
through research and experience.
Ethical Issues
The Tri-Council Policy (2014) requires respect for persons, a component of which is
having free and informed consent. Through meeting the requirements of the Royal Roads and
VCH research ethics boards, I ensured that I conducted safe and ethical research, to which
participants could freely consent or decline without any perceived harm. The topic of CRNA to
prescription medications required including patients to the workshop, which added a layer of
ethical complexity. Through the participant letters (Appendix I, J, K) I offered an opportunity to
take part in the Medication Affordability Workshop free of coercion. While I had no authority
over any of the participants in my role as a Clinical Nurse Educator in Atrial Fibrillation, I
recognized that there was a potential for a power-over relationship among participants, as
patients would be working with care providers. During the workshop I was mindful of the
presence of patients and encouraged participating care providers to be mindful of the potential
power-over relationships.
My project had minimal risk, which is defined “as research in which the probability and
magnitude of possible harms implied by participation in the research is no greater than those
encountered by participants in those aspects of their everyday life that relate to the research”
(Tri-Council Policy, 2014, p. 22). TCP2 Article 4.7 includes the circumstances of study
participants as being states of vulnerability, in this case being patients and having financial
hardships. However, it is noted in Article 4.7 that research should not automatically exclude
these vulnerable populations from participation in research. For my thesis research the focus was
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on patients’ ability to afford prescription medication, thus it was vital to have representation
from patients regarding approaches and solutions to problems they face. As stated by TCP2,
“Over-protectionist attitudes or practices of researchers or REBs, whether intentional or
inadvertent, can exclude some members of society from participating in research. The exclusion
of individuals, groups or communities may constitute a failure to treat them justly” (n.p., 2012).
There were concerns, from the Royal Roads Research Ethics Board that patients may experience
more than minimal risk due to participation in the study; therefore, I asked the CEAN
supervisors to direct any concerns raised by patient participants to me, so that I could answer
questions or direct them to resources as needed.
To protect the confidentiality of participants, I did not use names or identifiers when
analyzing the data. Additionally, I have stored the data on a password protected computer as an
encrypted file on the computer and on a USB key. I have ensured that the Inquiry Team provided
me with all the observational notes, which were transferred to a USB key; the hard copies were
destroyed. I will destroy all copies of the data one year after completing the analysis.
Summary
Following the principles of action research and knowledge translation, I implemented
methods to explore organizational approaches to supporting patients who face cost-related
nonadherence to prescribed medication. I used my experience in my organization to build on
existing relationships with key stakeholders and build new relationships, so that I could invite
participants with various backgrounds to participate in my study. My goal was to get the right
people together representing the whole system so that we could start to explore solutions and
discuss the viability of implementing those solutions. From this perspective, the Medication
Affordability Workshop was a success. In Chapter Four, I will describe my findings and explore
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Chapter Four: Inquiry Project Findings and Conclusions
In this chapter I will share the research findings derived from the activities during the
two-day Medication Affordability Workshop. I will describe day one (brainstorming,
dotmocracy and SWOT analysis) and day two (road-mapping) separately; I will provide an
account of how the methods, described in Chapter Three, were carried out during the workshop. I
will share the results of my data analysis, specifically the themes and strategies that emerged
based on the contribution from study participants. In the second section of this chapter I will
discuss the research conclusions based on the study findings, as they related to my research
question and subquestions and to the literature in Chapter Two. I will conclude this chapter by
discussing the scope and limitations of my study.
Research Conduct: Day One
Day one of the research encompassed an expert presentation on CRNA, which included a
discussion of solutions already described in the CRNA literature: Fair PharmaCare enrollment
and prescriber engagement. The expert presentation created a foundation of knowledge amongst
study participants, which allowed everyone to move through the workshop acitivies together.
Immediately following the presentation we proceeded to a brainstorming and dotmocracy
session, and then a SWOT analysis of solutions generated. The methods for day one were used to
help study participants better understand CRNA, generate solutions and explore the feasibility of
implementing solutions to address CRNA at VGH; beginning during brainstorming, dotmocracy,
and SWOT analysis on day one and continuing more fully through road mapping on day two,
participants explored how we might implement the strategies they prioritized for addressing
CRNA at VGH. In the following section I will describe how the methods were carried out and
then I will focus on the themes and strategies that emerged.
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Brainstorming. On day one of the workshop we started with the ice breaker activity and
the expert presentation, then we moved into the brainstorming session. For the brainstorming
session, I presented participants with three broad headings under which to organize their
solutions: patient, health care provider, and healthcare system (based on Piette el al., 2005; see
Appendix B). These headings reflected the various factors influencing CRNA. I asked
participants to answer a research question on sticky notes (how might our organization
systematically support patients facing cost-related nonadherence to prescription medication), and
then categorize those sticky notes under the headings, which I wrote on the whiteboard at the
front of the room.
Once participants had placed their brainstormed ideas on the whiteboard, everyone was
invited to come up to the front of the room and use three dot stickers to pick their top three
solutions. With participant input, the co-facilitators clustered the 72 ideas that participants had
generated to address CRNA. Throughout this process there was a lot of discussion being
generated by the study participants about which ideas they liked and which ideas they felt were
linked to one another. The participants told the co-facilitators which sticky notes to cluster
together or they moved the sticky notes themselves, all while engaging in conversation with one
another. I observed many conversations taking place as well and noted that all participants were
at the front of the room; participants seemed to be engaged in the activity as evidenced by the
conversation and action occurring.
Dotmocracy. As described in Chapter Three participants were given three dot stickers and
asked to pick their top three solutions for addressing CRNA. The ideas that were on the white
board had been clustered into solutions, within those clusters there were strategies to
implementing the solutions. For example, the solution of national pharmacare was clustered
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with comments such as “streamline approval for drugs”, “increase funding from MOH” and
“bridge funding streams in healthcare”; this was an early indication that participants were going
beyond identifying solutions and were starting to think about how to implement ideas.
The dotmocracy resulted in voting that was highest for Fair Pharmacare enrollment
strategies, engagement strategies, and development of a patient navigator role. As illustrated in
Figure 3, participants identified organizational solutions to CRNA, as well as strategies to
implementing the solutions. Also, participants had identified the importance of linking
organizational solutions to CRNA to government strategies for medication affordability.

Figure 3. Organizational strategies for addressing CRNA at VGH
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At the conclusion of the brainstorming and dotmocracy secessions, participants had
identified their top three solutions to CRNA and had started to identify strategies for
implementing the solutions. The strategies that were described for each of the solutions,
demonstrated that participants had ideas on how we could make the solutions actionable; by
describing the “how” for the ideas, participants were already strategizing on ways to implement
the solutions.
SWOT Analysis. At the end of the brainstorming and dotmocracy, we ended day one of
the workshop with a SWOT analysis for the proposed solutions to CRNA. Participants engaged
in a large group discussion of the strengths, weaknesses, opportunities, and threats of the
proposed solutions to CRNA. Co-facilitators were at the front of the room recording the large
group discussion on Fair PharmaCare, engagement strategies, and patient navigator. Study
participants used the SWOT analysis as an opportunity to summarize their approaches to
implementing the solution and identifying potential barriers. In the following section I will use
study findings to further describe the solutions participants felt could best help us address
CRNA, as well as the strengths, weaknesses, opportunities, and threats of the solutions.
Fair PharmaCare Strategies. Participants identified the importance of ensuring patients
were enrolled into Fair PharmaCare as an organizational solution to CRNA. With participant
statements such as, “Let’s make sure everyone who has coverage uses it,” and endorsing that we
should “increase PharmaCare enrollment to 100%,” participants were focused on a systemic
approach to ensure that all eligible patients were enrolled into the provincial drug coverage plan.
Study participants made specific recommendations regarding Fair PharmaCare enrollment,
which included:
•

Enroll all patients into Fair PharmaCare
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Assist those who did not file taxes to access community programs that will help with
income tax filing

•

Identify those who are unable to meet deductibles and explore opportunities for other
options (i.e., alternative medications (generic), compassion programs, use patient
navigator to help patients enroll into Fair PharmaCare and seek out other supports

Study participants made it known through the sticky notes and discussion during the
dotmocracy, that the strategies to identify patients who were at risk of CRNA included:
screening to identify those who were not enrolled in Fair PharmaCare, use of electronic medical
records (EMR), and destigmatizing the issue.
Screening. Study participants spoke to screening of patients, in order to identify and support
those who were at risk of CRNA. A comment made during the brainstorming session was “the
system now relies on patients reporting non affordability. Let’s make it a question we ask
everyone.” Screening suggestions for patients at risk of CRNA included the following
suggestions from study participants:
•

Questions regarding CRNA should be included on intake for all patients

•

Creation of a standardized check list (admission or discharge)

•

Clinicians should be prompted to follow up on patients who are identified as being at risk
of CRNA

Screening of patients through use of questions about medication affordability and Fair
PharaCare enrollment, would allow healthcare providers to recognize that their patients may be
at risk of CRNA; early identification was seen as a strategy that could notify healthcare providers
which patients may require additional supports, in a systematic way, so that all patients coming
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through the organization are asked about medication affordability. Participants recognized that a
method to screen patients could be done through use of an EMR.
Electronic Medical Record (EMR). Vancouver Coastal Health and Provincial Health
Services Authority are currently adopting a new EMR which study participants recognized as a
good opportunity to create a standardized approach to identifying patients at risk of CRNA. For
use of EMR in identifying patients who are at risk of CRNA, the following suggestions were
made by study participants:
•

New EMR being introduced to VCH and PHSA should encompass CRNA question on
intake

•

Create a link in the EMR to education and resources to assist patients and care providers

•

Embed process and education flags into the EMR system to assist care providers

Menechemi and Collum (2011) described electronic medical records as a way to improve
quality of care and reduce systems costs through providing decision support tools, computerized
order entry and allowing exchange of patient information, including medication information;
EMR's can provide latest information about drugs, drug interactions, and flag other potential
patient issues. EMR's also make data easier to access, so if questions about CRNA were
integrated into an EMR, future research could be done to understand the issue in our health
system. Further, if we can use EMR’s to standardize questions about CRNA and Fair
PharmaCare, we may be able to reduce the stigma surrounding financial barriers to prescription
drugs.
Destigmatizing. During the workshop there was a discussion about stigma associated with
inability to afford prescription medication, which was likened to HIV testing and the stigma that
surrounds it. The British Columbia Centre for Excellence in HIV/AIDS (2013) launched a pilot
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project showing the benefits of early identification and treatment, which led to an initiative,
supported by the government of BC, to do early testing on all British Columbians. As a result,
since 2013 all patients in hospital are given HIV testing as a part of routine care (Provincial
Health Services Authority, 2019). In keeping with this example, participants at the workshop
discussed that we should develop standardized questions to ask all patients on admission, so that
we could offer patients with supports; knowing which patients are at risk of financial barriers to
medications is the first step in addressing CRNA.
By using an EMR to create a standardized process of identify patients who may have CRNA,
it was felt that the stigma surrounding financial barriers to treatment could be countered. During
the brainstorming session, study participants wrote comments focused on destigmatizing
medication affordability such as, “ask every patient about CRNA at admission to decrease
stigma” and “make questions of coverage, insurance and plans part of conversation and review
each admitted patients.” Throughout the brainstorming study participants recommended that an
EMR could help identify which patients may need help with medication affordability and/or
enrollment to Fair PharmaCare.
Once the ideas and strategies were discussed through the brainstorming and dotmocracy,
participants were then able to speak to the strengths, weaknesses, opportunities and threats of
Fair PharmaCare enrollment; the SWOT analysis was used to frame the large group discussion
about Fair PharmaCare. The themes from the SWOT analysis included the benefits and
limitations of technology (EMR for enrollment), the ability of our organization to build with our
partners (engagement through relationship building), and the barriers of language, resources, and
ability to consent. Study participants recognized the importance of identifying patients at risk of
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CRNA through use of screening using an EMR as a standardized approach, and destigmatizing
medication affordability.
Engagement Strategies. During the expert presentation I presented literature about
prescribers having gaps in knowledge about medication costs and patients experiences with
CRNA. Through the brainstorming and dotmocracy sessions, participants described strategies
that went beyond prescriber specific strategies, to more inclusive engagement strategies with
healthcare providers, patients and the larger public; it was clear that the gap in knowledge about
CRNA was not specific to those who prescribe medication, but it was a gap for various
healthcare providers and leadership staff. A senior leadership member stated, “As Canadians we
are naïve about our health care system”. As the participants further dialogued, it was decided that
instead of focusing on prescriber engagement of CRNA, we needed to expand our efforts to
‘everyone engagement’.
Engagement is a multifaceted term that captures the bringing together of people to make
change; engagement is needed in healthcare where there are various specialties, healthcare
providers, and leaders integrating to provide patient care. Bright, Kayes, Worrall, and
McPherson (2015) found that the term engagement was poorly defined in healthcare. A synthesis
of core concepts in a literature review resulted in the following definition:
Engagement is a co‐constructed process and state. It incorporates a
process of gradually connecting with each other and/or a therapeutic program which
enables the individual to become an active, committed and invested collaborator in
healthcare. (p. 652)
The Medication Affordability Workshop was a place where key stakeholders could
connect to learn about CRNA and collaborate to develop solutions; through education and
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talking about the problem, participants were engaged in addressing CRNA. For the purposes of
the solutions generated during the workshop, everyone engagement strategies included
storytelling and education.
Storytelling. During the workshop a member of the senior leadership team asked the
patient experts, if they were comfortable to share their stories and views on CRNA. A patient
advocate spoke about an incident she had witnessed before arriving at the room in which the
workshop was being held. She had overheard a conversation outside the renal until about a
young woman who was saying she could not afford her medications, and the clinician didn’t
know what to say. As this story was shared, other stories emerged of health care providers who
experienced barriers in helping patients access medication. A front-line healthcare provider
commented that “stories are compelling when trying to make change.” In order to address
CRNA, the Medication Affordability Workshop members acknowledged the need for ongoing
engagement in the organization; everyone engagement would create opportunities for education
to the public and healthcare providers. As a large teaching hospital VGH has many resources to
support an organizational engagement plan. During the workshop the storytelling captivated the
attention of the participants, so they were able to see this strategy in action. Storytelling was
further explored during the road mapping method on day two of the workshop.
Education. At the Medication Affordability Workshop participant-generated solutions
were focused on strategies for how to get prescribers access to pricing information about drug
costs as a means to reduce CRNA. Currently there is no easy way for prescribers to access the
cost of the prescription will be to the patient, especially with patients who have specific private
and/or public drug plan coverage. As stated by a member of the leadership team, “awareness of
prices is a big part of this discussion.” Participants felt that having access to costs of prescription
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drugs and generic alternatives could help prescribers to support those patients who had
medication affordability issues be on cheaper medications that offered similar therapeutic
benefits. This is in keeping with the literature, which recommends access to drug pricing and
generic drug comparison, as strategies to reduce CRNA.
Engagement with healthcare providers was focused on education strategies, as it was felt
that these strategies would be informative and spark interest for further engagement; education
was described by participants as a starting point of engagement with healthcare providers. The
other focus with prescribers was to increase knowledge regarding CRNA through education
opportunities. There were multiple physicians and nurse practitioners at the workshop and there
were many instances where they expressed surprise that the issue of medication affordability was
so complex; some of them were learning about the Fair PharmaCare process or rates of CRNA
for the first time. When healthcare providers and those who are prescribing medications are
unclear about the prescription affordability issues, including costs to the patient and Fair
PharmaCare enrollment, it speaks to a complex systems problem. The gaps in knowledge
expressed by healthcare providers during the workshop, are in line with the literature that
prescribers have gaps in knowledge regarding medication costs, thus education strategies will be
key in addressing CRNA; in order for physicians and healthcare providers to be able to support
patients at risk of CRNA and have conversations about medication costs, we need to start by
educating our staff.
During the everyone engagement strategy SWOT analysis, a front-line health care
provider commented that “Canadians have assumptions about health care in this country, and so
do the people providing care.” Paticipants discussed that at VGH we have a communications
department that could help us share messaging about medication affordability, stories about
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patients and healthcare providers’ experiences with CRNA, and link people to additional
information and resources. Participants recognized that limits to everyone engagement had to do
with resource utilization and ongoing engagement. For example, engagement is in an ongoing
process, thus there would need to be a process in place to have continuity; the people in the
workshop were engaged, but the process for engaging others and having that engagement be
ongoing would require resources.
Patient navigator. The patient navigator was described on sticky notes as an expert
whose specific role it would be to help patients who face financial barriers to prescription
medication, and included statements such as, “expert to help,” “designated PharmaCare liaison,”
“pharmacy consult,” and “navigator with ability to translate.” Study participants chose having a
specialized provider, to assist health care providers and patients as an additional solution to
CRNA. During the brainstorming and dotmocracy the term ‘patient navigator’ was defined by
Dr. Michael Law, who described the role being used by private drug companies to help patients
use drug plans and compassion programs to take their products. It was discussed that drug
companies use patient navigators to help patients access medication; based on this example,
participants discussed the benefits of how specialized care through use of an expert about
medication affordability could help the organization address CRNA.
Participants pointed out the use of Aboriginal patient navigators at VGH and patient
navigators in British Columbia Cancer Agency (BCCA) as models that could be used for a
patient navigator to help with medication accessibility. A study participant stated that a patient
navigator would be “a one stop shop” for addressing CRNA. In keeping with this idea, it was felt
that as experts, patient navigators could help patients enroll in Fair PharmaCare, access insurance
coverage, community programs, and compassion programs in order to help patients take
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medications as prescribed; study participants identified that there are community supports for
helping patients do their income taxes, compassion programs for specific drugs, and other
options which could be navigated by an expert. Further, participants discussed the benefits of
having a referral process for care providers to a patient navigator for those patients who have
complex health care needs and would benefit from creative strategies that could support
medication adherence.
Organizational and Government Alignment. Though government led solution was not
specifically a chosen result of the brainstorming and dotmocracy, participants identified the
importance of aligning organizational strategies to address CRNA with government strategies to
support patients affording medications. Participants recognized that CRNA is a complex systems
problem that our organization could try and address, but that the cause of the problem was
ultimately beyond the control of our organization. Thus, across all proposed solutions to
addressing CRNA, study participants discussed that working with the Ministry of Health (MOH)
to implement strategies of Fair PharmaCare enrollment, prescriber/everyone engagement, and
patient navigator solutions, would lead to sustainability; by aligning organizational and
government priorities to help patients afford medication, real change could occur. Though the
government-based solutions are complex, it speaks to how the issue of CRNA is not just
organizational and in fact impacted heavily by government policy. A study participant
commented, “If there are people who work in healthcare who are learning about CRNA for the
first time, do we really think members of the government are aware of the issues that are
happening in hospitals?” This critical comment spoke the importance of bringing the real-world
issues surrounding medication affordability to the attention of policy makers. As a large
healthcare organization by prioritizing strategies to support patients of face CRNA, we can take
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that messaging and those strategies to policy makers in the MOH; participants felt that as a large
teaching hospital, VGH had the resources and the ability to engage with the MOH regarding
changes to the current pharmacare strategies. Though government strategies were not identified
as stand-alone solutions to CRNA, collaborating with policy makers was recognized as an
opportunity for Fair PharmaCare enrollment, everyone engagement, and patient navigator.
At the end of day one of the workshop we had provided participants with background
information on CRNA, an opportunity to generate ideas on how to address CRNA at VGH, we
had started to identify strategies, and we had worked through a SWOT analysis of the solutions.
This created a foundation from which we were able to start planning the processes of how we
could implement our solutions.
Research Conduct: Day Two
On day two of the Medication Affordability Workshop participants engaged in the road
mapping method for the three organizational solutions to CRNA: Fair PharmaCare enrollment,
everyone engagement, and patient navigator. There were various ideas from the brain storming
and road mapping sessions on how we could implement our organizational solutions to CRNA;
study participants had started to identify strategies to implement solutions to CRNA during the
brainstorming session and the road mapping session gave study participants the opportunity to
build on the initial ideas (see Figure 4).
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Figure 4. Brain storming and Road Mapping results
Day two of the workshop occurred seven days after the first workshop session. As there
were new participants at day two, I started the session by sharing some background information
about CRNA, similar to day one, and then I recapped the activities and findings from day one of
the workshop. For the road mapping activity, I had prepared a poster paper for each of the
solutions with headings for the next six months and the one-year point, with the intention that
participants could work chronologically through the strategies for the solutions, as illustrated in
Figure 5. Additionally, I had written “How,” “When” and “Who” on each poster to focus
participants on creating step-by-step processes for implementation including a timeframe and
delegation of responsibility. There was also a section on each poster for participants to write on
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and/or use sticky notes to highlight the milestones on the road map for each of the solutions.

Figure 5. Poster Set up for Road Mapping Activity
The posters for Fair PharmaCare enrollment, engagement strategies, and patient navigator
were placed in three corners of the room and participants were divided into three groups
stationed at a poster, with a facilitator for 15-20 minutes; if participants were still talking and
working through processes, we gave them extra time. The facilitators remained at each poster,
which allowed for a continuity of ideas and suggestions as the groups worked through the three
solutions. I will describe my observations, co-facilitator observations, and participant findings
for each of the proposed solutions to CRNA.
Fair PharmaCare road mapping. For Fair Pharmacare enrollment the strategies that
participants identified included an engagement strategy with stakeholders, the development of a
Health Authority Task Force, a proposal to the MOH, and in keeping with the strategies
identified on day one, use of the new EMR and standardized questions regarding medication
affordability. Figure 6 shows a simplified visual of the road mapping discussion regarding Fair
PharmaCare.
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Figure 6. Fair PharmaCare road mapping poster
Stakeholder engagement. On the poster, starting from left to right, participants first
identified points of contact for the patient, which were identified as being: walk-in clinics, family
practice offices, emergency rooms, and acute care settings. The stakeholders identified by
participants were general practitioners (GPs), community pharmacies, neighborhood/community
services, nurses, service Canada, and the MOH. In this section participants also spoke to the
complex nature of the drug plan system which requires residents to sign up for Fair PharaCare,
so they presented options to make enrollment easier; participants discussed having automation in
enrolling patients into Fair PharmaCare to make signing up less intensive than the current
process. Participants discussed that as Fair PharmaCare enrollment was linked to income and
taxes, when the public does their taxes they should have the option to enroll into Fair
PharmaCare; or when patients renew their driver’s license, which are linked to Care Cards, they
should be given an opportunity to enroll into the provincial drug plan. Thus, they included the

ADDRESSING COST-RELATED NONADHERENCE

90

Canadian Revenue Agency (CRA) and driver’s license offices as stakeholders. There was also a
note about having province to province communication about drug plan status; it was noted when
Canadians move to different provinces it is challenging to enroll in the drug plans, as processes
differ from province to province. Participants wrote and circled “Federal Initiative,” and next to
that wrote business case, noting that by removing barriers to enrolling the public into drug plans,
there were potential benefits to patients, hospitals, and healthcare spending.
Health authority task force. For Fair PharmaCare enrollment participants described having a
Health Authority Task Force to ensure “we were getting it right.” The task force was described
as a pilot program that would track timelines, documentation, tools for enrollment, and collect
data to ensure that the strategies were effective. Additionally, participants wanted the task force
to create a communication plan that would engage stakeholders, link to GPs and other specialists,
and include a community outreach arm.
An additional function of this task force would be to capture data on the enrollment strategies
to show if there was an increase in patients enrolled into the provincial drug plan; though the
details of data collection were not discussed, participants described wanting to demonstrate that
the strategies for Fair PharmaCare enrollment showed that more of the public was enrolling into
the program. Through data capture and analysis, the task force, in collaboration with
stakeholders, could adjust strategies for drug plan enrollment, creating an iterative process to
ensure that the processes were actually supporting patients, and further, helping reduce CRNA.
EMR. During the road mapping for Fair Pharmacare enrollment, study participants built
on the idea of using an EMR from day one and further discuss how to use an EMR to identify
patients at risk of CRNA. As the roll-out of the new EMR at VGH is scheduled for June 2020,
study participants saw this as an opportunity to meeting with the EMR team to discuss adding
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questions about medication affordability to the new online intake form. Study participants did
not identify specific questions to ask, but they did want to focus on asking patients if they were
enrolled into Fair PharmaCare and if they were at risk or currently facing CRNA.
It was proposed that through using the EMR to identify patients who are not enrolled in
Fair PharmaCare, there may be an opportunity to develop an automated process of enrolling
patients in the provincial drug plan; it was recognized that this approach would require
partnership with policy makers in Fair PharmaCare, with the key messaging that we need to
make enrollment easier. Ultimately, the new EMR may be an opportunity to standardize how we
identify patients who have issues with medication affordability and may need help enrolling in
Fair PharmaCare.
In addition, it was recognized that with national pharmacare strategies being proposed,
we should assess the feasibility of such a project; was it worthwhile to pursue these Fair
PharmaCare strategies if there was going to be a national strategy? As discussed in Chapter Two,
there have been proposals to institute a national pharmacare strategy since 1997, but we continue
to have a fractured drug coverage system. The question was posed by participants, but the
answer remained unclear. It was suggested that the Health Authority Task Force could explore
this question further.
Everyone engagement road mapping. It was recognized on day one of the Medication
Affordability Workshop that there was a knowledge gap among patients, healthcare providers,
and leaders regarding CRNA, and that everyone needs to be engaged, not only prescribers.
Participants wanted to engage at the provider, community and organizational levels in strategies
with a whole-system approach. The road mapping activity is illustrated in Figure 7 below:
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Figure 7. Everyone engagement road mapping poster
Community. Recognizing that the issue of CRNA involves and impacts those outside of
the organization, participants identified the need for a community-specific engagement strategy.
Stakeholders in the community were identified as GPs, community pharmacists, community
groups helping low income members of the public, and the general public. Community
engagement environments included primary care settings, community centres where potential
patient populations may gather, pharmacies, and community events. As most youth in BC are
covered under their parents’ medical plans until they turn 19, there was a discussion about
engagement with young people to ensure that they receive coverage; this would mean that
awareness initiatives would include settings for those who are about turn 19 years old, such as
high schools and universities. Study participants described using posters, informational
brochures, and videos as engagement strategies in the communities; there was a focus on
ensuring that participants were given information and links to supports to address CRNA that
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they may be facing. Additionally, participants recognized the importance of having educational
resources about medication affordability and Fair PharmaCare that could be offered in various
languages; participants recognized that it was important to bridge gaps for patients who did not
speak English, as currently there are no such materials available through the BC government.
The key focus was that we should be building relationships between the organization and
members of the community as a means to address CRNA.
Healthcare providers. During the expert presentation study participants were given
information about gaps in providers’ knowledge regarding public drug plans and CRNA.
Additionally, participants recognized that there were gaps in their own knowledge about
challenges patients face when trying to afford prescribed medications. Acknowledging the gaps
in the knowledge of healthcare providers, study participants focused on an educational strategy
that could inform staff about Fair PharmaCare, CRNA, and relevant community resources. They
discussed various approaches for educating staff, such as: making CRNA part of new orientation
training, posters and brochures targeted at informing healthcare providers, and education and
engagement at division rounds. There was an additional focus on engaging with prescribers to
discuss strategies on how to provide access to information about medication costs, generic
alternatives, and the out of pocket costs to patients.
Organizational. Study participants identified a key organizational opportunity for
everyone engagement through storytelling, communicated via Vancouver Coastal Health’s
electronic newsletter. In addition to sharing information about Fair PharmaCare and CRNA, the
newsletter could be a venue for patients’ stories about medication affordability, which was felt to
be a powerful way to engage people in patients’ experiences and thus change practice. As
described by Scott, Brett-Maclean, Archibald, and Hartling (2013) storytelling can be used to
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connect with people regardless of age, culture, literacy, and gender; storytelling can create
connection and knowledge among people with various backgrounds because storytelling does
not “require specialized knowledge and skills to connect with or derive meaning from” (p. 1 ).
During the session, participants spoke about their personal experiences with CRNA
which allowed us to see the real world impacts of this compex issue. A prescriber discussed how
he had been involved in cases where patients could not afford their medications, so he used his
own funds to help a patient get access to medications. A pharmacist shared her experiences in
struggling to get patinets coverage. I myself shared how during my time in critical care, we
would donate our money to help support families who were struggling financially, including
struggling to afford medications. These stories from healthcare providers were not unique, as I
found when I had previously asked a group of physicians at VGH to raise their hands if they had
ever had a patient who could not afford their medication, and all hands went up. Storytelling is
an opportunity to bring patients, care providers, and organizational leaders together, so that we
can be inspired and work together to address CRNA. As stories were shared, participants spoke
to the importance of taking the stories and the findings of this research to policy makers in the
government; participants described wanting to engage the Minitry of Health with the work being
done in the organization, so that we could be supported in addressing CRNA at VGH and
beyond.
With the knowledge that Fair PharmaCare and patient navigation strategies would require
engagement with organizational partners, participants acknowledged that we would need to have
a focused communication strategy with the MOH. Participants discussed that as an organization,
we could use our relationship with members of the MOH to share our organizational findings,
patient and prescriber stories, and communicate the need for changes to be made in how we
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support those who face financial barriers to prescription drugs. It was felt that if health care
providers and leadership staff have gaps in knowledge about CRNA and resources, it is likely
that those same gaps in knowledge for those in the public sector who develop policies that
impact patient access to medicines. Additionally, participants felt that this could be pitched to the
MOH as a “feel good story” that had “cost saving potential.” In keeping with organizational and
MOH collaboration, participants described a pathway of having an organizational expert liaise
with a member of the ministry so that they could “lead the campaign” to address CRNA.
Patient navigator road mapping. The patient navigator solution to CRNA was
generated by study participants on day one of the Medication Affordability Workshop. I had not
explored patient navigators to address CRNA in my literature review; however, participants were
able to take the lead with this idea and discuss strategies to implement a specialized role to
address CRNA (see Figure 8).

Figure 8. Patient navigator road mapping poster
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Participants recognized that there were complexities in creating a new role, including the
need for role description, processes, and a plan for the role funding; with limited resources,
participants recognized that we had to “make a case” for why a new role should be created to
support patients who were unable to take medication due to CRNA.
Role description. Researchers and healthcare leaders at the workshop spoke to the role of
patient navigator existing in other areas, thus study participants indicated we should start by
exploring existing patient navigator programs, such as those that used in the BC Cancer Agency
and Aboriginal Health Services. Participants discussed the potential of using existing role
descriptions for patient navigators in other areas as a template for a patient navigator that would
focus on medication affordability. The skills required for a patient navigator were described by
study participants as including knowledge specific to the following areas:
•

provincial and national healthcare system,

•

the tax system,

•

insurance programs (private and public),

•

compassion programs

Additionally, problem solving ability, life coaching skills, and additional languages were thought
to be important for a patient navigator role. The skills described for a patient navigator were
broad, which considering that most participants were learning about the role for the first time is
not surprising; participants wanted to ensure that the patient navigator would be able to cover a
large scope, but the details of that scope were unclear, which is why they felt a review of existing
patient navigators was important.
Pilot program. A major focus for patient navigator was the awareness that we would
need funding for a new role. Participants described ideas for funding a patient navigator pilot
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program, which included: “make this a budget line item for a meeting between the MOH and the
organization,” “propose this is a quality improvement initiative and apply for grants,” and/or
“use pharmacist or social worker students to do the role part time.” In order to implement a pilot
project and development of a new role, participants recognized that a partnership with the MOH
could help this program be successful; through partnering with the government that controls
funding and policy making, a patient navigator role could be implemented successfully.
Implementation of the patient navigator role into clinical settings was discussed by
participants who suggested that strategies such as “triaging” or “using an algorithm” could be
used to identify patients who would need a patient navigator involved to help them access
affordable medications. Additionally, as mentioned previously, study participants were aware of
the new EMR, and recognized that it could be used as a tool to “alert care providers” about
which patients needed support for enrolling in Fair PharmaCare or using other means to access
medicines. The other idea expressed was that a pilot program would need to be implemented in a
specific environment and as we had members of the division of cardiology at the workshop, it
was felt that this would be a good place to start a pilot program; the cardiology leadership team
discussed that with funding, we could do the pilot project in the inpatient units and assess the
impacts that a patient navigator would have on patient care.
Research Conclusions
Through exploration of peer-reviewed and gray literature, Chapter Two provided an
overview of multifaceted nature of CRNA to prescription medication. As described in Chapter
Two, the literature highlights broad national strategies to address CRNA, costs to the health care
system as a result of CRNA and patient experiences when they are unable to afford their
prescription medication. The issue of CRNA is described in the literature as being intricate and
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multilevel, thus it requires collaborative strategies in order to develop viable solutions. Though
the literature focuses on some approaches to CRNA, there is a gap in how organizations can
support patients who face CRNA; though the authors spoke to strategies that organizations could
use to encourage healthy patient behaviours and medication adherence, there was a lack of
literature on to use that information and translate the broad concepts into real world strategies.
My research set out to bridge that gap between recommendations and actionable strategies to
address CRNA in Canada at an organizational level.
My research sought to answer the question: how might our organization systematically
support patients facing cost-related nonadherence to prescription medication, and sub-questions:
•

What are the systemic barriers to supporting patients who have financial barriers to
prescription medication?

•

How might we create a best practice approach to addressing cost-related
nonadherence at VGH?

•

Are Fair PharmaCare and prescriber engagement optimal solutions to CRNA at
VGH?

By analyzing the strategies identified during the workshop and the findings in the literature
review, I developed the following conclusions:
Conclusion 1: A standardized approach to identifying and supporting patients at risk of
CRNA at VGH should include Fair PharmaCare enrollment, engagement strategies, and a
patient navigator.
Conclusion 2: The barriers to addressing CRNA include resource allocation, costs to the
system, and a lack of awareness of the issue/lack of urgency.
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Conclusion 3: A best practice approach for addressing CRNA requires a collaborative
effort amongst key stakeholders which includes education, engagement, and development
of actionable strategies to support patients.
Conclusion 4: In order to address CRNA, the following solutions are recommended: Fair
PharmaCare enrollment, engagement strategies, and use of patient navigators which all
have overlapping elements i.e. patient navigators could help patients enroll into Fair
PharmaCare.
The Medication Affordability Workshop allowed me to build on existing concepts and
ideas in the literature and develop organizational strategies to address CRNA; through use of
expert presentation, brainstorming, dotmocracy, and SWOT analysis, I engaged key stake
holders to strategize approaches to support patients and explore key themes surrounding CRNA.
I will further describe the conclusions by comparing and contrasting my research findings with
the existing literature.
Conclusion 1: A standardized approach to identifying and supporting patients at
risk of CRNA at VGH should include Fair PharmaCare enrollment, engagement strategies,
and a patient navigator. As previously described, in Canada the federal government provides
funding for provincially run health coverage, which includes a national standard for physicians
and hospitals, but not for prescription drug coverage (Daw & Morgan, 2012). This has created a
“patchwork” system of coverage for prescription medication across provinces and territories,
which Daw and Morgan (2012) stated:
has led to interprovincial disparities in public drug coverage, a large role for private
financing of prescription drugs (via private insurance and out-of-pocket payments), and a
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significant number of Canadians who are under- or un-insured against the costs of needed
medicines. (p. 1)
As discovered during the Medication Affordability Workshop, many of those working
within the organization do not have a strong understanding of national and provincial
prescription drug strategies; however, we are in a system that expects patients to navigate
prescription drug coverage on their own. As discussed in the literature review, 54% of Canadians
who were facing CRNA to prescription medication did not realize that there was a public drug
coverage plan for which they would be eligible (The Conference Board of Canada, 2017). The
Medication Affordability Workshop gave participants an opportunity to work through expert
presentations, brainstorming, dotmocracy, SWOT analysis, and road mapping activities which
generated organizational solutions to CRNA which included: Fair PharmaCare enrollment,
everyone engagement and having specialized care through a patient navigator.
Conclusion 2: The barriers to addressing CRNA include resource allocation, costs to
the system, and a lack of awareness of the issue/lack of urgency. Study participants described
limited resources, financial and otherwise, that could impact the successful implementation of
strategies to address CRNA. The solutions to CRNA that we had discussed as a group, varied in
the degree of resources utilization from small resource requirements, such as asking about
CRNA on an admission document, to large resource requirements with the creation of a new role
of patient navigator. One of the physicians at the workshop spoke about the silos of funding in
healthcare, stating that “groups are funded separately, and no one talks to each other.” The study
participants pointed out that by not funding medications, costs were being acquired in other parts
of the healthcare system. As introduced in the literature review, the Canadian healthcare system
is funded through private and public means, with hospitals and physicians funded differently
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than prescription medication. Ivers, Dhalla, and Brown (2018) highlight the problems of siloed
funding and quality care when they stated, "Siloed budgets make it especially difficult to
implement and scale innovations that would improve integration of care" (p. 957). Focusing on a
collaborative and more integrated approach could lead to more efficient use of resources: if
patients are supported to afford medications, they may avoid using other higher cost health
system resources.
CRNA is an urgent issue as there are current detrimental impacts to patients and the
system when it goes unaddressed. As discussed in Chapter Two, patients who could not afford
their prescription medication had increased emergency room visits, hospitalizations, and use of
other healthcare resources (Law et al., 2018). Right now, VGH does not have a systemic
approach in place to identify patients with CRNA or provide them with focused support. Right
now, across Canada drug coverage is fractured and inefficient. Right now, there are patients who
are not taking medications that can prevent them from getting sick or dying because they cannot
afford to take them. As an example, Hill, Miller, and American Society of Hypertension Writing
Group (2010) spoke to the importance of high blood pressure management through use of
antihypertensives, stating that nonadherence leads to “uncontrolled high blood pressure, poor
clinical outcomes, and preventable health care costs” (p. 757); this provides an example of a poor
health outcome, which can result in stroke or heart attack, as a direct result of patients not taking
prescribed medication. There are lots of reasons why a patient might not take their medications,
but the goals of this research project are to try and make sure that the reason is not cost. Though
implementing solutions to CRNA will require resource utilization, addressing CRNA can lead to
improved outcomes for patient’s health and decrease the system costs that are incurred when
patients have complications from not taking medication.
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Conclusion 3: A best practice approach for addressing CRNA requires a
collaborative effort amongst key stakeholders which includes education, engagement, and
development of actionable strategies to support patients. The literature review in Chapter
Two, focused on national strategies to address medication affordability issues, specifically
PharmaCare 2020 and the National Pharmacare strategy. In review of the literature, I could not
find any research about how healthcare organizations can address CRNA in Canada; there are
provincial strategies, national strategies, and some literature about educating physicians,
however, there is a gap in the literature about how organizations can support patients at risk of
CRNA. There are examples of organizational approaches in the USA which can be helpful,
however, with very different healthcare systems, the findings may not translate completely to
Canadian organizations.
It is important to understand that nonadherence to medication is a complex problem that
goes beyond just cost of medication. Fallis, Dhalla, Klemensberg, and Bell (2013) identified
causes other than cost such as low health literacy, increased number of prescription medication,
patient understanding of their medication, and communication as barriers to adherence; these
barriers were noted to cause increased hospitalization, costs to the healthcare system, and death.
Recognizing that cost is not the only barrier for patients adhering to medication, it is a barrier
that is perpetuated by our healthcare system, which does not cover the costs of medication; there
are strategies to increase health literacy, for example in the Atrial Fibrillation Clinic at VGH we
provide education sessions for all of our patients, but we do not have the means to support
patients who cannot pay for their medications. The solutions proposed in the Medication
Affordability Workshop are targeted at addressing cost, but they also are about standardizing
care (Fair PharmaCare enrollment), engagement strategies, and organizational change (patient
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navigator);during the workshop, participants described a best practice approach to addressing
CRNA in our organization, which focused on patients, prescribers, the organization, and the
larger healthcare system.
Conclusion 4: In order to address CRNA at VGH, the following solutions are
recommended: Fair PharmaCare enrollment, engagement strategies, and use of patient
navigators which all have overlapping elements i.e. patient navigators could help patients
enroll into Fair PharmaCare. I provided patients with solutions that were described in the
current literature of drug plan enrollment and prescriber engagement and I relied on the expertise
of the study participants to generate the group solution, which was patient navigator. I had
discussed Fair PharmaCare enrollment in Chapter One highlighting literature which found that in
BC there are 474, 400 residents not enrolled in Fair PharmaCare (The Conference Board of
Canada, 2017); however, there was no literature speaking to provincial drug plan enrollment
specifically. During the brainstorming session about solutions to CRNA, the most votes went to
Fair PharmaCare enrolment, thus study participants recognized the value in using the existing
public drug plan to support patients. The study findings for Fair PharmaCare enrollment included
the importance of screening for CRNA, using EMRs to identify those at risk of medication
affordability issues, and using a standardized approach to destignmatize financial barriers to
prescription drugs. The roadmapping processes for Fair PharmaCare Enrollment, stakeholder
engagement, formation of a health authority task force, and using an EMR to identify and enroll
patients in to Fair PharmaCare provided a structured approach for implementing this solution.
During the expert presentation I had presented on the importance of prescriber
engagement, as literature showed that prescribers felt it was important to be aware of medication
costs, but 80% were unaware of the costs of medication (Reichert, 2000). This problem is further
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complicated as physicians underestimate the prices of expensive drug costs and overestimate
inexpensive drug costs; only 31% of physicians who were estimating drug costs were within 20
or 25% of the drug cost, and the median estimate was 243% from the true cost of the medication
(Allan et al., 2007). However, during the Medication Affordability Workshop, it became clear
that study participants, comprised of experts and people with experience in the healthcare system
had gaps in knowledge regarding medication affordability in Canada. Participants at the
Medication Affordability Workshop focused everyone engagement through storytelling and
education strategies, with a focus on including healthcare providers, the organization, and the
larger community in the process.
Through the brainstorming and dotmocracy activities, participants felt that developing a
role for a specialized service for those facing CRNA, could be done through use of a patient
navigator. Patient navigation was not a topic I had come across in my literature review, as it had
not been described as an approach to CRNA. Patient navigation has been described as a process
that has a person with specialized knowledge engage with a patient to improve access to various
components of the healthcare system (Peart, Lewis, Brown, & Russell, 2017). Patient navigators
were initially used in the 1990s to help vulnerable populations, specifically poor Americans
across various racial and ethnic groups with breast cancer and chronic disease have timely access
to care and treatment (Freeman, 2012). In keeping with the values of action research, which aims
to promote social justice, patient navigation creates a more equitable way for all patients to
access medical care. Recognizing the costs of hiring a patient navigator, Freeman (2012) stated
“that it is likely that the modest cost of navigation will be easily offset by savings due to stage
shifts that will result in the avoidance of the high costs of treating advanced cancer” (p. 1614).
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Additionally, Enard and Ganelin (2013) found that patient navigation, for patients in Houston,
Texas, resulted in decreased emergency room visits and primary health care use.
Freeman (2012) described the principles of patient navigation as being:
•

providing a clear scope of practice for the navigator,

•

the need to help patients navigate a complex system of care,

•

a coordinated process where the navigator can champion patient healthcare needs,

•

a cost-effective navigation service

In Canada, patient navigators have been used by cancer agencies to help support patients
navigating the healthcare system and affording chemotherapy and adjunctive treatments. The
Canadian government provides reimbursement for IV cancer treatments, which are administered
in hospital settings, thus they are covered medications; however, patients do endure medication
costs of essential medications taken at home, which can be very expensive (Taylor, 2014).
Patient navigators have been used by the BCCA to help support these patients navigate the
healthcare system and additionally to access programs that can help cover costs of out of pocket
chemotherapy costs. Pasket, Haropp, and Wells (2011) spoke to use of patient navigators in the
USA for cancer patients and stated there was limited data regarding organizational outcomes;
though there is literature to support use of patient navigation from a patient perspective and
screening perspective, there was no discussion about organizational outcomes. This lack of data
on the benefits of patient navigation for healthcare systems presents an opportunity for future
studies.
Fair PharmaCare and everyone engagement strategies are supported by existing literature
as solutions to CRNA. Patient navigation as a group generated solution from the Medication
Affordability Workshop has been a process that has shown potential with cancer patients and is a
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solution with potential to address CRNA at Vancouver General Hospital. Through discussion
and analysis of these proposed solutions, key stakeholders felt that these would be the best
approaches to systematically address financial barriers to prescription medications.
Scope and Limitation of the Inquiry
My research sought to create an organizational approach to addressing CRNA to
prescription medication. The existing literature about financial barriers to prescription
medication speaks to generalized strategies and recommendations, but there was a gap in how to
bring the solutions to address CRNA into a real-world healthcare setting. My study allowed for
the exploration of solutions to CRNA at a large teaching hospital. The additional steps I took to
engage key stakeholders and develop a roadmap with study participants allows my research to
fill the gap and take broad concepts and apply them to the real world; the study participants, with
their experience and expertise, developed the “Make-It-Happen” strategy, which I will discuss in
Chapter Five. The limitations of my study include the inability to implement the strategies due to
the scope of the research; I will be able to provide recommendations in Chapter Five, but it is
beyond the scope of this thesis to implement the solutions and follow up on the outcomes. An
additional limitation has to do with the limitations of most action research: the ability to
generalize the findings.
A potential complication of action research lays in the ability to develop widespread
knowledge. Small and Uttal (2005) have captured this challenge by highlighting how action
research projects can be similar to case studies, where there is a focused gathering of information
in order to gain knowledge about a specific situation, which may prevent the findings from being
applicable on a larger scale. The Medication Affordability Workshop was an organizational
study that provided results based on specific context; the results from the study could not be
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applied broadly without some local organizational engagement. Though the results from action
research are difficult to generalize, the process and the themes discovered through action
research methods can be helpful to others who are addressing similar problems in their respective
organizations.
During the brainstorming study participants had identified Fair PharmaCare enrollment
and prescriber education as solutions that they wanted to pursue. I had wanted there to be a third
group-generated solution, which on reflection may not have been necessary; most votes went to
the cluster of ideas around Fair PharmaCare enrollment and prescriber education. My
preconceived notion that we should have an additional solution resulted in further planning and
discussion in the road mapping activity; however, CRNA is a complex process and pursuing
solutions around Fair PharmaCare and everyone engagement would have been enough.
A lesson that came from my research, was that I had some assumptions that healthcare
providers and leadership members had an understanding of the issues of CRNA; I recognized
that the general public and some front line staff may have limited knowledge about medication
affordability, but I was surprised to learn about the lack of awareness amongst key stakeholders.
This speaks to the complexity of CRNA and drug coverage in this province and across Canada,
that those working in a large healthcare organization did not know about the degree of this
problem. In recognizing my own experience, I as a registered nurse for many years did not
recognize the complexities of medication affordability, until I started to pursue to topic
academically. Additionally, in working with Dr. Michael Law, who is a researcher and expert in
cost related nonadherence, I learned that he had not previously partnered with hospitals to
explore solutions to CRNA, which speaks to a gap between research and real-world practices.
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Based on my assumptions about the depth of knowledge I thought study participants had
on CRNA, I planned a road mapping activity to discuss implementation of solutions discussed on
day one. Though the road mapping activity helped introduce a timeline and process of how to
implement the various solutions, in retrospect, this may have been a premature step considering
some participants were exposed to the complexity of CRNA for the first time during the
workshop. While it was not until after the workshop that I fully appreciated the knowledge gaps
amongst healthcare experts, we were still able to work through a road mapping activity, and I
was able to learn that the complex nature of CRNA is not well understood, even by those who
have high levels of expertise.
My research was focused on organizational approaches to CRNA in a large teaching
hospital in Vancouver, BC. It thus fills a gap in the existing Canadian literature. Through use of
existing models and strategies, we can create a ‘best practice’ strategy at Vancouver General
Hospital by using the study recommendations, which I will discuss in Chapter Five; taking the
recommendations made by key stakeholders at the Medication Affordability Workshop, we have
created the best practice for our organizational context. Beyond the localized solutions for VGH,
the processes that we undertook to develop best practice strategies could be used as a ‘blue print’
for others to develop their own strategies to address CRNA at an organizational level.
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Chapter Five: Inquiry Implications
In this chapter I will provide recommendations to addressing CRNA based on published
literature and the conclusions of my inquiry. I will discuss the implications of the
recommendations for VGH, including the impacts on policies, health care providers, government
partnerships, and leadership. I will discuss the collaborative process through which I engaged my
organizational partner and other key stake holders, who ultimately developed the action plan.
The conclusion of this chapter will describe the contributions of this thesis to the existing
literature and opportunities for further inquiry.
Recommendations for Addressing CRNA at VGH
This research study sought to bring together experts such as healthcare providers,
patients, and organizational leaders to answer the question: how might our organization
systematically support patients facing cost-related nonadherence to prescription medication? The
Medication Affordability Workshop was well attended as I did the preliminary work to meet
with key stakeholders, communicate with potential participants, and I remained flexible with
dates and timeframes. Study participants with varying experience and expertise met over two
days to develop actionable solutions to CRNA for our organization.
Using the study findings from the workshop, I will provide recommendations that are actionable
and in keeping with the conclusions from Chapter Four:
Conclusion 1: A standardized approach to identifying and supporting patients at risk of
CRNA at VGH should include Fair PharmaCare enrollment, engagement strategies, and a
patient navigator.
Conclusion 2: The barriers to addressing CRNA include resource allocation, costs to the
system, and a lack of awareness of the issue/lack of urgency.
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Conclusion 3: A best practice approach for addressing CRNA requires a collaborative
effort amongst key stakeholders which includes education, engagement, and development
of actionable strategies to support patients.
Conclusion 4: In order to address CRNA, the following solutions are recommended: Fair
PharmaCare enrollment, engagement strategies, and use of patient navigators which all
have overlapping elements i.e. patient navigators could help patients enroll into Fair
PharmaCare.
The recommendations to address CRNA, developed using the conclusions from the
workshop and the literature include:
1. Use the launch of the new EMR to create a standardized approach to identifying
patients at risk of CRNA.
2. Create an everyone engagement campaign to inform patients, providers, system leaders
and partners about CRNA.
3. Develop a proposal to the MOH to support implementation of organizational solutions
to CRNA.
4. Partner with researchers, policy makers, staff and patients to implement solutions to
CRNA efficiently and successfully.
Recommendation 1: Use the launch of the new EMR to create a standardized
approach to identifying patients at risk of CRNA. As described in Chapter Four, Vancouver
Coastal Health, the Provincial Health Services Authority and Providence Health Care are
currently adopting a new EMR, which will launch at VGH in summer of 2020. Based on the
literature and findings from the Medication Affordability Workshop I recommend that through
partnership with members of the EMR team, the organization propose the addition of questions
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regarding medication affordability and Fair PharmaCare enrollment into the online admission
form. This could be done using some of the validated questions from the baseline assessment in
the Division of Cardiology (Appendix A). Using an EMR to ask questions about CRNA would
give us a standardized approach to identify patients who are not enrolled into Fair PharmaCare
and support patients facing CRNA.
There is currently a lack of effective screening to identify patients with CRNA. Zhang
and Meltzer (2016) stated, "There is no known tool to identify medication non-adherence
specifically due to cost" (p. 806). Using an EMR to capture information about CRNA across
Vancouver Coastal Health, the Provincial Health Services Authority and Providence Health Care
provides us with a unique opportunity to better understand CRNA; an electronic tool has the
potential to help us to have a standardized approach to identify patients who are at risk of CRNA,
better understand the causes and risks of CRNA, and facilitate communication between patients
and healthcare providers about medication affordability. Zhang and Meltzer (2016) discussed
that using an electronic tool to ask questions about CRNA would allow healthcare providers to
support patients at risk of CRNA through interventions such as substituting generic medications,
assessing drug plans, and/or exploring options for waiving out-of-pocket payments. As there are
currently no standardized approaches to identifying patients at risk of CRNA, we have an
opportunity to use the launch of the EMR to lead the way and help patients who are not on drug
plans get enrolled and who cannot afford medications find alternatives
Recommendation 2: Create an everyone engagement campaign to inform patients,
providers, system leaders and partners about CRNA. As evidenced during the Medication
Affordability Workshop and in the literature, even those with experience and expertise in
healthcare have gaps in knowledge regarding medication affordability and drug plans. We cannot
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implement solutions which require resource allocation, policy development, and collaboration if
people do not know what CRNA means or the degree to which it is a problem for individuals and
the healthcare system. We need to create a sense of urgency for addressing CRNA by telling
people about the barriers in the system, the experiences of patients who cannot afford their
medications, and the impacts to the healthcare system. During the Medication Affordability
Workshop, participants described engagement strategies in the community, with healthcare
providers, and in the larger organization. I recommend that the organization create an
engagement campaign using specific strategies such as storytelling, educational interventions,
and collaboration with community partners.
Storytelling. Patients, families, healthcare providers, and other stakeholders have
experiences with CRNA that can be used to better understand the problem; storytelling can be a
form of knowledge translation where stories help various audiences better understand the
complexities of CRNA (Scott et al, 2013). As discussed in Chapter Four, study participants
described their experiences with CRNA, giving us real-world examples of how CRNA is
impacting patient care right now in our system. I started exploring CRNA at VGH when I met a
patient who could not afford medication for his heart disease, arrythmia and diabetes. He told me
how he was new to Canada, working a low paying job and sending money home to his family. I
called our care management team and social workers and through exploring resources, I realized
there was not anything I could do to help this man take medication; this person could end up in
hospital or die because he did not have the money to pay for his medication. To garner interest
and provide a context about medication affordability issues, I used this patient’s story to engage
with partners early in my exploration of CRNA.
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At VGH, we have an opportunity to provide a platform for people to share stories about
CRNA in our organization and with our community partners. Haigh and Hardy (2011) stated,
“there is a growing realization that patients and service users are a rich source of healthcarerelated stories that can affect, change and benefit clinical practice” (p. 1). At the Medication
Affordability Workshop, strategies to share stories and educate healthcare providers and the
public included using the organizational newsletter, creating a poster campaign, and developing
educational brochures.
Education. The knowledge gap that existed among care providers and leaders at the
workshop reflected that in order to successfully make changes to how we support patients facing
CRNA, we had to educate ourselves and our partners. During the workshop, participants
described strategies specific to educating healthcare providers about CRNA, so that they could
better understand CRNA and support patients. It was recommended that as a part of new
orientation for healthcare staff and residents training there be consideration to include
information about financial barriers to prescription medication and the importance of building
trusting relationships and offering support. Iuga and McGuire (2014) discussed how team-based
approaches to supporting patients have the potential to decrease medication nonadherence, which
in turn decreases costs to the medical system. To enable healthcare providers to support patients,
they need to have information and tools to help those at risk of CRNA.
Through increased and targeted education, physicians and other healthcare providers can
better support patients at risk of CRNA. Being informed about CRNA may help providers be
more comfortable having conversations with patients about CRNA. Wilson et al. (2007)
described the importance of communication, noting that once physicians are aware of cost
barriers they can use strategies such as prescribing generics, providing samples, and helping
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patients prioritize which medications are the most important: “None of these strategies, however,
can be implemented if physicians and patients are not routinely discussing medication use and
medication costs” (p. 10). Additionally, educating healthcare providers about CRNA can spark
further engagement for initiatives to address CRNA.
Collaboration with community partners. CRNA is a complex problem that reaches
beyond the organization, and patients at risk of CRNA require support in the larger community,
so it is important that we collaborate with community partners. In Chapter Four, study
participants identified community partners including GPs, community pharmacists, community
groups helping low income members of the public, and the general public. As part of an
engagement strategy, collaborating with community partners though meetings and information
sharing may help community partners support patients CRNA; if we can share educational
material, Fair PharmaCare handouts, and other resources we can help address CRNA before
patients even end up in the hospital.
Recommendation 3: Develop a proposal to the MOH to support implementation of
organizational solutions to CRNA. The Ministry of Health describes its role as “overall
responsibility for ensuring that quality, appropriate, cost effective and timely health services are
available for all British Columbians” (Province of British Columbia, 2019, n.p.). The MOH
works with a provincial health authority, the five regional health authorities, and the First
Nations Health Authority to provide healthcare services to British Columbians. As a health
authority, Vancouver Coastal Health is responsible for:
•

identifying population health needs;

•

planning appropriate programs and services;

•

ensuring programs and services are properly funded and managed; and
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meeting performance objectives (Province of British Columbia, 2019, n.p.)

The policies that make up drug coverage in BC are derived by the MOH pharmacare
program, the largest plan being Fair PharmaCare. If we as a healthcare organization are
proposing solutions to addressing medication affordability, we should be partnering with the
MOH, which develops the policies that shape medication affordability.
At the Medication Affordability Workshop, we discovered the experts and those with
experience in the healthcare organization have gaps in knowledge regarding medication
affordability and drug plans, thus it was discussed by the participants that there may be gaps in
knowledge of policy makers about patient experiences and organizational impacts of CRNA;
there was an embedded assumption at the workshop that government policy makers may not be
aware of the challenges at the front lines of healthcare in regard to CRNA. It should be
acknowledged that members from the MOH were not in attendance at the Medication
Affordability Workshop, thus to challenge any assumptions we must first seek to understand the
position of the MOH in regard to CRNA; there may be projects or strategies already in place,
thus we need to start with understanding what is happening at the government level to address
CRNA. In seeking to create a partnership with the MOH, what we can say is that as an
organization we have challenges in supporting patients who cannot adhere to medications due to
financial barriers. Through sharing our experiences in the organization with policy makers in the
MOH we can challenge assumptions and work in partnership to have a shared plan to address
CRNA; to establish a partnership and align organizational strategies with government strategies,
we must communicate our experiences as one of the largest healthcare organizations in Canada
dealing with CRNA and share our vision for the future with the MOH. There may be an
opportunity to use storytelling to inform government policy makers of the lived experiences of
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those impacted by CRNA. We can share our strategies to address CRNA at an organizational
level and seek to partner with MOH to support the implementing solutions such as Fair
PharmaCare enrollment, everyone engagement strategies, and possibly a pilot project for a
patient navigator; with support from the MOH, we can bridge these solutions with broader
discussions around policy solutions that will ultimately make things better for patients and
healthcare systems.
Recommendation 4: Partner with researchers, policy makers, staff and patients to
implement solutions to CRNA efficiently and successfully. There was a call from participants
in the Medication Affordability Workshop to ensure that we not only go forward with executing
well thought out plans, but that we have metrics in place to evaluate our strategies. It is important
to have researchers come together with policy makers to help the organization implement the
solutions and evaluate their impact. During the road mapping activity, participants wanted a
method of collecting data to evaluate the proposed solutions to CRNA. Evaluation will require
collaboration with researchers to determine the best metrics, and to collect data that helps us
understand the effect of our interventions and impact of our solutions.
Smith, Mitton, Peacock, Cornelissen and Macleod (2009) brought together managers and
researchers across the health authorities in BC to evaluate healthcare priority setting and
concluded that more focus needed to be made on creating long term change and improved
collaboration. Although there is literature that speaks to the importance of reducing acute care
spending, we rarely hear about the projects that would lead to long term change and we hear less
about the outcomes of any policy or systems changes (Smith et al., 2009). Through partnering
with researchers, policy makers, staff, and patients we may be able to develop long term
strategies and capture the metrics that show the outcomes of strategies. During the workshop,
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participants did not explore specific methods to evaluate the strategies, except to say that we
needed to have a mechanism to understand the impact of our proposed solutions.
Summary of Recommendations
In order to address CRNA we need an integrated and multi-level system change, with all
levels working together to improve patients’ experiences and health outcomes. Participants in the
Medication Affordability Workshop recognized that the strategies we could implement in the
Division of Cardiology and our larger organization have potential to make far reaching change
(Figure 9).

Figure 9. Ripple of Solutions for CRNA at VGH.
The ‘ripples’ or the impacts of the strategies we want to implement are not occurring in isolation,
but instead the strategies that have been recommended in this study work simultaneously at
various systemic levels to address CRNA.
The recommendations proposed in this chapter are based on the solutions discussed in the
Medication Affordability Workshop: Fair PharmaCare solutions, everyone engagement, and
development of the patient navigator role. The recommendations are grounded in the findings
from the Medication Affordability Workshop, thus they reflect what experts and those with
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experience believe will help us address CRNA in our organization. From simple changes such as
asking patients questions about medication affordability to the complex solutions of
collaborating with the MOH and developing new roles to better support patients facing CRNA,
the solutions presented in this study present a multipronged approach to a complex problem. The
strategies to address CRNA are possible to implement within the current structure of the health
system, as long as there is access to resources. Securing access to these resources is beyond the
scope of this research, but the strategies comprise concrete actions that were explored by
physicians, nurses, social workers, pharmacists, patients, senior leaders, professional practices,
researchers, and Cardiac Services BC during the Medication Affordability Workshop.
Systems engagement. One of the first groups I approached about investigating CRNA
were the physicians in the Division of Cardiology during their monthly division meeting. During
the meeting, a member asked, “haven’t we been talking about this problem since the 1990s?”
The fact is that since 1997 there have been recommendations for a national pharmacare strategy
which to date have not been implemented (Morgan and Daw, 2012). Additionally, there was a
gap on how to address cost-related nonadherence at an organizational level, in that I was unable
to find any literature on Canadian healthcare organizational strategies to addressing CRNA;
existing literature spoke to national and provincial strategies, but there was a gap in how
healthcare organizations in Canada could support patients facing CRNA. Paraphrasing Leischow
et al and Huang et al (as cited in Best & Holmes, p. 145, 2017), CRNA is a complex problem
embedded in a complex health system, “the dynamics of which we need to understand in order to
solve problems.” We may have been talking about medication affordability issues for decades,
but the fact that we do not yet have a national, provincial or organizational solution in place
speaks to the complexities of the problem.

ADDRESSING COST-RELATED NONADHERENCE

119

As described in the literature, CRNA is a problem that largely effects younger
individuals, Aboriginal populations, those with poorer health statuses, those without drug
insurance and lower-income households (Law et al., 2018). Specifically, for Indigenous
populations, The First Nations and Inuit Health Branch of Health Canada providers universal
coverage for prescription drugs for eligible patients, but more than half of aboriginal patients in
Canada do not qualify for this coverage. Also, direct reimbursement is only available if patients
go to registered pharmacies, otherwise they must pay upfront and submit claims for
reimbursement (Government of Canada & Statistics Canada as cited in Law, et al., 2018).
Lexchin and Grootendorst (2004) further spoke to out of pocket expenses for medications in
vulnerable populations, stating that their literature review found that out of deductibles and
copayments led to decreased medication adherence, specifically in those who are low income
and chronically ill. They reported that any savings perceived through copayments and
deductibles may be illusionary, as other healthcare costs that occur when patients do not take
medications, offsets the savings in government prescription drug spending (Lexchin and
Grootendorst, 2004). This raises the question, why do we not have a solution to a problem that
we have known about for decades and provided solutions for since the 1990s? As this is an issue
of vulnerable and marginalized groups, there may be a lack of urgency from the larger system to
addressing the problems of CRNA which are a result of health system complexities.
Addressing CRNA is not going to happen with one person trying to lead a change, but
instead it is about the system creating a change that is sustainable. To make systems change,
researchers cannot work on their own. Instead, “there must be collaboration and co-production
throughout the knowledge creation-synthesis-application process” (Van de Ven and Johnson as
cited in Best & Holms, p. 145, 2017). My research started with a patient telling me his story

ADDRESSING COST-RELATED NONADHERENCE

120

about not being able to afford his medication. From that, I explored the problem of medication
affordability in my organization and learned there was no solution or systematic approach in
place. I used my pre-existing relationships with members of my organization to explore the issue
of medication affordability further. Early in the process, I worked to cultivate relationships with
researchers, experts, healthcare providers and organizational leaders, and I learned about the
opportunities and challenges in addressing CRNA. For example, when meeting with my initial
team to do the baseline research in outpatient cardiology, I thought we would be doing a quick
survey and then going right into implementing solutions. As I met with experts on CRNA and
spoke with organizational leaders, my strategies to address medication affordability evolved.
I knew I could not be a catalyst for systems change unless I could bring the whole system
of people together for discussion and collaboration. It was important to include all possible
stakeholders in my inquiry because excluding stakeholders can result in policy and practice that
does not align with their views, and can fuel opposition to change (Concannon et al., 2014). The
time I spent building relationships was, therefore, time well spent. I learned who I needed to
invite to the workshop, and meetings with potential participants connected me with other
potential participants, which snowballed into engagement with a wide variety of stakeholders.
Relationship building and engagement with stakeholders was important for my work, which was
looking to specifically develop organizational strategies to CRNA. In healthcare organizations,
where front line staff, nurse practitioners, physicians, and organizational leaders are busy and
pulled into various projects and demands of day to day work, it was important to build
relationships, to get people interested in making system changes to address CRNA. The work
that I am doing is to create change in a local context, for which I needed time commitments and
buy in to develop systematic change strategies. The changes that are required on organizational
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levels and beyond to address CRNA, cannot be done in isolation; at every level, it is important to
have key stakeholders understand the problem and engage in implementation of change.
Moreover, I learned that time is a precious resource, and to engage participants in the
workshops—which required a significant investment of time—I had to do more than send out an
invitation; I had to build relationships with people that encouraged them to attend. It is
challenging to bring senior organizational leaders, healthcare providers and patients into a room
together, which meant I had to be flexible with dates and times for the workshop, and highly
cognizant of potential ethical issues and conflicts; it was more important to get the right people
together at the workshop than maintaining a strict timeframe, and critical to create an
environment where it was safe for all participants to share their thoughts.
Implications for Future Inquiry
The Medication Affordability Workshop was a platform to bring key people together, so
that we could discuss actionable strategies to addressing CRNA. The people who deal with the
problem in the organization (healthcare providers), the people who face the consequences of the
problem (patients), and the people who make decisions that can fix the problem (the leaders)
needed to come together. The solutions recommended to address CRNA were based on local
research strategies developed at the workshop, but the process of engagement can be used by
other researchers. Creating systems change is complex and it is beyond the efforts of one
individual, and instead requires ongoing partnerships and resources from within the organization
and outside of it to make change happen. This research focused on what the organization will
need to do to address CRNA, but it is only a first step and will require structure and support to
move through implementation.

ADDRESSING COST-RELATED NONADHERENCE

122

Action tank. I recognize the need for a defined group to continue following up and
working on strategies to address CRNA. Though it is beyond the scope of my thesis, I concluded
the Medication Affordability Workshop by inviting study participants to partake in an action
tank that would meet quarterly to discuss organizational approaches to addressing CRNA and
look to follow up with recommendations made through this research. An action tank borrows
from the notion of a think tank. In an interview with Richard Feachem of the Center for Strategic
& International Studies (2013), action tanks were described as a range of activities that start with
research and are usually carried out by more than one group. Feachem (2013) described an action
tank as doing primary evidence-based research, which can then be analyzed and published. From
there, an action tank would formulate policy and then engage in policy consensus-building. The
‘action’ part takes place when that policy consensus is used to create large scale action
implementation and feedback evaluation (Feachem, 2013). Using an action tank would be in
keeping with the findings from the Medication Affordability Workshop, where participants
suggested the development of a health authority task force, that would monitor timelines,
processes, and collect data for the strategies being implemented to address CRNA.
In my exploration of the literature, though there was literature on national strategies to
address CRNA, there was no research done to explore CRNA at an organizational level in
Canada. The research done at VGH brought together stakeholders from our organization to
develop organizational solutions and fill a gap in the existing research on CRNA. The findings
from the workshop, specifically drug plan enrollment and engagement, reinforce findings in the
existing literature; the development of a patient navigator role to address CRNA was a unique
solution which can be further explored for our organization. It is worth exploring the potential
application of all of these solutions across sites within Vancouver Coastal Health, across health
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authorities in BC, and potentially in other jurisdictions. In terms of next steps for VGH, a future
goal may be to establish the Medication Affordability Action Tank at so that we can continue to
bring people with experience and expertise together to work on specific solutions for addressing
CRNA in our organization.
Thesis Summary
CRNA is a complex and vast issue, which I explored throughout my study. The intended
outcome of my research was specifically to create strategies for actionable change at VGH. The
Medication Affordability Workshop brought together key stakeholders from across the
organization to address CRNA. This inquiry brought together patients, nurses, social workers,
pharmacists, professional practice leaders, researchers, managers, physicians, nurse practitioners,
directors and the COO, to address CRNA at VGH. I used expert presentation, brainstorming,
dotmocracy, SWOT analysis, and road mapping to answer my research question: how might our
organization systematically support patients facing cost-related nonadherence to prescription
medication? The research resulted in recommendations that were made collaboratively, with
needs and interests of organizational staff and patients being represented. I learned the
importance of inclusion and relationship building, and that time is one of the most valuable
resources when planning to make organizational change. In the end, I have provided my
organization with recommendations which, if implemented, have the potential to support
patients, and reduce hospitalizations, emergency room visits and unnecessary use of primary
health care resources
At VGH I started to explore CRNA in my role as an RN caring for patients who could not
afford their medication. Working on the front lines for 15 years I was surprised to learn that if
patients could not afford their medications, there was little we could do to support them. This
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was the root of what started me on my journey in leadership and exploration of cost-related
nonadherence. The thought that we go to such lengths to care for patients in hospital settings,
only to have them go home and potentially not be able to afford lifesaving medication felt
wrong. I have since been able to build strategic partnerships, engage leaders within my
organization, and start the process to creating actionable change for patients who face financial
barriers to medication.
Being in a formal leadership role in an organization is not a requirement for making
impactful change. As stated by Payne (1995), “ordinary people who learn to believe in
themselves are capable of extraordinary acts, or better, of acts that seem extraordinary to us
precisely because we have such an impoverished sense of the capabilities of ordinary people” (p.
5). I was able to maximize my influence in my own role as an RN in the front lines of care to
develop strategies to create change the larger organization through building partnerships. My
work endeavored to create a network across levels of my organization and partners to enable
change in how we support patients who have financial barriers to prescription medication.
Through my dedication to address CRNA, I partnered with researchers, reviewed literature and
collaborated with organizational leaders, which helped me engage with key stakeholders; I
earned the trust of my participants by being prepared to guide them through the education and
strategies required to develop organizational changes. Through a process of building
relationships, sharing information, co-creating new knowledge, I have been able to provide my
organization with concrete actions that can be implemented in the current system. My thesis has
allowed me to engage key stakeholders and develop recommendations for how our organization
might address CRNA.
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Appendix A
Baseline CRNA Questionnaire
Assessing cost-related non-adherence to prescription medication in a cardiac outpatient setting
Date:
Participant ID:
I will start by asking you a few questions about your demographics:
1. What is your age? (Prompt: In what year were you born?)
_______________
☐ Don’t know
☐ Prefer not to state
2. Do you identify as:
☐ Male
☐ Female
☐ Other (specify): _______________________________
☐ Don’t know
☐ Prefer not to state
3. What is the highest level of education that you have completed? Have you completed:
☐ Less than high school graduation
☐ High school
☐ Post-secondary school (University/College)
☐ Don’t know
☐ Prefer not to state
4. What is your best estimate of your total household income, before taxes and deductions, from all sources
during the year ending December 31, 2017? Was it:
☐ Less than $20,000
☐ $20,000 to less than $40,000
☐ $40,000 to less than $60,000
☐ $60,000 to less than $80,000
☐ $80,000 to less than $100,000
☐ $100,000 to less than $150,000
☐ $150,000 or more
☐ Don’t know
☐ Prefer not to state
5. Do you identify as:
☐ White
☐ Aboriginal
☐ Chinese
☐ South Asian
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☐ Other: ______________
☐ Don’t know
☐ Prefer not to state
6. What was your employment status for the past week. Was it:
☐ Full time
☐ Part time
☐ Retired
☐ Not working for other reasons
☐ Don’t know
☐ Prefer not to state
Now I’m going to ask you some questions about your health and your medications:
7. In general, would you say your health is:
☐ Excellent
☐ Very good
☐ Good
☐ Fair
☐ Poor
☐ Don’t know
☐ Prefer not to state
8. I am going to list a number of chronic health conditions. Please tell me if you have been diagnosed with any of
the following conditions:
☐ High blood pressure
☐ High cholesterol
☐ Abnormal heart rhythm
☐ Heart disease (blockages)
☐ Heart attack
☐ Heart failure (problems with the heart muscle)
☐ Diabetes
☐ Stroke
☐ Other (please describe): _____________
☐ Don’t know
☐ Prefer not to state
9. Do you have insurance that covers all or part of the cost of your prescription medications?
☐ No
☐ Government-sponsored plan (e.g. Fair Pharmacare, Federal Government)
☐ Employer-sponsored plan
☐ Association sponsored plan (e.g. union, trade association, or student organization)
☐ Other plan (e.g. a private plan you pay for directly)
☐ Don’t know
☐ Prefer not to state
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10. In the past 12 months, how many different medications have you received a prescription for, including
ongoing prescriptions? Was it:
☐ 0 (If 0: Go to END OF SURVEY)
☐1
☐2
☐ 3 to 4
☐ 5 or more
☐ Don’t know
☐ Prefer not to state
11. Of these prescriptions, how many were for a heart condition?
☐0
☐1
☐2
☐ 3 to 4
☐ 5 or more
☐ Don’t know
☐ Prefer not to state
12. In the last 12 months, how much money did you spend out-of-pocket for your own medication prescribed by
a healthcare professional? Please exclude any amounts reimbursed by an insurance plan.
$__________ (Prompt: $1-200, $201-500, $501-1000, >$1000)
☐ Don’t know
☐ Prefer not to state
13. Of this amount spent, approximately how much was for a heart condition? Please exclude any amounts
reimbursed by an insurance plan.
$__________ (Prompts: $1-200, $201-500, $501-1000, >$1000)
☐ Don’t know
☐ Prefer not to state
14. In the past 12 months, was there a time when you: Skipped doses of a medicine; Reduced the dosage of a
medicine; Did not fill or collect a prescription; or Delayed filling a prescription because of the cost?
☐ Yes
☐ No
☐ Don’t know
☐ Prefer not to state
15. In the past 12 months, was there a time when you: Skipped doses of a medicine; Reduced the dosage of a
medicine; Did not fill or collect a prescription; or Delayed filling a prescription for some other reason? (E.g.
Negative side effects)
☐ Yes
☐ No
☐ Don’t know
☐ Prefer not to state
If ‘No’ to 14, go to Question 31
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16. (If ‘Yes’ to 14) Were any of these medications for a heart condition?
☐ Yes
☐ No
☐ Don’t know
☐ Prefer not to state
If Not fill / Delay filling in Q14, go to Q17-18 AND if ‘Yes’ to Q16, go to 21-22
If Skip/Split in Q14, go to 19-20 AND if ‘Yes’ go Q16, go to 23-24
Thinking about the most recent prescription that you were unable to fill or unable take as prescribed due to cost:
If unable to fill:
17. Approximately how much was this prescription going to cost you out of pocket? Please exclude any amounts
that were reimbursed by an insurance plan?
$__________ (Prompt: $1-200, $201-500, $501-1000, >$1000)
☐ Don’t know
☐ Prefer not to state
18. If the cost could have been lowered, how much would you have been able to pay?
$__________ (Prompt: $1-20, $21-50, $50-100, >$100)
☐ Don’t know
☐ Prefer not to state
If unable to take as prescribed:
19. Approximately how much did this prescription cost you out of pocket? Please exclude any amounts that
were reimbursed by an insurance plan?
$__________ (Prompt: $1-200, $201-500, $501-1000, >$1000)
☐ Don’t know
☐ Prefer not to state
20. If the cost could have been lowered to prevent you having to reduce your dose to stretch out the
medication, how much would you have been able to pay?
$__________ (Prompt: $1-20, $21-50, $50-100, >$100)
☐ Don’t know
☐ Prefer not to state
Now, thinking about the most recent heart medication prescription that you were unable to fill or take as
prescribed due to cost:
If unable to fill:
21. Approximately how much was this prescription going to cost you out of pocket? Please exclude any amounts
that were reimbursed by an insurance plan?
$__________ (Prompt: $1-200, $201-500, $501-1000, >$1000)
☐ Don’t know
☐ Prefer not to state
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22. If the cost could have been lowered, how much would you have been able to pay?
$__________ (Prompt: $1-20, $21-50, $50-100, >$100)
☐ Don’t know
☐ Prefer not to state
If unable to take as prescribed:
23. Approximately how much did this prescription cost you out of pocket? Please exclude any amounts that
were reimbursed by an insurance plan?
$__________ (Prompt: $1-200, $201-500, $501-1000, >$1000)
☐ Don’t know
☐ Prefer not to state
24. If the cost could have been lowered to prevent you having to reduce your dose to stretch out the
medication, how much would you have been able to pay?
$__________ (Prompt: $1-20, $21-50, $50-100, >$100)
☐ Don’t know
☐ Prefer not to state
25. Have you ever asked your heart doctor for samples of your medication because you were having trouble
paying for the medication?
☐ Yes
☐ No
☐ Don’t know
☐ Prefer not to state
26. (If you have had trouble paying for your medication) What types of support would be helpful? (Choose all
that apply)
☐ Expanded drug coverage so that more drugs are covered
☐ Lower or no out of pocket costs for me
☐ More conversations with your doctor or pharmacist regarding drug costs and cheaper alternatives
☐ Other (please describe):
☐ Don’t know
☐ Prefer not to state
27. If you had to pick one of those things that would be the most helpful, what would it be? (Pick one)
☐ Expanded drug coverage so that more drugs are covered
☐ Lower or no out of pocket costs for me
☐ More conversations with your doctor or pharmacist regarding drug costs and cheaper alternatives
☐ Other (please describe):
☐ Don’t know
☐ Prefer not to state
28. Have you ever spent less money on any of the following in order to pay for your prescription medications?
☐ Food
☐ Housing
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☐ Heat for your home
☐ Car, public transit, or other transportation costs
☐ Vacation or leisure (e.g. movies, eating out, recreational activities)
☐ Other healthcare costs
☐ Other expenses not already mentioned
☐ No
☐ Don’t know
☐ Prefer not to state
29. Do you think that being unable to afford your prescriptions made your health worse?
☐ Yes
☐ No
☐ Don’t know
☐ Prefer not to state
30. Why did being unable to afford your medications make your health worse? (Record their response using key
words. e.g. Stress, could not treat illness)
_____________________________________________________________________________________
_____________________________________________________________________________________
Thinking again about the prescriptions, in general:
31. Does the healthcare professional who gives you your prescriptions ask you if you can afford to pay for them?
☐ Yes
☐ Some times
☐ No
☐ Not applicable – you have never had trouble paying for you medications
☐ Don’t know
☐ Prefer not to state
32. Does this person help to come up with strategies to lower the cost, such as suggesting cheaper alternative
medicines, or providing free samples?
☐ Yes
☐ Some times
☐ No
☐ Not applicable – you have never had trouble paying for you medications
☐ Don’t know
☐ Prefer not to state
33. Has a pharmacist who is filling your prescription ever asked you if you could afford to pay for it?
☐ Yes
☐ Some times
☐ No
☐ Don’t know
☐ Prefer not to state
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34. Does the pharmacist help to come up with strategies to lower the cost, such as suggesting cheaper
alternative medicines?
☐ Yes
☐ Some times
☐ No
☐ Don’t know
☐ Prefer not to state
35. Do you ever worry or feel stressed or anxious about being able to afford your medication?
☐ Never
☐ Rarely
☐ Sometimes
☐ Often
☐ Always
☐ Don’t know
☐ Prefer not to state
36. Do you regularly purchase over-the-counter supplements to support your heart health? (E.g. Coenzyme Q10,
Fish Oils such as Omega-3s, Magnesium, Niacin, L-Carnitine, Vitamin K, Citrus Bergamot, Hawthorn extract,
turmeric or curcumin.)
☐ Yes
☐ No
☐ Yes, but not regularly
☐ Don’t know
☐ Prefer not to state
If ‘No’, skip to END.
37. (If yes) Who recommended these supplements to you:
☐ Family physician / GP
☐ Pharmacist
☐ Cardiology specialist
☐ Other specialist (e.g. endocrinologist)
☐ Naturopath or Doctor of Traditional Chinese Medicine
☐ Own decision
☐ Someone else (please describe):
☐ Don’t know
☐ Prefer not to state
38. Do you ever take these supplements instead of prescription drugs for your heart health?
☐ Yes
☐ No
☐ Don’t know
☐ Prefer not to state
39. (If yes:) Is it because:
☐ You feel they are more natural
☐ You feel they have fewer side effects
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☐ You feel they are more affordable
☐ Other (please describe):
☐ Don’t know
☐ Prefer not to state
40. In the past 12 month, approximately how much have you spent out of pocket on supplements specifically to
support your heart health?
$__________ (Prompt: $1-50, $51-100, $100-500, >$500)
☐ Not applicable – You do not need to take any medications for your heart health
☐ Don’t know
☐ Prefer not to state
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Appendix B
Framework on Factors of CRNA

Piette, Heisler, Horne, and Alexander (2005)
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Appendix C
Conceptual Framework on CRNA

Campbell et al., 2016
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Appendix E
Timeline for National Pharmacare in Canada

© All rights reserved. A Prescription for Canada: Achieving Pharmacare for All. Final
Report of the Advisory Council. Health Canada. Adapted and reproduced with permission from
the Minister of Health, 2020.

Government of Canada, 2019
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Appendix E
List of CLEAN Medication

Persaud et al., 2017
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VCH Cost Sheet
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Appendix G
Inquiry Team Member Letter of Agreement
In partial fulfillment of the requirement for a Master of Arts in Leadership Degree at
Royal Roads University, H. Kimi Manhas will be conducting an inquiry study at Vancouver
General Hospital (VGH) to examine how the organization might systematically support patients
facing cost-related nonadherence to prescription medication. The Student’s credentials with
Royal Roads University can be established by calling Dr. Catherine Etmanski, Director, School
of Leadership, at (250) 391-2600 x4162 or email Catherine.etmanski@RoyalRoads.ca
Inquiry Team Member Role Description
As a volunteer Inquiry Team Member assisting the Student with this project, your role
may include one or more of the following: providing advice on the relevance and wording of
questions and letters of invitation, supporting the logistics of the data-gathering methods,
including observing, assisting, or facilitating an interview or focus group, taking notes,
transcribing, reviewing analysis of data, and/or reviewing associated knowledge products to
assist the Student and the VGH’s change process. In the course of this activity, you may be privy
to confidential inquiry data.
Confidentiality of Inquiry Data
In compliance with the Royal Roads University Research Ethics Policy, under which this
inquiry project is being conducted, all personal identifiers and any other confidential information
generated or accessed by the inquiry team advisor will only be used in the performance of the
functions of this project, and must not be disclosed to anyone other than persons authorized to
receive it, both during the inquiry period and beyond it. Recorded information in all formats is
covered by this agreement. Personal identifiers include participant names, contact information,
personally identifying turns of phrase or comments, and any other personally identifying
information.
Bridging Student’s Potential or Actual Ethical Conflict
In situations where potential participants in a work setting report directly to the Student,
you, as a neutral third party with no supervisory relationship with either the Student or potential
participants, may be asked to work closely with the Student to bridge this potential or actual
conflict of interest in this study. Such requests may include asking the Inquiry Team Advisor to:
send out the letter of invitation to potential participants, receive letters/emails of interest in
participation from potential participants, independently make a selection of received participant
requests based on criteria you and the Student will have worked out previously, formalize the
logistics for the data-gathering method, including contacting the participants about the time and
location of the interview or focus group, conduct the interviews (usually 3-5 maximum) or focus
group (usually no more than one) with the selected participants (without the Student’s presence
or knowledge of which participants were chosen) using the protocol and questions worked out
previously with the Student, and producing written transcripts of the interviews or focus groups
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with all personal identifiers removed before the transcripts are brought back to the Student for
the data analysis phase of the study.
This strategy means that potential participants with a direct reporting relationship will be
assured they can confidentially turn down the participation request from their supervisor (the
Student), as this process conceals from the Student which potential participants chose not to
participate or simply were not selected by you, the third party, because they were out of the
selection criteria range (they might have been a participant request coming after the number of
participants sought, for example, interview request number 6 when only 5 participants are
sought, or focus group request number 10 when up to 9 participants would be selected for a focus
group). Inquiry Team members asked to take on such 3rd party duties in this study will be under
the direction of the Student and will be fully briefed by the Student as to how this process will
work, including specific expectations, and the methods to be employed in conducting the
elements of the inquiry with the Student’s direct reports, and will be given every support possible
by the Student, except where such support would reveal the identities of the actual participants.
Personal information will be collected, recorded, corrected, accessed, altered, used, disclosed,
retained, secured and destroyed as directed by the Student, under direction of the Royal Roads
Academic Supervisor.
Inquiry Team Members who are uncertain whether any information they may wish to share about
the project they are working on is personal or confidential will verify this with [Your name here],
the Student.
Statement of Informed Consent:

I have read and understand this agreement.

________________________

_________________________ _____________

Name (Please Print)

Signature

Date
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Appendix H

Medication Affordability Workshop
Co-Facilitator Roles
Day 1
5:30-8:00pm
5: 00-5:15
Arrive to Vancouver General Hospital, Jim Pattison Pavilion and go to the Paetzold Pavilion-this is
located behind the information desk.
5:15-Pre-brief with all facilitators to answer any last-minute questions
5:30-Start of Session
•

Erin and Paola to be at sign in table
o

Sign in participants

o

Provide them with name tags

•

Kristie and Juzer- Ensure they have done consents (collect and store)

•

Emilie and Stephanie to help people find their seats (tables of 5-assigned seating) and help with
any last-minute tasks

•

Belinda to help oversee/time keeping

5:40-SESSION TO START (Facilitator at each table-document observations/themes)
•

Kimi to do an introduction

•

ICE BREAKER ACTIVITY (10 mins)
o

At each table, participants to talk and discover 3 things that they all have in common
*Ensure conversation continues to move forward-Probing ideas like, favourite music,
shows, where they grew up

o

Each table should pick a person to share with the larger group (5 mins)
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6:00 pm Mike Law to present on CRNA
6:15 pm-Kimi to present Solutions
6: 30 Brainstorming and sorting 20 minutes –
o

Each table will be set up with post its and markers

o

Participants will be asked to brainstorm ideas (individually)

o

As participants come up with ideas, they will be brought to the front of the room and sorted

o

Stephanie and Emilie-Facilitators to sort post its under headings (patients, staff, or
organization/system-anything outside of these headings to be put in “parking lot”)

Dotmocracy-Pick top 3-Once sorting is complete Paola, Erin, Kristie, Juzer to help hand out stickers and
guide participants and determine the final solution
BREAK
7:00-SWOT Analysis
There will be a flip chart and markers at each table
Participants will be asked to spend time working through a SWOT on 3 proposed solutions to medication
affordability (should be spending 10 mins per solution)
7:40-A group representative to share SWOT analysis with larger group
Facilitators to group similar strengths, weaknesses, opportunities and threats
8:00-End of Session-10 min de-brief with facilitators

Day 2
5:30-7:30/8:00pm
5: 00-5:15
Arrive to Vancouver General Hospital, Jim Pattison Pavilion and go to the Paetzold Pavilion-this is
located behind the information desk.
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5:15-Pre-brief with all facilitators to answer any last-minute questions
5:30-Start of Session
•

Juzer & Kristie-to be at sign in table
o

Sign in participants

o

Provide them with name tags

•

Ensure they have done consents (collect and store)

•

Erin & Kimi to help people find their seats (3 tables-assigned seating) and help with any lastminute tasks

5:40- SESSION TO START (Facilitator at each table)
•

Kimi to do an introduction

•

ICE BREAKER ACTIVITY (10 mins)

What is unique about me ?
o

Each table should pick a person to share with the larger group (5 mins)

6:00-Recap of Day 1& intro to Road mapping-Kimi
6: 15-Road Mapping
Large rolls of paper will be on the wall to allow for Road Mapping of 3 proposed solutions (Fair
Pharmacare, Prescriber engagement & Group solution)
1 Facilitators per solution (to stay at solution to offer continuity)
Steph-Fair Pharmacare
Kristie-Awareness Campaign
Juzer-Patient Navigator
Erin-Time Keeper and overall facilitation needs
Remind participants to answer the road mapping questions: HOW, WHO, WHEN, COSTS & RESOURCES
(questions will be on power point slide)
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Participants to spend 15-20 mins on solutions
*****Document your observations and themes you noted****
7:00-Once back to original solution-team to review Road Map and present to larger group
Offer a Break once presentation is done
7:15-Discuss plan for follow up-those that want to be contacted/involved in the proposed solutions to
submit names (collected by a facilitator)
7:30/8:00 End of Session-10 min de-brief with facilitators
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Appendix I
Email Invitation
Dear [Prospective Participant],
I would like to invite you to be part of a research project that I am conducting. This
project is part of the requirement for my Master’s Degree in Leadership, at Royal Roads
University. This project has been approved by Vivian Eliopoulos and I have been given
permission to contact potential participants for this purpose.
The purpose of my research is to explore how Vancouver General Hospital (VGH) might
support patients who cannot afford their medication. In a workshop format, we will consider
patients’ experiences with financial barriers to medication (known as cost-related nonadherence)
through data collected at VGH and discussion with patients, experts and key stakeholders.
Participants will come together to address cost-related nonadherence through an organizational
and systematic lens. The workshop, using design thinking methods, will encourage innovation
and creativity, and engage participants with various backgrounds to generate ideas for actionable
change.
Your name was chosen as a prospective participant because your experience, expertise
and/or decision-making are needed to develop a systematic approach to addressing financial
barriers to prescription medication at VGH. The workshop will inform my research project and
will consist of information sharing (including a session with expert researcher Dr. Michael Law,
the Canada Research Chair in Access to Medicines, Associate Professor in the Centre for Health
Services and Policy Research, School of Population and Public Health, at UBC), and
participating in a SWOT analysis and road-mapping activity. The workshop will occur over two
half-day sessions, each lasting 3-4 hours. The attached document contains further information
about the study conduct and will enable you to make a fully informed decision about whether or
not you wish to participate. Please review this information before responding.
Please be aware that you are not required to participate; should you participate, your
participation would be entirely voluntary. If you do choose to participate, you are free to
withdraw without prejudice. If you do not wish to participate, simply do not reply to this request.
Your decision to not participate will also be maintained in confidence. Your choice will not
affect our relationship or your employment status in any way.
Please feel free to contact me at any time should you have additional questions regarding
the project and its outcomes.
If you would like to participate in my research project, please contact me at:
Name: Kimi Manhas
Email: Kimi.Manhas@vch.ca
Telephone: 778 990 9678
Sincerely,
H. Kimi Manhas
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Appendix J
INFORMATION LETTER
Medication Affordability (Cost-Related Nonadherence)
My name is Kimi Manhas, and this research project is part of the requirement for a Masters of
Leadership at Royal Roads University. My credentials with Royal Roads University can be
established by contacting Dr. Catherine Etmanski, Director, School of Leadership Studies:
Catherine.etmanski@RoyalRoads.ca or 250-391-2600 ext. 4162.
Purpose of the study and sponsoring organization
The purpose of my research is to explore how our organization might support patients who face
financial barriers to medication, otherwise known as cost-related nonadherence (CRNA). We
will ask participants from varying backgrounds at VGH including pharmacy, social work, care
management, nursing, physicians, organizational leaders, and patients, to come together to
discuss strategies for supporting patients who cannot afford their medication, such as Fair
Pharmacare enrollment and prescriber education regarding medication costs.to.
Your participation and how information will be collected
The research will consist of two half-day workshop sessions, lasting 3-4 hours each, at which
time participants will work in large and small groups to discuss strategies and solutions to
address patients’ financial barriers to prescription medication. Information will be recorded using
audio, visual, and hand written methods. The questions posed to participants will include: How
might our organization systematically support patients who face cost-related nonadherence
(CRNA) to prescription medication? What are the systemic barriers to supporting patients who
have financial barriers to prescription medication? How might we create a best practice approach
to addressing cost-related nonadherence at VGH? Are Fair Pharmacare and prescriber
engagement optimal solutions to CRNA at VGH?
Benefits and risks to participation
As an organization, Vancouver General Hospital would benefit from addressing CRNA. There
could be financial savings to the organization, as better compliance with prescribed medication
could prevent unnecessary hospital admissions and emergency room visits. For the researcher,
this process will result in the completion of a thesis and a Masters degree. I hope a social benefit
will be that patients, who face an inequality in our current system, are given the support they
need to afford their medication, and in turn remain healthy and productive members of our
communities.
The risks to this research process are minimal. Within the workshop there will be participants
with varying health-care expertise and backgrounds, and here may be some interaction between
employers and employees. Patients in attendance should also be aware that it is possible that
people who have provided them with care may be involved in this process.
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Inquiry team
My research process will be supported by an inquiry team, in order to help with implementing
the workshop and completing the analysis.
Juzer Kakal is a researcher in the UBC Department of Medicine, and he will support this
research endeavor through review and analysis of data and assistance during data collection.
Royal Roads University students from the School of Leadership which included Erin Quinn,
Emilie McIver, Stephanie Pritchard, Kristie Hanson, and Paola Gavilanez
Real or Perceived Conflict of Interest
Please note that various members of the organization will be invited to attend the
workshop, and this may include employers and supervisors in the organization. Patient
populations will also be included in the study so that we can have an inclusive process to
address cost-related nonadherence. I disclose this information here so that you can make a
fully informed decision on whether or not to participate in this study.
Confidentiality, security of data, and retention period
I will work to protect your privacy throughout this study. All information I collect will be
maintained in confidence with hard copies (e.g., consent forms) stored in a locked filing cabinet
in my home office. Electronic data (such as transcripts or audio files) will be stored on a
password protected home computer and an encrypted USB key. Information will be recorded by
hand, as well as audio and video formats s and, where appropriate, summarized in anonymous
format in the body of the final report. At no time will any specific comments be attributed to any
individual unless specific agreement has been obtained beforehand. All documentation will be
kept strictly confidential. The raw data will be stored until January 2020 at which time the
data will be destroyed. The data will not contain identifiable information regarding those
who have chosen to withdraw from the research, and there will be no use of names of those
who attend the design workshop in the data collection; however, due to the nature of the
group research, it is not possible to keep identities of participants anonymous from other
participants and the researcher.
Sharing results
In addition to submitting my thesis to Royal Roads University in partial fulfillment for a Master
in Leadership with Health Care Specialization, I will also be sharing my research findings with
Vancouver General Hospital stakeholders. The research findings will be shared in follow up with
participants through email and/or in person.
Procedure for withdrawing from the study
To withdraw, simply do not respond to the email invitation, or if you have accepted and choose
to withdraw in the future, please communicate this to the researcher through email.
You are not required to participate in this research project. By replying directly to the e-mail
request for participation you indicate that you have read and understand the information above
and give your free and informed consent to participate in this project.
Please keep a copy of this information letter for your records
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Appendix K
RESEARCH CONSENT FORM
By signing this form, you agree that you are over the age of 19 and have read the information
letter for this study. Your signature states that you are giving your voluntary and informed
consent to participate in this project and have data I contribute used in the final report and any
other knowledge outputs (articles, conference presentations, newsletters, etc.).
I consent to the audio recording of the Cost-related Nonadherence Workshop
I consent to quotations and excerpts expressed by me through the Cost-related
Nonadherence Workshop being included in this study, provided that my identity is not
disclosed
I consent to the material I have contributed to and/or generated (e.g., flipchart notes or
visuals) thorough my participation in the Cost-related Nonadherence Workshop be used in
this study
I commit to respect the confidential nature of the Cost-related Nonadherence
Workshop by not sharing identifying information about the other participants

Name: (Please Print): __________________________________________________

Signed: _____________________________________________________________

Date: ______________________________________________
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Appendix L

Medication Affordability Workshop Quick Facts
Cost related nonadherence
• When patients are unable to take their prescription drugs, including skipping doses, reducing dosages, not
filling prescriptions or getting refills in a timely manner due to financial barriers, we refer to this as cost
related nonadherence (CRNA)
Law MR, Cheng L, Dhalla IA, et al. (2012)
• Almost 1 million Canadians cut back on food or home heating in order to pay for their medication.
•
•

Almost 1 million Canadians borrowed money to pay for prescription drugs.
-Government of Canada (2019)
As part of the 2016 Canadian Community Health Survey it was found that nearly one-third of those who
reported cost-related nonadherence (an estimated 427 966 people) reported that their most recent
forgone prescription would have cost $50 or less.

As a result of cost related nonadherence, 303 000 Canadians had additional doctor visits, about 93 000
sought care in the emergency department, and about 26 000 were admitted to hospital at the
population level.
-Law, M., Cheng, L., Kolhatkar, A., Goldsmith, L., Morgan, S., Holbrook, A. & Dhalla, I. (2018)
• Canada is the only developed country that has universal health care coverage but does not have universal
coverage of prescription medication.
-Morgan, Martin, Gagnon, Mintzes, Daw, and Lexchin (2015)
What is Fair Pharmacare?
• In British Columbia pharmaceutical coverage is determined based on income and is called Fair
PharmaCare; must be enrolled into Medical Services Plan (MSP) and have filed an income tax return for
the relevant taxation year (that is, two years ago).
• Fair PharmaCare uses a calculator to determine household incomes to calculate deductibles. Once
deductibles are reached, 70% of prescription medications are covered, until the person meets their family
maximum deductible after which point one hundred percent of the medications are covered.
•

To register for Fair Pharmacare go to: https://www2.gov.bc.ca/gov/content/health/health-drugcoverage/pharmacare-for-bc-residents/who-we-cover/fair-pharmacare-plan (Google Fair Pharmacare)
Covered by Fair Pharmacare:
Medications in the Pharmacare Formulary
Pharmacy dispensing fees (up to max. 10 dollars)
Pharmacist-delivered medication review services for most B.C. residents taking 5 or more medications
Insulin, needles, syringes, blood glucose monitoring strips, and insulin pump supplies
Insulin pumps for children and adolescents with diabetes
Certain ostomy supplies
Designated permanent prostheses
Designated children's orthoses
Designated nicotine replacement therapy products and smoking cessation prescription drugs
Medications prescribed by your doctor as part of a Medical Assistance in Dying process
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Clinical services fees associated with prescription renewal or adaptation by pharmacists
Fees for pharmacists to administer publicly funded vaccines
Not Covered by Fair Phamacare:
Any portion of a dispensing fee above the maximum dispensing fee PharmaCare recognizes or allows
Drug costs above the maximum drug price PharmaCare recognizes
Most drugs purchased over-the-counter
Drugs that PharmaCare has reviewed and decided not to cover
Drugs that PharmaCare is currently considering for coverage
Drug costs above the maximum drug price PharmaCare recognizes
Drugs for which a manufacturer has not submitted a request for PharmaCare coverage
Drugs prescribed by a veterinarian
Drugs used to treat infertility, as diet therapies, or those normally used for cosmetic purposes (such as for
hair loss or wrinkle prevention
Provided through other agencies or facilities (BC Cancer, BC Centre for Excellence in HIV/AIDS, etc)
Some Medical supplies and devices
-Government of British Columbia (n.d.)
Heart Disease Specific Stats
• Cardiovascular disease (CVD) accounts for the highest proportion of days in hospital compared to other
health problems (17% of all days - 19% for men and 15% for women).
-Public Health Agency of Canada (2009)
• Non-adherence to ACE inhibitors, statins, and beta blockers ranging from 21.6% to 28.8% (higher than
other chronic conditions).
• Three months following discharge from hospital after an acute myocardial infarction (heart attack), 21.4%
of prescriptions, which would prevent further heart disease, remained unfilled by patients.
-Ho PM, Magid DJ, Shetterly SM, Olson KL, Maddox TM, Peterson PN, Masoudi FA, Rumsfeld JS (2008)
NOTES:
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Appendix M
Facilitation Guide

Medication Affordability Workshop: Addressing Cost Related
Nonadherence at a Tertiary Health Care
Supplies:

August 14th & August 21st, 2019
5:30 pm-8:00 pm
Paetzold Multipurpose Room
VGH

DAY 1 Session Length: 2.5 hours
4:30 pm
Set up food/drinks
Room set up
- Sign in space/name tags
- Laptop and projector – in room
- Chairs/tables (5 per table-assigned seating)
- Flip chart, markers, sticky notes at each table

o
o
o
o
o
o
o

Sign in sheet (Kimi)
Dot stickers (Kimi)
name tags (Belinda)
5 Flip charts w paper (Day 1-Belinda)
Markers (Kimi)
Sticky notes (Kimi)
Pens (Kimi)

o

Roll of paper (Day 2-Belinda)

Equipment: in the room
o laptop
o projector
Catering: Kimi to arrange
•

Sandwiches, sushi, vegetable
platter, desserts, cold drinks,
coffee, tea

5:00 pm – Pre-brief with facilitators Belinda, Emilie, Erin, Stephanie,
Paola, Kristie, Juzer
5:15 pm
15 minutes before –
• Erin and Paola to be at sign in table
o Sign in participants
o Provide them with name tags
• Kristie and Juzer- Ensure they have done consents (collect and store)
• Emilie and Stephanie-help people find their seats and help with any lastminute tasks
• Belinda to help oversee
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5:40 pm
Start –5 minutes Kimi
Welcome, Review Agenda and Housekeeping details – timeframe, washrooms,
refreshments, introduction of facilitators
Traditional Acknowledgement - We wish to acknowledge the ancestral, traditional and unceded
Aboriginal territories of the Coast Salish Peoples, and in particular, the Squamish, Musqueam, and TsleilWaututh First Nations on whose territory we work, live and play.

ICE BREAKER ACTIVITY- (10 mins)
What do we have in common (3 things)?
Groups share findings 5 mins
6:00 pm
Presentation on CRNA – 10-15 mins
• Michael Law-CRNA
• FAQ (Send out a quick page)
6:15 pm-Kimi to present solutions
6: 30-Brainstorming and sorting 20 minutes –
Ask participants as large group to share potential organizational solutions to
CRNA (encourage use of laymen’s terms)
Participants to write suggestions on sticky notes and have them put up on
board, with facilitator sorting/categorizing
***Group solutions under patients, staff, or organization/system
Ask for clarification of suggestions to the group, as needed
Dotmocracy -Pick your top 3 (option with most votes, becomes 3rd solution)Facilitators to tally votes (Parking lot-Anything that people think of that is outside
of this-it doesn’t fit)
10 MIN BREAK
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7:00 pm
S.W.O.T Analysis on proposed solutions
-Each table of 5 has a flip chart set up with a flip chart, markers, and note pads
-Facilitator at each table to guide participants through doing a SWOT of the
proposed solutions (Fair Pharmacare enrolment, prescriber engagement, & group
generated solution)
-Questions will be on power point slide to generate ideas
7:40-Participants to select a representative to share findings with the larger
group
-Facilitator (Stephanie & Emilie) to help group shared strengths, weaknesses,
threats and opportunities at front of room
8:00-End of Session-10 min de-brief with facilitators
DAY 2 Session Length: 2 hours
4:30 pm
Set up food/drinks
Room set up
- Sign in space/name tags
- Laptop and projector – in room
- Markers/felts
- Roll of paper x 3 on walls
5:15 pm
15 minutes before - Doors open
- Erin to be at sign in table
o Sign in participants
o Provide them with name tags
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- Kristie and Juzer- Ensure they have done consents (collect and store)
- Stephanie-help people find their seats and help with any last-minute tasks
5:40 pm-Start –5 minutes Kimi
Welcome, Review Agenda and Housekeeping details – timeframe, washrooms,
refreshments, introduction of facilitators
Traditional Acknowledgement - We wish to acknowledge the ancestral, traditional
and unceded Aboriginal territories of the Coast Salish Peoples, First Nations on
whose territory we work, live and play.
ICE BREAKER ACTIVITY- (10 mins)
What is unique about me (3 things)?
Groups share findings 5 mins6:00-Recap of Day 1 (Summary of solutions, brainstorming and SWOT) & Review
Road Mapping-10 mins
6:15-Road Mapping (How are we going to implement the solutions)
-Participants separated into 3 groups
-On roll of paper, each solution to be mapped using markers. Focus on timelines
(When), How, Who (lead and all involved for the proposed solution) and costs
and resources required (teams will have 15-20 mins per solution)
-Questions to be posted on power point slide
7:00-Once back at original solution-teams will review the road maps, and present
to larger group (One facilitator to stay at each solution)
BREAK
7:15-Discuss plan for follow up-those that want to be contacted/involved in the
proposed solutions to submit names (collected by a facilitator)
7:30/8:00 End of Session-10 min de-brief with facilitator

