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Background: Cost-related medication nonadherence (CRNA), whereby patients do not take medications as prescribed due to their
cost, negatively affects health outcomes. While patients’ experiences with CRNA have been characterized, studies have not explored
providers’ perspectives. Our objective was to explore the experiences and perspectives of providers caring for patients facing CRNA.
Methods: We conducted a qualitative research study involving one-on-one interviews with individuals 18 years or older and work as
health or allied health professionals in Metro Vancouver from August 2023 to April 2024. Interviews were transcribed verbatim and
thematic analysis was applied which involved: data familiarization (reviewing transcripts, cross-checking with audio for accuracy);
initial coding (labelling concepts in the transcripts); and theme formation (grouping similar codes to capture broader experiences).
Results: Altogether 16 providers participated (12 women, 3 men, 1 non-binary) from diverse disciplines. Thematic analysis led to
three themes. The first theme, “how CRNA shapes practice” indicates that providers frequently deal with patients experiencing CRNA
which is then associated with significant increases in workload. The second theme, “barriers to supporting patients through CRNA”
suggests that most providers have no formal training to help them navigate CRNA and face time constraints in busy practices. The
third theme, “making sense of CRNA within practice” highlights how providers conceptualize CRNA and how this then influences
their responses to medication affordability challenges. Provider recommendations for addressing CRNA, included access to short-term
funds, increased educational resources, and systemic organizational changes to increase provider supports.

Conclusion: CRNA affects not just patients, but also providers who care for them, revealing significant gaps in current systems of
support. These insights underscore the need for coordinated policy action on medication affordability and the integration of structured
resources within clinical settings to better equip providers to respond to CRNA.
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Introduction

Cost-related medication nonadherence (CRNA) is characterized by patients taking less than the prescribed medication dose
due to medication cost, for example by reducing daily dose, delaying refilling prescriptions, or frequency of medications.'
There are many risk factors associated with CRNA including food insecurity, low household income, lack of prescription drug
coverage and high out of pocket costs.*  Per the 2021 Survey on Access to Health Care and Pharmaceuticals During the
Pandemic, about 9% of Canadians (1 in 10) reported not adhering to their prescription due to cost related reasons; individuals
without insurance reported CRNAs significantly more often (17% of individuals) than those with insurance (7% of
individuals).® Internationally, CRNA has been documented across high-income countries, including the United States,
where patients pay comparatively more for prescription medicines, up to 20% of adults report CRNA,’ and Australia,
where 9.4% of women and 5.5% of men report CRNA.'® These findings underscore CRNA as a broad concern with
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implications for patient safety across many countries. In Canada, where prescription medications are not universally covered
under public health insurance, CRNA remains a persistent concern and is central to ongoing pharmacare policy discussions.

To develop meaningful solutions to combat CRNA, it is important to understand the experiences of those who are
experiencing it firsthand. From the patients’ perspective, prior qualitative research studies from Canada describe experiences
with CRNA.'""'? Collectively, these studies showed that patients’ experiences with CRNA were shaped by financial burden
and its impact on well-being. Reported high cost of medications, multidrug therapies, and lack of drug insurance significantly
led to CRNA with behaviours including skipping or splitting doses, delaying fills, not filling prescriptions, or substitution
with non-optimal medications. Patients’ strategies for dealing with CRNA included borrowing money, seeking lower-cost
substitutes, or requesting longer supplies to reduce the frequency of dispensing fees.

Prescribers (providers responsible for ordering medications for their patients) play a significant role in supporting
adherence,"® however to our knowledge, there are no prior studies that assessed providers’ experiences with providing care
for patients experiencing CRNA. Also overlooked are the experiences of non-prescribers (e.g., nurses, social workers, case
workers) who often have close contact with patients during their treatments. To address these limitations, we aimed to explore
providers’ experiences in supporting patients with CRNA and understand how CRNA affects them in their role as care providers.

Materials and Methods
Study Design and Setting

This study used a qualitative descriptive methodology'* to explore providers’ experiences with cost-related medication
nonadherence, using an inductive thematic analysis approach based on Braun and Clarke’s framework.'®> The setting of
the study is the Lower Mainland of British Columbia, which is situated within a publicly funded healthcare system. This
region was selected because it is the primary location of the research team, allowed feasible access to the study sample of
providers, and represented relevant context for examining providers’ experiences with supporting patients with CRNA in
a healthcare system where prescription medications are not universally covered.

Ethical Considerations

This study received approval from the Behavioral Research Ethics Board (H23-01874) at the University of British
Columbia and was conducted in accordance with the ethical principles of the Declaration of Helsinki. All participants
provided informed consent, which included agreement to the publication of anonymized responses/quotes. Participant
confidentiality was maintained through the removal of identifying information from transcripts, separation of demo-
graphic and interview data, and reporting of only de-identified quotations.

Participants and Recruitment

For the purposes of our study, we define “provider” as a front-line worker with direct patient contact, including both
prescribers and non-prescribers. Participants were invited if they: 1) worked in a setting where they have contact with
patients; 2) >18 years of age; 3) able to speak English or French. Potential participants were identified using snowball
sampling, a subset of purposive sampling, where colleagues working in healthcare settings were consulted for
suggestions.'®!” A co-author (KM) conducted initial recruitment by emailing potential participants, sharing information
about the study and directing them to the study consent form and demographic survey hosted on the UBC Survey Tool,
powered by Qualtrics Research Core. In brief, the demographic survey comprised questions on participants’ role (eg,
nurse, pharmacist, physician, other [with free text option]), care delivery setting (eg, inpatient, ambulatory clinic,
outpatient), specialty (e.g. community health, family practice, medicine, surgery, other [with free text option]), years
in the role, sex, gender, and race.

Data Collection

Participants took part in one-on-one semi-structured interviews, conducted by the primary author, who is
a pharmaceutical sciences researcher with training in qualitative research methods (NG) for consistency, and
supported using the video conferencing platform Zoom (version 5.16.2). Semi-structured interviews were chosen
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to allow for consistency across participants while providing flexibility to explore individual experiences and
perspectives in greater depth, aligning with the study’s exploratory objectives. Interviews were conducted once
per participant. A semi-structured interview guide, developed by the research team with diverse expertise in content
areas (e.g. medication adherence research), methodologies (e.g. qualitative research), and clinical practice, was used
to facilitate conversations (positionality statements found in Supplementary Table 1). This interview guide com-

prised ten open-ended questions surrounding the experiences and perspectives of providers with CRNA
(Supplementary Table 2). Interviews were conducted until saturation point, that is, when interview responses

became repetitive across participants and no additional insights were found.'® Saturation was assessed iteratively
during concurrent data collection and analysis, and was confirmed through team discussions when additional
interviews reinforced existing codes and themes.

Data Analysis

Thematic analysis, a qualitative method for identifying patterns or themes, was chosen for this study due to its suitability for
exploring experiences and beliefs."® An inductive approach was employed, analyzing the data without preconceived
outcomes, following a “bottom-up” process based on Braun and Clarke’s framework.'” First, during data familiarization,
transcripts were reviewed for accuracy. The initial coding stage involved tagging recurring concepts across the transcripts,
which were then grouped into “parent codes” to facilitate theme development. Next, the codes were organized into broader
themes, with each theme named based on dominant patterns. These themes were then iteratively refined through discussion
within the research team. During this refinement process, we ensured that the themes accurately represented participants’
experiences evaluated subthemes for their independence and overlap, clarified the language for semantic precision, and
verified the final set of themes. Throughout the analysis, the research team engaged in reflexive discussions to consider how
their backgrounds and assumptions might influence interpretation and to ensure that themes were grounded in participants’
accounts. Interview audio was recorded via Zoom and then transcribed using SONIX, an Al transcription speech to text
software and subsequently uploaded to the qualitative data analysis software Nvivo (version 14.23.0).

Results

Providers

Altogether, 16 providers participated interviews which ranged from 30 to 70 minutes in duration. Participants were
predominantly women and White (75%) but had significant diversity in worksite and role. Eight participants worked out of
community sites, four out of ambulatory clinics, three in acute care, one in primary care and one in a corporate office. Of the
professions, pharmacists (clinical and community) were most represented, albeit each from a different work site (e.g.
ambulatory clinic, community) and therefore with a varying set of perspectives. Two participants currently in administrative
roles were interviewed, providing the administrative perspective on the issue of cost. Nine participants fall into the early-career
stage, three in mid-career, and four in the later career stage. Participants predominantly worked in the city of Vancouver, with
two working in Burnaby and/or Richmond. Participant characteristics are summarized in Table 1.

Table | A Summary of Provider Characteristics

ID Gender Work Site Role Years of Experience in Current Role
001 | Woman Corporate office | Quality Safety Experience team leader | 15+
002 | Woman Ambulatory clinic | Clinical pharmacist 5-15
003 | Woman Ambulatory clinic | Physician 15+
004 | Woman Community site Nurse practitioner 0-5
005 | Non-binary | Community site Community financial liaison 5-15
(Continued)
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Table | (Continued).

ID Gender Work Site Role Years of Experience in Current Role
006 | Woman Acute care unit Clinical pharmacist 0-5
007 | Woman Community site Nurse practitioner 5-15
008 | Woman Acute care unit Nurse practitioner 0-5
009 | Woman Ambulatory clinic | Registered nurse 0-5
010 | Woman Community site Community pharmacist 0-5
01l | Woman Community site Pharmacy assistant 0-5
012 | Woman Community site Community pharmacist 0-5
013 | Man Community site Community pharmacist 0-5
014 | Man Community site Physician 0-5
0I5 | Woman Ambulatory clinic | Registered nurse 15+
016 | Man Acute care unit Physician 15+

Thematic Analysis

Thematic analysis of the interview transcripts initially generated 37 codes, which were iteratively refined and organized into in
three overarching themes: 1) how CRNA shapes practice, 2) barriers to supporting patients through CRNA, and 3) making sense
of CRNA within practice. Several subthemes within each theme capture various associated aspects of participants’ experiences.
The themes and corresponding subthemes are illustrated in Figure 1 and illustrative quotes are provided in Table 2.

ing
n

DlSCussm
medicatjg
affordability

Provider
Experiences

Making sense of CRNA
within practice

What CRNA
looks like in
practice

Figure | Themes (in light blue) and subthemes (in pale blue) from interviews describing providers’ experiences and perspectives with CRNA.
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Table 2 Summary of Themes and Subthemes with Illustrative Quotes

Theme

Subtheme

lllustrative Quote

How CRNA shapes
provider practice

Frequency of CRNA

“... every [shift] | would encounter like at least a few patients [experiencing CRNA]”.
M4 P P! g

(Participant 010, community pharmacist)

Discussing medication

affordability with patients

“On every patient | see, | do ask medication affordability questions as part of my

assessment”. (Participant 002, clinical pharmacist)

CRNA increases workload

“A lot of effort and brainpower put towards something that really feels unnecessary
where, like all of our other health care, is just covered for patients, but the
prescriptions are the sort of their own problem to sort out when they’re discharged”.

(Participant 006, clinical pharmacist)

Emotional impacts of
CRNA

“I felt frustrated. | felt that we are in a system that is meant to help people and care for
people and felt that we weren’t doing that and it felt ethically and morally it was

wrong”. (Participant , quality safety experience team leader
g”. (P pant 001, quality safety exp lead

Strategies to address
CRNA

“There’s a low cost alternative program right on the PharmaCare site somewhere. It’s
not it’s not very navigable... it’s like the reference drug program”. (Participant 002,

clinical pharmacist)

Barriers to supporting

patients through CRNA

Lack of training

“One of the biggest issues is that physicians are not aware of the cost of drugs...
Physicians get zero training. Physicians get zero training on fair PharmaCare too. And
that’s anywhere through med school, through their residency. There are no programs,

even post licensure, to train on”. (Participant 003, physician)

Limited time in busy

practice

“The pharmacy team has like no capacity. Like you should see my outpatient pharmacy.
It is a mess. You know, they look like they're losing their minds”. (Participant 007,

nurse practitioner)

Insufficient patient

supports for CRNA

“There’s nothing. There really is nothing. Um. When everything’s been done and
they’re registered for PharmaCare, we're kind of at our limits of what we can do”.

(Participant 002, clinical pharmacist)

Provider perspectives on
CRNA

What CRNA means to

providers

“I haven’t heard the specific term CRNA before. | think. | think | usually hear the terms

like medication affordability”. (Participant 004, nurse practitioner)

What CRNA looks like in

practice

“It means that patients might get seen by their health care professionals and they will
get prescribed medication, but they may not access the medication. Or they could also
skip days and split pills and make medication last longer so they are not taking it as
prescribed because they are concerned about running out”. (Participant 005,

community financial liaison)

What providers
recommend to address
CRNA

“Short term resources while they figure out their medication affordability, because
sometimes they can’t afford their deductible because they haven’t done their income

review or they're getting a divorce”. (Participant 002, clinical pharmacist)

Theme I: How CRNA Shapes Provider Practice
The theme “how CRNA shapes provider practice” describes how CRNA influences providers’ practices, both con-

sciously and unconsciously. This theme comprises five subthemes: 1) frequency of CRNA, 2) discussing medication

affordability (with patients), 3) CRNA increases workload, 4) strategies used to address CRNA, and 5) emotional impacts

of CRNA.

Frequency of CRNA

When reflecting on how often they observe CRNA in their practices, providers shared a wide range of experiences — ranging

from “a patient every two to three weeks” in outpatient clinics to “a few patients every eight-hour shift” in a pharmacy. The

provider’s role and practice setting may explain such diverse experiences. For example, we found that pharmacists in all
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settings tend to interact with more patients experiencing CRNA as compared to physicians or nurse practitioners. Many
participants stated that they believed pharmacists were most knowledgeable on the topic of medication costs and coverage:

Our pharmacist I think, are more well versed in it than the nurses. (Participant 009, registered nurse)

Presumably because they are viewed as a knowledgeable resource, medication concerns tend to be redirected to
pharmacists, especially when experiencing time constraints. For example, a respondent stated that if a case was taking

... too much of my time, then I do have a clinical pharmacist that I can ... I can send it [to]. (Participant 008, nurse practitioner)

With respect to practice setting, providers in outpatient settings were also more likely to encounter patients
experiencing CRNA than those in inpatient settings. Despite the variability in frequency of cases, most providers in
all roles and settings stated overwhelmingly that CRNA is a significant issue for their practice.

Discussing Medication Affordability with Patients

Participants shared that patients rarely bring up the cost of medications; the onus falls on the provider to initiate these
conversations. Providers observed that patients are often hesitant to discuss their ability to afford medications, and the
topic typically arises only when concerns emerge about a condition not being managed as expected, as noted by this
participant:

...[patients are] not coming to us and saying specifically, oh, this isn’t working, I can’t afford these. Instead, they’re sort of
doing their own thing. And then if we find out that they’re doing it, [it’s] usually because of something going wrong, and we
talked to them about it, [and] it’s usually because of money. (Participant 009, registered nurse)

Our analysis also suggests that providers generally fall into two broad categories: those who are conscious of
medication costs and those who consider costs only when prompted by external factors. With respect to the former,

some participants shared being
...very conscious of the cost of medications and usually will ask if patients can afford a medication. (Participant 003, physician)
Some providers also include questions about medication affordability as part of their assessment as captured by this quote:

On every patient I see, I do ask medication affordability questions as part of my assessment. (Participant 002, clinical
pharmacist)

Those who do not immediately consider the cost of medications shared that they prioritize information on other
factors such as

their medications if they get sick or, side effects to watch for... (Participant 009, registered nurse)

Some providers also shared that they “forget the cost piece a lot” (Participant 010, community pharmacist) amongst
all their responsibilities.

CRNA Increases Workload

Providers consistently described CRNA as a significant contributor to increased workload, particularly when supporting
patients in navigating medication affordability. This burden manifests both proactively—when providers attempt to
assess or address potential cost-related barriers before prescribing—and reactively—when CRNA behaviours come to
light after treatment has begun. For example, one participant described CRNA as a “huge workload burden” (Participant
002, clinical pharmacist), especially when conversations about insurance coverage or income-based eligibility are
required. The process of applying for special authority or navigating public coverage restrictions was cited frequently,
particularly by providers working on smaller sites with limited access to specialists. As one participant noted,

It’s definitely a struggle to get medications covered for patients where the special authority criteria requires them to speak with

specialists to get coverage. (Participant 006, clinical pharmacist)
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When patients report CRNA after a prescription is written, providers often must “circle back more than once with the
same patient” (Participant 009, registered nurse), renegotiating treatment plans, coordinating with other clinicians, or
sourcing alternative medications. This can feel like unraveling a carefully developed care plan, as described by a clinical
pharmacist:

You’re pulling in...other people that you’re engaging in the care of this patient just to get [them] on more streamlined,
affordable medications. It’s just very time consuming. (Participant 002, clinical pharmacist)

Ultimately, providers emphasized that addressing CRNA often requires the time and coordination equivalent to caring
for multiple patients, especially when affordability concerns were not considered from the outset.

Strategies Used to Address CRNA

While providers agreed there is no standardized approach to addressing CRNA, they described relying on a range of ad
hoc strategies to support patients. These generally fell into two main categories: leveraging existing resources and
providing supplementary supports. Among existing resources, a common approach was applying for special authority
coverage, particularly for medications listed under the BC PharmaCare formulary. This process, although time-
consuming, was viewed by many participants as essential to securing partial or full coverage for patients. Another
frequently used strategy was altering prescriptions to reduce costs, which included substituting brand name drugs with
generics, adjusting dosages to reduce pill burden, or selecting lower-cost alternatives from the same therapeutic class. As
one participant noted, this often means prescribing “second-best medications” (Participant 009, registered nurse), but
doing so “solves the problem... at least they’re being treated”. Providers also worked to optimize PharmaCare coverage,
encouraging patients to register for Fair PharmaCare or layering multiple plans to increase coverage potential. However,
participants noted barriers to this approach, including patients not filing taxes, or lack of ID. When formal coverage
options were exhausted, providers turned to supplementary resources such as manufacturer cards and free samples, which
were described as helpful short-term solutions but unsustainable for long-term management. In some cases, clinics had
access to discretionary funds or, as one provider described, “slush funds” to cover medication costs for patients in crisis.
As one participant explained,

We’ll try and pay for people’s medications just for the humanity of it. Because without treatment, there’s a 50% mortality rate in

two years. (Participant 002, clinical pharmacist)

While these strategies helped mitigate the impact of CRNA, providers emphasized their patchwork nature and the need
for more structured supports.

Emotional Impacts of CRNA

Providers described impacts tied to caring for patients experiencing CRNA, which tended to cluster into three types of
emotional responses: distress, frustration, and resignation. Feelings of distress often emerged when providers perceived
a mismatch between their role in a “system meant to help people” (Participant 001, quality safety experience team leader)
and their actual ability to support patients. Many described moral discomfort when unable to secure necessary medica-
tions, leading to sentiments such as feeling heavy hearted or that the situation felt wrong or distressing. One provider,
reflecting on discharging patients without medications they could not afford, described it as “a death sentence”
(Participant 002, clinical pharmacist). Frustration was also common, particularly among those navigating bureaucratic

barriers and facing time-intensive processes to secure coverage. As one pharmacist noted:
You spend most of your time trying to get it covered for them. (Participant 006)

Resignation emerged in settings where providers regularly encountered CRNA, such as community pharmacies. Some
described becoming emotionally desensitized to repeated cases:

It doesn’t faze me too much... I just have to tell them the same thing. (Participant 010, community pharmacist)

Risk Management and Healthcare Policy 2026:19 https: 7
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Though they still felt for their patients, these providers expressed a sense of helplessness and acknowledged there was
“nothing they could do”, pointing to the cumulative toll of witnessing repeated instances of unmet need.

Theme Two: Barriers to Supporting Patients Through CRNA

Providers identified several barriers that limited their ability to support patients experiencing CRNA, largely reflecting
broader constraints related to training, time, and supports for patients. Correspondingly, these barriers fell into three
subthemes of: 1) lack of training, 2) limited time (in busy practice), and 3) insufficient patient supports for CRNA.

Lack of Training

Providers described a gap in education and training related to medication affordability and CRNA. Most reported that
their understanding of these issues came not from formal education, but from learning “on the job” often in response to
patient distress. As one participant noted.

The only way I’ve learned about [medication coverage] is having these patients get upset... (Participant 011, pharmacy assistant)

This lack of training was reported across roles. Similarly, pharmacists and nurse practitioners noted that medication costs
and coverage were “not really discussed” in their schooling (Participant 006, clinical pharmacist), and several partici-
pants said they were unsure how to navigate programs like special authority coverage. Others mentioned relying on their
own searches to find drug cost information, highlighting the lack of accessible, centralized resources. In addition to
limited knowledge, providers emphasized the absence of clear guidance or protocols for supporting patients facing
CRNA. “T’ve never received any kind of guidance or tools or processes to work with”, shared one nurse practitioner
(Participant 009). Another participant stated plainly, “Physicians get zero training” on medication affordability, from
medical school through residency (Participant 003). Across roles and settings, providers echoed that CRNA is rarely
addressed in training, leaving them to develop their own informal, reactive approaches to patient care.

Limited Time in Busy Practice

Time constraints were a consistent barrier to addressing CRNA, often compounding the lack of training for providers. Many
described their workloads as a “never-ending struggle” (Participant 003, clinical pharmacist), leaving little room for
conversations about medication affordability during clinical encounters. As one participant noted, “I don’t think people
have the time to have these conversations” given competing demands and the volume of patients seen each day (Participant
001, quality safety experience team leader). Some providers made a conscious decision to focus on the clinical responsi-
bilities they are uniquely trained to deliver, delegating affordability concerns to other team members. For example, one nurse
practitioner shared that ensuring a patient was enrolled in Fair PharmaCare was “not [their] job”, and should fall to a social
worker (Participant 007). In pharmacies, where time pressures were especially acute, providers described teams that “barely
stop moving” and appeared overwhelmed (Participants 005 and 007). Pharmacists themselves admitted that cost often falls
off the radar until the final step of adjudication, when the receipt reminds them of the issue.

Insufficient Patient Supports for CRNA

Although providers described using various strategies to support patients experiencing CRNA, they consistently
felt these resources were limited and often inadequate. For example, concerns were raised about special authority
coverage, which may only fund a portion of a recommended treatment course. Providers also expressed frustra-
tions with Fair PharmaCare, citing a general lack of patient awareness about the program and confusion around
how coverage works. One pharmacist noted that “a lot of people don’t know that they have to sign up” or
understand how the system functions (Participant 010). Even when patients are registered, many struggle to afford
their deductibles, which are based on income reported two years prior. As one provider explained,

People could be pretty rich two years ago and they could be broke now. (Participant 005, community financial liaison)

The result is that affordability remains a barrier even for those formally enrolled in the system. Beyond these programs,
providers described hitting a wall in terms of available options. Samples were described as unreliable— “the samples dry
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up” (Participant 002, clinical pharmacist)—and once all avenues were exhausted, many felt there was simply nothing
more they could do. As one participant put it, “We’re kind of at our limits of what we can do” (Participant 002),
underscoring a shared sense of helplessness in the face of limited patient supports for CRNA.

Theme 3: Making Sense of CRNA within Professional Practice

This final theme captures how providers make sense of and interpret CRNA, adding context to their experiences and
shaping how they respond to patients facing medication affordability challenges. While most had never encountered the
specific term “cost-related nonadherence” in practice, they immediately recognized the concept. Some used the term
“medication affordability” instead, describing CRNA as situations where patients reduce, delay, or forgo medications due
to cost—such as splitting doses, using expired prescriptions, or not filling medications at all. When asked about who is
most affected, providers noted it was difficult to generalize but pointed to those without private insurance, individuals
earning above the PharmaCare subsidy threshold, and patients unfamiliar with the healthcare system, including new-
comers to Canada. Many emphasized that CRNA is common, often going unnoticed until follow-up visits when
treatment plans fail or patients disclose affordability barriers. Examples of CRNA in practice included patients
abandoning prescriptions due to cost, not initiating treatment plans, or delayed recognition that coverage applications
were never completed. Finally, participants offered several recommendations to better support patients and providers.
These included patient-facing solutions such as a “large scale slush fund” or volunteer-run clinics for navigating
medication costs, and provider-focused tools like a centralized database of support resources and embedding affordability
questions into standard health assessments. Altogether, these provider perspectives highlight the need for both system-
level reform and practice-level supports to meaningfully address CRNA.

Discussion

This study explored how providers experience and respond to patients experiencing CRNA. Through semi-structured
interviews with 16 providers across diverse roles and settings in Metro Vancouver, it became clear that CRNA is
a frequent and impactful issue—one that not only affects patient outcomes, but also significantly shapes provider
workload, emotional well-being, and decision-making. While providers described developing ad hoc strategies to support
patients, they frequently felt underprepared, unsupported, and emotionally burdened in doing so. Barriers such as lack of
training, limited time during patient encounters, and insufficient patient supports further complicated their ability to
intervene effectively. Although the specific term “CRNA” was unfamiliar to most participants, the concept was well
recognized. Unsurprisingly, provider recommendations for addressing CRNA emphasized the need for improved educa-
tion, better access to practical tools, and patient-facing supports like short-term financial aid and dedicated resources to
navigate coverage systems.

Findings of our qualitative study among providers reflect existing literature on CRNA. For example, a 2021
systematic review estimated the prevalence of CRNA in Canada to range between 5.1% and 10.2%,' aligning with
providers’ observations of its frequency in practice. A number of qualitative studies have explored patients’ experiences
and perspectives on CRNA. Patients commonly reported behaviours such as skipping or delaying medications, borrowing
money, requesting free samples, or substituting prescriptions with less effective over-the-counter alternatives.'**2!
These actions were often driven by financial strain, limited insurance coverage, and inadequate discussions with
providers about medication costs—underscoring the difficult trade-offs patients are forced to make between their health
and financial well-being.

To our knowledge, this is the first qualitative research study to focus specifically on healthcare providers’ perspectives
and experiences with CRNA. The most closely related study is one from 2022 US study by Hamilton et al which
included both patients and providers to examine intentional and unintentional nonadherence among individuals with
depression and diabetes.”* Although CRNA was not the primary focus, providers in that study identified medication cost
as a key social determinant contributing to unintentional nonadherence, often noting that patients were unable to afford
prescriptions and returned with uncontrolled symptoms. Our study builds on this foundation by offering a focused
exploration of CRNA through the lens of providers. In doing so, it reveals how deeply these cost-related challenges affect
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not only patient outcomes, but also providers’ emotional well-being, workload, and sense of responsibility—highlighting
a critical yet underexplored dimension of CRNA in clinical practice.

Altogether, the findings of this study highlight the pressing need to address CRNA more systematically within clinical
practice. Providers emphasized that failure to assess a patient’s ability to afford medications at the time of prescribing
often results in disrupted care, including missed or delayed treatments, unnecessary follow-up visits, and emotional
distress for both patients and providers. In particular, the emotional burden described by providers can be understood
through moral distress and provider burnout. Moral distress arises when clinicians recognize ethically appropriate actions
but are constrained by systemic barriers from carrying them out, while burnout reflects the cumulative psychological
strain associated with such constraints. As participants suggested, questions about medication affordability should be
integrated into routine prescribing workflows—alongside other standard considerations such as allergies or preferred
formulations. Framing these questions as a routine part of care may reduce stigma and encourage more open dialogue
about cost concerns. However, for such conversations to be effective, providers must also be equipped with the
knowledge and resources to respond appropriately. Many participants reported receiving little to no formal training on
medication costs, drug coverage systems, or strategies to help patients navigate affordability barriers. This lack of
preparation left them feeling frustrated and ineffective in supporting their patients. To address this gap, participants
recommended embedding medication affordability content into health professional education—both at the undergraduate
level and through continuing education. Evidence from other jurisdictions suggests that even brief educational interven-
tions can significantly increase provider awareness of drug costs and promote cost-sensitive prescribing behavior.

In addition to calling for improved provider education, participants emphasized the need for broader systemic reforms to
support patients more directly. Key recommendations included expanding the eligibility and responsiveness of public drug
coverage programs—particularly Fair PharmaCare in British Columbia, given the study’s setting—increasing transparency
around drug pricing and offering interim solutions such as short-term medication funds or community-based medication
counselling clinics. These suggestions reflect a shared recognition that addressing CRNA requires coordinated action at
multiple levels: clinical, educational, and policy. The findings also highlight the pressing relevance of Canada’s evolving
national pharmacare strategy. Recent commitments by the federal government to build a universal pharmacare system—
beginning with free coverage of diabetes medications and contraception—represent an important step toward improving
access, affordability, and equitable medication use across the country.®® Providers in this study described how existing gaps
in drug coverage—at the time of data collection—led to delayed care, unmanaged symptoms, and repeated clinical
encounters driven by cost-related nonadherence. While the recent introduction of national pharmacare marks a promising
policy shift, it will take time to realize its full impact. A truly universal and comprehensive pharmacare program remains
essential to addressing the persistent burden of CRNA—for both patients navigating affordability barriers and the providers
who care for them. As this framework evolves, insights from frontline clinicians, such as those shared in this study, will be
critical to informing a pharmacare system that is not only equitable, but also clinically responsive and sustainable.
Addressing CRNA is a long-term undertaking, but progress is within reach and urgently needed.

A strength of our study is the inclusion of providers from diverse professional backgrounds and care settings, which
enabled a nuanced comparison of how CRNA is experienced across sectors. This is particularly important within the
context of a fragmented Canadian healthcare system, where providers often operate in silos—even when caring for the
same patient. Despite this diversity, consistent themes emerged across interviews, including a shared recognition of the
emotional distress caused when providers are unable to meet patients’ needs due to cost barriers. The consistency of these
experiences underscores the pervasiveness of CRNA and suggests the findings are likely transferable across similar
healthcare contexts. However, the study is not without limitations. The use of snowball sampling—while useful for
recruiting participants with direct experience relevant to the research question—meant that the sample was limited to
individuals within the professional circles of clinical collaborators. As a result, the perspectives captured may not fully
represent the broader range of experiences across the province or country.

Conclusions
Altogether, this study offers important insights into how CRNA is experienced by healthcare providers and the challenges
they face in supporting affected patients. By centering provider perspectives, we gain a fuller understanding of how

10 https: Risk Management and Healthcare Policy 2026:19



Gheshlaghi et al

CRNA disrupts clinical care and contributes to provider distress. These findings underscore the need for more robust

infrastructure, training, and policy supports to ensure that medication affordability is not a barrier to effective and

compassionate care. With the understanding that providers require robust supports to reduce the burden of CRNA, future

work should expand on this foundation, both by engaging a broader range of provider voices and by evaluating

interventions aimed at reducing this burden across the healthcare system. Ultimately, in healthcare systems where

medication costs remain a barrier to adherence, reliance on ad hoc solutions and provider goodwill is neither equitable

nor sustainable, underscoring the need for systemic approaches to medication access.
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