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ARTICLE INFO ABSTRACT

Keywords: Background: The COVID-19 pandemic has highlighted the importance of coordinating policies on vaccinations at
Vaccméﬁofl the national level. In Australia, the regulation and management of pharmacist-administered vaccination pro-
Immunisation grams are the responsibility of each of the eight jurisdictions (six states and two territories), and have been
igﬁr:;acy practice developed independently of each other, leading to substantial variation. Consequently, there are variations
Federalism regarding which vaccines pharmacists can administer, the minimum age, and whether these vaccines are publicly

funded.

Objective(s): To identify opportunities for a nationally consistent approach to pharmacist-administered vacci-
nations in Australia.

Methods: This policy analysis used the Multiple Streams Framework to identify barriers and enablers within the
three “streams” of problem, policy, and politics, and how they affected the development of a national approach.
Data were drawn from semi-structured interviews with 13 key policy actors and documents (pre-budget sub-
missions and parliamentary inquiry reports). Themes were generated around actor interests, current and pro-
posed pharmacist vaccination programs, and policymaking processes.

Results: From the pharmacy sector, there was little clarity around the need for a nationally consistent approach.
This issue was linked to their ultimate goal of expanding pharmacist vaccination programs; it was seen as a
means for states/territories with smaller programs to ‘catch up’ to other jurisdictions. There was also no unified
policy approach from this sector; additionally, decision-makers within jurisdictional health departments faced
different service delivery models, policy priorities, agendas, and policy actor relationships. Lastly, there was no
federal body that had the capacity to coordinate a national approach. Possible enablers include refining the
problem definition and re-framing it to a patient-centric model.

Conclusions: Coordination of vaccination policies is an ongoing policy issue with implications for pharmacist
vaccination programs and other health policy areas in which a national approach is being considered. This
analysis provides insight into how this may be developed in the future.

Multiple streams framework

. . . . . . . 5
1. Introduction services, and community pharmacies are an avenue to achieving this.*°

There has been much discussion globally about the role of pharma-

Vaccination is regarded as one of the most effective measures on a
population level for reducing, controlling, and preventing certain dis-
eases; it is a critical element of public health strategy. However, the
successful delivery and uptake of vaccination services requires extensive
logistical consideration and support; therefore, coordinated policy is
necessary for their effective provision.>® Scaling up vaccine coverage
(the necessity of which has been particularly relevant given the context
of the COVID-19 pandemic) will require the public to access vaccination

cists in vaccination services. In 1996, the American Pharmacists Asso-
ciation highlighted three ways in which pharmacists have a role: 1) as
educators, advocating for vaccines and encouraging patients; 2) as fa-
cilitators, hosting other immunising practitioners in a pharmacy, such as
nurse immunisers; and 3) as immunisers, directly administering vac-
cines to patients.® Vaccination policies vary worldwide, including the
degree to which pharmacists are involved, but the integration of phar-
macists and pharmacies into national health and vaccination policies is
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becoming increasingly recognised.” Globally, 36 countries have legis-
lation and programs that support pharmacy-based vaccination services,
and 26 of these countries allow pharmacists to administer vaccinations.®
These include Argentina, the United States (US), the United Kingdom
(UK), Portugal, Canada, and Switzerland.’

In Australia, pharmacists have been facilitating vaccinations in
community pharmacies by hosting nurse immunisers in their highly
accessible retail setting.'’ As other countries worldwide developed
pharmacist-administered vaccination programs, key pharmacy repre-
sentative bodies in Australia sought to have pharmacists trained to
administer vaccines. The Pharmacy Guild of Australia (the peak body
representing community pharmacy owners, hereafter, the Guild)
released a position statement in 2011 on immunisation within com-
munity pharmacy, raising the possibility of vaccination administration
by appropriately trained pharmacists. The Pharmaceutical Society of
Australia (PSA), representing all pharmacists, released guidelines in
early 2013 on the provision of immunisation services in community
pharmacy using a nurse immuniser model.'!

Australia has eight states/territories (in this paper, ‘states/terri-
tories’ will be used interchangeably with ‘jurisdiction’). The first pilot
program began in 2014 in one of the jurisdictions (Queensland), where
pharmacists were able to administer influenza vaccines to individuals
aged 18 and over.'! In 2015, the first Standards for the Accreditation of
Programs to Support Pharmacist Administration of Vaccines was published
by the Australian Pharmacy Council, providing the framework for the
development and delivery of pharmacist immunisation training.”]
Within 2014 to 2016, all jurisdictions amended or introduced legislation
that would enable pharmacists to administer vaccines, commencing
with influenza vaccines, with most jurisdictions setting the minimum
age of the recipient at 18 years.

Over the subsequent years, all jurisdictions have independently
added other vaccines, such as the diphtheria-tetanus-pertussis (dTpa)
and measles-mumps-rubella (MMR) vaccines, and lowered the mini-
mum age to 10 years for influenza. However, currently in Australia,
these pharmacist-administered vaccination programs are developed
independently, resulting in jurisdictional differences in terms of which
additional vaccines can be administered by trained pharmacists, the
minimum age, and the availability of vaccines at community pharmacies
that are funded under the federal or state/territory programs.'? This lack
of national consistency has been identified as a problem for patients,
healthcare professionals, and health officials managing these programs,
due to a potential inequity of consumer access, and the possible confu-
sion caused.

There have been calls from peak pharmacy representative bodies to
develop a nationally consistent approach for the delivery of vaccinations
through community pharmacies.'®'* The Council of Australian Gov-
ernments (COAG) was the nation’s primary intergovernmental forum,
and in October 2018, its Health Council embarked on developing op-
tions for a nationally consistent approach.'® As of September 2021, there
have been no clear, public developments aside from a clause in the 7th
Community Pharmacy Agreement (June 2020) — the five-yearly fund-
ing agreement between the Australian Government and the Guild —
stating that “the Australian Government intends to support ... the
adoption of a nationally consistent approach in respect of the vaccines
that may be administered by appropriately trained registered pharma-
cists.”'® Globally, this discussion remains current as the role of phar-
macists in delivering COVID-19 vaccines is being debated, and in
Australia, with similar variations between states/territories.

This study drew on policy theory to identify opportunities for a more
consistent approach to pharmacist-administered vaccinations, in order
to enhance Australia’s approach to population vaccination. By using
Kingdon’s Multiple Streams Framework, this policy analysis sought to
understand the factors that could be leveraged to open a “policy win-
dow” for the development and implementation of a national approach in
Australia. These findings could also inform development of pharmacy or
health policies in other federated countries, in which there are
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jurisdictional differences, and a national approach is proposed.
1.1. Research question

How have current pharmacist-administered vaccination policies in
Australia been developed, and what are the opportunities and barriers to
developing a nationally consistent approach?

2. Methods
2.1. Study design

This study is a policy analysis using qualitative research methodol-
ogy and methods; specifically, it is a case study approach, which allows
for the in-depth examination of how and why a phenomenon occurs (in
this situation, the development of a nationally consistent approach to
pharmacist-administered vaccinations). This research was underpinned
by the philosophical paradigm of pragmatism, where reality or ‘truth’ is
viewed as what is useful and practical, and can be known through using
research tools that reflect deductive and inductive evidence.'”'® This
aligns with our methodological approach of using a hybrid process of
deductive and inductive analysis'® guided by a policy analysis frame-
work,?® and of using case study research methods such as document
analysis and semi-structured interviews.

2.1.1. Multiple Streams Framework

Kingdon’s Multiple Streams Framework (MSF)“" is used in policy
analysis to understand why certain ideas and policies reach the policy-
making agenda, and others do not. It was used to guide the data analysis
for this study, due to the study focus on current policy options for
pharmacist-administered vaccinations, and the potential for active pol-
icy change towards a nationally consistent approach. This framework
was first described by Kingdon in 1984 and has been used extensively in
policy research to analyse health areas such as drug and alcohol pol-
icy*"?? and obesity prevention policy.?>>*

The MSF portrays successful policy agenda-setting and change as the
result of the three streams coming together to form an opportunity or
policy window.?’ The problem stream involves the definition of a
problem that warrants attention; whether and how the problem is
defined is shaped by actor interests, indicators that act as ‘evidence’ of a
problem, focusing events, or feedback of existing policies. Problems are
constructed in a way that attracts policymakers’ attention and are
therefore important to the framing of policy solutions. Although related,
the policy stream is independent of the problem stream and includes the
ideas and solutions suggested by policy actors. These policies and their
development are affected by the structures of policymaking, and the
viability of policies is dependent on their technical feasibility and po-
litical acceptability. Lastly, the politics stream explores the political
context of an issue, characterised by policy actors’ relationships and
interests, the national mood, and the nature of governments and
bureaucracies.

The MSF was identified as relevant for this case study on pharmacist-
administered vaccinations as it enables understanding a ‘non-decision’
in terms of a nationally consistent approach, as well as considerations
relevant to opening a policy window. In line with the research aim to
understand the current development process, barriers, and enablers,
these three aspects were integrated into the three streams. Table 1
presents the coding and analytical scheme structured around the MSF.

20

2.2. Data sources and collection

2.2.1. Semi-structured interviews

The lead author conducted semi-structured interviews with 13 key
informants between February 2020 and March 2021. Initial participants
were identified from pharmacy peak bodies (who publicly listed the
individuals on branch committees and in leadership positions), news
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Table 1
Coding scheme structured on the Multiple Streams Framework.
Stream Nature of the stream Barriers Enablers
Problem What is the problem What is wrong with How can the
stream such that a nationally ~ how the problem is problem be re-
consistent approach defined? defined or re-
is the ‘solution’? What are the framed?
What do the different ~ problems as to why
policy actors there is a struggle to
understand the have a nationally
problem to be? consistent approach?
How much of a
problem is it, and
does it require a
solution?
Policy What are the What are the What are alternative
stream proposed solutions, difficulties with the solutions?
with regards to a proposed solutions? How can the
nationally consistent proposed solutions
approach? be improved?
Is there evidence to
support any of the
solutions?
Politics What are the What are the How can these
stream institutional institutional and political and
processes and political barriers? institutional
mechanisms? How do any mechanisms be
Who are the conflicting interests leveraged for a

stakeholders and
what are their
interests?

create barriers to
developing a
nationally consistent

nationally consistent
approach?

approach?

articles detailing changes to pharmacist vaccination programs, and
technical advisory groups supporting vaccination policy (who also
publicly list their members). Further participants were identified
through snowball sampling and through documentary data until satu-
ration was reached. This occurred when the data collected both
contributed no new information and sufficiently illustrated the appli-
cation of the MSF to this policy.

Interviews lasted 40-77 min (average 53 min). Table 2 provides a
summary of participants’ roles and whether they worked at a national or
subnational level. Six participants identified as having multiple roles,
and one participant identified as having worked at both national and
subnational levels. All participants were policy actors and knowledge-
able about policy and processes related to pharmacist-administered
vaccinations. Interview requests were also sent to 13 other in-
dividuals; however, no response was received from them. Quoted par-
ticipants in this text will be referred to by a pseudonym.

An interview guide (Appendix I) was developed based on the
research question, with topics covering the informants’ perspectives and
insights on pharmacist-administered vaccinations in general; the
appropriateness of a nationally consistent approach; their experiences
with the policy development; and their view on what constitutes evi-
dence and its role in the process. The interview guide was piloted in a
qualitative analysis research group prior to the commencement of in-
terviews. This was done to identify any missing questions or topics and

Table 2
Summary of participant characteristics.
Participant characteristic N=13
Role Healthcare professional representative body 6
Practising clinician 5
Immunisation expert in government health 5
department
Researcher 3
Consumer representative 1
Manufacturing/wholesaler representative 1
Level of National 6
operation Subnational state/territory 8
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to ensure that questions would address the research aims.
Ethics approval was obtained from the relevant institution’s review
committee.

2.2.2. Documentary data

During the course of interviews, participants mentioned various
policy documents that include relevant information regarding
pharmacist-administered vaccinations. These documents included seven
PSA jurisdictional pre-budget submissions from 2020 to 2021 and
2021-2022, as well as a State Parliamentary Inquiry report which dis-
cussed the extension of scope of practice for pharmacists (including
pharmacist-administered vaccinations). These were collected to retrieve
information relating to the pharmacy sector’s goals and stated objectives
related to expanding pharmacist-administered vaccination programs, as
well as their problem definition, and justification and details of policy
proposals. Documentary data were collected between February 2020
and July 2021.

2.3. Data analysis

Interviews were audio-recorded (as permitted for all but one
participant, where detailed notes were taken instead) and transcribed.
All interview transcripts, documents, and field notes were imported into
the qualitative data analysis software, NVivo 12 Plus (QSR
International).

Data analysis in this study integrated a priori theory-driven cate-
gories, based on the MSF and understanding of policy processes, with
inductively data-driven codes. This approach allowed for the MSF to be
central to the analysis while also allowing for themes to be generated
using inductive coding.'® Interview transcripts were inductively coded
into broad categories (determined a priori) around actor interests, the
current state of pharmacist vaccinations, proposed policies, and poli-
cymaking structures and processes. Relevant documentary data were
extracted and similarly coded. An integrated analysis was then con-
ducted by re-coding these key findings from both interview and docu-
mentary sources to the coding scheme outlined in Table 1. For each
stream of the MSF, its nature was described to provide context, and the
barriers and enablers specific to the development of a nationally
consistent approach to pharmacist-administered vaccinations were
analysed.

2.4. Research rigour and reflexivity

To ensure research rigour and trustworthiness of findings, the lead
author wrote memos during data collection and took fieldnotes after
each interview; these were re-visited throughout data collection and
analysis in a self-reflection process. Documentary and interview data
were also triangulated to confirm the validity of inferences drawn. Data
were coded by the lead author, in discussion with co-authors and a
qualitative research analysis group (not directly involved in the research
project) to ensure validity in approach and findings. To improve trans-
parency of this qualitative research study, the Standards for Reporting
Qualitative Research checklist?® was completed and is attached here as
Appendix IL

The authors have experience with qualitative and quantitative
research methods and have previously used these research approaches
to examine health policy development globally. Additionally, the lead
author is also an early career pharmacist practising in community
pharmacy and, thus, was able to understand contextual nuances and
build rapport with interviewees.

3. Results
In this analysis using the MSF, the nature and current context within

each stream is first described, then the barriers and enablers to devel-
oping a nationally consistent approach (Table 3). Overall, these centred
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Table 3 Table 3 (continued)
Summary of the barriers and enablers to implementation of a nationally Stream Nature of the stream Parriers S
consistent approach for pharmacist-administered vaccinations in Australia.
programs
Stream Nature of the stream Barriers Enablers independently,
Problem Inconsistency e Lack of clarity e Pharmacy which may
stream between jurisdictions from the advocates should eventually lead to
regarding practice of pharmacy sector re-frame the prob- national
pharmacist- in defining the lem to a patient- consistency
administered problem that centric approach, e Active and
vaccinations would warrant a considering how substantive policy
o Logistically nationally pharmacist- reform
confusing and consistent administered vac- ~Directive to
difficult for approach as a cinations can be a bring all
pharmacists and policy solution “thoughtful value jurisdictions to
consumers —Possible add to the the level of the
e Confusing message competing community” state/territory
about what goals of 1) with the largest
pharmacists can do expanding program
if there are pharmacist- (‘catching up’)
different ‘rules’ administered - ‘Exclusionary
e There is vaccination list” where
‘inequality’ of programs; 2) pharmacists
consumer access; national could administer
consumers should consistency all vaccines,
be able to choose o The discourse except for those
between providers and deemed
for the same service understanding of unsuitable
e Variation in vaccines remove —Risk assessment
pharmacists’ them from their matrix for the
training and clinical and suitability of
education, practice public health vaccines for
audits, recording context; at times, pharmacist
requirements it does not administration,
Pharmacy sector felt adequately or to guide
they were not explicitly decision-making
currently delivering consider the Politics Pharmacy sector e Decision-makers’ e Better
vaccination services value that stream e Guild and PSA differences in collaboration
to their full capacity pharmacists add represent different perceptions of between the Guild
o In comparison to to delivering pharmacy interests pharmacists’ and the PSA on
other countries and each vaccine (and sometimes ability and role both jurisdictional
states/territories, seem to compete) as immunisers and national levels
pharmacists e Guild and PSA may impede could lead to
“should and could routinely lobby pharmacists in unified plans to
be doing more” jurisdictional some present to decision-
Policy Current nature and Pharmacy sector e It may not be health ministers jurisdictions makers
stream context e Lack of unified “100% essential” to and departments of from
e Jurisdictional policy proposals have an exact list health administering
differences in within the that every Jurisdictional ‘more’ vaccines
which vaccines can pharmacy sector jurisdiction permits governments o The varying
be administered; —Between pharmacists to o Differences in: strength of
minimum age; Guild and PSA administer; rather, —Health needs relationships and
whether vaccine —Within Guild national and health influences
doses are publicly ~Within PSA consistency could service delivery between policy
funded; and where eUnclear how refer to decision- models advocates and
pharmacists can decisions are made making based on -Legislative decision-makers
administer as to which the same evidence requirements may also nega-
vaccines in vaccines to ‘pursue’ e Another and policy tively affect
addition to next or why conceptualisation processes progress for
community Immunisation could refer to an o Local political consistency
pharmacies managers agreed-upon mini- interests may o Absence of a
o Differences also in oTo ‘catch up’ to mum set of vac- influence federal body

which vaccines the
pharmacy sector

other states/
territories, there

cines, with
additional vaccines

development and
expansion of

with the capacity

or mandate to

wanted to ‘pursue’ were logistical at the discretion of pharmacist coordinate a
next and why difficulties with jurisdictions; if na- vaccination nationally
e Inlate 2018, there ~ how to include tional consistency programs consistent
was a federal effort ~ pharmacists as means catching up ~Elections approach
made to consider additional NIP to other jurisdic- - Parliamentary ¢ Minimal
options for providers tions, there may be inquiries pharmacy
developing a eTime-consuming, helpful opportu- representation
national approach long consultation nities to learn how on working
Agenda and proposed  processes may be programs are groups
policies needed to expand managed discussing
e Keeping the status ~ programs harmonisation
quo, where
jurisdictions

continue to expand
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around how the pharmacy sector defined the policy problem, the pol-
icies proposed by the sector in each jurisdiction, and the institutional
and political processes that characterise Australia’s federated structure.

3.1. Nature of policymaking — problem stream

Two main policy problems were identified relating to the consistency
of pharmacist-administered vaccinations. Firstly, the inconsistency be-
tween jurisdictions regarding the practice of pharmacist-administered
vaccinations was identified as a significant policy problem by the ma-
jority of interview participants. From the pharmacy sector perspective, it
was logistically confusing and difficult to have pharmacies operate
differently depending on jurisdictions. Despite the universality of vac-
cines themselves, as jurisdictions have different ‘rules’ about
pharmacist-administered vaccinations, it could send the public a
confusing message about what pharmacists are capable of
administering.

“Is it safe for us to immunise a 13-year-old, or not? ... Because it
certainly isn’t different, yet one state says it is and one state says it
isn’t.” [William, manufacturing/wholesaler representative]

These inconsistencies also extended beyond the vaccines that phar-
macists could administer and the population groups receiving vaccine
doses; there were also differences in training and education, practice
audits, reporting requirements, and decision-making processes. This was
observed to be a problem by the participants who were immunisation
technical experts and those working within jurisdictional health de-
partments to manage immunisation programs.

Secondly, participants in the pharmacy sector indicated that phar-
macists were not currently delivering pharmacist-administered vacci-
nation services to their full capacity, that in comparison to other
jurisdictions and other countries, pharmacists “should and could be
doing more” than they are currently:

“Queensland is fantastic, Tasmania is fantastic, it just seems to be
that New South Wales is last. And we have the biggest population.
We have the largest number of pharmacists. We have the hugest rural
areas that need to have better resources ... Community pharmacy is
dying to be able to provide these services, and ready at the get-go to
do it, investing resources to do it.” [Daniela, pharmacy
representative]

It was clear that frustration was particularly felt from participants in
states/territories where pharmacists did not have as many ‘permissions’,
in terms of the range of vaccines they could administer and the popu-
lation groups eligible to receive them.

3.2. Nature of policymaking — policy stream

In the policy stream relevant to a nationally consistent approach, two
main policy solutions were identified: 1) keeping the status quo; and 2)
active and substantive policy reform towards a nationally consistent
approach.

Currently, states/territories have their own regulations and policies
relevant to pharmacist-administered vaccinations. Each jurisdiction has
been independently developing and expanding the scope of pharmacist-
administered vaccinations, and without any policy reform towards na-
tional consistency, this would continue where individual jurisdictions
might eventually reach consistency by matching other states/territories.

Participants indicated that policy stakeholders representing the
community pharmacy sector have been actively lobbying to expand the
scope of these programs (through increasing the range of vaccines and
population groups reached), primarily on a jurisdictional level via
representative bodies such as the PSA and the Guild. Over the last two
years, PSA state/territory branches have outlined their proposals
regarding pharmacist vaccinations in pre-budget submissions to their
respective governments and treasurers. All wanted pharmacist access to

3786

Research in Social and Administrative Pharmacy 18 (2022) 3782-3791

the vaccines on the federally funded National Immunisation Program
(NIP); however, their proposals differed regarding requests for other
vaccines and the rationale/why for the request.

A few interviewees from within a peak pharmacy body acknowl-
edged that the current situation could be confusing and that national
consistency would be less complicated for consumers and healthcare
professionals. However, they also noted that an advantage is that current
differences between jurisdictions could compel those with a smaller
program to keep chasing the states/territories with a larger range, which
would be productive for overall expansion of pharmacist vaccination
programs.

“Were Australia to get to a stage where everyone was completely
consistent, that consistency may become a barrier to further
removing those other barriers to vaccines, once you get to that period
of stasis ... you really want to keep growing and trying to pass each
other to maintain momentum, to continually remove barriers.” [Cal,
pharmacy representative]

In contrast, the other policy option in this stream was substantive
policy reform towards a nationally consistent approach, which seemed
to refer to an active imposition of a ‘national consistency’ policy. The
specific nature of this proposed reform was not clearly nor uniformly
defined, and multiple potential options to achieve national consistency
were identified; however, none appeared to be tangible proposals or to
have been publicly announced or endorsed.

Firstly, some participants suggested that national consistency could
refer to a directive initially bringing all jurisdictions up to the level of the
jurisdiction(s) with the largest program, or with the most permissions.
This would address the jurisdictional inconsistencies with pharmacist
vaccinations, as well as expand these programs (a current priority at the
state/territory level). In addition to affecting pharmacy practice, in-
consistencies were also thought to result in an ‘inequality’ of consumer
access. Thus, this national approach would enable individuals to
“experience consistency wherever they go” [Cal, pharmacy representa-
tive], and this was highlighted to be particularly important for those
receiving care in communities situated near geographical borders.
Additionally, as community pharmacies are very accessible, this would
expand avenues through which to access vaccinations.

Next, from the pharmacy sector, a few participants hinted at
(without a concrete proposal) the possibility of an “exclusionary list”,
where instead of allowing pharmacists to administer certain vaccines,
the approach would assume pharmacists could administer all, except for
those deemed unsuitable.

Finally, in several interviews, immunisation technical experts and
staff working within jurisdictional health departments alluded to a risk
assessment matrix for the suitability of vaccines for pharmacist admin-
istration, which would classify them as low, medium, or high risk — this
was hinted to be related to the policy options sought by the COAG Health
Council, although it was not officially confirmed. It was led by one state
with involvement of the National Centre for Inmunisation Research and
Surveillance (NCIRS) and aimed to guide future decision-making on the
vaccines and population groups to which pharmacists can administer
vaccinations. This document is not publicly available; however, some
informants were able to broadly describe the factors that are considered:
the vaccine characteristics (e.g., live vaccine, novelty, administration
needs); indicated population (and associated comorbidities, medical
history); screening process; counselling, follow-up care, and monitoring
required; and the dosage and vaccination schedule. Policy reform could
constitute the formalisation of this list as a reference point for state/
territory-level policy.

3.3. Nature of policymaking — politics stream
Decision-making for this health issue occurred in the political sphere,

where there were strong political interests, engagement, and influential
policy actors. Increased public access to pharmacist-administered
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vaccinations was campaigned upon in numerous states/territories
leading up to elections. As election promises and parliamentary in-
quiries were subject to the political priorities of jurisdictional govern-
ments, this may have contributed to the inconsistencies. In another
example, the introduction of pharmacist-administered vaccines for
travel purposes in Queensland arose from a parliamentary inquiry into
community pharmacists’ scope of practice, and was perceived by an
interview participant to be a political promise at the jurisdictional level.

In Australia, the two groups most invested in the advancement of
pharmacist-administered vaccinations through community pharmacies
are the Guild and the PSA. However, they represent different pharmacy
sector interests — the Guild represents community pharmacy owners,
and the PSA is the national pharmacist representative group — and
sometimes appear to be competing against each other. One participant
familiar with the pharmacy sector observed that:

“some of it still comes down to point scoring. Somebody wants to be
the one that gets the win, but the win should be about the patients
and the system and the outcome ... they’re trying in essence to get
the same outcome, which is pharmacists in the game, but they’re not
working together.” [Natalia, pharmacy academic]

Despite these differences, both groups advocated for pharmacists to
be able to provide more vaccinations through lobbying jurisdictional
health ministers and health departments for program expansion.

Australia’s federated system of government means that while there is
a division of responsibility between the federal and jurisdictional au-
thorities, many decisions are made at the state/territory level. In
healthcare, and specifically in relation to vaccines, the federal govern-
ment is responsible for the regulation of medicines, the funding of
pharmaceuticals through the national Pharmaceutical Benefits Scheme
(PBS), which requires evidence of cost-effectiveness, and the imple-
mentation of the NIP, in which vaccines must also be assessed for cost-
effectiveness before inclusion in the program. However, the delivery of
immunisation services is the responsibility of the states/territories, and
thus, subject to each individual jurisdiction’s health needs, legislative
requirements, and policy processes. This shapes the development of a
nationally consistent approach as the culture of changing legislation to
allow pharmacists to administer vaccines is different between jurisdic-
tions. One participant explained that one state might make larger
changes at once, compared to another that will make “a series of smaller
incremental changes to their regulations.” [Cal, pharmacy
representative].

3.4. Integrated analysis of the barriers and enablers to a nationally
consistent approach

While the current policy context for each of the problem, policy, and
politics streams has been described, it is also important to examine why
a nationally consistent approach had not been developed yet. This sec-
tion provides an analysis of the barriers and enablers posed in the three
streams, drawn from the collected data.

One of the most important barriers was the lack of clarity around
defining a nationally consistent approach and defining the problem,
such that a nationally consistent approach is warranted as a policy so-
lution. After analysis of the PSA jurisdictional pre-budget submissions
and informant interviews, it appeared that there were two possibly
competing goals from the pharmacy sector: 1) to expand each jurisdic-
tion’s pharmacist-administered vaccination program; and 2) to achieve
a nationally consistent approach. However, national consistency often
referred to a ‘they have it, so why don’t we?’ approach, which essen-
tially encapsulated the sentiment expressed in the first goal, and was
practically seen when jurisdictions ‘caught up’ to those with a larger
scope. Furthermore, states/territories with a larger program would want
to continue their trajectory and add more vaccines and more population
groups for pharmacist administration. It was not clear if or how an
endpoint would be reached where all jurisdictions had exactly the same

3787

Research in Social and Administrative Pharmacy 18 (2022) 3782-3791

programs, or if this was indeed a desired outcome.

Given that much of the conceptualization of a nationally consistent
approach is predicated on expanding individual jurisdictional pharma-
cist vaccination programs, there was sometimes also a lack of clarity and
purpose to justify the addition of certain vaccines or population groups
to these programs. At times, the current discourse and approach from
the pharmacy sector removed vaccines from their clinical and public
health context, with a lack of clarity, understanding, and/or justification
presented as to the use of vaccines or the addition of pharmacists as
immunisation providers.

This was seen through a seeming lack of consideration of the purpose
of vaccines on an individual and population level, and of the value of
adding pharmacist-administered vaccines. For example, ‘herd immunity’
or ‘herd protection’ refers to the protection of a population from a dis-
ease, when a large proportion of the population has gained sufficient
immunity (whether through vaccination or natural infection), thus
reducing the likelihood of disease transmission. In advocating for
expanded vaccination programs, the argument that pharmacists should
be able to administer vaccines in order to “increase herd immunity” or
“achieve herd immunity” had been ubiquitously employed. However, as
noted by immunisation experts, not all vaccines given on an individual
or population level are designed to provide herd protection. This was in
contrast to the broad statements made by the pharmacy sector, without
further elaboration on the purpose or value of adding pharmacists as
providers of a particular vaccine, for the vaccine-preventable disease, in
a targeted population group.

“Removing barriers to vaccination is essential to achieving herd
immunity and protecting Queenslanders against vaccine-preventable
diseases.” [PSA Queensland pre-budget submission]

Overall, it appeared that the approach and problem definition from
the pharmacy sector advocating for the expansion of pharmacist-
administered vaccination programs (regardless of whether this was to
achieve national consistency) was pharmacist-centric, rather than public
health or patient-centric. This posed a barrier as arguments did not
sufficiently consider how pharmacist-administered vaccinations could
be a “thoughtful value add to the community” [Natalia, pharmacy ac-
ademic], thus presenting a less persuasive and consistent case to
decision-makers regarding any additions to state/territory pharmacist
vaccination programs.

The differences between jurisdictions in terms of the range of vac-
cines, minimum age, and where pharmacists could administer vaccines
were seen by the pharmacy sector as somewhat arbitrary barriers to
pharmacists being able to deliver more vaccinations. This was further
reinforced through the assumption and perception that pharmacists
have the same skill set and ‘clinical rights’ as doctors and nurses when it
comes to vaccination, that “in terms of the qualification, pharmacists
must complete the same standards as nurse immunisers. So, in fact if
nurses can do it, why can’t pharmacists?” [Virginia, pharmacy repre-
sentative] One pharmacist participant observed that:

“If you want [a vaccine] ... you have to come and vaccinate in my
pharmacy. That’s a ridiculous thing. A nurse or a doctor can pick up
their doctors’ bag and their little esky and they can go and vaccinate
everywhere else.” [Daniela, pharmacy representative]

By conceptualising the expansion of pharmacist vaccination pro-
grams as a ‘removal of barriers’, the underlying assumption is that
pharmacists are entitled to administer all vaccines, but are just presently
unable to do so. This again appeared to be framed around ‘pharmacists’
rights’ and did not adequately or explicitly consider what pharmacists
add to delivering each vaccine.

From analysis of documents and interviews, another prominent
barrier to a nationally consistent approach that was identified was the
lack of unified policy proposals within the pharmacy sector — between
the Guild and the PSA, between the PSA branches, and between the
Guild branches. In terms of the two bodies at a national level, there had
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been no unified plan presented by the pharmacy sector as a whole. One
key informant working within the Guild noted that in their experience,

“[Guild] state branches do what they do. Where they could collab-
orate with the PSA at [the] local level, they do. Where they don’t,
they don’t. PSA may do their own advocacy, I don’t know.” [Vir-
ginia, pharmacy representative]

When asked about the collaboration between the PSA and the Guild
in terms of vaccinations, a pharmacy participant external to both or-
ganisations believed that “it’s quite poor” nationally and “[didn’t] think
there’s a consistent message that’s being sent.” [Natalia, pharmacy
academic].

Further external observations about the lack of unity from within the
profession were noted by Patrick, a jurisdictional immunisation man-
ager: “You’ve also not just got eight different jurisdictions; you’ve got
eight different Guilds. They’re pushing for different things, they’re not
even on the same page.” It also appeared that there was a disconnect
between the Guild’s National Council and its state/territory branches,
where their national policy on harmonisation might be sent to the
jurisdictional branches and left for them to “do what they do.” Likewise,
there did not appear to be a unified plan with the PSA. This was evident
from each jurisdiction’s pre-budget submissions where different items
were requested and with different rationales. However, a few partici-
pants explained that the differences accounted for the need for juris-
dictions to have a level of autonomy and flexibility.

“[1t’s] partly decided on looking at what the local needs in an area
will be. And having a recognition for how that health system is
structured ... it’s about really looking at, within that state’s current
system, what’s the next logical change that we think has a deep,
reasonable chance of success.” [Cal, pharmacy representative]

Given the many differences in interests between the range of
decision-makers and policy advocates, it may not be possible to recon-
cile them all for a unified approach. However, an opportunity to address
this was raised by several interviewees. A more cohesive strategy rep-
resenting the interests of the pharmacy sector could be achieved if there
was better collaboration between the two main representative bodies.
While this may be more likely to occur between the state/territory
branches of the two groups, it would be especially important at the
federal level for enabling a nationally consistent approach.

It was also unclear how decisions were made by the pharmacy sector
as to which vaccines to ‘pursue’ next, if and what evidence was used to
support proposals, and whether this was the same evidence that other
jurisdictions were using. While requiring identical evidence for all ju-
risdictions might be impractical given their inherent differences, one
participant hypothesised that the process was not evidence-based:

“I think people have just gone, ‘Oh, here’s a list. Let’s pick one.” ...
[Some people] went for a political thing. Other people have gone,
‘they’ve got one, so we should get one.” I don’t necessarily think
there’s been a thoughtful strategy for some of it.” [Natalia, pharmacy
academic]

To address this, it was suggested that a nationally consistent
approach could be re-framed as not simply one national policy stating
what pharmacists can and cannot administer, but as a way of guiding
decisions. This would affect the role of the risk assessment matrix, which
might not explicitly dictate what jurisdictions should permit regarding
pharmacist-administered vaccinations, and some participants from the
immunisation sector indicated that “it might lead to the closest thing to
consistency.” [Patrick, immunisation manager] This was further
expanded upon by a participant who suggested that national consistency
might not be “100% essential”; rather that

“working from the same evidence base is essential ... even if a
jurisdiction wants to have slightly different legislation to another
jurisdiction that maybe takes account of other factors that are

3788

Research in Social and Administrative Pharmacy 18 (2022) 3782-3791

necessary for that individual state or territory to consider ... ensuring
that there is consistency of decision-making around a consistent and
robust evidence base is important.” [Laurie, immunisation expert]

Similarly, another participant raised the possibility that consistency
could refer to an agreed-upon minimum set of vaccines and minimum
age for these vaccines, with any additional vaccines at the discretion of
individual jurisdictions.

Given that a proposed solution to achieve national consistency
involved individual jurisdictions ‘catching up’ and expanding to a larger
range of vaccines or including publicly funded vaccines, another barrier
was faced by the immunisation branches within the jurisdictional health
departments. This concerned the logistical and service delivery consid-
erations of adding pharmacists as vaccination providers, especially in
the resourcing of NIP or state/territory-funded doses. While some ju-
risdictions have existing systems that include pharmacists as NIP pro-
viders, immunisation staff in jurisdictions without such systems claimed
it was difficult to operationalise — given the finite number of NIP doses
provided by the federal government, adding more providers to the mix
would “dilute” the stock and effectively make it “more scarce.”

Despite these operational differences, immunisation branches also
recognised that they could learn from other jurisdictions that had larger
programs, particularly those that already delivered pharmacist-
administered NIP vaccines. Although they acknowledged that the so-
cial and geographical context is different, they saw this as an opportu-
nity to learn how they managed their programs and any logistical
challenges.

In addition to these operational and implementation differences,
some participants from the pharmacy sector felt that the jurisdictional
differences also extended to the cultural differences between individuals
working in the health departments, who may be more or less resistant to
pharmacist-administered vaccinations, and more broadly, further
expansion of pharmacists’ scope of practice. A few of these participants
believed that individuals with a background in nursing were more likely
to object, or individuals who took more of a holistic “workforce devel-
opment” approach (compared to a regulatory approach) were more
likely to think about pharmacists’ role in the broader healthcare system
and more open to expanding their role in providing vaccinations.

This was further reinforced by observations regarding the relation-
ships between policy actors and how they affected policy development.
A particular example that was raised several times was the role of the
Guild’s (and to a lesser extent, the PSA’s) lobbying activities. This was
widely known and involved forming working relationships with the
various health ministers and staff in departments of health. Some par-
ticipants reflected that the level of lobbying and the productivity of
relationships could vary significantly between states/territories, with
some jurisdictions reporting more constructive, upfront discussions with
bureaucrats and health department staff (including Chief Pharmacists,
Chief Health Officers, and the immunisation branches) or with health
ministers, and others reporting more difficulty in these relationships.
The involvement of medical representative groups and their branches (e.
g., the Australian Medical Association or the Royal Australian College of
General Practitioners) may have also affected policy development, given
their public opposition to pharmacist-administered vaccinations.

Another noticeable barrier was the absence of a group that had the
capacity or mandate to coordinate a nationally consistent approach,
rendering an approach institutionally homeless at the federal level.
While the federal government has been publicly supportive of a national
approach, and of pharmacists providing more vaccinations, it has been
fundamentally the jurisdictions’ responsibility to determine what
pharmacists can do. COAG Health Council had a role with establishing a
working group (which was referenced by several interview partici-
pants). This work was led and coordinated by one jurisdiction; however,
participants working within immunisation branches acknowledged that
it would be difficult if they themselves were one of the jurisdictions,
suggesting instead that any solutions would be better coordinated from a
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federal level. Additionally, due to the COVID-19 pandemic, COAG along
with its councils was dissolved and replaced with a different intergov-
ernmental forum, and many of the relevant individuals who were
involved with the initial working group would have most likely been
preoccupied with the COVID-19 pandemic responses.

When asked who at the national level could or should be responsible
for coordinating a national policy (including its development), in-
terviewees currently involved in vaccination policy raised different
options, ranging from particular offices within the Commonwealth
Department of Health, to the national research organisation providing
technical advice to government (NCIRS), to a general “national group
that had the capacity to be the arbiters.” [Natalia, pharmacy academic]
This suggested that there is still a lack of progression in the develop-
ment, and a lack of clarity for the rationale and remit, of a hypothetical
national body. As immunisation programs are the responsibility of state/
territory governments, and thus responsive to jurisdictional health and
societal contexts, this would need to be accounted for when developing
the mandate and scope of a national group.

4. Discussion

Pharmacist-administered vaccination policies in Australia have been
independently developed and implemented in each state/territory, and
there have been calls for a nationally consistent approach. In this
analysis, the MSF was used to identify factors in each of the three
streams that would be barriers or enablers to such a policy. It was
observed that there was a lack of clarity around defining a nationally
consistent approach, and a lack of agreement regarding whether the
‘problem’ warranted this as a ‘solution’. From the pharmacy sector’s
perspective, the issue of a nationally consistent approach was inherently
tied into their desire to expand pharmacist vaccination programs, using
it as a means for jurisdictions with smaller programs to expand by
‘catching up’ to other jurisdictions — this potentially led to competing
goals of national consistency and jurisdictional program expansion. In
some situations, the pharmacy sector discourse also inadequately justi-
fied the addition of vaccines to these programs or provided different
rationales, which may make it more difficult to achieve a cohesive
approach. The lack of clear, unified policy proposals and collaboration
within the pharmacy sector (between representative bodies, and be-
tween state/territory branches) also presented difficulties, as did the
logistical and service delivery challenges faced by immunisation pro-
gram policymakers. Each jurisdiction had their own policy priorities,
agendas, and relationships between policy actors; politically, this could
result in impediments to a national approach.

As many of the barriers identified in the problem stream by the
pharmacy sector were related to a lack of clarity in policy problem
definition, it may help to re-define and re-frame the value that phar-
macists can add as vaccine providers. More attention could be paid to
the individual and public health needs and policy context within which
pharmacists are advocating, and the solutions that are being conceived
to address this; a shift from a profession-centric approach to one focused
on individual and public health. This is not to suggest that pharmacists
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should not or cannot contribute as vaccine providers but addressing why
and how pharmacists can add value for patients and the public related to
each vaccine may facilitate its inclusion in individual jurisdictional
pharmacist vaccination programs. Thus, uptake would be more likely on
a national level. Additionally, as the current situation does not neces-
sarily distinguish between pharmacists initiating or prescribing vaccina-
tions and administering them, clarifying these distinctions for each
vaccine may also be helpful, especially given concerns and opposition
over pharmacists’ ability to clinically assess, prescribe, counsel, and
monitor patients (Box 1). This could potentially allow pharmacists to
administer more vaccines on their own authority (or a prescriber’s)
through community pharmacy settings, bolstering their arguments that
pharmacist-administered vaccinations are necessary for consumer
access.

Given the nature of Australia’s federated system, it is understandable
that these differences between jurisdictions pose challenges in devel-
oping a nationally consistent approach to pharmacist-administered
vaccinations. State/territory governments and health departments
have different approaches to policy change, and different priorities,
budgets, and logistics. A federalist governance system offers jurisdic-
tions autonomy in this respect; likewise, there may also be the desire for
jurisdictions to ‘compete’ with each other to ensure they do not fall
behind in terms of progressing their agenda. These differences and
‘competition’ can foster innovation where each state/territory functions
as a ‘laboratory’ for new policies and approaches?®; this, in turn, may
result in learning opportunities for other jurisdictions to further expand
their programs.

This case study also revealed underlying questions about the role of
pharmacists (particularly community pharmacists) in the healthcare
system. Much of the argument from the pharmacy sector regarding
pharmacist vaccinations was framed around the concept of community
pharmacies as essential access points for primary health, and thus,
community pharmacists should rightfully have the authority to admin-
ister vaccinations. There are definite situations in which community
pharmacies provide valuable, accessible settings for healthcare, such as
in regional or remote communities with limited primary health re-
sources, or in culturally and linguistically diverse communities where
pharmacists who understand the culture and language are trusted health
professionals. However, the pharmacist- or profession-centric approach,
as opposed to a more patient-centric framing (which was noted by
several participants), appeared more prominently, where a lack of
permissibility was perceived to be an indictment on pharmacists’ pro-
fessional ability. This indicates that while pharmacist-administered
vaccination is one health service in which pharmacists are eager to in-
crease their roles and responsibilities, there are other policies and pro-
grams into which the profession may want to expand, raising deeper
questions about pharmacists’ professional identity and capacity, and the
appropriateness of their ongoing appeal to expand their scope of
practice.

A comparable example is demonstrated in Canada, another federated
country where health services delivery is a shared responsibility be-
tween federal and province/territory authorities, and where decisions

Box 1
Description of possible roles for pharmacists in vaccination

in a community pharmacy.

vaccine dose.

Facilitate through community pharmacies (host as an accessible setting): hosting other immunising practitioners (e.g. nurse immunisers)

Administer: directly, physically administer a vaccine dose to an individual.
Initiate/prescribe: assess and make the clinical judgement that a vaccine is appropriate for an individual.

Initiate/prescribe and administer: assess and make the clinical judgement that a vaccine is appropriate for an individual, and administer the
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regarding immunisation programs are also made at the jurisdictional
level.”” There have been similar calls to harmonise pharmacist vacci-
nation programs>>>° and similar rationales around consumer equity and
expanding pharmacists’ scope of practice. In a review of the jurisdic-
tional differences in pharmacy-based or pharmacist-delivered services
more broadly,?® researchers argued that this ‘patchwork’ nature may
stem from the absence of pharmacy advocates at the macro level of
health policymaking and an inadequate integration of community
pharmacy services into the primary healthcare system. They suggested
that efforts for harmonisation should be led by national pharmacy
representative groups, with a stronger and clearer declaration of the role
and value of pharmacists in the wider healthcare system; this may offer
learning opportunities for pharmacy policymaking in Australia.

Within the context of the COVID-19 pandemic, the issue of juris-
dictional differences in pharmacist-administered vaccinations is
important as it has implications for the uptake and coverage of COVID-
19 vaccinations. Pharmacists may be an integral part of the COVID-19
immunising workforce as additional immunisers in mass vaccination
facilities, or through accessible community pharmacies; their inclusion
could assist in increasing vaccination rates, which may be critical in
areas experiencing outbreaks. However, the current situation in
Australia regarding pharmacist-administered COVID-19 vaccines in-
volves state/territory differences in the range of vaccines, age groups,
whether intern pharmacists can administer, and other brand-specific
requirements.>’ This was also similarly seen in Canada,>? with addi-
tional differences in whether pharmacists could administer first and/or
second doses. National consistency in these situations may reduce
confusion and enable individuals to access COVID-19 vaccines regard-
less of jurisdiction; however, as explored in our analysis,
decision-makers in each jurisdiction may also have political, policy
process, vaccine supply, or service delivery model considerations that
result in differences.

The MSF has previously been used to explain the development of
immunisation policies.””>*>** For example, De Wals et al. analysed the
decision-making processes involved in publicly funded immunisation
programs in Canada. While these authors provided a broad overview of
the factors in immunisation policy more generally, our analysis specif-
ically investigated the policy of a nationally consistent approach to
pharmacist-administered vaccinations. The use of the MSF allows for
further analysis of the political dimension affecting policymaking, much
of which has been neglected in previous studies of immunisation policy
development.?”” Policy analyses have often drawn on the MSF to
demonstrate how an issue arrives on policymakers’ agendas; in contrast,
in this study, the MSF was used as a structure for understanding why a
policy had not been developed yet.

4.1. Limitations

Interviews for this study were conducted between February 2020
and March 2021, during the COVID-19 pandemic, and the pandemic
may have affected the participant response rate, especially given how
potential participants would be involved with the pandemic response.
However, documentary data was also drawn upon, and the triangulation
of documents and interview data provided us with a clearer picture of
how the policy problems and solutions were conceptualised.

While some interview participants had experience working in
regional or rural communities, most were primarily working within
state/territory capital cities and metropolitan areas. This may have
influenced how participants viewed the need and suitability of a na-
tionally consistent approach to pharmacist vaccinations. However, some
participants were involved in policymaking on a national level and
understood the experiences and necessity of patients in non-
metropolitan areas having good access to vaccines; additionally, this
was expressed and captured in PSA pre-budget submissions to jurisdic-
tional governments.

As this is an ongoing policy area, it was evident that interviewees
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were not able to fully disclose information about the process, and it is
possible they were only able to divulge already publicly available
knowledge or adhered to the ‘party line.” Although this may affect our
understanding of the policy details, the ways in which the policy prob-
lems, solutions, and process were discussed could still be analysed,
answering the research questions.

Finally, the MSF may present some limitations in that it does not
theoretically address or emphasise certain elements of the policy pro-
cess, such as the role of political institutions or mass media.>>*® How-
ever, some scholars have integrated institutionalism into their policy
analyses using the MSF.>® In our study, we considered the role of in-
stitutions as part of the politics stream (e.g., the institutional roles of
healthcare representative bodies and national/subnational health
agencies).

4.2. Future research

Pharmacist-administered vaccinations in Australia is one example of
pharmacy policy impacted by federalism. Further research could
investigate how federalism as an institutional and political factor in-
fluences pharmacy policy in other countries and on other policy areas.
Ultimately, this could contribute to the small but growing literature on
the development of policies affecting pharmacy practice.

5. Conclusion

The governance of pharmacist-administered vaccination is a pressing
issue globally, in light of the COVID-19 pandemic. The regulation and
management of pharmacist-administered vaccination programs in
Australia are the responsibility of each of Australia’s eight states/terri-
tories; this has resulted in jurisdictional differences, leading to calls for a
nationally consistent approach. In this analysis, the MSF was used to
identify how different understandings of the nature of the problem,
diffuse policy proposals, and contextual politics has hampered the
development of a nationally consistent approach. One opportunity
identified is for jurisdictions with a smaller program of permissible
vaccines ‘catching up’ to those with a larger program. Enablers of a
national approach include re-framing the policy problem from a
profession-centric to a patient-centric view and considering the value
that pharmacists can add to existing vaccination services. These study
findings are relevant for Australia as well as other federated countries
that are seeking to strengthen and create consistency in pharmacist-
administered vaccines. The findings on enablers will also assist advo-
cates of pharmacist-administered vaccines to develop and communicate
policy proposals more effectively.

CRediT author statement

Kellia Chiu: Conceptualization, methodology, investigation, formal
analysis, writing — original draft, funding acquisition (scholarship
obtained).

Anne Marie Thow: Conceptualization, methodology, formal anal-
ysis, writing — review & editing, supervision.

Lisa Bero: Conceptualization, methodology, formal analysis, writing
—review & editing, supervision.

Declarations of competing interest
None.
Acknowledgements

KC is supported by The University of Sydney’s PhD Scholarship in the
Community Pharmacy — Research into Policy.



K. Chiu et al.

Appendix A. Supplementary data

Supplementary data to this article can be found online at https://doi.

org/10.1016/j.sapharm.2022.04.008.

References

10.

11.

12.

13.

14.

15.

. Centers for Disease Control and Prevention (CDC). Ten great public health

achievements-worldwide, 2001-2010. MMWR Morb Mortal Wkly Rep. 2011;60(24):
814-818.

. Levine OS, Bloom DE, Cherian T, et al. The future of immunisation policy,

implementation, and financing. Lancet. 2011;378(9789):439-448. https://doi.org/
10.1016/S0140-6736(11)60406-6.

. Bloom DE, Fan VY, Sevilla JP. The broad socioeconomic benefits of vaccination. Sci

Transl Med. 2018;10(441), eaaj2345. https://doi.org/10.1126/scitranslmed.
aaj2345.

. Poudel A, Lau ETL, Deldot M, Campbell C, Waite NM, Nissen LM. Pharmacist role in

vaccination: evidence and challenges. Vaccine. 2019;37(40):5939-5945. https://doi.
org/10.1016/j.vaccine.2019.08.060.

. Aruru M, Truong H-A, Clark S. Pharmacy Emergency Preparedness and Response

(PEPR): a proposed framework for expanding pharmacy professionals’ roles and
contributions to emergency preparedness and response during the COVID-19
pandemic and beyond. Res Soc Adm Pharm. 2021;17(1):1967-1977. https://doi.org/
10.1016/j.sapharm.2020.04.002.

. Stover KA. APhA House of Delegates adopts 13 new policies: empowering

pharmacists to provide immunizations and improving quality in patient care are
among the 13 policies adopted by the Association’s policy-making body. J Am
Pharmaceut Assoc. 1996;36(6):394-396. https://doi.org/10.1016/51086-5802(16)
30081-X, 1996/06/01/.

. International Pharmaceutical Federation (FIP). An Overview of Current Pharmacy

Impact on Immunisation: A Global Report. International Pharmaceutical Federation;
2016. https://www.fip.org/file/162. Accessed October 16, 2021.

. International Pharmaceutical Federation (FIP). An Overview of Pharmacy’s Impact on

Immunisation Coverage: A Global Survey. International Pharmaceutical Federation;
2020. https://www.fip.org/file/4751. Accessed October 16, 2021.

. International Pharmaceutical Federation (FIP). FIP Global Vaccination Advocacy

Toolkit: Supporting and Expanding Immunisation Coverage through Pharmacists.
International Pharmaceutical Federation; 2019. https://ipapharma.org/wp-content/
uploads/2020/09/FIP-VaccinationToolkit.pdf. Accessed October 16, 2021.
Australian Pharmacy Council. Standards for the Accreditation of Programs to Support
Pharmacist Administration of Vaccines. Australian Pharmacy Council; 2019. https://
apcwebsite.blob.core.windows.net/webfiles/e26a49ae4bb0Oeal1a812000d3a6
aa454/Standards%20for%20the%20Accreditation%200f%20Programs%20t0%20
Support%20Pharmacist%20Administration%200f%20Vaccines%20Final%20for%
20publication.pdf?sv=2015-07-08&sr=b&sig=eM1JJgZ10
4rHESYJP05JzMJVR2ZN53AoVwoyJZRalnw%3D&se=2021-10-15T15%3A28%
3A247Z&sp=r. Accessed October 16, 2021.

Nissen L, Glass B, Lau E, Rosenthal M. Queensland pharmacist immunisation pilot
phase 1 pharmacist vaccination — influenza final report. https://eprints.qut.edu.
au/91903/; 2015. Accessed October 16, 2021.

National Centre for Inmunisation Research and Surveillance. Vaccines from
community pharmacy - at a glance. Updated https://www.ncirs.org.au/sites/de
fault/files/2021-08/NCIRS%20Information%20Sheet-%20Vaccines%20from%20co
mmunity%20pharmacy_19_Aug-2021_ final.pdf; August 19, 2021. Accessed October
16, 2021.

Pharmaceutical Society of Australia. Nationally consistent approach to pharmacist
administered vaccinations will improve access for all Australians. https://www.psa.
org.au/pharmacist_ administered_vaccinations/. Accessed October 16, 2021.

The Pharmacy Guild of Australia. Nationally consistent approach to pharmacist
administered vaccination. Updated https://www.guild.org.au/news-events/news/
2018/nationally-consistent-approach-to-pharmacist-administered-vaccination;
October 15, 2018. Accessed October 16, 2021.

COAG Health Council. COAG Health Council Communiqué —; 12 October 2018.
Updated October 12, 2018 http://www.coaghealthcouncil.gov.au/Portals/0/CHC%
20Communique%20121018.pdf. Accessed October 16, 2021.

3791

16.

17.

18.

19.

20.
. Lancaster K, Ritter A, Hughes C, Hoppe R. A critical examination of the introduction

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

Research in Social and Administrative Pharmacy 18 (2022) 3782-3791

Pharmaceutical benefits scheme (PBS). Seventh community pharmacy agreement
(7CPA). Updated https://www.pbs.gov.au/info/general/seventh-community-phar
macy-agreement; February 25, 2021. Accessed September 14, 2021.

Creswell JW, Poth CN. Philosophical assumptions and interpretive frameworks. In:
Creswell JW, Poth CN, eds. Qualitative Inquiry & Research Design: Choosing Among
Five Approaches. fourth ed. SAGE Publications; 2018:15-40.

Morgan DL. Pragmatism as a paradigm for social research. Qual Inq. 2014;20(8):
1045-1053. https://doi.org/10.1177/1077800413513733.

Fereday J, Muir-Cochrane E. Demonstrating rigor ssing thematic analysis: a hybrid
approach of inductive and deductive coding and theme development. Int J Qual
Methods. 2006;5(1):80-92. https://doi.org/10.1177/160940690600500107.
Agendas Kingdon J. Alternatives, and Public Policies. first ed. Little Brown; 1984.

of drug detection dogs for policing of illicit drugs in New South Wales, Australia
using Kingdon’s’ multiple streams’ heuristic. Evid Policy. 2017;13(4):583-603.
https://doi.org/10.1332/174426416X14683497019265.

Lesch M, McCambridge J. Waiting for the wave: political leadership, policy
windows, and alcohol policy change in Ireland. Soc Sci Med. 2021;282:114116.
https://doi.org/10.1016/j.socscimed.2021.114116.

Sainsbury E, Magnusson R, Thow A-M, Colagiuri S. Explaining resistance to
regulatory interventions to prevent obesity and improve nutrition: a case-study of a
sugar-sweetened beverages tax in Australia. Food Pol. 2020;93:101904. https://doi.
org/10.1016/j.foodpol.2020.101904.

Clarke B, Swinburn B, Sacks G. Understanding the LiveLighter® obesity prevention
policy processes: an investigation using political science and systems thinking. Soc
Sci Med. 2020;246:112757. https://doi.org/10.1016/j.socscimed.2019.112757.
O’Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. Standards for reporting
qualitative research: a synthesis of recommendations. Acad Med. 2014;89(9):
1245-1251. https://doi.org/10.1097/ACM.0000000000000388.

Nathan RP. Federalism and health policy. Health Aff. 2005;24(6):1458-1466.
https://doi.org/10.1377 /hlthaff.24.6.1458.

De Wals P, Espinoza-Moya M-E, Béland D. Kingdon’s Multiple Streams Framework
and the analysis of decision-making processes regarding publicly-funded
immunization programs. Expert Rev Vaccines. 2019;18(6):575-585. https://doi.org/
10.1080/14760584.2019.1627208.

Fonseca J, Pearson Sharpe J, Houle SKD, Waite NM. Time for harmonization:
pharmacists as immunizers across Canadian jurisdictions. Can Pharm J. 2019;152
(6):395-400. https://doi.org/10.1177/1715163519879179.

Gemmill IM. How pharmacists are improving immunization in Canada. Can Pharm J.
2019;152(6). https://doi.org/10.1177/1715163519878404, 390-390.

Raiche T, Pammett R, Dattani S, et al. Community pharmacists’ evolving role in
Canadian primary health care: a vision of harmonization in a patchwork system.
Pharm Pract. 2020;18(4):2171, 10.18549%2FPharmPract.2020.4.2171.

National Centre for Inmunisation Research and Surveillance. COVID-19 vaccines
from community pharmacy. Updated https://www.ncirs.org.au/sites/default/file
$/2021-09/NCIRS%20COVID-19%20Vaccines%20from_Community%20Pharmac
v_14%20September%202021 _Final.pdf; September 14, 2021. Accessed October 16,
2021.

Canadian Pharmacists Association. Pharmacy involvement in COVID vaccination.
Updated July 6 https://www.pharmacists.ca/cpha-ca/assets/File/cpha-on-the-issue
s/Pharmacy Involvement COVID Vaccination.pdf; 2021. Accessed October 16,
2021.

Parkhurst JO, Vulimiri M. Cervical cancer and the global health agenda: insights
from multiple policy-analysis frameworks. Global Publ Health. 2013;8(10):
1093-1108. https://doi.org/10.1080/17441692.2013.850524.

Shapiro GK, Guichon J, Prue G, Perez S, Rosberger Z. A Multiple Streams analysis of
the decisions to fund gender-neutral HPV vaccination in Canada. Prev Med. 2017;
100:123-131. https://doi.org/10.1016/j.ypmed.2017.04.016.

Mucciaroni G. The garbage can model & the study of policy making: a critique.
Polity. 1992;24(3):459-482. https://doi.org/10.2307/3235165.

Spohr F. Explaining path dependency and deviation by combining Multiple Streams
Framework and historical institutionalism: a comparative analysis of German and
Swedish labor market policies. J Comp Pol Anal. 2016;18(3):257-272. https://doi.
org/10.1080/13876988.2015.1122210.


https://doi.org/10.1016/j.sapharm.2022.04.008
https://doi.org/10.1016/j.sapharm.2022.04.008
http://refhub.elsevier.com/S1551-7411(22)00150-4/sref1
http://refhub.elsevier.com/S1551-7411(22)00150-4/sref1
http://refhub.elsevier.com/S1551-7411(22)00150-4/sref1
https://doi.org/10.1016/S0140-6736(11)60406-6
https://doi.org/10.1016/S0140-6736(11)60406-6
https://doi.org/10.1126/scitranslmed.aaj2345
https://doi.org/10.1126/scitranslmed.aaj2345
https://doi.org/10.1016/j.vaccine.2019.08.060
https://doi.org/10.1016/j.vaccine.2019.08.060
https://doi.org/10.1016/j.sapharm.2020.04.002
https://doi.org/10.1016/j.sapharm.2020.04.002
https://doi.org/10.1016/S1086-5802(16)30081-X
https://doi.org/10.1016/S1086-5802(16)30081-X
https://www.fip.org/file/162
https://www.fip.org/file/4751
https://ipapharma.org/wp-content/uploads/2020/09/FIP-VaccinationToolkit.pdf
https://ipapharma.org/wp-content/uploads/2020/09/FIP-VaccinationToolkit.pdf
https://apcwebsite.blob.core.windows.net/webfiles/e26a49ae4bb0ea11a812000d3a6aa454/Standards%20for%20the%20Accreditation%20of%20Programs%20to%20Support%20Pharmacist%20Administration%20of%20Vaccines%20Final%20for%20publication.pdf%3fsv=2015-07-08&amp;sr=b&amp;sig=eM1JJgZ104rHESYJPo5JzMJVR2ZN53AoVwoyJZRa1nw%3D&amp;se=2021-10-15T15%3A28%3A24Z&amp;sp=r
https://apcwebsite.blob.core.windows.net/webfiles/e26a49ae4bb0ea11a812000d3a6aa454/Standards%20for%20the%20Accreditation%20of%20Programs%20to%20Support%20Pharmacist%20Administration%20of%20Vaccines%20Final%20for%20publication.pdf%3fsv=2015-07-08&amp;sr=b&amp;sig=eM1JJgZ104rHESYJPo5JzMJVR2ZN53AoVwoyJZRa1nw%3D&amp;se=2021-10-15T15%3A28%3A24Z&amp;sp=r
https://apcwebsite.blob.core.windows.net/webfiles/e26a49ae4bb0ea11a812000d3a6aa454/Standards%20for%20the%20Accreditation%20of%20Programs%20to%20Support%20Pharmacist%20Administration%20of%20Vaccines%20Final%20for%20publication.pdf%3fsv=2015-07-08&amp;sr=b&amp;sig=eM1JJgZ104rHESYJPo5JzMJVR2ZN53AoVwoyJZRa1nw%3D&amp;se=2021-10-15T15%3A28%3A24Z&amp;sp=r
https://apcwebsite.blob.core.windows.net/webfiles/e26a49ae4bb0ea11a812000d3a6aa454/Standards%20for%20the%20Accreditation%20of%20Programs%20to%20Support%20Pharmacist%20Administration%20of%20Vaccines%20Final%20for%20publication.pdf%3fsv=2015-07-08&amp;sr=b&amp;sig=eM1JJgZ104rHESYJPo5JzMJVR2ZN53AoVwoyJZRa1nw%3D&amp;se=2021-10-15T15%3A28%3A24Z&amp;sp=r
https://apcwebsite.blob.core.windows.net/webfiles/e26a49ae4bb0ea11a812000d3a6aa454/Standards%20for%20the%20Accreditation%20of%20Programs%20to%20Support%20Pharmacist%20Administration%20of%20Vaccines%20Final%20for%20publication.pdf%3fsv=2015-07-08&amp;sr=b&amp;sig=eM1JJgZ104rHESYJPo5JzMJVR2ZN53AoVwoyJZRa1nw%3D&amp;se=2021-10-15T15%3A28%3A24Z&amp;sp=r
https://apcwebsite.blob.core.windows.net/webfiles/e26a49ae4bb0ea11a812000d3a6aa454/Standards%20for%20the%20Accreditation%20of%20Programs%20to%20Support%20Pharmacist%20Administration%20of%20Vaccines%20Final%20for%20publication.pdf%3fsv=2015-07-08&amp;sr=b&amp;sig=eM1JJgZ104rHESYJPo5JzMJVR2ZN53AoVwoyJZRa1nw%3D&amp;se=2021-10-15T15%3A28%3A24Z&amp;sp=r
https://apcwebsite.blob.core.windows.net/webfiles/e26a49ae4bb0ea11a812000d3a6aa454/Standards%20for%20the%20Accreditation%20of%20Programs%20to%20Support%20Pharmacist%20Administration%20of%20Vaccines%20Final%20for%20publication.pdf%3fsv=2015-07-08&amp;sr=b&amp;sig=eM1JJgZ104rHESYJPo5JzMJVR2ZN53AoVwoyJZRa1nw%3D&amp;se=2021-10-15T15%3A28%3A24Z&amp;sp=r
https://eprints.qut.edu.au/91903/
https://eprints.qut.edu.au/91903/
https://www.ncirs.org.au/sites/default/files/2021-08/NCIRS%20Information%20Sheet-%20Vaccines%20from%20community%20pharmacy_19_Aug-2021__final.pdf
https://www.ncirs.org.au/sites/default/files/2021-08/NCIRS%20Information%20Sheet-%20Vaccines%20from%20community%20pharmacy_19_Aug-2021__final.pdf
https://www.ncirs.org.au/sites/default/files/2021-08/NCIRS%20Information%20Sheet-%20Vaccines%20from%20community%20pharmacy_19_Aug-2021__final.pdf
https://www.psa.org.au/pharmacist_administered_vaccinations/
https://www.psa.org.au/pharmacist_administered_vaccinations/
https://www.guild.org.au/news-events/news/2018/nationally-consistent-approach-to-pharmacist-administered-vaccination
https://www.guild.org.au/news-events/news/2018/nationally-consistent-approach-to-pharmacist-administered-vaccination
http://www.coaghealthcouncil.gov.au/Portals/0/CHC%20Communique%20121018.pdf
http://www.coaghealthcouncil.gov.au/Portals/0/CHC%20Communique%20121018.pdf
https://www.pbs.gov.au/info/general/seventh-community-pharmacy-agreement
https://www.pbs.gov.au/info/general/seventh-community-pharmacy-agreement
http://refhub.elsevier.com/S1551-7411(22)00150-4/sref17
http://refhub.elsevier.com/S1551-7411(22)00150-4/sref17
http://refhub.elsevier.com/S1551-7411(22)00150-4/sref17
https://doi.org/10.1177/1077800413513733
https://doi.org/10.1177/160940690600500107
http://refhub.elsevier.com/S1551-7411(22)00150-4/sref20
https://doi.org/10.1332/174426416X14683497019265
https://doi.org/10.1016/j.socscimed.2021.114116
https://doi.org/10.1016/j.foodpol.2020.101904
https://doi.org/10.1016/j.foodpol.2020.101904
https://doi.org/10.1016/j.socscimed.2019.112757
https://doi.org/10.1097/ACM.0000000000000388
https://doi.org/10.1377/hlthaff.24.6.1458
https://doi.org/10.1080/14760584.2019.1627208
https://doi.org/10.1080/14760584.2019.1627208
https://doi.org/10.1177/1715163519879179
https://doi.org/10.1177/1715163519878404
http://refhub.elsevier.com/S1551-7411(22)00150-4/sref30
http://refhub.elsevier.com/S1551-7411(22)00150-4/sref30
http://refhub.elsevier.com/S1551-7411(22)00150-4/sref30
https://www.ncirs.org.au/sites/default/files/2021-09/NCIRS%20COVID-19%20Vaccines%20from_Community%20Pharmacy_14%20September%202021_Final.pdf
https://www.ncirs.org.au/sites/default/files/2021-09/NCIRS%20COVID-19%20Vaccines%20from_Community%20Pharmacy_14%20September%202021_Final.pdf
https://www.ncirs.org.au/sites/default/files/2021-09/NCIRS%20COVID-19%20Vaccines%20from_Community%20Pharmacy_14%20September%202021_Final.pdf
https://www.pharmacists.ca/cpha-ca/assets/File/cpha-on-the-issues/Pharmacy_Involvement_COVID_Vaccination.pdf
https://www.pharmacists.ca/cpha-ca/assets/File/cpha-on-the-issues/Pharmacy_Involvement_COVID_Vaccination.pdf
https://doi.org/10.1080/17441692.2013.850524
https://doi.org/10.1016/j.ypmed.2017.04.016
https://doi.org/10.2307/3235165
https://doi.org/10.1080/13876988.2015.1122210
https://doi.org/10.1080/13876988.2015.1122210

	The tension between national consistency and jurisdictional professional expansion: The case of pharmacist-administered vac ...
	1 Introduction
	1.1 Research question

	2 Methods
	2.1 Study design
	2.1.1 Multiple Streams Framework

	2.2 Data sources and collection
	2.2.1 Semi-structured interviews
	2.2.2 Documentary data

	2.3 Data analysis
	2.4 Research rigour and reflexivity

	3 Results
	3.1 Nature of policymaking — problem stream
	3.2 Nature of policymaking — policy stream
	3.3 Nature of policymaking — politics stream
	3.4 Integrated analysis of the barriers and enablers to a nationally consistent approach

	4 Discussion
	4.1 Limitations
	4.2 Future research

	5 Conclusion
	CRediT author statement
	Declarations of competing interest
	Acknowledgements
	Appendix A Supplementary data
	References


