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Background: A substantial expansion in the scope of practice of community pharmacists has become evident over the
years, with increased government remuneration pledged to support cognitive pharmaceutical services (CPS) delivery
as part of the Australian Community Pharmacy Agreements. Exploring experiences in providing funded and unfunded
CPS within the existing work environment will enable better understanding of community pharmacists' roles and re-
sponsibilities in delivering CPS.
Objective: To explore pharmacists' roles, responsibilities, experiences, and perceived impact associated with delivering
CPS.
Methods: Qualitative semi-structured interviews (n= 25) were conducted with practising community pharmacists in
Australia who were engaged in delivering CPS during the time when the Sixth Community Pharmacy Agreement
(6CPA) was in effect. Verbatim transcripts were thematically analysed (inductive analysis).
Results: All participants reported an expansion of services being provided in community pharmacies. Pharmacists of-
fered a broad range of CPS within the community pharmacy setting, via 6CPA-funded and non-6CPA or unfunded ini-
tiatives. Almost all participants reported that their pharmacy provided 6CPA-funded initiatives such as dose
administration aids, clinical interventions, MedsChecks/Diabetes MedsChecks, and Home Medicines Reviews. User-
pay services being offered included pharmacist-ledflu vaccinations, opioid substitution therapy, sleep apnoea services,
and absence fromwork certificates, among other services. However, profit margins on user-pay services wereminimal.
CPS provision was seen to have positive impacts at patient and health care system levels. Pharmacists felt they enabled
timely and convenient access to health care for patients in the community pharmacy setting, and facilitated quality use
of medicines, which in turn had positive impact on the community pharmacy business.
Conclusions: A prominent shift in the provision of CPS was evident. Professional services provision has become the sta-
tus quo for the practice of the profession, indicative of a likely shift in the work value of community pharmacists. Phar-
macists should be further recognised professionally and financially for their contributions as health care professionals
within the broader health care system.
Keywords:
Community pharmacy
Cognitive pharmaceutical services
Interviews
Pharmacy practice
1. Introduction

Pharmacists have a pivotal role as health care team members working
either independently or collaboratively with other health care professionals
in facilitating optimal care tomeet the varying health care needs of the pop-
ulation. Provision of cognitive pharmaceutical services (CPS) in community
pharmacy settings offers opportunities to improve patient outcomes. Also
known as professional pharmacy services, CPS have been defined as “an ac-
tion or set of actions undertaken in or organized by a pharmacy, delivered by a
pharmacist or other health practitioner, who applies their specialized health
knowledge personally or via an intermediary, with a patient/client, population
or other health professional, to optimize the process of care, with the aim to im-
prove health outcomes and the value of healthcare.” 1(p990)
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munity pharmacy settings. Australian Community Pharmacy Agreements
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Table 1
Core semi-structured interview protocol questions.

Study
aim

Topic Core question

1 Types of CPS offered –
within the pharmacy

• Could you please let me know what pharma-
ceutical and/or health services you deliver in
your pharmacy?

1 Type(s) of CPS offered –
outside the pharmacy

• Could you please let me know what pharma-
ceutical and/or health services you or your
pharmacists deliver outside your pharmacy?

1 Description of CPS • Could you describe each of these services?
4 Reimbursement/revenue

for CPS delivery
• What kind of reimbursement or revenue do you
receive for delivering these services?
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Pharmacy Agreement (3CPA)4 to up to AUD $1.20 billion in available
funding under the current Seventh Community Pharmacy Agreement
(7CPA).5 However, to date, the investment in CPS has been modest and in-
sufficient to sustain profitability of the community pharmacy sector. Expan-
sion of remunerated service-oriented pharmacy models and CPS have
increasingly been seen as a means of supporting future community phar-
macy viability.6–11 Pharmacists also view existing CPS as a vehicle to con-
tribute towards improved consumer medication-related understanding as
well as improved quality of life and accessibility to health care.12

Promisingly, a “strong belief in the value of the community pharmacy be-
coming a health hub; a health care destination that involved more than just the
provision of medication advice”13(p868) has been previously reported. Collec-
tively, these findings indicate the continuing movement away from the
more “traditional” role of community pharmacists as solely medication dis-
pensers towards more service-oriented roles. Undoubtedly, this dynamic
shift will see a ripple effect on the roles and responsibilities of practising
community pharmacists.

The previous 6CPA funding supported CPS initiatives promoting medi-
cation management (Home Medicines Reviews (HMRs), Residential Medi-
cation Management Reviews (RMMRs), MedsChecks, Diabetes
MedChecks, clinical interventions (CIs)); medication adherence (dose ad-
ministration aids (DAAs), staged supply); and rural and/or Indigenous
health,14 most of which have continued to be supported in the current
7CPA.5 However, in recent years, community pharmacies have been diver-
sifying with the provision of a plethora of other CPS that are not directly
linked to the previous 6CPA,11 for instance, or current 7CPA. Such services
will only directly generate additional revenue for the community pharmacy
if the pharmacy has implemented a fee-for-service or user-paymodel. Nota-
bly, consumer awareness, receptivity, and uptake of CPS provision by com-
munity pharmacists in the primary care setting have been positive.
Recognition of the expanding CPS offered by community pharmacists has
become apparent, where themajority of respondents surveyed upon exiting
a community pharmacy were aware of key services.15 Pharmacists have
been commended on the provision of CPS,13 and consumers in general
also feel that there is room for an increased scope of practice for pharma-
cists with respect to the delivery of CPS in primary care.16

A recent cross-sectional survey of extended and enhanced professional
services delivered by community pharmacies in Western Australia demon-
strated a lack of uniformity in the delivery of enhanced services.17 Less than
half of the respondents were providing extended services, with uptake
being limited, even for services where remuneration was available.17 Ex-
ploring community pharmacists' roles and responsibilities in delivering
these CPS, in particular unfunded services, is much needed to provide in-
sight into current experiences in providing CPSwithin the existing work en-
vironment.

Therefore, this study aimed to:

1. Investigate and describe the cognitive pharmaceutical / health services
provided by community pharmacists, any reimbursement/revenue re-
ceived, and factors influencing provision;

2. Determine the self-reported perceived patient and health system eco-
nomic impacts of the cognitive pharmaceutical / health services deliv-
ered by the pharmacists;

3. Investigate the training received by pharmacists to enable provision of
cognitive pharmaceutical / health services; and

4. Investigate perceptions of the work value of community pharmacists.

3 Training undertaken • For each of the services you have mentioned,

what kind of training did you receive in order
to be able to deliver these services?

2 Impact of CPS • What, if any, has been the impact of each of the
services you described on your clients in terms
of
o Health?
o Customer satisfaction?
o Customer loyalty?

2 Economic outcomes of
CPS delivery

• What, if any, have been the economic outcomes
for the pharmacy?
2. Methods

A phenomenological approach with qualitative semi-structured inter-
views was used to collate data from practising community pharmacists in
Australia who were engaged in delivering CPS. Interviews were conducted
between February and August 2017. This coincided with the period of the
6CPA.14 Ethics approval to conduct this study was granted by the Human
Research Ethics Committee at The University of Sydney (project number
2

2016/910). Participation in the study was voluntary; participants received
no financial reimbursement.

The recruitment strategy was two-pronged. Firstly, an invitation to par-
ticipate in the study was mailed to a random sample of pharmacists (n =
60) within the Professional Pharmacists Australia (PPA) member database
(n = 7500). The invitation package included the Participant Information
Statement and consent form for the study. Contact details for the research
teamwere specified in these documents; any pharmacists interested in par-
ticipating then directly contacted a member of the research team and
returned their completed consent form prior to the conduct of the inter-
view. Secondly, a purposive sample of pharmacists (n = 30) known
to the research team who, at the time of the study, were engaged in the
provision of CPS were contacted and provided with the study information.
A maximum variation sampling approach was used to capture pharma-
cists rom a range of ages, years of practice, practice settings, cultural
backgrounds, and employee/employer status, and to ensure gender repre-
sentation.

The potential participants were provided with information about the
study and those interested liaisedwith amember of the research team to or-
ganise an interview time and location. Recruitment continued until data
saturation was reached. Face-to-face and phone interviews were conducted
by one researcher (V.T.), primarily at The University of Sydney.

Once written informed consent was provided, all participants com-
pleted a short demographics questionnaire. The interviews were then con-
ducted using a semi-structured interview protocol mapped to the study
aims (Table 1). The first four core questions in Table 1 elicited information
on the individual CPS provided by the participants, including financial
reimbursements, such as fee-for-service paid by patients.

2.1. Data analysis

All interviews except one were audio-recorded. Field notes were taken
during the interview (by the interviewer) where no consent for audio-
recording was provided. The field notes/interview summary were included
in the data analysis in lieu of a verbatim transcript.

The six broad steps recommended by18 were followed to ensure trust-
worthiness in the thematic data analysis. Audio-recordings were tran-
scribed verbatim, and the transcripts verified against the audio-recording
and de-identified. Preliminary data analysis was conducted on verified
and checked verbatim transcripts. This involved reviewing the transcrip-
tion audio andmultiple re-readings of the transcripts as part of the thematic
analysis to become familiar with the data. As part of the data analysis, ma-
trix displays19 were established at the onset of the data analysis process to
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support the conduct of thematic analysis and identification of themes and
subthemes. The initial matrix display set-up was informed by the structure
of the semi-structured interview protocol questions and refined via the in-
ductive thematic analysis approach taken for data analysis. Matrix displays
were also advantageous as they helped to facilitate the cross-comparison
between the descriptions of the various CPS types that arose in the respec-
tive interviews as well as pharmacists' perspectives on CPS provision.
Themes by CPS type could then be consolidated per interview and then
compared between interviews to support comparison and contrast of emer-
gent themes and subthemes. Matrix displays were also checked and
discussed by the research team.

Thematic analysis20 was primarily conducted by the interviewer (V.T.).
To mitigate the influence of researcher bias on the data analysis, and
reporting of themes and subthemes, a proportion of transcripts were inde-
pendently analysed by a second researcher (P.A.) to ensure validity and re-
liability of data analysis and establish trustworthiness in the data collected
and analysed.18 Any discrepancies that arose were discussed among the re-
search team to ensure consistency in the identification and reporting of
themes and subthemes.

Preliminary data analysis was conducted after each interview. Data
saturation21 was achieved after 22 interviews and confirmed upon comple-
tion of a further three interviews.
3. Results

A total of 25 interviews (n=4 from the PPAmember database; n=21
from purposive sampling) were conducted with Australian community
pharmacists, comprising 14 face-to-face and 11 telephone interviews. The
average interview discussion length was 51 min (range 33–77 min).
Table 2
Summary of participant demographics.

Demographic Total
(n = 25)

Gender Male 15
Female 10

Age <25 years 1
25–44 years 19
45–64 years 4
> 65 years 1

Country of birth Australia 17
Overseas 8

Main language(s) spoken at home English 18
Othera 13

Highest level of education Bachelor's degree 18
Graduate Certificate 2
Diploma 1
Master's degree 3
PhD 1

Primary job Community pharmacist 19
Consultant/locum pharmacist 2
Academic 2
Pharmaceutical advisor 1
Student 1

Secondary jobb Community pharmacist 6
Accredited pharmacist 2
Academic/educator 7
Higher degree research
student

2

Professional service position 2
Other 2
None 8

Number of years of practice as a
pharmacist

<5 years 6
5–10 years 10
>10 years 9

a Four participants nominated two or more languages as the main languages
spoken at home.

b Three participants nominated two or more secondary jobs. All participants
worked as a pharmacist in a community pharmacy setting either in their primary or
secondary job.

3

With respect to participant demographics (Table 2), the majority were
aged between 25 and 44 years and had 10 or fewer years of pharmacy ex-
perience. Participants were mostly from the state of New South Wales
(n=22), with a few pharmacists recruited from the Australian Capital Ter-
ritory (n=1), South Australia (n=1), and Victoria (n=1). In relation to
their nominated primary job, participantsworked between 15 and 50 hours
a week, with the majority working within a community setting. Of the 25
participants, 17 reported that they held secondary jobs/roles/responsibili-
ties which they undertook in a range of settings (e.g., at home, university,
community, hospital and/or nursing home).

The participant interviews encompassed discussions that centred on a
broad range of themes and subthemes related to the research aims. The
themes identified centred on the types of CPS delivered, including a de-
scription of each service provided, the roles and responsibilities inherent
in delivering the service, their perceived impact on patient and health sys-
tem outcomes (including economic impacts) and factors influencing provi-
sion; the training completed to support their capacity to deliver these CPS;
financial reimbursements received for CPS provision; and participants' per-
ceptions of the work value of community pharmacists.

3.1. Trends in cognitive pharmaceutical services being offered in community
pharmacies and factors influencing provision

A notable expansion of services being provided in community pharma-
cies was reported by all participants. Pharmacists' reported roles and re-
sponsibilities had changed and differed between services, with increased
opportunities for clinical involvement and inter-professional collaboration
in the provision of patient health care in more recent years. Participants
perceived that a baseline level of service was applicable across the sector,
and they felt that this level was higher with more CPS being provided by
pharmacists. However, CPS provision varied between pharmacies, with
the business structure influencing the extent of services being provided.
Smaller pharmacies were required to structure and prioritise service provi-
sion within their working capacity, available resources and expertise. Addi-
tional support via increased number of pharmacists/pharmacy staff was
noted as an enabler of CPS provision.

Reforms such as accelerated price disclosure and emergence of discount
pharmacymodels were reported to have impacted the sector and created an
impetus for the industry to evolve.

“One thing that comes to mind straight away is this very prominent emergence
of different models of pharmacy. I mean there was always different models of
pharmacy. But now I think it's quite clear…… I see it as a spectrum…… dur-
ing my time as a pharmacy student and as a pharmacist, I've seen that distinc-
tion become more clear-cut.” (P06)

“The big elephant in the room is, you know, the rise of warehouse-style phar-
macies which has changed the perception of pharmacy for consumers. They
think it's now very retail-focused. And so as a clinical pharmacist then, it's
up to us to differentiate ourselves. So that's been a big change as well.” (P18)

Sole reliance by pharmacy on a supply function was no longer seen as
viable. Decreased revenue generated from dispensing prescriptions had
led to increased service provision, where services were used as a point of
difference between pharmacies. Furthermore, an increased scope of prac-
tice for pharmacists had led to perceived opportunities for further role ex-
pansion. However, participants believed that the quality of services may
not be uniform across all pharmacies.

“I think a lot more people now are preaching services. They're talking about it
[more] than they used to be. I think a lot of pharmacies still might not have
the same general concept of what's a service, [and] what isn't, type of thing.
So I think, you know, a lot of pharmacies might just be focusing on things like
blood pressure and blood sugar where I think there's so much more that a
pharmacy can be involved in.” (P16)
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Overall, continued engagement in providing CPS by pharmacists was
primarily motivated by patient satisfaction, professional satisfaction, view
of the optimal direction towards which pharmacy should be heading, altru-
ism, wanting to provide a service to the community to promote health, and
duty of care. A positive outlook on pharmacy stimulated support for in-
creased scope of practice as well as ongoing provision of CPS. The
service-oriented ethos of community pharmacy or positive professional ex-
periences involving senior members of the profession contributed to the
service-oriented practice of several participants. External factors such as de-
creased profit margins for dispensing medicines and that other pharmacies
were also offering services were also motivators for CPS provision.
3.2. Types of CPS provided

Participants provided a range of CPS, those funded by the 6CPA as well
as others, which were either user-pay or free (unfunded). Core 6CPA-
funded services reportedly being delivered in community pharmacies in-
cluded dose administration aids (DAAs), Home Medicines Reviews
(HMRs), MedsChecks/Diabetes MedsChecks, clinical interventions (CIs),
and staged supply (Table 3).

Participants also reported non-6CPA CPS that were being provided and
commented on their perceived impact, such as blood pressure (BP) checks
and monitoring, cardiovascular disease (CVD) risk screening, pharmacist-
delivered vaccinations, and opioid substitution therapy (OST) (Table 4).

A range of other CPS, that spanned other point-of-care testing services,
services provided to aged care and related facilities, chronic disease
Table 3
Summary of 6CPA-funded services reported being provided by participants and their pe

Service Description provided by
participants

Dose
administration
aids (DAAs)22

• One of the most common services provided by pharmacies in which the
participants worked.

• Provided to both community-based patients (supported by 6CPA fundin
residents of aged care facilities (not supported by 6CPA funding).

• Other pharmacy staff were involved with packing DAAs in many instanc
however, a pharmacist was responsible for checking DAAs.

• Pharmacists also liaised with doctors where necessary regarding any iss
changes and/or prescriptions required.

• DAAs were often delivered to the patients, with no additional fees charg
delivery.

MedsChecks/
Diabetes
MedsChecks23

• Consultation between the pharmacist and the respective patient (expect
benefit from/eligible for a MedsCheck) and requires pharmacists to use
expertise in health and medicines.

• Discussions centred on the patient's medicines, how they were being use
answering any queries the patient may have, and relevant patient
education/reinforcement.

• An assessment of the patient's current medications for any potential
interactions and/or the need for referral (e.g., for an HMR) was also
conducted.

• A report was also written on the findings and recommendations from th
MedsCheck.

• In general, the time taken to conduct a MedsCheck was reported to be a
approximately 20–30 mins, and possibly up to an hour depending on th
individual.

• MedsChecks reportedly linked to other services.
Home Medicines
Review
(HMR)24

• Involved an initial interview with the patient in the patient's home in or
obtain relevant information about the patient and their medicines.

• After sourcing relevant information e.g. recent blood test results, the ph
cist would undertake an assessment of the medication regimen, identify
medication-related problems, and formulate recommendations which w
summarised in a written report sent to the patient's pharmacy and their
doctor.

Clinical
interventions
(CIs)25

• Interventions related to over-the-counter medicines.
• Problems/issues detected and resolved by the pharmacist.
• Potential interactions between medicines identified and resolved.
• Prevention of inappropriate medication use.

Staged supply26 • Medicines supplied to the patient in instalments, over a period of time.
• Inter-professional collaboration between the prescriber and pharmacist
noted.

• Intended to help reduce the likelihood of overdosing, potential misuse o
abuse, and to help promote their safer use with associated monitoring.

4

management (with or without diagnosis), and medication-oriented ser-
vices, were also reported. These included blood glucose, cholesterol, and/
or international normalised ratio (INR) testing; weight management ser-
vices (which varied between pharmacies, from less structured to more
structured programs, and were generally linked to the sale of weight man-
agement products); and hospital-related services (such as assisting with
hospital discharge, dispensing/supply ofmedicines prescribed by the hospi-
tal doctors, ward stock audits, and destruction of dangerous drugs/other
ward stock where necessary). The aged care, nursing home and/or disabil-
ity facilities services included provision of DAAs, supply of medication
stock to the facilities, destruction of dangerous drugs, participation inMed-
ication Advisory Committee meetings, medication reconciliation efforts,
and/or facilitation of transitions of care.

3.3. Perceived impacts of CPS provided

Broad perceived benefits of CPS reported, included improved patient
accessibility to services and convenience; community pharmacy as a triage
system; cost-effective facilitation of quality use of medicines (QUM); im-
proved patient adherence, satisfaction, and loyalty; and improved rapport
with patients and patient health management through counselling and in-
tervention(s); and/or improved patient education and empowerment.

“There's always more positive health outcomes because anyone who's agreed
to come and spend time with the pharmacist, you're usually getting people
who generally are concerned with their health. You're not getting people
who are a bit blasé about things or don't have an interest…… If you've got
rceived impact.

Perceived impact of service

g) and

es;

ues,

ed for

• Afforded the pharmacist an opportunity to “informally check compliance” (P06)
• Enabled quality use of medicines through improved adherence
• Increased patient satisfaction and loyalty
• Increased direct and indirect adherence monitoring opportunities
• Reduced medication-taking related errors
• Increased medication-taking convenience for the patient
• Enabled more effective medication management among the patient population
• Guaranteed that prescriptions for the medicines packed in the DAA would be
dispensed by that particular pharmacy

ed to
their

d,

e

t least
e

• That “it gets the conversation going about something” (P16), an opportunity to
bring up any concerns

• Timely intervention that does not depend on a formal request from a doctor
• Improved patient education and identification of medication-related problems
• May lead to a reduction in the number of medicines the patient has been taking
(which may lead to potential economic and/or health benefits for the patient)

• Improved patient adherence due to increased understanding about their
medicines and the rationale for their use

• Positive patient health outcomes due to the benefits from a MedsCheck
• Improved patient perception that the pharmacy is
service-driven

der to

arma-
any
ere

• Positive feedback from doctors on the HMRs and frequent implementation of
the pharmacist's recommendations

• Positive feedback on the HMR process from patients
• Positive driver for pharmacy loyalty
• Despite tangible impacts such as reviewed dosages and decreased pill burden,
one participant noted that the impact of HMRs on health outcomes was “a hard
one to…… see in a short time” (P12)

• Positive benefits for patients due to the utilisation of pharmacists' health and
medicines expertise e.g. prevention of side effects. The impact could vary
according to the nature of the CI itself.

was

r

• “When they do come back to us, they feel like there is a point of care and that's
increasing health outcomes. But also like, we are able to monitor how they are going
and then we can communicate with their doctor. So it builds a rapport for all of
these…… So I guess it impacts on their health.” (P05)
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someone for half an hour of their time, you generally know that they're going
to take things seriously......” (P21)

However, it was noted that it was difficult to determine the true impact of
CPS. The economic impact of CPSwasmultifactorial. Participants stated that
the reimbursement for pharmacists' time associated with CPS provision at
present was insufficient, where increased time was required to provide CPS.
Table 4
Summary of non-6CPA funded services reported to be provided by participants and the

Service Description provided by
participants

Opioid substitution therapy
(OST)27

• Pharmacists' roles included interviewing patients poten
to commence OST, measuring out doses for patients (in
away doses and relevant labelling/dispensing of the OS
applicable), and supervision of dosing at the pharmacy.

Pharmacist-delivered flu
vaccinations28

• Answering initial patient queries regarding the vaccinat
patient completion of a consent form.

• Administering flu vaccinations.
• Monitoring patients in the pharmacy for 15 mins post v
• A few participants also mentioned that the patient or GP
with a record/letter that detailed the flu vaccination rec
patient.

Blood pressure (BP) checks/
monitoring/ cardiovascular
disease (CVD) risk screening29

• Most common health screening check/monitoring servi
where most pharmacies offered it at no cost to the custo

• Nature of the BP checks/monitoring service described b
varied, ranging from self-service to pharmacist involvem

• Although pharmacist-trained staff members may have t
measurement, in general, the pharmacist or intern phar
involved at some point in the provision of the service, i
when interpreting the BP reading(s).

• A triage system was implemented in some pharmacies w
reading was recognised as high or low, or if the patient
queries, the pharmacist would then be involved by way
counselling and/or recommendations for follow-up read
taken.

• Referral to the doctor also occurred where necessary.
• Counselling on cardiovascular risk, diet and/or lifestyle
improve their BP, where relevant, was also provided by
cist or intern pharmacist.

Sleep apnoea services30 • Included both the facilitation of at-home diagnostic test
apnoea and/or treatment of sleep apnoea i.e. continuou
way pressure (CPAP) machine provision and support fo
sleep apnoea.

• Following completion of the home test, the machine wa
the pharmacy, where the relevant data was downloaded
machine and sent to a specialist for interpretation. A re
provided to the pharmacy and/or GP. Where sleep apno
diagnosed, patients had the option of trialling a CPAP m
case of moderate or severe sleep apnoea for instance) fo
time and purchasing one for use at home in order to help
sleep apnoea.

• Support of patients using the CPAP machines as part of
treatment/management of sleep apnoea involved regula
their results to check for adherence and ensure appropr
nance and use.

Diabetes education services31 • Where provided, diabetes education services involved t
downloading of blood glucose meter readings, interpret
readings by the pharmacist, and subsequent counselling
cation to assist with the patients' management of their d

Compounding32 • A variety of medicines were able to be compounded.
• “We do all other non-sterile compounding, from veterinary
women's health in terms of hormone replacement therapy, t
Paediatric things…… commercial products from capsules to
you know, omeprazole suspensions that aren't available com
(P21)

Absence from work certificates33 • A consultation with the patient was conducted to ascert
the provision of an absence from work certificate was a
within the scope of practice of the pharmacist. A certific
to the patient where appropriate.
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3.4. Training to facilitate cognitive pharmaceutical service provision

Training that had been completed by pharmacists varied between un-
dergraduate training, self-directed learning, and completion of accredited
training courses. Of the service-specific training completed, accreditation
courses were more likely completed for pharmacist-led vaccination,
HMRs, and compounding. Non-specific training discussed for the services
ir perceived impact.

Perceived impact of service

tially eligible
cluding take-
T, where

• Economically and health-wise: “it is definitely a beneficial service that we
are providing like monetary-wise, financially, and also I guess service-wise,
because it's much better for them to be on this program than doing what
they were previously” (P07)

ion, and

accination.
was provided
eived by the

• Improved accessibility to, and uptake of, vaccinations by people who
would not have otherwise been vaccinated

• Increased convenience for patients in receiving flu vaccinations
• Improved cost-effectiveness for the patient i.e. reduced time for
patients to be vaccinated in comparison to wait times that would be
associated with GP visits

• Positive feedback on the service from patients
• Improved professional satisfaction for pharmacists in being able to
offer the service

• Opportunity for delivery of other services like MedsChecks when
people are in the pharmacy for vaccination

ce offered,
mer.
y participants
ent.

aken the BP
macist was
n particular

here if the BP
had further
of further
ings to be

that could
the pharma-

• Level of perceived convenience and/or cost-effectiveness for the
patient associated with doing BP checks at the pharmacy, and
improved accessibility and/or motivation for members of the commu-
nity to monitor their health. This was perceived to translate into
patient satisfaction and/or loyalty to the pharmacy

• “By offering that ongoing free service of blood pressure monitoring, we can
recognise when, you know, maybe their regimen could be improved,
whether their dose is appropriate. So that in itself is directly help[ing] their
health. At least we hope.” (P06)

ing for sleep
s positive air-
r patients with

s returned to
from the

port was then
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• Comfort and convenience of the option for in-home sleep apnoea
diagnostic testing

• Participant working in a rural/regional pharmacy also noted that it
improved access to the testing as it meant that patients did not have to
travel all the way to the city in order to do the test

• Positive benefits for those who were diagnosed with sleep apnoea and
who were started on the use of a CPAP machine

he
ation of these
/patient edu-
iabetes.

• One participant noted that the diabetes service helped with promoting
customer loyalty “because…… they felt that they're getting something
special.” (P13)
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• Patient satisfaction with compounded products, for example where
the ability to tailor a medicine to the individual resulted in a better
product for them

• One pharmacist proprietor also noted a higher level of financial
reward and professional satisfaction associated with compounding
due to the increased skills acquired and applied to provide the service
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• Participants did not describe extensive impacts of this service
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typically included training received from company representatives and/or
self-directed learning.

Financial support received for training undertaken by pharmacists var-
ied; the most common course that was financially covered by employers
was pharmacist-led vaccination training. However, training opportunities
received by staff potentially varied depending on their role within the phar-
macy.

3.5. Financial reimbursement for the provision of services

Sources of funding reported were either government or user-pay
sources, with several services provided for free (unfunded). Reimburse-
ments received for user-pay CPS varied between services and between
pharmacies (Table 5).

Alternative sources of funding other than government funding or user-
pay funding models were not commonly cited; however, one source that
was mentioned was the financial incentive of AUD $5–10 received from
blood glucose monitor manufacturers for downloading and printing reports
of blood glucose readings. This was a unique form of funding in comparison
to other models as it was provided by the manufacturer themselves.

Profit margins on user-pay services were minimal. Moreover, a few par-
ticipants noted that they had to decrease the fee-for-service for pharmacist-
led vaccinations due to increased competition. Participants felt that in-
creased competition has also fuelled a degree of expectation for service
(s) to be provided at no additional cost, which has resulted in a shift in
who bears the costs associated with providing the service. Pharmacists
were cognizant of the notion that fee-for-service, although desired, should
not act as a barrier for service uptake among patients. User-pay funding
models were not deemed appropriate for all CPS, for instance blood pres-
sure checks, as pharmacists perceived that patients expected the service
(s) to be offered for free. The appropriateness of charging for services or
monitoring considered necessary, such as blood pressure and blood glucose
checks, was also raised.

“I agree that we should be remunerated for our services, but at the same time
if someone comes in and you feel that they really need…… a blood sugar
measure or a blood pressure measurement, well one, I would feel awkward
saying ‘I think you need this’ and then charging them…… I don't really see
that as a true service…… that's more of a goodwill thing that pharmacies
should provide as ongoing monitoring.” (P16)

Perceived receptivity among patients for fee-for-service models was
mixed. Encouraging customer loyalty and maintaining rapport with other
service users (e.g., aged care facilities) were facilitators for providing ser-
vices for ‘free’. Charging a nominal fee for some services was introduced,
on occasion, using a stepwise approach. The rationale for this approach
was to modify patients' expectations regarding free advice/service that
had traditionally been made available through pharmacies; and in turn
help patients place value on these services. Changing the mindset of pa-
tients regarding the introduction of a fee-for-service model was perceived
to be harder for established services in comparison to new services such
as pharmacist-led vaccinations.

“We've always charged for [DAAs]. That's something that's been there since I
started…… I think we are trying to change themindset around blood pressure
so that it's not just something free. So that's harder because consumers have
been getting those for free for a long time. For immunisation, that was really
easy because there was a brand-new service…… so that was certainly an eas-
ier one because you are applying a value to a pharmacist service that people
have never had before.” (P04)

However, several pharmacists acknowledged that there was a degree of
willingness to pay among patients (which may bemore so than in the past)
if they recognised the value in the service; if the benefits outweighed the
cost, for instance the reduced wait time to receive their vaccination from
the pharmacy in comparison to the GP surgery and the associated cost of
6

the pharmacist-administered vaccination; and if they appreciated the phar-
macist's time dedicated to providing the service to them.

3.6. Perceptions of the work value of community pharmacists/pharmacy and the
level of remuneration

Perceived core work value of community pharmacists centred on acces-
sibility of health care and advice, and the resultant broader impact on
the community. Participants perceived that pharmacists were undervalued
by others (such as government, health care professionals, patients), which
was negatively influenced by discount pharmacies. However, it was
also acknowledged by the participants that pharmacists contributed to
this undervaluing of the profession. Pharmacists perceived that govern-
ments should better recognise the value of pharmacists and remunerate
appropriately.

Pharmacists recognised that there was limited profit earned for many
CPS, where pharmacy proprietors noted that many services were being op-
erated at a financial ‘loss’ to the pharmacy. As pharmacist roles were per-
ceived as having expanded, there was support for recognition of this
expansion both professionally and financially.

“I feel the role has definitely expanded. I feel pharmacists today compared to
five, ten years ago, are doing arguably more work and are working longer
hours and spending a lot more time in private study than ever before to pro-
vide services that we may not have provided before or that are more efficient
now and more comprehensive…… I have no argument for…… being
recognised for that both professionally and as far as… pay as well.” (P24)

The government was an important stakeholder in facilitating the in-
creased remuneration of pharmacists.

“Nobody denies or doubts, from pharmacists to pharmacy owners to aca-
demics, that a pharmacist should be paid more. The question is who should
wear that payment? A pharmacy owner is also a pharmacist. So they're also
a business person. Should they have to… cough up more? I don't think so. I
actually think the government; the only answer I can think of is either user-
pay, which we know the sickest and most vulnerable in our population are
not the ones that can access the user-pay [services].” (P01)

In general, employee pharmacists did not receive additional reimburse-
ments for delivering services within the community pharmacy above their
regular salary. Some pharmacists felt that their wage received as an em-
ployee pharmacist was inadequate and did not reflect their knowledge,
skills, and contribution to health care.

“Look, the income is quite rubbish……When I came out as a pharmacist, I
was earning more per hour than I am now 15 years later. As a community
pharmacist, I think with my experience, I'm delivering more. I'm offering more
help and more experience to the patient…… I'm getting paid a good $7 – $8
less than what I was getting paid when I first came out 15 years ago as a phar-
macist, where I had zero experience or one year of experience. And that is a
bit disillusioning because sometimes you do start to think that ‘Okay, I'm go-
ing to be working for six, seven hours. Is it worth my time?’, you know, be-
cause I'm still gonna get paid that much. So do I need to go out of my way
to do X, Y and Z or can I just do the bare minimum because I'm not going
to get paid any more?” (P03)

A multitude of factors were acknowledged as influencing pharmacist
wage levels. Several pharmacists reported negotiating their wages and be-
lieved that the onus was on the pharmacist to demonstrate their value to
their employer and to negotiate their wage accordingly.

4. Discussion

Participating pharmacists reported that their pharmacieswere currently
offering a wide range of CPS, both 6CPA and non-6CPA funded, where key



Table 5
Summary of user-pay services.

Cognitive Pharmaceutical
Service

N, total number of
participants reported the
service being offered

N, no fee-for-service
paid by patients

N, user-pay
fee-for-service

Minimum
amount
charged
(AUD $)

Maximum amount
charged (AUD $)

Median charge (based on
user-pay fee-for-service)
(AUD $)

Dose Administration Aids 25a,b 4 20 0 5.20 or 5.30 4.25 (for n = 20)
Flu vaccinations 13c 0 11 14.95 30 19.95 (for n = 11)
Blood glucose checks 14c,d 8 4 0 10 6.50 (for n = 4)
Cholesterol checksa,e 7 1 4⁎ 0 30 10 (for n = 3)⁎
Blood pressure/ Cardiovascular disease
checks

24c 21⁎⁎ 1 0 2 (non-concession)
1 (concession)

2 (non-concession)
1 (concession) (for
n = 1)

Sleep apnoea (diagnostic testing) 8a 0⁎⁎⁎ 6⁎⁎⁎ 99 150
(non-concession)

100 (for n = 5)⁎⁎⁎

Opioid substitution therapy 11f 0 7 30 42 35 per week (for n = 7)
Weight management 5a 2 2 0 50 (initial consult

fee)
50 (for n = 2)

Absence from work certificates 6 0 6 20 30 27.50 (for n = 6)

a Missing fee-for-service data for one participant.
b Two pharmacists reported that DAAs were offered in one of two pharmacies that they worked in.
c Missing fee-for-service data for two participants.
d One participant mentioned that they provided blood glucose checks as part of their participation in the diabetes screening 6CPA-funded Pharmacy Trial, therefore not a

user-paid service.
e Two participants stated that the cholesterol testing was primarily integrated in the weight management programs that were offered in the pharmacy (one participant also

mentioned that testingwas available independently of the weightmanagement program, despite no direct requests for the service from patients); therefore, calculation of the
median did not include these.

f Missing fee-for-service data for four participants.
⁎ Stand-alone cholesterol checks (i.e., excluding checks integrated intoweight management programs); one participant stated that theywere unsure of the specific amount

but that there was a charge to cover the cost of the test strip if a cholesterol check was requested on its own (however testing was primarily integrated in the weight man-
agement program).
⁎⁎ One participant stated regarding blood pressure measurements: “We encourage a donation…… but that doesn't go to remunerating the staff members for taking the blood
pressure.” Therefore, this was considered as not fee-for-service.
⁎⁎⁎ One participant was unsure of the exact costs to the patient involved in providing the service; one participantwas not completely sure however was of themind that there
was no charge for obtaining readings off the continuous positive airway pressure machine (however, this does not appear to relate to diagnostic testing).
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CPS offered on an ongoing basis could be categorised as those aimed at
medicationmanagement and review, point-of-care testing/screening/mon-
itoring, chronic disease management and/or diagnosis, and vaccinations.
Training completed by pharmacists to support CPS provision ranged from
self-directed learning to completion of formal accreditation courses. Key
perceived impacts of community pharmacy and the CPS provided included
facilitating access to primary health care, patient monitoring due to regular
contact, and the potential to contribute towards coordinated care. At a sys-
tem level, CPS were considered by pharmacists to deliver savings for the
overall health care system. However, at a pharmacy level, remuneration re-
ceived for pharmacists' time associated with CPS provision was considered
inadequate; remuneration ranged from no revenue, to 6CPA funding, to
user-paid services.

The broad profile of CPS identified in the present study accords with
CPS identified in previous research,7,11,12,17,34 including the provision of
unfunded services identified in a recent study from New Zealand.35 Wide-
spread provision of 6CPA-funded services is likely attributed to the avail-
able government funding that supports ongoing provision. Collectively,
the identified range of CPS suggests that this qualitative study has captured
the diversity of CPS offered in Australian community pharmacies and sup-
ports the validity of the study sample.

Interestingly, non-6CPA funded services such as weight management
and smoking cessation services were only reported by a small proportion
of participants. Considering that most pharmacies commonly stock prod-
ucts such as nicotine replacement therapy options and very low-calorie
diet products/meal replacements, this was surprising. One explanation
may be that certain CPSmay be regarded now by some pharmacists as ‘rou-
tine practice’ or an extension of dispensing-related activities rather than
formalised CPS and thus not flagged for discussion. This emphasises that
servicesmay have becomenormalised in the provision of health carewithin
the community pharmacy setting and have altered routine pharmacy
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practice. As a result, it is possible that all CPS provided during routine com-
munity pharmacy practice were not captured.

Key perceived impacts of CPS identified in the present study, included
their convenience and accessibility, improved patient education and qual-
ity use of medicines, which concords with previous research.12 Difficulty
in appraising the actual impact of CPS was acknowledged by participants,
notwithstanding their perceptions of the broader impacts on health and/
or economic outcomes. Although the accessibility of community pharma-
cists as health care professionals is well recognised,2,12,13 how this trans-
lates to improved outcomes from CPS is difficult to ascertain. Compulsory
cost-effectiveness appraisal for CPA-funded services, for instance, was
only formally introduced as part of the 6CPA.14 Furthermore, pharmacies
may not have the financial resources to support cost-effectiveness studies
for specific CPS being delivered. This highlights the need for longitudinal
studies and improved CPS impact indicators that can be integrated into rou-
tine practice. To determine the quality and impact of CPS within the
Australian context, future research should focus on gathering comprehen-
sive economic, clinical, and humanistic outcomes data for the CPS currently
implemented in practice. This will help determine where the work value of
community pharmacists is most substantial, in the short, medium, or long
term, and serve to inform the development of evidence-based standards
and guidelines relevant to practice. Participants also commented on lack
of uniformity in the quality of CPS provided by pharmacists. Whilst the re-
ports were based on perceptions, it is important that assessment of quality
of services provided focuses on the delivery of the service, and process eval-
uates the service provided, in addition to the impact of the service, as mea-
sures of service quality.

Pharmacists perceived the CPS they offered as having professional value
for themselves (thus yielding professional satisfaction in their delivery),
value with respect to the positive impacts for patients (predominantly
centred on timely, convenient access to services in the primary care setting,
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potentially contributing to improved health), value for the pharmacy (via
indirect and direct remuneration received for CPS), and value for the health
care system (translated as perceived net savings with respect to overall gov-
ernment health care expenditure). The value of CPS being offered by phar-
macists has been recognised,13 not only by others but by the pharmacists
who are actively delivering these CPS, as also underscored by the findings
of this study. However, the concept of perceived value of CPS is complex
and is likely to vary in relation to different CPS and viewpoints. It is there-
fore important to assess the value of CPS delivered by pharmacists from the
perspectives of a range of stakeholders, such as patients and the public re-
ceiving the services, other health care professionals, health insurance orga-
nisations and the government.

Perceived barriers to CPS provision and potential for expansion of CPS,
such as financial viability of CPS provision, economic pressures, the in-
creased resources required (e.g., need for increased staff to support CPS de-
livery, restrictions on available space necessary to provide CPS in the
pharmacy), have been echoed in previous research that explored screening
in the community pharmacy setting.36 Changes in the profession from in-
creased competition and revenue changes coupled with trends in increased
CPS provision, represent an ongoing tension between the professional and
business aspects of pharmacy that must be reconciled to promote the
value of CPS for all key stakeholders. As the concept of value is fluid and
perspective-dependent, it is important that the government's perception
of the value of CPS aligns with the views of the profession as well as pa-
tients. This will encourage ongoing and expanded CPS funding to improve
the financial viability of its provision and importantly, patient health out-
comes.

In common with the findings of this study, the majority of CPS globally
are funded via user-pay models or the CPS delivery costs are borne by the
pharmacy itself.37 Among participants, remuneration at both a pharmacy
level as well as a pharmacist level for providing CPSwas regarded as subop-
timal. In accordance with the issues raised by participants, the profession is
cognizant of the factors that have influenced the level of remuneration and
viability of community pharmacy, such as the emergence of discount
models of pharmacy and other reforms. Suboptimal remuneration con-
tinues to be a problem as perceived by members of the profession.2,38

Within an international context, Australia has limited established govern-
ment and/or third party payer systems of remuneration for the provision
of CPS in comparison to other countries/regions of the world.39 Improved
remuneration in the short term, as well as systems to support ongoing im-
proved levels of remuneration in the long term, are critical to enabling com-
munity pharmacists to deliver CPS and provide collaborative, patient-
centred health care to their patient populations. The present study findings
also suggest that remuneration of the individual pharmacist delivering a
service to a patient is desired by members of the profession even though
it is broadly absent in current systems of pharmacist remuneration within
the Australian context.

There are limitations to this study. The two-pronged approach to re-
cruitment helped to capture pharmacists both within the research team's
networks who are engaged in CPS but also via the PPA membership net-
work. However, there was a limited response rate from the PPA mail-out.
The potential for self-selection bias for participation in the study is ac-
knowledged as there were no reimbursements provided for time and/or
travel associated with participation. There was a slight skew in the overall
sample towards younger participants (despite pharmacists of a wide range
of ages being approached) with most pharmacists having less than 10 years
of experience.However, data saturationwas achieved, and the range of CPS
covered were similar to those reported in the literature.7,11,12,17,34 Whilst
generalisability was not the aim of this qualitative study, the study findings
may not be representative of other pharmacy settings or community
pharmacy practice in Australia, especially as the majority were from the
state of New South Wales. The focus of the interview discussions was not
on dispensing-related duties but on CPS. Thus, this study did not capture
the full spectrum of the work value of a community pharmacist but a
subset of the tasks and responsibilities inherent within the community
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pharmacist's role. Furthermore, some services may not be offered on a rou-
tine basis and thus may have been inadvertently forgotten by the partici-
pant and not mentioned during the interview. Consequently, there is
likely to be under-reporting of the services being offered in pharmacies as
a result.

5. Conclusions

Pharmacists are offering a broad range of CPS within the community
pharmacy setting via 6CPA-funded initiatives as well as non-6CPA initia-
tives which are unfunded or user-pay. CPS provision was perceived to
have positive impacts at both patient and health care system levels. Phar-
macists felt they enabled timely and convenient access to health care for pa-
tients in the community pharmacy setting, and facilitated quality use of
medicines, which then in turn had some positive impact on the community
pharmacy business.

A prominent shift was evident, where professional services provision
has become the new status quo, indicative of a likely shift in the work
value of community pharmacists. Despite the increasing provision of ser-
vices and integration of CPS delivery within the community pharmacist's
role, in most cases there was no additional reimbursement received by
the pharmacist to deliver services specifically, other than the level of
wages received. Pharmacists were aware of the complexities inherent
within the impact of community pharmacy sector reforms, and CPS provi-
sion alongside the viability of the sector. However, it is imperative that
pharmacists are recognised professionally and financially for all of their
contributions as health care professionals within the broader health care
system. The quality, frequency and extent of CPS depend on increased rec-
ognition of the services by all key stakeholders.
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