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Preface 

This thesis is structured as a Masters by publication. Chapter 1 is an overview of the 

background of the topic. Chapter 2 contains a research overview and general disposition of 

the thesis. A rationale of the thesis, objectives of the research, a summary of the sub-

studies including the methodology and an explanation as to how the sub-studies are 

interrelated is provided. Chapters 3 and 4 are the results of the thesis. Chapter 3 is a 

systematic review of qualitative literature that identifies barriers and facilitators 

(determinants of practice) to the implementation of community pharmacy services, 

addressing the patient, nurse and general practitioner perspectives. Chapter 4 is a 

qualitative study that used semi-structured interviews and a stakeholder workshop to 

identify determinants of practice in one primary health network Australia, and prioritised 

key determinants that need to be addressed in the first instance. Both chapters have been 

structured as research articles. All reference lists, figures and tables and appendices related 

to each research activity are attached in the corresponding chapters. Chapter 5 includes a 

discussion of the research activities, methodological reflection and limitation of the studies 

as well as recommendations for future research. 

Lutfun N. Hossain is the primary author of both research articles (Chapter 3 and Chapter 4). 

Each article also has co-authors. Co-authors contributed to conception or design of the 

work, data collection, data analysis and interpretation, drafting the article, critical revision 

of the article and final approval of the version to be published. 
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Abstract 

Background: Primary Health Networks (PHNs) are independent organisations that aim to 

improve the effectiveness and efficiency of health services at a primary care level. The 

integration of community pharmacy services (CPSs) into primary care practice can be 

enhanced by developing suitable implementation programs. Two key steps are implicated 

in this process: (1) identify determinants of practice that can hinder (i.e., barriers) or enable 

(i.e., facilitators) CPS implementation (2) prioritise the determinants that should be 

primarily addressed. These determinants have been widely researched from the 

perspective of community pharmacists but not from the perspectives of other key 

stakeholders. 

Objectives: To identify the determinants of implementation of CPSs in Australia using a 

collaborative stakeholder approach, and prioritise the key determinants to be addressed to 

enhance the implementation of CPSs in a PHN in Australia.  

Methods: A systematic review of qualitative studies was conducted to identify 

determinants of CPS implementation based on the perspectives of key stakeholders i.e., 

patients, nurses and general practitioners (GPs) (Chapter 3). A qualitative study was 

conducted in the Western Sydney PHN in two phases. (1) Semi-structured interviews were 

conducted with ground-level stakeholders i.e., patients, pharmacists, GPs and a practice 

manager, to identify determinants relevant to this setting. Framework analysis 

methodology was used to analyse the data. (2) A stakeholder workshop was conducted 

with ground-level and system-level (i.e., PHN) stakeholders to prioritise key determinants 

to be addressed, using a four-quadrant priority matrix.  

Results: Sixty-three determinants of CPS implementation were identified in the systematic 

review (Chapter 3) across six ecological levels: (1) the patient; (2) individual healthcare 
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professionals; (3) relationships between individuals; (4) community pharmacy setting; (5) 

community pharmacy service; and (6) community and healthcare system. This list of 

determinants was combined with previous pharmacist-centred literature to create an 

overarching framework of determinants that was applied in the qualitative study (Chapter 

4). Twenty-two key determinants were selected in the qualitative study based on the 

importance and feasibility of addressing them in practice. The stakeholders agreed upon 

three determinants to address initially (Chapter 4). 

Conclusion: A comprehensive list of determinants of practice that influence the 

implementation of CPSs in Australia was created by combining the results of the systematic 

review with previous pharmacist-centred literature. This list can be used to identify 

determinants of practice to CPS implementation in other settings. To enhance the 

implementation of CPSs in the Western Sydney PHN, first implementation efforts should be 

directed towards the twenty-two key determinants of pharmacy practice, focusing initially 

on the three determinants agreed upon by the stakeholders. Importantly, future research 

must continue to engage stakeholders in the development evaluation of strategies to 

enhance CPS implementation. 
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Chapter 1  

Introduction 
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Development, implementation and evaluation of health services: an existing 

challenge  

The development, implementation and evaluation of health services is a complex process. 

Many services are ready for uptake but are not integrated into practice (Chaudoir, Dugan et 

al. 2013), while others that have been shown to be effective in the research setting fail to 

show these positive results in practice for the population or setting for which they were 

intended (Damschroder, Aron et al. 2009). These implementation difficulties may be due to 

the complex characteristics of services, or the health system in which they will be 

embedded (Plsek and Greenhalgh 2001, Craig, Dieppe et al. 2008). For example, services 

that are intricate in nature, e.g., requiring complex changes in clinical practice, in the 

organisation of healthcare or in the collaboration of healthcare professionals across 

different disciplines, may be less easily adopted than services that are simpler (Grol and 

Grimshaw 2003). Further, barriers can arise at different levels of health service delivery, at 

the patient level, at the healthcare provider level, at the organisational level or at the wider 

community and society level (Damschroder, Aron et al. 2009). Understanding these 

challenges will lead to improved development, implementation and sustainability of health 

services and corresponding implementation strategies, and so improved healthcare.  

In the last few decades community pharmacists have been evolving from their traditional 

medicine dispensing and supply role, to providing more professional services, i.e., 

community pharmacy services (CPSs) (McMillan, Wheeler et al. 2013, Pestka, Frail et al. 

2016). CPSs are primary care services that can meet local health needs and gaps. Some 

have been shown to have a positive impact on health, with proven clinical and cost 

effectiveness (Jokanovic, Tan et al. 2016). CPSs have been defined as “an action or set of 
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actions undertaken in or organised by a pharmacy, delivered by a pharmacist or other 

health practitioner, who applied their specialised health knowledge personally, or via an 

intermediary, with a patient/client, population or health professional, to optimise the 

process of care, with the aim to improve health outcomes and the value of healthcare” 

(Moullin, Sabater-Hernandez et al. 2013). Over time there has been an increase in the 

awareness of the underutilisation of the pharmacists’ skills and knowledge and the 

suitability of the pharmacy setting to provide health services to improve healthcare 

outcomes (Patwardhan, Amin et al. 2014). At the same time there has been an increase in 

the expectation of community pharmacies to provide such health services (Berbatis, 

Sunderland et al. 2007) and pharmacists themselves are eager to take on a more active role 

in providing patient-centred services (Sabater-Hernandez, Moullin et al. 2016). Despite 

these positive trends, challenges remain in changing the practice of pharmacy to 

incorporate this new role, and in the implementation and sustainability of CPSs (Mossialos, 

Courtin et al. 2015). 

Consistent with this international trend, Australian community pharmacies are wanting to 

provide CPSs but are experiencing challenges in the implementation, uptake and 

sustainability of CPSs (Berbatis, Sunderland et al. 2007, McMillan, Wheeler et al. 2013, 

Jokanovic, Tan et al. 2016). In Australia since 1990, the Community Pharmacy Agreements, 

i.e., negotiations between the Pharmacy Guild of Australia (the national peak body 

representing community pharmacy in Australia) and the Federal Government, have 

included remuneration not only for the supply of medicines and but also for the provision 

of quality, evidence-based, patient-centred services (i.e., CPSs). Examples include the Home 

Medicines Review (HMR), MedsCheck and Diabetes MedsCheck, Residential Medication 
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Management Review, Dose Administration Aids, Staged Supply and Clinical Interventions. 

Importantly, as of July 2016 under the sixth Community Pharmacy Agreement, there has 

been a further increase in the remuneration for CPSs (Australian Government Department 

of Health 2015). At the same, reforms on the Pharmaceutical Benefits Scheme (e.g., 

accelerated price disclosure), increased costs (e.g., rent, wages), declining fees for 

dispensing and increased competition due to the introduction of the “Discount Pharmacy” 

model have seen reduced profitability in community pharmacies. To enable community 

pharmacy to remain viable and retain a competitive advantage, it has become imperative to 

conduct further research to overcome the challenges in implementation and develop and 

implement policies and programmes that focus on increasing the uptake, provision and 

sustainability of CPSs (Berbatis, Sunderland et al. 2007, The Pharmacy Guild of Australia 

2014). 

Comprehensive planning of healthcare services: a potential solution to 

overcome the implementation challenge 

Frameworks for Health Program Planning. To overcome the complexity of 

implementation, greater consideration should be given to the theoretical approaches for 

health service planning.  These theories and frameworks can assist and guide health service 

planners to address the challenges that arise during the development, implementation and 

evaluation of healthcare services in general and CPSs in particular. 

Selecting an implementation framework is a challenging task. One systematic review on 

implementation frameworks found that not all frameworks targeting a particular 

innovation address all the relevant implementation concepts. For example, some 
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frameworks, such as the conceptual framework of complex innovation implementation, are 

solely focussed on the operation stage of implementation. Other frameworks, such as the 

three-phase implementation model, address the implementation of guidelines in clinical 

practice and are therefore concerned with the communication and operation of guidelines. 

The systematic review also found that pre-implementation stages (i.e., development) were 

included less frequently. (Moullin, Sabater-Hernandez et al. 2015) 

When choosing an implementation framework, concepts that should be considered include 

the innovation to be implementation (in this case a health program i.e., community 

pharmacy services), the stages and steps related to the process of implementation, the 

context in which the implementation is to occur and the influencing factors, strategies, and 

evaluations. (Moullin, Sabater-Hernandez et al. 2015) 

Intervention Mapping (IM) (Bartholomew, Parcel et al. 2011) is one such theoretical 

approach. It is a comprehensive framework that has been utilised by health service 

planners to address many different problems for various population groups in a wide range 

of settings. The advantage of IM is that it adopts a holistic approach wherein health service 

planners concurrently develop services as well as the strategies to implement and evaluate 

them. IM describes a sequence of six steps, each step clearly outlining a number of relevant 

tasks, to address the entire process of development, implementation and evaluation of 

health services.  The early groundwork and research (Steps 1, 2 and 3) establish the 

theoretical foundation of the intervention by analysing the health problem, assessing the 

capacity of the community, establishing a matrix of objectives for changes required in 

behaviour and in the environment, and selecting appropriate theory-based methods to 

promote change. Following on from this, specific program components and material are 
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produced (Step 4), implemented (Step 5), and evaluated (Step 6). IM has been extensively 

applied in healthcare settings, and can be applied in the community pharmacy setting in 

particular, when (1) developing a new service; (2) revising an existing service to improve its 

effectiveness and/or expand its coverage; or (3) adapting an evidence-based service from 

another setting (Bartholomew, Parcel et al. 2011, Sabater-Hernandez, Moullin et al. 2016, 

Durks, Fernandez-Llimos et al. 2017). 

The early planning steps and groundwork research conducted increase the chances of 

developing a service that meets the actual priorities of the population and health system, 

and enhances subsequent implementation of this service (Bartholomew, Parcel et al. 2011). 

Two specific approaches of IM enable this to be achieved: (1) a collaborative approach with 

all relevant stakeholders to be involved in the planning process and (2) an ecological 

approach, which encourages a comprehensive assessment of the system in which the 

service will be embedded and the factors that can enable or hinder implementation.  

Stakeholder involvement and collaborative planning. As the processes of healthcare 

delivery, and the interventions that are needed to change these processes, are so complex 

and diverse, the input of stakeholders is required (Greenhalgh, Robert et al. 2004). IM 

highlights the engagement of key stakeholders from the outset of service development 

right through to sustainability. Including relevant stakeholders in the processes of 

healthcare service research encourages co-creation of culturally appropriate services and 

increases feelings of ownership, which ultimately contributes to increased perceived value, 

acceptability, support and use of the service (Bartholomew, Parcel et al. 2011, Sabater-

Hernandez, Moullin et al. 2016, Franco-Trigo, Hossain et al. 2017). Involving key 

stakeholders also contributes to the trustworthiness, credibility and impact of the service 
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(Huntink, van Lieshout et al. 2014). 

Stakeholders consist of those individuals who are interested in, or can be affected by, a 

service, as well as those who could influence the implementation process (Bartholomew, 

Parcel et al. 2011, Franco-Trigo, Hossain et al. 2017). This typically includes the end-

beneficiaries who will receive the service (e.g., patients) as well as those who will be 

involved in the delivery of the service (e.g., healthcare professionals). Other stakeholders 

that must be engaged include people or groups who have a responsibility, influence and/or 

commitment to the issue that is being addressed.  This typically includes governments, 

funders, policy makers, researchers, professional and scientific organisations, or academic 

institutions. These stakeholders bring different views, experiences, knowledge, skills and 

expertise to the table, which enables the identification of major needs and priorities of the 

community and ensures these needs and priorities remain the focus of the service. They 

also provide in-depth knowledge of the context in which the service will be implemented as 

well as the identification of problems and potential solutions (Sabater-Hernandez, Moullin 

et al. 2016, Franco-Trigo, Hossain et al. 2017). As a result of including stakeholders in 

healthcare research, the development, adoption, implementation, evaluation and 

sustainability of the health service is expected to be significantly enhanced.  

Involving stakeholders in collaborative approaches to analyse the context has been used 

successfully to identify determinants of practice. Engaging different stakeholders (e.g., 

health researchers, academics, healthcare professionals, quality improvement officers, 

health insurers, patient organisations) can identify a large number of items, with some 

stakeholders (e.g., health professionals) identifying more determinants than other 

stakeholder groups, and some stakeholders (i.e., patients) identifying more unique 
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determinants (Wensing, Huntink et al. 2014). Engaging a variety of stakeholders also 

enables different determinants to emerge from different stakeholder groups, as well as 

different insight as to how these determinants are behaving in practice. For example, in a 

study conducted by Smith et al to identify determinants that influence overweight 

adolescents’ participation in lifestyle programs, it was found that healthcare professionals 

and researchers uniquely identified the GPs’ hesitancy to identify and refer overweight and 

obese adolescents to such programs (Smith, Straker et al. 2014). Therefore, to ensure a 

comprehensive analysis is conducted, different stakeholders should be engaged, so that 

both the maximum number of determinants are detected, and unique determinants are 

identified. 

When planning CPSs stakeholders with a background in pharmacy, such as pharmacy 

owners/managers, pharmacy practice researchers, professional pharmacy representative 

bodies, as well as pharmacy employees, e.g., pharmacists, pharmacy assistants, need to be 

involved. Their ideas, perspectives, experience, actions and/or influence will affect the 

implementation of CPSs. However, pharmacy-based stakeholders provide only one 

perspective, and other stakeholders are also able to provide great insight, influence or 

control the implementation of CPSs (Sabater-Hernandez, Moullin et al. 2016). For example, 

Franco-Trigo et al identified stakeholders for the development and implementation of a CPS 

aimed at cardiovascular disease. The study identified a core group of stakeholders 

perceived to either have control, have influence, or have an interest/concern in the CPS, 

but who were essential to be involved for the success the project. These stakeholders 

included the end-beneficiaries of the service, healthcare professionals, leading 

cardiovascular organisations, health-system managers, and health policy makers and 
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regulators. The study participants stated that not considering key stakeholders can be a 

reason why previous services have failed to be successfully implemented (Franco-Trigo, 

Hossain et al. 2017). Pharmacy-based stakeholders need to work collaboratively with other 

individuals, groups or organisations who can have interest, influence, or control of the CPS, 

to create a ‘mutually meaningful’ service (Sabater-Hernandez, Moullin et al. 2016). 

An ecological approach. To address the complexity of the system in which health services 

will be embedded it is necessary to consider the circumstances, i.e., determinants of 

practice, that can interact, reinforce or hinder the integration of these health services into 

the wider system. Determinants of practice are factors that might prevent or enable 

improvements in that practice, also referred to as influencers, barriers and enablers, 

barriers and facilitators, problems and needs, or disincentives and incentives or moderators 

and mediators (Bartholomew, Parcel et al. 2011, Flottorp, Oxman et al. 2013).  

IM adopts an ecological approach to comprehensively assessing determinants by 

considering both individuals and their social environment. The ecological model (Table 1) 

can be used to guide a comprehensive assessment of determinants by considering all the 

ecological levels within a given context, and so minimise the risk of overlooking any key 

determinants. At the individual level, determinants are those factors that influence the 

behaviour of individuals such as knowledge, beliefs, attitudes, skills, self-efficacy. At the 

interpersonal level, determinants include relationships between individuals. At the 

environmental levels, the determinants include policies, regulations, norms, health services, 

health facilities and organisations. Also important to consider are the environmental 

agents, i.e., those individuals and/or organisations that make decisions and take actions 

that influence determinants at any level (e.g., healthcare providers, relatives, policy 
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makers) (Bartholomew, Parcel et al. 2011, Sabater-Hernandez, Moullin et al. 2016). 

Table 1. The ecological model where determinants that can influence the 

implementation of community pharmacy services can exist (adapted from McLeroy, 

Bibeau et al. 1988). 

Individual 

patient 

Determinants related to the personal characteristics and ideas 

concerning individual patients that can affect their utilisation of 

community pharmacy services. 

Interpersonal 

Determinants related to the healthcare providers and non-healthcare 

personnel who are involved with the community pharmacy service and 

with whom patients associate (e.g., family, friends, pharmacists, 

pharmacy assistants, GPs, nurses) and the formal and informal 

relationships between patients and healthcare professionals and 

healthcare professionals with other healthcare professionals. 

Organisational 

Determinants related to characteristics of the community pharmacy 

setting and attributes of the community pharmacy service that can 

influence the success of implementation. 

Community 

and system 

Determinants related to the larger society, which consists of 

collectives of people in a geographical location, the relationships 

between organisations, the political players in the system and the 

rules, regulations and policies that have the power to control and/or 

influence the implementation of services. 
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The ecological model states that the influences or changes of a determinant at a particular 

level may have effects on that level, as well as any other level nested within it. 

Understanding how agents, activities and settings influence and interact with each other 

helps facilitate an understanding of these effects and so assists with the identification of 

further determinants. Thus, the ecological model serves as a good guide for a 

comprehensive context assessment (Bartholomew, Parcel et al. 2011, Sabater-Hernández, 

Sabater-Galindo et al. 2016). It is important to acknowledge that a context can change over 

time, and as such the influence of determinants can also change, cease to exist or new 

determinants can emerge. Furthermore, the impact that a given determinant has on 

implementation can vary across different contexts, and across different healthcare 

professionals within a particular context (Flottorp, Oxman et al. 2013). Thus, determinants 

should be monitored regularly and services adjusted accordingly.  

When planning CPSs, pharmacy service planners must consider the environment (i.e., the 

pharmacy service and pharmacy practice), the agents in the environment (i.e., pharmacists) 

and the setting (i.e., the community pharmacy) in which necessary changes for 

implementation are likely to occur. Determinants related to the pharmacy could include the 

organisation of the pharmacy (e.g., business model that encourages CPS provision, support 

from the organisational leaders), its culture and network (e.g., presence of teamwork), the 

availability of facilities and resources, or the capacity the pharmacy staff (e.g., knowledge 

and skills) and perspectives of pharmacy staff members, including managers and owners 

(Villeneuve, Lamarre et al. 2009). Beyond the pharmacy setting, it is important to 

understand the coordination of the health system, the relationship community pharmacies 

have with other stakeholders, as well as policies, rules and regulations that can impact 
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pharmacy services. Additionally, it is necessary to consider other actors, actions and 

settings that can be affected by, or have an influence on the CPS, as well as the 

relationships between these different elements. CPSs are integrated into complex systems, 

and to address this complexity it is necessary to analyse these different elements to identify 

potential ‘action points’ that need to be addressed.  

Methods to identify determinants of practice. There are many methods to identify 

determinants of practice that influence implementation, such as interviews, simple or 

complex questionnaires, brainstorming and observations, surveys, focus groups, used alone 

or in combination (Krause, Van Lieshout et al. 2014, Durks, Fernandez-Llimos et al. 2017). 

Yet these methods have been poorly described in published research and little research has 

been conducted to evaluate the validity, feasibility or effectiveness of such methods 

(Wensing, Oxman et al. 2011, Krause, Van Lieshout et al. 2014). To address this lack of 

evidence a recent study investigated the different approaches to identify determinants and 

so better inform health service research. The study aimed to evaluate the extent to which 

different methods, i.e., interviews, brainstorming, structured group discussion and 

questionnaires, led to the identification of important determinants, as well the feasibility of 

use of each method. The study found that brainstorming was a low cost, low intensity 

method, and along with interviews with healthcare professionals, yielded the greatest 

number of determinants, and that interviews with patients yielded fewer determinants, but 

a great proportion of these were classified as unique. The study concluded that 

brainstorming could be used as it is fast and inexpensive, but if patients and healthcare 

professionals are particularly affected by the health service, then interviews with these 

stakeholders should also be conducted. Furthermore, the combination of methods is more 
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likely to result in the identification of key determinants than one method used alone 

(Krause, Van Lieshout et al. 2014). 

The identification of determinants is an exploratory phase and it is likely that these 

methods would result in the identification of a large number of determinants. In a practical 

sense, it would be difficult to develop strategies to plausibly address each and every 

determinant. Furthermore, some determinants may be perceived as a potential barrier or 

facilitator when conducting a context analysis, but may not be relevant in real life practice 

(Craig, Dieppe et al. 2008). Therefore, methods to prioritise and select the most important 

determinants to be addressed in an implementation strategy are required (Wensing, 

Huntink et al. 2014). This creates a more manageable list of determinants and identifies 

those key factors to be addressed to achieve the program objectives. Without this exercise 

implementation strategies would risk being ineffective (Kreuter, Lezin et al. 2003, Krause, 

Van Lieshout et al. 2014). This was observed in a recent cluster randomised trial that tested 

whether the implementation of a tailored strategy consisting of training and provision of 

guidelines and resources to general practitioners increased the proportion of patients who 

were offered weight management services compared to no intervention. The study 

concluded that the tailored strategy did not improve general practitioners providing these 

services. One explanation given by the authors of this study was that they did not identify 

the most important determinants to be addressed from the many identified, and as a 

result, the components of the tailored strategies may have had very little effect on 

implementation. Prioritising the determinants of practice to be addressed in tailored 

implementation strategy is therefore necessary to produce successful interventions in 

practice (Goodfellow, Agarwal et al. 2016). 
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Qualitative methods can engage stakeholders to prioritise and achieve consensus regarding 

certain issues. The Nominal Group Technique and Delphi methods are some examples of 

qualitative methods that use a ranking technique to achieve priorities, however these 

methods are time consuming and require multiple steps (McMillan, King et al. 2016). 

Furthermore, to guide the development of suitable interventions that are more likely to be 

implemented in practice, prioritisation of determinants should be based on the relative 

importance and/or influence of that determinant in practice, as well as the feasibility of 

addressing that determinant. Feasibility is related to whether the determinant is within the 

control of individuals, healthcare professionals and organisation (Craig, Churilov et al. 

2017). Green and Kreuter suggest a four-quadrant prioritisation matrix to identify 

determinants that will have the greatest influence in the outcome of interest. The matrix 

incorporates two scales (i.e., changeability and importance) on the one graph, and thus four 

quadrants (Figure 1).  This reveals how different factors compare with each other. The 

factors that are in quadrant 1 are those that are both important and changeable and should 

be targeted (Green and Kreuter 2005). In the development of improvement strategies 

based for two nurse-led tailored health programs targeting chronic illnesses in two settings 

in Australia, the four-quadrant matrix was used to rank determinants according to their 

perceived importance and changeability. This information was used to set a focus for 

improvement interventions to address the identified health problem. The authors 

concluded that adopting this approach will enable the development of strategies that are 

likely to have the most impact, based on importance and changeability, and increase the 

chances of the strategy being more realistic and applicable (Phillips, Rolley et al. 2012). 
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Figure 1: Four quadrant priority matrix (Green and Kreuter 2005) 

 

When developing CPSs, all relevant stakeholders must be involved in selecting priorities. 

Not engaging all stakeholders can result in selection of priorities that are irrelevant as well 

as lack of interest, understanding, or lack of support by other stakeholders. This can 

prevent the successful implementation, sustainability and integration of CPSs into the wider 

health system (Sabater-Hernandez, Moullin et al. 2016). 
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Chapter 2:  

Rationale & Objectives 
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Rationale  

To enhance the implementation of CPSs in Australia a systematic process that begins with a 

comprehensive assessment of the context in which these services will be implemented 

must be followed. In order to conduct this necessary first step, pharmacy service planners 

must first identify and prioritise the determinants that influence the implementation of 

CPSs. To date considerable attention has been given to investigating determinants 

focussing specifically on the perspective of the community pharmacist, i.e., the service 

providers (Gastelurrutia, Fernandez-Llimos et al. 2005, Roberts, Benrimoj et al. 2006, Van, 

Costa et al. 2012), however this may be considered a narrow approach.  

Recent research has been conducted to identify other stakeholders who may be important 

for the development of CPSs. In this research, healthcare professionals and patients were 

classified as ‘controllers’, i.e., they have the ability to control the development of the CPS 

and can prevent it from progressing or can help make it happen (Franco-Trigo, Hossain et 

al. 2017). Patients, general practitioners (GPs), and primary care nurses are key 

stakeholders who interact with, or are affected by, CPSs and may be able to strongly 

influence the implementation of such services, thus their views must be considered. 

Gaining the perspectives of these stakeholders, and assessing their views on the service 

(e.g., willingness to participate, acceptance, value, and expectations) will help to identify 

determinants of practice.  

Patients’, nurses’ and GPs’ views, experiences, perspectives, beliefs etc., regarding CPSs in 

Australia have been addressed in several qualitative studies (Cvetkovski, Armour et al. 

2009, Gilmartin, Marriott et al. 2014, Dhillon, Hattingh et al. 2015), but there is not a 

systematic review that analyses and synthesises this information to provide clear insight on 
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determinants influencing implementation (Mohammed, Moles et al. 2016). Qualitative 

meta-synthesis is particularly informative for understanding barriers and facilitators to 

implementation of health services in a complex environment with multiple stakeholders by 

providing a comprehensive interpretation of the findings and new insights that goes beyond 

the depth and breadth of the original studies (Bondas and Hall 2007). There is a need to 

synthesise this qualitative research, to obtain a deeper understanding of a broad spectrum 

of determinants that can influence CPS implementation (Mohammed, Moles et al. 2016) 

and complement the pharmacist-centred literature. 

Stakeholders should be continued to be engaged in methods to prioritise determinants to 

help set targets and objectives that are relevant and meaningful for all participants and 

pharmacy practice. This will enable the identification of ‘action points’ at which 

implementation efforts should be concentrated. Setting priorities will ultimately guide the 

development of strategies to address and overcome these circumstances to help CPSs 

better fit the system in which they are to be integrated. 

In Australia, Primary Health Networks (PHNs) are independent organisations that aim to 

improve the effectiveness and efficiency of health services for patients by supporting and 

coordinating primary health care at a community level (Booth, Hill et al. 2016). PHNs are 

predominantly focussed on coordinating medical services for patients, particularly those at 

risk of poor health outcomes. For example, PHNs fund or provide mental health services, 

health promotion programs and primary care support (Healthdirect 2016). In the Western 

Sydney PHN, there is a prevalence of chronic and complex conditions and an identified 

need to better coordinate primary care to meet the needs and gaps of these patients 

(WentWest 2017). Current government-funded CPSs at the primary level (e.g., Home 
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Medicines Review, MedsCheck, Diabetes Medscheck) can target and support people with 

chronic and complex health conditions, by enhancing adherence to treatment, identifying 

and managing drug-related problems or fostering patient self-management. Existing data 

obtained for this thesis show that of the 200 community pharmacies in WentWest a large 

number of pharmacies do not appear to be providing CPSs, and for those that do, CPS 

delivery rates are below the national average. Further research is required to identify the 

determinants of practice that influence CPS implementation in this region to guide the 

development of implementation strategies based on these determinants and enhance the 

delivery of government-funded CPSs in WentWest.  

Objectives 

This thesis identifies, assesses and prioritises determinants of practice that influence the 

implementation of CPSs in Australia using a collaborative stakeholder approach. Two 

specific objectives are entailed:  

1. Synthesise qualitative literature to describe the broad range of elements that, from 

the patients’, GPs’ and nurses’ perspectives, can hinder or enable the 

implementation of CPSs in Australia. 

2. Utilise a multi-level stakeholder approach to identify and prioritise key 

determinants of practice that influence the implementation of CPSs in one primary 

health care network in Australia.  
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Research overview 

To achieve the specific objectives of this thesis, two research activities were undertaken 

(chapter 3 and chapter 4). 

 

Chapter 3 

Chapter 3 is a systematic review that synthesised the qualitative literature (i.e., qualitative 

meta-synthesis) to identify determinants of practice that enable or hinder the 

implementation of CPSs in Australia. This chapter addressed the perspectives of patients, 

nurses, and GPs. Thematic synthesis of the data was performed to identify barriers and 

facilitators.  

 

 

Chapter 4 

Chapter 4 is a qualitative study that was conducted in two phases. In phase 1, semi-

structured interviews were conducted with ground-level stakeholders (i.e., patients, 

community pharmacists, GPs and practice manager) to identify the determinants of 

practice for a specific setting i.e., the Western Sydney PHN. Framework analysis of the data 

was performed to identify barriers and facilitators. In phase 2, a workshop was conducted 

with ground-level and PHN stakeholders to select key priority determinants that should be 

addressed in the first instance to enhance the implementation of CPSs in this region. A four-

quadrant priority matrix was used to identify the key determinants.   
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A qualitative meta-synthesis of barriers and facilitators that influence the 

implementation of community pharmacy services: perspectives of patients, 

nurses and general medical practitioners (Chapter 3) 

To comprehensively assess the context in which CPSs are implemented, the perspectives of 

non-CPS providers were analysed. In particular, the perspectives of key stakeholders likely 

to directly interact with or be affected by CPSs (i.e. patients, nurses and GPs) were sought. 

As these perspectives have already been explored in several qualitative studies, and there 

as a need and opportunity to synthesis this information, a qualitative meta-synthesis of the 

literature was undertaken.  

A systematic search was conducted with no time limits in three databases, PubMed, 

Embase and Informit, to identify relevant Australian papers that addressed the perspectives 

of patients, nurses and GPs with regards to CPSs. Qualitative meta-synthesis is valuable 

when analysing the qualitative literature as it can provide a new, more comprehensive 

interpretation of the findings that goes beyond the depth and breadth of the original 

studies to broaden the range of concepts identified (Walsh and Downe 2005, Mohammed, 

Moles et al. 2016). Specifically, thematic analysis of the data was conducted. This particular 

method was chosen as it is iterative, such that the ‘codes’ created during the initial stages 

of analysis, closely reflect the original data, thus minimising the potential for bias (Thomas 

and Harden 2008). This was appropriate for the systematic review as only one reviewer 

conducted the data analysis. These codes were later categorised as barriers and facilitators, 

and then as determinants that can either enable or hinder CPS implementation which was 

the objective of the study. The ecological model (McLeroy, Bibeau et al. 1988) was used to 

organise the determinants into different levels (i.e., patient, interpersonal, organisation and 
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community and society). 

Twenty-nine studies were included in the review. Sixty-three determinants of practice that 

influence the implementation of CPSs were identified in the systematic review. The 

ecological model was expanded to include two new levels related to community pharmacy 

practice which demonstrates the specificity of these results for CPS provision. These 

different ecological levels are: (1) determinants related to the characteristics and 

behaviours of individual patient (n=14); (2) interpersonal, which was divided into two sub-

levels: (a) determinants related to the healthcare providers and non-healthcare personnel 

who are involved with the community pharmacy service and with whom patients associate 

(n=17) and (b) formal and informal relationships between individuals (n=7); (3) 

organisational, which was divided into (a) characteristics related to the community 

pharmacy setting (n=8); and (b) attributes of the community pharmacy service itself (n=8); 

and (4) community and healthcare system (n=9).  

The systematic review provided valuable insight into the determinants of practice that 

influence CPS implementation from the patient, nurse, and GP perspectives. While some of 

these determinants had been identified in the pharmacy-centred literature, the review also 

added unique determinants identified by these non-pharmacist stakeholders, such as 

patients’ capability to follow the procedures of the service, relationships between GP and 

pharmacy representative groups, as well as nurses’ attitudes towards working with other 

healthcare professionals. As implementation is a complex process, the views and 

perspectives of relevant stakeholders must be considered to address this complexity and 

enhance implementation of services. It was also considered essential to combine the list of 

determinants identified in this review, with determinants derived from the pharmacy-
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centred literature, to create an overarching framework of determinants that can guide a 

comprehensive context assessment.  

  



 

24 
 

A multilevel stakeholder approach for identifying the determinants that 

influence the implementation of government-funded community pharmacy 

services at the primary care level (Chapter 4) 

To comprehensively identify barriers and facilitators to the implementation of government-

funded CPSs in a local setting (i.e., City of Parramatta, Western Sydney PHN), an 

overarching framework of determinants that is specific for CPS provision and pharmacy 

practice, and that considered determinants relevant for different stakeholders, was 

created. This framework of determinants of practice was constructed by combining the list 

of 63 determinants from the systematic review with determinants identified in the 

pharmacy-centred literature to create an overarching list of 93 determinants (Moullin, 

Sabater-Hernandez et al. 2016) (Chapter 4, Appendix 3). 

The qualitative study was conducted in two phases. In Phase 1, the framework of 

determinants was used to develop interview questions and guide analysis of the data. Semi-

structured interviews were conducted with ground-level stakeholders i.e., patients, 

pharmacists, GPs and a practice manager. Interviews were chosen as they are a suitable 

method for identifying a large number of determinants (Krause, Van Lieshout et al. 2014) 

that are specific for this setting. Framework analysis was used to analyse the data. This 

facilitated a comparison of determinants across different levels, as well as across different 

stakeholders within the same level.  

In Phase 2, a workshop was conducted with some of the stakeholders from Phase 1, as well 

as system-level stakeholders i.e., decision makers and advisers, from the PHN. The 

workshop was split into three parts. In the first part, a presentation was given to provide a 
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background to the CPSs, followed by a brief, unstructured group discussion in response to 

the presentation. This is necessary for engaging stakeholders and encouraging proactive 

contribution by stakeholders. (Hinchcliff, Greenfield et al. 2014) In a second part, 

participants were split into two groups and a group exercise took place to arrange 

determinants using a four-quadrant priority/feasibility matrix. (Green and Kreuter 2005) In 

a third part of the workshop a whole group discussion took place to discuss and clarify the 

key determinants identified in the previous exercise.  

In Phase 1, sixty-five barriers and facilitators to CPS implementation in this region were 

identified. As PHNs are similar in their structure, organisation and objectives, this list of 

determinants may be relevant for other regions within the Western Sydney PHN, as well as 

other PHNs across the country. In Phase 2, twenty-two key determinants were considered 

the most important and which can be practically addressed to enhance the implementation 

of CPSs in this region. Of these, the stakeholders mutually agreed upon three determinants 

to address in the first instance: (1) Patient understanding of the aims of the service; (2) 

Commitment of the organisation and its leaders to provide services; (3) Organisation of 

healthcare system to prompt collaboration between pharmacists and GPs. These 

determinants will inform the development of tailored implementation strategies to 

enhance CPS delivery in this region. Moreover, ground and system-level stakeholders 

should continue to be engaged in future stages of research, as they can provide valuable 

knowledge into the changes that are required to address these key determinants. This will 

enable suitable and efficient development of implementation strategies to enhance the 

implementation of CPSs in this region.   
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Appendix 1: Interview Guides 
Patients 

A. Interview guide for PATIENTS 

Theme Questions 

Perception of 

pharmacists, 

community 

pharmacy 

and 

experiences 

with services 

1. Can you describe a typical experience you have when you go to the 

community pharmacy? 

(You were provided with some examples and descriptions of community 

pharmacy services)...  

2. Have you ever received a community pharmacy service like the ones 

described or any others? 

If YES,  

2a. Can you please tell me a little about your experience of having this 

service, or any others, when you go to the pharmacy? 

2b. What reasons make you interested in receiving one? 

If NO,  

2a. Would you be interested in receiving any of these services in the 

future? 

2b. What are the reasons that can make you (1) interested in receiving a 

service in the future; (2) not interested to receive a service in the future? 

Barriers and 

facilitators 

(The use of these community pharmacy services by patients is less than 

what they could be. We would like to know why.) 

3. What do you think are some reasons why patients are not using or 

requesting CPSs? 

4. What are some issues/things could assist/support/improve your use of 

community pharmacy services? 

Needs and 

gaps in 

healthcare 

and 

opportunities 

for CPS and  

5. Can you suggest some other situations where receiving a CPS would 

have been useful for you? 

End 
That concludes the interview. Thank you for participating and the time 

you have taken to complete this interview. 
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Pharmacists 

 B. Interview guide for PHARMACISTS 

Theme Questions 

Perception of 

pharmacists, 

community 

pharmacy and 

experiences 

with services 

1. What do you think is the role or responsibility of the pharmacists in 

providing healthcare? 

(Here is a list of current government funded community pharmacy 

services)...  

2. Do you provide any of these CPSs in your pharmacy? 

Barriers and 

facilitators 

If YES,  

2a.Which CPSs do you provide? How many? 

2b. Describe your experiences of providing these CPSs?  

2c. What are some reasons that drive you to provide CPS?  

2d. What are some issues that make it difficult for you to provide CPSs in 

your pharmacy? 

If NO,  

2a. What are your thoughts and opinions of CPS?  

2b. What are the reasons that made you decide not to provide CPS?  

2c. What could be some factors that would drive you to provide CPS? 

Needs and 

gaps in 

healthcare 

and 

opportunities 

for CPS  

3. Thinking about your community, can you suggest a health area, 

concern or situation in which patient care could be improved if they 

received a CPS? 

End 
That concludes the interview. Thank you for participating and the time 

you have taken to complete this interview. 
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GPs 

C. Interview guide for GENERAL PRACTITIONERS 

Theme Questions 

Perception of 

pharmacists, 

community 

pharmacy and 

experiences 

with services 

1. What contribution can pharmacists make to improve patient 

healthcare? 

(You were provided with a list and description of some common 

community pharmacy services. There are others that community 

pharmacists may provide)...  

2. Have you ever referred a patient to a CPS or has a patient or 

pharmacist ever contacted you about a community pharmacy service? 

Barriers and 

facilitators 

If YES,  

2a. Can you describe your experiences with these CPSs? 

2b. What are some reasons that drive you to refer patients to a CPS? 

2c. What are some issues that make it difficult for you to refer patients 

to CPSs? 

If NO,  

2a. What are your thoughts and opinions of CPS? 

2b. What are the reasons that made you decide not to refer patients to 

CPS? 

2c. What could be some factors that would drive you to refer patients 

CPS? 

Needs and 

gaps in 

healthcare 

and 

opportunities 

for CPS  

3. Thinking about your community, can you suggest a health area, 

concern or situation in which a CPS could support your practice? 

End 
That concludes the interview. Thank you for participating and the time 

you have taken to complete this interview. 
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Practice Manager 

Theme Questions 

Perception of 

pharmacists, 

community 

pharmacy and 

experiences 

with services 

1. What contribution can pharmacists make to improve patient 

healthcare? 

(You were provided with a list and description of some common 

community pharmacy services. There are others that community 

pharmacists may provide)...  

2. Are you aware of any patients at your practice receiving a community 

pharmacy service? 

Barriers and 

facilitators 

If YES,  

2a. Can you describe your experiences with these CPSs? 

2b. What are some reasons that drive you to refer patients to a CPS? 

2c. What are some issues that make it difficult for you to refer patients to 

CPSs? 

If NO,  

2a. What are your thoughts and opinions of CPS? 

2b. What are the reasons that can explain why patients at your practice 

don’t get referred for CPS? 

2c. What could be some factors that would drive your practice to refer 

patients for a CPS? 

Needs and 

gaps in 

healthcare 

and 

opportunities 

for CPS and  

3. Thinking about your community, can you suggest a health area, 

concern or situation in which a CPS could support your practice? 

End 
That concludes the interview. Thank you for participating and the time 

you have taken to complete this interview. 
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Appendix 3: Framework for Analysis 

A. The individual patient 

Patients’ role perceptions and expectations  

1. Patients’ perceptions and expectations of the role of community pharmacists and 

CPS in the provision of healthcare (e.g., as an alternative to GPs) 

2. Patients’ perceptions and expectations of their role in the CPS 

3. Patients’ perceptions and expectations of the role of the GP as a healthcare 

professional and in CPS 

4. Patients’ perceptions and expectations of collaboration between healthcare 

professionals 

Patients’ needs and wants for CPS 

5. Patients’ personal desire for CPS 

6. Patients’ need for CPS and multidisciplinary care 

Patients’ understanding and awareness of CPS and their health 

7. Patients’ understanding of CPS and awareness of its availability  

8. Patients’ understanding of their health e.g. worry about health, confusion about 

health, perception of severity 

Patients’ experiences and satisfaction with CPS and multidisciplinary care 

9. Patients’ satisfaction with the characteristics of CPS and multidisciplinary 

collaboration e.g. feeling comfortable in the pharmacy and while interacting with 

the pharmacist 

10. Patients’ previous experiences of CPS and multidisciplinary care 
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Patients’ abilities 

11. Patients’ capability to self-manage their condition and/or follow the procedures 

of the CPS 

12. Patients’ level of emotional intelligence i.e. their ability to cope with negative 

experiences 

13. Patients’ will power and motivation 

Patients’ language, communication and cultural issues 

14. Patients’ language, communication and cultural issues 

Patients’ time to participate in CPS 

15. Patients’ availability and time to participate in CPS 

B. Individual healthcare providers – community pharmacists, other community 

pharmacy staff (e.g. pharmacy assistants, GPs and nurses) 

Understanding, perceptions, beliefs, and awareness of CPS 

16. Perception and understanding of  

a) their individual role in the primary healthcare team and in CPS  

b) understanding and attitude towards the role of other healthcare 

professionals in the primary healthcare team and in CPS 

17. Beliefs about the CPS and their agreement with the CPS in terms of their attitude 

towards it, placed and expected outcomes or consequences 

18. Awareness of CPS 

Knowledge and skills and attributes 

19. Communication skills and ability to interact with patients, colleagues and other 
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healthcare professionals, including capacity to speak other languages 

20. Knowledge to adequately provide CPS and participation in training to obtain this 

knowledge 

21. Knowledge about the CPS and their understanding of the facts, truths, principles, 

and practices related to the CPS 

22. Memory, attention and decision process such as the ability to remember and 

retain information, focus selectivity on aspects of the environment and choose 

between two or more alternatives 

23. Leadership skills and ability to inspire and motivate others as well as make sound 

decisions 

24. Humanistic attributes (e.g. being respectful, caring, non-judgmental, friendly, 

empathetic, supportive and approachable) and personal attributes (e.g. 

intellectual ability, learning style, coping strategies) 

25. Clinical and non-clinical skills (e.g. cultural competency) to adequately provide 

CPS  

26. Ability to uphold patient confidentiality 

27. Individual belief in their self-efficacy and capability to execute courses of action to 

achieve implementation goals 

Ability to participate in or deliver CPS 

28. Experience, familiarity, ability and expertise in performing the tasks involved in 

CPS provision including interpretation of results 

29. Individual state of change 

30. Willingness, interest and motivation to participate in and provide CPS and/or 

participate in multidisciplinary collaboration 
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31. Workload and time to participate in and provide CPS 

C. Relationships (interactions) between individuals 

Relationships between the pharmacist and patients 

32. Presence and nature of a relationship between the patient and the pharmacist 

(e.g. trusting relationship) 

Relationships between the pharmacist and other healthcare professionals 

33. Communication between pharmacists and GPs/nurses (e.g. regarding patient’s 

health issues), and the use of convenient communication modes 

34. Presence and nature of the relationship between pharmacists, nurses and GPs, 

including collaborative relationship and previous experience with CPS 

35. Availability/presence of multidisciplinary education, training and meetings, 

including training that emphasizes multidisciplinary approach to care, for 

pharmacists and GPs 

Sharing of information regarding the patient  

36. Consistency in the information provided by the pharmacist with regards to the 

GP’s recommendations 

37. Availability of a system for sharing information regarding the patient (e.g. 

electronic database) 

38. Pharmacists having access to adequate level of patient information to provide 

CPS 

Social networks, communication and relationships between pharmacy staff 

39. The nature and quality of the social networks and the formal and informal 

internal communications within the pharmacy e.g. referral mechanisms between 
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pharmacy support staff and pharmacists 

Influence of family and friends  

40. Influence of friends and family on the patient utilizing CPS (as they affect 

adherence, provide support and influence motivation) and integration of family 

and friends in the CPS e.g. through group sessions 

D. Community pharmacy setting  

Resources 

41. Availability of suitable resources (e.g. facilities such as weighing scales, 

educational material, medical devices, translated consumer medication 

information sheets) 

42. Presence and implementation of practice standards and protocols to guide CPS 

delivery 

43. Sufficient and qualified staff to perform CPS 

44. Use of a data management system (e.g. patient medication history register) 

45. Costs of the business 

Characteristics of the pharmacy setting 

46. Accessibility of the pharmacy setting (e.g. convenient location, co-location, no 

appointments required, opening hours) 

47. Structural characteristics of the pharmacy i.e. size, provision of counselling rooms, 

use of visual space for posters, child-friendly area, space 

48. Privacy of the setting (e.g. involvement of multiple staff members who are aware 

of the patients’ personal matters, or presence of other consumers in the 

pharmacy who can overhear private conversations)   
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49. Norms, values and basic assumptions of a given organization including 

organizational direction and vision 

50. Organizational commitment to implement a CPS and capacity of the pharmacy to  

provide CPSs 

a) commitment, involvement and accountability of leaders and managers 

with the implementation of the CPS 

b) ease of access to information regarding the CPS and how to incorporate it 

into work tasks 

51. Implementation climate i.e. the shared receptivity of the involved individuals to a 

CPS and the extent to which the provision of the CPS will be rewarded, supported 

and expected within the organization 

a) The tension for change i.e., the degree to which the stakeholders 

perceive the current situation as intolerable or needing change 

b) Compatibility i.e., the degree of fit between the meaning and values 

attached to the CPS, the individual’s norms, values and perceived risks 

and needs, and how the CPS fits in with existing work flows and systems 

c) Relative priority i.e., individual’s shared perception of the importance of 

the implementation within the organization 

d) Organizational incentives and rewards for providing the CPS e.g. 

promotions, raises in salary, increased stature in respect 

e) Establishing goals, objectives and targets for the CPS 

f) The degree to which goals are clearly communicated, acted upon and fed 

back to staff and alignment of that feedback with the goals 

g) A learning climate in which a) leaders express their own fallibility and 

need for team members’ assistance and input; b) team members feel that 

they are essential, valued, and knowledgeable partners in the change 

process; c) individuals feel psychologically safe to try new methods; and 

d) there is sufficient time and space for reflective thinking and evaluation 

52. Promotion of the extended roles of pharmacists and of the CPS to facilitate its 
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uptake 

53. Presence of teamwork in the organization 

54. Previous experience in participating with the CPS or other similar CPSs 

55. Balance between the work environment with regards to competing demands, 

conflicting roles and/or time  

56. Presence of support provided by the organizational group or head office such as 

advertising, training, monitoring etc. 

57. The right of the organization to self-regulate, work and make decisions 

independently 

Processes 

58. Methods or activities to assess quality of the CPS implementation and/or 

provision 

E. Community pharmacy service 

Appearance and characteristics of the CPS 

59. How well the service is bundled, presented and assembled 

60. Source of the CPS as being developed a) externally (by a professional body, 

university, pharmaceutical company or government)  or b) internally (by a 

pharmacy or pharmacy group) 

61. Quality and validity of the evidence supporting the belief that the CPS will have 

the desired outcome 

62. Relative advantage of the CPS versus an alternative e.g. 

a) Direct financial benefits such as compensation for the patient or 

healthcare professional 

b) Organizational benefits such as increased patient loyalty, return rates, 
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community rapport, sales, efficiency 

c) Patient benefits such as improved health, quality of life, adherence, 

knowledge, confidence etc. 

d) Professional/personal benefits for healthcare professionals such as 

professional or personal reward, increased satisfaction or motivation 

63. Nature of the innovation in terms of the  

a) degree of change from a previous habit 

b) difficulty of the CPS for use 

64. Duration of the CPS consultation and frequency of follow-up and consistency 

throughout the year 

65. Privacy of the CPS consultation 

66. Provision of CPSs in a timely manner 

Activities of the CPS 

67. Use of different communication channels (e.g. telephone, website) to interact 

with the patient 

68. Extent to which the CPS provides individualized or patient-centerd care (e.g.  

tailoring the CPS to fit a patient’s particular circumstances) or empowering care 

69. Extent to which the CPS is aligned with and meeting patient needs and filling 

health gaps or can be adapted, tailored, refined or re-invented to meet local 

needs and gaps 

70. Provision of ongoing support, follow-up and feedback to patients  

71. Provision of verbal and written information and professional advice and 

education 

72. Existence of referral processes and feedback mechanisms from the CPS to other 

healthcare professionals and vice versa.   
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Costs involved with the CPS 

73. Costs associated with the CPS for the patient including standardization of costs or 

cost adjustments 

74. Costs of the service and its implementation such as investment, supply and 

opportunity costs 

Resources for the CPS, their characteristics and how they are used 

75. Quality of the CPS (e.g. validity or accuracy of the tests or tools provided) 

76. Consistency in the healthcare provider (e.g., community pharmacist) delivering 

the CPS 

77. Involvement of other healthcare providers in providing the CPS and its processes 

Implementation issues 

78. Difficulty of implementing the CPS, reflected by duration, scope, radicalness, 

disruptiveness, centrality, and intricacy and number of steps required to 

implement 

79. The ability to test the innovation on a small scale in the organization and to be 

able to reverse course (undo implementation) if warranted 

80. Quality assurance systems to assess quality of the CPS’s implementation and 

provision 

F. Community and health system 

Other stakeholders and organizations 

81. Perspectives of stakeholders in the healthcare system with respect to CPS (e.g. 

their acceptance of the service, in identifying opportunities for CPS, demand or 

interest in the CPS) 
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82. Promotion of the CPS by other organizations in the healthcare system 

83. Consumer education about healthcare and promotion of CPS by the media 

84. Degree of inter-professional network and communication within the profession 

and their professional organization 

85. The relationship, social networks and profile the pharmacy has with other local 

healthcare professionals and organizations 

86. The degree to which the profession is networked with other healthcare 

professionals and their organization e.g. relationship between GP and pharmacist 

professional bodies 

87. Competitive pressure to implement a CPS, typically because most or other key 

peer or competing organizations have already implemented 

Organization of the healthcare system and the processes in place 

88. Complexity of the system-level processes for CPS (e.g. tedious paperwork, 

complying with Medicare requirements) 

89. Laws, policies and regulations (governmental or other central entity), external 

mandates, recommendations, guidelines  

90. Organization of the healthcare system including healthcare budget and contracts 

Support and incentives 

91. Availability of resources or incentives for inter-professional collaboration (e.g. 

professional development points) 

92. Support from professional organizations, companies or government in terms of 

materials, software, guidelines, training 

93. Availability and allocation of funding (e.g. subsidies to patients, remuneration for 
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pharmacists, funding for multidisciplinary collaboration, availability of competing 

government subsidized services) 
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Appendix 4.  
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Chapter 5 

Discussion 
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Discussion 

This thesis investigated determinants that influence the implementation of CPSs (i.e., 

determinants of practice) from the perspective of key stakeholders (i.e., patients, GPs and 

nurses). This information was synthesised with previous research that investigated 

determinants from the perspective of the service provider (i.e., pharmacists), and a multi-

level stakeholder, participatory approach was adopted to understand the specific 

circumstances that affect government-funded services in a particular PHN in Australia.  This 

facilitated a deeper understanding of this context in which CPSs are embedded. Key 

determinants were prioritised for this region, which can guide the development of 

strategies to enhanced CPS implementation in this PHN.  

As analysing the views of a single stakeholder group (i.e., pharmacists) is insufficient to 

comprehensively assess the complexity of a particular implementation context, the views of 

other key stakeholders (i.e., patients, nurses and pharmacists) were considered in the 

systematic review (Chapter 3). The list of determinants was summarised under six 

ecological levels: (1) individual patient, (2) individual healthcare provider, (3) relationships 

(or interactions) between individuals, (4) community pharmacy setting, (5) community 

pharmacy service and (6) community and health system level. By using this structure, the 

results of this systematic review could be merged with a list of determinants identified from 

the pharmacist-centred literature (Moullin, Sabater-Hernandez et al. 2016) to create a 

comprehensive framework of determinants that influence CPS implementation (See 

Chapter 4, Appendix 3).  

The comprehensive list of determinants developed in this thesis is a practical base for 

pharmacy service planners to holistically identify determinants of practice for CPSs 
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implementation in a range of contexts. While other checklists and frameworks for 

identifying determinants of practice exist, (Damschroder, Aron et al. 2009, Flottorp, Oxman 

et al. 2013) the framework created in this thesis is valuable for pharmacy service planners 

for a number of reasons. Firstly, the framework is based on the theories underpinning the 

socioecological model but takes into account key stakeholders in CPS implementation (i.e., 

patients, pharmacists, nurses, GPs and practice manager) and draws from their real 

experiences to identify determinants that are relevant to pharmacy practice, thus 

producing an evolved framework rooted in empirical evidence. Empirical evidence helps to 

understand how the service actually occurs and is used in practice (Harvey, Fitzgerald et al. 

2011). 

Secondly, the framework in this thesis (Chapter 4, Appendix 3) goes beyond other 

frameworks to further include determinants that are specific to CPS implementation. Other 

comprehensive frameworks may contain determinants that are less relevant for CPS 

implementation. For example, in their checklist for identifying determinants, Flottorp & 

colleagues identified a range of determinants related to clinical practice guidelines, 

(Flottorp, Oxman et al. 2013) which is less important when implementing CPSs. Also other 

comprehensive frameworks may not allow for an investigation of determinants to an 

extent that is necessary for CPS implementation. For example, in the CFIR, determinants 

related to the patient are restricted to “patients’ needs and resources” including elements 

such as patient satisfaction and patient costs (Damschroder, Aron et al. 2009). However, 

the framework in this thesis includes more elements related to the patient such as: patient 

awareness of the availability of CPSs, or patients’ understanding, perceptions and 

expectations of the role of community pharmacists in healthcare, which have been shown 

to have an impact on CPS implementation (McMillan, Wheeler et al. 2013). The framework 
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in this thesis includes determinants that are specific for community pharmacy practice and 

are therefore necessary to be considered.  

Lastly, the framework in this thesis stratified determinants into different levels that are 

relevant to CPS implementation. For example, the individual healthcare provider level was 

further subdivided into determinants related to the community pharmacist and the general 

practitioner, as both healthcare professionals can influence CPS implementation. 

Stratification of determinants into different levels helps to set the focus of future 

implementation strategies by identifying where these strategies should be targeted. As 

implementation is a complex process in which determinants can interact and influence 

each other at different levels (Damschroder, Aron et al. 2009, Flottorp, Oxman et al. 2013), 

understanding the interactions between determinants is equally important to design 

suitable implementation strategies. If relationships between determinants at different 

levels are identified, additional targets for implementation strategies at different levels can 

also be established.  

The framework of determinants for CPS implementation was subsequently applied in a 

qualitative study. At this point it is important to note the change in terminology from 

Chapter 3 to Chapter 4. In the qualitative meta-synthesis, the neutral term ‘influential 

elements’ was adopted to describe a barrier/facilitator. However, in the qualitative study 

the term ‘determinants of practice that influence the implementation of CPSs’ was adopted 

and retained in this thesis. This was an intentional decision of the research team, as the 

latter term is more meaningful, more specific to the aim of the study, and provided context 

for the participants in the qualitative study. Additionally, this term is also well understood 

amongst researchers. (Flottorp, Oxman et al. 2013) 
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Through semi-structured interviews, the practical experiences of key stakeholders (i.e., 

patients, pharmacists, GPs and a practice manager) were used to refine the list of 

determinants and tailor it for this specific setting (i.e., Western Sydney PHN). Specifically, 

the framework was used to construct and guide the interview questions and subsequent 

analysis which demonstrates how the framework can be applied in practice. The twenty-

two key determinants selected by the stakeholders should guide the development of 

implementation strategies to enhance CPS implementation in this region. Specifically, three 

key determinants which were mutually agreed upon by the stakeholders as those which 

should be initially addressed: (1) Patient understanding of the aims of the service; (2) 

Commitment of the organisation and its leaders to provide services; (3) Coordination of the 

healthcare system to prompt collaboration between pharmacists and GPs. In addition, the 

stakeholders described suggestions to (See Chapter 4, Table 5) to enhance implementation. 

This information can be used to shape future implementation strategies.  

At this point it is necessary to define and describe an implementation strategy. Strategies 

facilitate implementation by supporting the uptake, integration and sustainability of a 

service in a particular context (Mendel, Meredith et al. 2008). They are the efforts (method, 

technique or activity) designed to enhance the movement of an innovation into use and 

being integrated into routine practice (Curran, Bauer et al. 2012, Flottorp, Oxman et al. 

2013). Implementation strategies are ‘inherently complex social interventions, as they 

address multifaceted and complicated processes within interpersonal, organisational, and 

community contexts’ (Proctor, Powell et al. 2013). 

A multitude of strategies have been defined in the literature. They can be passive (e.g., 

written guidelines, lectures, and conferences) or active (e.g., outreach visits or active self-

study). Additionally, strategies can target different levels of the healthcare system. There 
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are those that target health professionals (e.g., decision support tools, staff training), target 

patients (e.g., questionnaires to improve quality of services), target the organisation (e.g., 

human resources management (i.e., delegation of dispensing and administrative tasks to 

dispensing technicians), target the service (e.g., marketing and promotion of the service) or 

are financial in nature (e.g., financial incentives for patients, reimbursement for care 

providers) (Patwardhan, Amin et al. 2014, Wensing, Huntink et al. 2014, Pestka, Frail et al. 

2016, MacKeigan, Ijaz et al. 2017). As strategies can target different levels of the healthcare 

system, processes to design implementation strategies should continue to involve 

stakeholders from across these different levels (Craig, Dieppe et al. 2008, Bartholomew, 

Parcel et al. 2011, Palinkas, Aarons et al. 2011). 

Methods to design strategies to address the three key determinants should be evidence-

based, theory-based and context-based. Using all three approaches will enable sufficient 

planning and tailoring of the strategy for the particular circumstances and situation in 

which it will take place (Harvey, Fitzgerald et al. 2011). In the first instance, pharmacy 

service planners can look towards the work of Flottorp & colleagues which links 

determinants of practice with strategies (Flottorp, Oxman et al. 2013). For instance, to 

develop a strategy that addresses the commitment of the organisation and its leaders to 

provide CPSs, Flottorp & colleagues suggest enhancing capable leadership by engaging 

leaders or managers in designing and implementing the implementation strategy, shifting 

or allocating certain leadership or management responsibilities, and providing external 

support or training for managers and leaders. Pharmacy service planners can then consult 

Powell & colleagues refined compilation of implementation strategies (i.e., the ERIC 

project) (Powell, Waltz et al. 2015) to identify relative strategies that have been derived 

from the health literature that may be appropriate for them. In continuing the above 
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example, one strategy that Powell & colleagues suggest is conducting outreach visits in 

which a trained person meet with providers in their practice settings to educate providers 

about the service with the intent of changing the provider’s practice, or providing ongoing 

consultation with one or more experts in the strategies to support implementing the 

service. Evidence consistently shows that outreach visits can promote behaviour change 

amongst healthcare professionals (Grindrod, Patel et al. 2006). 

Theoretical approaches to developing strategies should initially be chosen based on the 

determinant and the level to be targeted (Bartholomew, Parcel et al. 2011, Sabater-

Hernandez, Moullin et al. 2016, Durks, Fernandez-Llimos et al. 2017). Theoretical 

approaches link determinants to theories and guide the selection of strategies to support 

changes in these determinants (Eccles, Grimshaw et al. 2005). Theories can target 

individuals, organisations or the healthcare system. For instance, to plan changes in the 

behaviours of pharmacists or leaders within the organisation, pharmacy service planners 

can use the Behaviour Change Wheel, which is a theoretical approach that maps 

determinants and change interventions to the COM-B model. The COM-B model (i.e., 

(capability, opportunity, motivation – behaviour) determines whether greater capability, 

increased opportunity, or stronger motivation is required to drive the identified changes in 

behaviour (Michie, van Stralen et al. 2011), in this instance, increase the pharmacists’ 

commitment to provide services. For example, if greater capability is identified as a planned 

change, possible strategies to improve capability could include role modelling (i.e., 

providing an example for people to aspire to) or environmental restriction (i.e., changing 

the physical or social context).It is important to note that one component of the COM-B 

model can influence another such that capability and opportunity can influence 

motivation (Michie, van Stralen et al. 2011). 
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As implementation is heavily context dependent, further research would be required to 

tailor and adapt strategies to local situations and contexts (Powell, Waltz et al. 2015). This 

can be done by engaging relevant stakeholders in methods to identify items for addressing 

barriers and facilitators (Nagelkerk, Reick et al. 2006, Kaasalainen, Brazil et al. 2010, 

Wensing, Bosch et al. 2010) as well as assessing their views and response to the strategy to 

determine its suitability. One way in which stakeholders can do this is by identifying the 

causal relationships that contribute to a determinant acting as a barrier or a facilitator. For 

example, organisation and availability of the GPs’ time was found to be a barrier to their 

participation in CPSs, which was further exacerbated by the presence of complex system-

level administrative processes (e.g. tedious paperwork) associated with the delivery of CPSs 

(Dhillon, Hattingh et al. 2015). Barriers and facilitators therefore cannot be considered as a 

separate entity, rather the complex influential relationships between determinants must be 

investigated to suitably inform the development of implementation strategies that are 

targeted to address the causes of these determinants (Garcia-Cardenas, Perez-Escamilla et 

al. 2017). In the above example, a proposed implementation strategy can be focused on 

simplifying the GPs’ administrative tasks for participating in the CPS, rather than 

implementing measures to increase their time allocated for CPSs.  

When the relevant causes for a determinant have been identified, stakeholders should 

continue to be engaged to identify approaches to address determinants and their 

corresponding causes. Stakeholders can provide valuable knowledge about the changes 

that are required for implementation (Harvey, Fitzgerald et al. 2011). In the supplementary 

results of the qualitative study (Chapter 4, Table 5), stakeholders described some 

suggestions to overcome barriers and enhance the implementation of CPSs in the Western 

Sydney PHN setting. For instance, the participants mentioned that some pharmacies were 
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not committed to providing CPSs (i.e., MedsCheck) as reforms to the provision of these 

services, such as a cap on the total number of services that can be provided within a time 

period (i.e., 10 MedsCheck or Diabetes MedsCheck provided by each pharmacy per quarter) 

were a disincentive for CPS provision. The participants suggested introducing policy to 

change this cap on provision from 10 per pharmacy to 10 per pharmacist, to encourage 

pharmacies to commit to providing these CPSs. If an evidence-based, theory-based and 

context-based approach is used to develop implementation strategies, these strategies are 

likely to be tailored to the specific circumstances and situations in which implementation is 

going to take place. An implementation program to design and pilot a strategy to address 

key determinants identified in the qualitative study is currently underway.  
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Methodological reflections and limitations 

The studies in this thesis were restricted to the Australian context. This was an intentional 

decision to gain relevant information about this context, in which the results will be 

immediately applied. In the systematic review (Chapter 2), including studies conducted in 

other contexts or healthcare systems (e.g., United Kingdom, United States, etc.), may have 

brought irrelevant information to this context analysis, as barriers and facilitators in these 

other contexts may be different, which would hinder a comprehensive understanding of 

the context of interest. Keeping the systematic review restricted to the Australian setting 

also laid the foundation for the qualitative study. As Australia has extensive experience and 

has conducted significant research in CPS implementation, the comprehensive list of 

determinants of practice identified in this context can be used as a good starting point for 

investigating barriers and/or facilitators to CPS implementation in contexts with less 

experience. Pharmacy service planners can use this list to confirm the determinants that 

are present in their own context, assess whether these determinants are acting as a barrier 

and/or facilitator in their own context, as well as identify any new ones. 

Qualitative meta-synthesis was chosen to review and synthesise the current qualitative 

literature on CPS implementation (Chapter 2). Qualitative meta-syntheses provide a new, 

more comprehensive interpretation of the findings that goes beyond the depth and 

breadth of the original studies (Walsh and Downe 2005, Mohammed, Moles et al. 2016). 

This broadens the range of concepts identified and therefore was an appropriate method 

to suitably achieve the aim of this systematic review. It is possible that the quantitative 

literature may also have provided some information on barriers and/or facilitators to CPS 

implementation. However, during analysis, it seemed that conceptual saturation may have 

been reached (i.e., no new determinants were identified after a certain point) which 
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indicates robustness of the results in the systematic review.  

In the qualitative study (Chapter 4), qualitative methods were used, and a multi-level 

stakeholder approach was adopted, to confirm the determinants that were identified in the 

systematic review, detect any new ones, and then select key determinants that should be 

primarily addressed to enhance implementation. Considering the view of a single 

stakeholder group is insufficient to comprehensively analyse the complexity of a particular 

implementation context. These limited analyses can lead to the development of inadequate 

implementation strategies and interventions. When interpreting the results of this research 

it is important to consider that a large number of the ground-level stakeholders (i.e., 

patients, pharmacists, GPs and practice manager) who participated in the qualitative study 

had previous experience with CPSs which may have influenced the findings. As a first step, 

it is necessary to work with stakeholders with previous experience to identify the 

determinants that are relevant. Further works that aim to obtain the views of stakeholders 

with less experience may be beneficial.  

Following the recommendations of IM which emphasise the testing of the components of a 

program in a specific context or settings before full implementation and dissemination, the 

qualitative study was further restricted to one to one particular region (i.e., City of 

Parramatta Council) in a PHN in Western Sydney. As mentioned previously, this was a 

necessary restriction which is vital for the successful implementation of CPSs in this region. 

As the City of Parramatta Council is a large region in The Western Sydney PHN, and all PHNs 

are similar in their structure, organisation and objectives, it is expected that the list of 

determinants identified in this region may be extrapolated to other regions in this PHN and 

to other PHNs in Australia. 



 
 

91 
 

It is important to note that in the qualitative study, the interviews were conducted by two 

researchers. The interviews were not evenly split, however to reduce bias, each interviewer 

analysed the transcript of their own interviews as well as at least one interview conducted 

by the other researcher. Furthermore, the researchers met regularly to discuss and clarify 

the data. Microsoft Excel was used for data analysis as it is a simple way to create matrices 

for framework analysis methodology. It also allowed for the addition of any new themes 

and determinants. NVivo is also useful for creating matrices for framework analysis 

methodology, however at the time of this research, in NVivo 10, themes needed to be pre-

specified and an additional step would be required to add or remove themes. As the 

qualitative study was still an exploratory phase, and new themes could be added to the 

framework of determinants, Excel was seen as preferential for ease of use. 

Qualitative methodology was used for the prioritisation exercise. To the best of our 

knowledge, this was the first study that aimed to prioritise determinants that influence the 

implementation of CPSs in Australia. For this reason, this thesis adopted an inductive 

approach to obtain a better understanding of the context in which CPSs are implemented. 

While quantitative methods may also be used to prioritise determinants and achieve 

consensus, qualitative methods were preferred in this study as they can provide a detailed 

understanding of how and why participants prioritise issues as well as local issues that 

should be considered (Rashidian, Shakibazadeh et al. 2013). For example, in the qualitative 

study not only did participants identify key determinants, they also provided suggestions to 

address determinants and enhance implementation of current CPSs (Chapter 4, Table 5). 

These are useful insights of current pharmacy practice and will guide future 

implementation research.  

One major learning from the qualitative study was that the process of engaging and 
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working with stakeholders is timely, and future research should be aware of and allow 

sufficient time for this type of research. As a large group of stakeholders participated in the 

study, the research team experienced some administrative difficulties (i.e., managing 

individual agendas, competing priorities and differential time commitments by the 

participants). These challenges have previously been reported when working with 

stakeholders (Hinchcliff, Greenfield et al. 2014). As a result, only one patient, two 

pharmacists and zero GPs from the initial phase were able to participate in the workshop. 

However, two participants in the workshop had a dual role of GP/PHN stakeholders. These 

participants were asked to consider their practice as a GP, as well as a PHN stakeholder, 

when making input in the workshop discussions and exercises.  

The researchers sent supplementary information regarding CPSs to the participants prior to 

the workshop. Regardless, during the workshop it was found that more than the allocated 

time was required for explanation of CPSs, preliminary research presentation, and 

discussion and clarification of determinants, which required modifying the workshop time 

schedule, and key determinant exercise, on the day. Adequate presentation of preliminary 

results and project information has also been reported to be an enabling factor in engaging 

stakeholders and encouraging proactive contribution (Hinchcliff, Greenfield et al. 2014). 

Thus, future studies should allocate sufficient time to recruitment as well as to a 

presentation of program background, objectives and of preliminary results.  
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Recommendations for future research 

This thesis provides a foundation for identifying determinants of practice that influence the 

implementation of CPSs in Australia through the creation of a framework of determinants 

based on the perspectives of key stakeholders. Further recommendations for research to 

advance and refine this framework could investigate the perspectives of other stakeholders 

who can influence, control and/or have an interest in the CPSs, such as carers, patient 

representative groups or other allied healthcare professionals (Franco-Trigo, Hossain et al. 

2017), such as primary care nurses, for additional insight into determinants that influence 

CPS implementation.  

The systematic review revealed some relationships and interactions that exist between 

determinants at different levels (Chapter 3). However, as this information was reported 

unsystematically in the studies included in the review, a limited network analysis was 

obtained. Understanding the relationships between determinants is crucial in the 

implementation of CPSs, as one barrier may in fact be influenced by a set of other 

interacting determinants (Garcia-Cardenas, Perez-Escamilla et al. 2017). A recommendation 

for future research would be to identify, analyse and map the interactions between 

determinants of practice that influence CPS implementation. This information is valuable 

when designing implementation strategies, as strategies that are targeted to address the 

causes of a barrier or facilitator are more likely to be successful in practice than strategies 

that do not consider or address these influential relationships (Garcia-Cardenas, Perez-

Escamilla et al. 2017). 

The stakeholders in the qualitative study provided some suggestions to address and 

overcome some of the identified barriers to CPS implementation (Chapter 4), and this 
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information can be used to shape implementation strategies. Some strategies that have 

been used in pharmacy practice to enhance the implementation of CPSs have been listed 

and described in the literature (Moullin, Sabater-Hernandez et al. 2016, Pestka, Frail et al. 

2016, MacKeigan, Ijaz et al. 2017). These studies provide some description as to how these 

strategies are linked to the stages of implementation (Pestka, Frail et al. 2016) and two 

studies (Moullin, Sabater-Hernandez et al. 2016, MacKeigan, Ijaz et al. 2017) also cross-

referenced the identified strategies with Powell & colleagues refined complication of 

discrete implementation strategies (i.e., the ERIC project) (Powell, Waltz et al. 2015).  

Further work beyond describing strategies, to creating a tool that links strategies to 

frameworks of determinants of implementation, such as that created in this thesis, would 

be beneficial. Currently, the CFIR is being mapped to the discrete implementation strategies 

in the ERIC project, and so can guide pharmacy service planners in this regard (CFIR 

research team 2014). In order to create such an instrument, it would be useful to first 

conduct a comprehensive review of strategies used in pharmacy practice.    

Future research should explore and document an evidence-based, theory-based and 

context-based approach to designing implementation strategies, targeted at the key three 

determinants identified in the qualitative study (Chapter 4) as a first approach. An 

implementation strategy targeted to addressing these key determinants to enhance CPS 

implementation in the Western Sydney PHN is currently being designed and piloted in this 

region. An important recommendation for future research is to provide accurate 

descriptions of the methods used to develop the strategy as it can provide valuable insight 

into why certain strategies work and others do not (Bosch, van der Weijden et al. 2007, 

Proctor, Powell et al. 2013). It also enables researchers to adequately operationalise them 

in practice and build on the research findings in the future (Hoffmann, Glasziou et al. 2014, 



 
 

95 
 

Patwardhan, Amin et al. 2014). Proctor et al provide prerequisites for naming, defining and 

specifying implementation strategies, which can guide pharmacy service planners in 

outlining the fundamentals of a strategy. Critical information to specify include: the name 

of the strategy, defining the strategy, justification of the strategy and identifying who, when 

and how the strategy will be enacted (Proctor, Powell et al. 2013). 
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Chapter 6 

Conclusions 

  



 
 

97 
 

Conclusions 

Key stakeholders such as patients, nurses and general practitioners identified a large 

number of determinants of practice at different levels of the healthcare system that can 

influence the implementation of CPSs (Chapter 3). This complemented the pharmacy-

centred literature and laid the foundation for the qualitative study.  

An overarching framework of determinants of practice specific to the implementation of 

CPSs was created (Chapter 4, Appendix 3). This framework can guide a comprehensive 

assessment of barriers and facilitators to CPS implementation in other settings.  

A collaborative stakeholder approach was adopted in the qualitative study, in which 

stakeholders identified twenty-two key determinants of high priority and feasibility to be 

addressed. Of these three determinants were mutually agreed upon to be initially 

addressed (Chapter 4). First efforts to enhance implementation should be based on 

developing strategies that address these three key determinants. This thesis provides some 

direction as to how this process can be undertaken. Future research must continue to 

engage stakeholders across different levels of the healthcare system in the development, 

implementation and evaluation of such implementation strategies. This thesis outlines an 

approach to developing tailored implementation strategies which can guide pharmacy 

service planners in this regard.  
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