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GLOSSARY OF TERMS 
 
The technical and research related terms used in this report are outlined and explained in Table A. 
 
Table A: Glossary of Terms 

Term Definition Reference in Text 

Professional 
Pharmacy 
Services 

The term “professional pharmacy services” is referred to in the 
literature as cognitive pharmaceutical services, primary care 
services, pharmaceutical care and enhanced services. Cognitive 
pharmaceutical services are defined as “professional services 
provided by pharmacists, using their skills and knowledge to take an 
active role in contributing to patient health through effective 
interaction with both patients and other health professionals.”

1
 

For the purpose of this 
report the terms 
‘professional pharmacy 
services’ and ‘services’ are 
used. 

Community 
Pharmacy 
Agreement 

These are five year agreements between the Commonwealth 
Government of Australia and the Pharmacy Guild of Australia on 
behalf of community pharmacy owners.

2
  

The relevant details of the 
CPA are discussed on 
page 1. 

Organisational 
Flexibility 

Volberda defines organisational flexibility as “the degree to which an 
organisation has a variety of managerial capabilities and the speed at 
which they can be activated, to increase the control capacity of 
management and improve the controllability of the organisation”

3
 

The application of 
organisational flexibility to 
this research is outlined on 
pages 3-4.  

Qualitative 
Interviewing 

Qualitative research methods are used to enhance knowledge of a 
particular topic area and develop an understanding of unknown 
subject based on the perceptions of the participant.

4
 Semi-structured 

interviews were used in the study, enabling the participants to use 
their own narratives to express their views.

5
 The researchers’ role in 

qualitative methods is that of an ‘active shaper’ of the data.
6
 

The use of this method is 
outlined on page 6. 

Constant 
Comparison 

The constant comparison method of coding was used where “newly 
gathered data are continually compared with previously collected 
data and their coding.”

7
 This process is continued until no new 

themes emerge, thus reaching a point referred to as “data 
saturation.”

7
 

This is referred to on page 
6. 

Exploratory 
Factor Analysis 

Exploratory factor analysis is a statistical analysis applied to a set of 
variables with the aim of identifying subsets of variables that are 
correlated to each other. The subsets are said to represent 
underlying factors.

8, 9
  

The method is outlined on 
page 7. 

Confirmatory 
Factor Analysis 

Confirmatory factor analysis is a technique used to test a scale 
designed to explain a set theoretical framework. This analysis 
evaluates an existing theory and prior research in relation to a 
specific model for a new sample.

10
 It was used to test a scale of 

organisational flexibility in the context of community pharmacy 

The method is outlined on 
page 8. 

Cluster Analysis Cluster analysis is a multivariate analysis technique that identifies 
groups of cases or respondents based on their characteristics. The 
characteristics used to identify the groups are based on the items 
used to product the clusters.

9
  

The method is outlined on 
page 8. 

Discriminant 
Analysis 

Discriminant analysis used to analyse the different between groups 
based on a series of independent variables (e.g. pharmacy size)

9
 

The method is outlined on 
page 8. 

  



 

 v 

FINAL REPORT 

TABLE OF CONTENTS 
 

ACKNOWLEDGEMENTS .............................................................................................................................................................. II 

ACRONYMS .................................................................................................................................................................................... III 

GLOSSARY OF TERMS ................................................................................................................................................................ IV 

TABLE OF CONTENTS ...................................................................................................................................................................V 

BACKGROUND AND RATIONALE .............................................................................................................................................. 1 

BACKGROUND ...................................................................................................................................................................................... 1 

RATIONALE .......................................................................................................................................................................................... 2 

ORGANISATIONAL FLEXIBILITY ......................................................................................................................................................... 3 

RESEARCH QUESTIONS ............................................................................................................................................................... 4 

DEFINITIONS ................................................................................................................................................................................... 5 

OBJECTIVES .................................................................................................................................................................................... 5 

METHODOLOGY ............................................................................................................................................................................. 6 

STAGE 1 – QUALITATIVE INTERVIEWS ............................................................................................................................................... 6 

DESIGN ................................................................................................................................................................................................. 6 

PARTICIPANTS ....................................................................................................................................................................................... 6 

SAMPLE ................................................................................................................................................................................................. 6 

DATA COLLECTION AND ANALYSIS ....................................................................................................................................................... 6 

STAGE 2 – QUANTITATIVE SURVEY .................................................................................................................................................... 7 

DESIGN ................................................................................................................................................................................................. 7 

PARTICIPANTS ....................................................................................................................................................................................... 7 

SAMPLE ................................................................................................................................................................................................. 7 

DATA COLLECTION AND ANALYSIS ....................................................................................................................................................... 7 

STAGE 3 – INTERVENTION: WORKSHOP AND FOLLOW UP VISIT ........................................................................................................ 8 

DESIGN ................................................................................................................................................................................................. 8 

PARTICIPANTS ....................................................................................................................................................................................... 9 

SAMPLE ................................................................................................................................................................................................. 9 

DATA COLLECTION AND ANALYSIS ....................................................................................................................................................... 9 

RESULTS.......................................................................................................................................................................................... 10 

STAGE 1 – QUALITATIVE INTERVIEWS ............................................................................................................................................. 10 

STAGE 2 – QUANTITATIVE SURVEY .................................................................................................................................................. 11 

STAGE 3 – INTERVENTION: WORKSHOP AND FOLLOW UP INTERVIEW ............................................................................................ 13 



 

 vi 

FINAL REPORT 

LIMITATIONS ................................................................................................................................................................................ 16 

DISCUSSION ................................................................................................................................................................................... 17 

STAGE 1 – QUALITATIVE INTERVIEWS ............................................................................................................................................. 17 

STAGE 2 – QUANTITATIVE SURVEY .................................................................................................................................................. 18 

STAGE 3 – INTERVENTION ................................................................................................................................................................. 19 

CONCLUSION ................................................................................................................................................................................. 21 

REFERENCES ................................................................................................................................................................................. 23 

APPENDICES .................................................................................................................................................................................. 26 
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BACKGROUND AND RATIONALE 
 

Background 
 

The focus of this research was to investigate the capacity of community pharmacy to provide professional 

pharmacy servicesa. In this context, it examined the factors affecting past experience of community pharmacy in the 
provision of these services and the environment in which it operates. This research was stimulated by national and 
international reports showing concerns regarding to the implementation of services.

11-14
  

 
The capacity and desirability of community pharmacy to promote and conduct effective interventions in order to 

improve the quality of service delivery and the health of the population is explicitly recognised in the Community 
Pharmacy Agreements (CPAs) between the Commonwealth Government and the Pharmacy Guild of Australia (PGA).  
The Fourth CPA (effective 2006 – 2010) has been executed in six parts to address varying elements of community 
pharmacy.

2
 Parts 2 and 3 discuss the remuneration associated with the dispensing function of community pharmacy, 

including mark-up and associated professional fees for medications listed on the PBS. Part 5 relates specifically to 
professional pharmacy programs and services, setting out the priorities and allocated government funding to support 
the provision and implementation of these services. It set aside $568 million to fund pharmacy professional services 
through specific remuneration to pharmacists and pharmacies for their delivery. Funding is spread across five key 
programs, two of which focus on service provision.  These are: 

 
1. Better Community Health ($260 million) encompassing the Quality Care Pharmacy Program (QCPP) 

administered through the Pharmacy Guild and funding for a range of other programs including: 
a. Dose administration aids (DAA) 
b. Patient medication profiling service (PMP) 
c. Practice change and education incentive scheme 
d. Diabetes (DMAS) and asthma (PAMS) disease management 
e. Counselling for dispensing of emergency contraception, and 
f. Communicable disease prevention initiatives 

Funding for Research and Development is also made available under this program. 
 

2. Medication Reviews ($150.3 million).  This funding included continued support for the Medication Review 
Program both at home (Home Medicine Reviews, HMR) and in residential care (Residential Medication 
Management Reviews, RMMR).  Provision was also made to support accreditation and a facilitators’ program. 

 
Community pharmacy is undergoing a transformation, evolving from its product supply orientation to that of a 

business capable of providing professional pharmacy services to the community while importantly continuing its 
traditional activities.  Effective implementation and delivery of these services necessitates the “pharmacists, using their 
skills and knowledge, to take an active role in contributing to patient health through effective interaction with both 
patients and other health professionals”.

1
  The “average” community pharmacy is thus a multi-faceted blend of a small 

business delivering products and services in a retail environment, and a critical component of the health system 
providing services to the public.   
 

The environment in which community pharmacy operates is one of commercial necessity to run a financially 
viable and accountable business on the one hand, and configuring operations, product supply and service delivery to 
meet appropriate standards of professional conduct and competence as health care providers, on the other.

11
  Meeting 

the expectations and requirements of the community, profession, suppliers, financiers and government demands much 
of community pharmacy, particularly in the context of the substantial shift in its orientation from a business model 
centred on product supply to one incorporating service delivery.

11
 The four key factors driving this shift include: 

  

                                                      
a The term “professional pharmacy services” is also referred to in literature as cognitive pharmaceutical services, primary care services, 
pharmaceutical care and enhanced services. For the purpose of this report the terms ‘professional pharmacy services’ and ‘services’ are used. 
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• compelling research evidence of the significant burden imposed by medication related harm;

15, 16
 

• the unique capacity of pharmacists as health professionals;
11

 
• government policy;

17
 and, 

• the evolution of the profession in national and international terms.
12

  
 

There are also significant financial imperatives as community pharmacy seeks to reposition itself in terms of its 
business orientation to ensure its future financial viability, particularly in the face of the reduction by government in the 
margins on medications.

11, 18, 19
   

 
Importantly, community pharmacy is uniquely placed to implement effective strategies to assist the community 

in optimal medication management. This is because of the available expertise and capacity in their workforce 
consisting of highly qualified health professionals with a strong professional commitment to integrated health care.

20
  

Community pharmacy is uniquely accessible – there are approximately 5000 community pharmacies across Australia, 
located in urban, rural and remote communities.

21
  Many of these pharmacies are owned or staffed by local community 

members and are thus well positioned to lead and mentor local health improvement programs and interventions.  
Research has shown the effectiveness of health care interventions by community pharmacy.

22, 23
 

 

Rationale 
 

This research project has focused on identifying the needs and examining the current capacity of community 
pharmacy to facilitate its effective operation in this new dual role.  The study moves beyond the statistics showing that 
Australia is well positioned in terms of providing dedicated funds to community pharmacy in return for service 
provision.

24
  It focuses on the practice and business issues facing community pharmacy as it repositions itself to meet 

the expectations and requirements of a service provider. 
 

The optimal implementation of professional pharmacy services is an issue of international concern.  This has 
seen most developed countries attempt to introduce a model of community pharmacy operation and funding which 
places delivery of services and associated therapeutic products at its core.

12, 13, 21, 25
 Research evidence emanating 

from these countries indicates that there has been only limited uptake of services by community pharmacy and that, 
although much progress has been achieved, it has not yet been able to optimally and effectively implement the 
necessary business and operational changes.

11, 14, 26, 27
  

 
There is a question as to whether Government and professional organisations have directed sufficient 

resources and programs of the necessary level towards assisting community pharmacy in making required changes.
28

  
Programs have not been as effective as anticipated. The initial programs have adopted an approach focused on 
providing clinical education (training the pharmacists who deliver the services) and a service delivery payment (directed 
to the pharmacy to motivate the delivery of services) with some limited payments to encourage enrolment and support 
infrastructure changes.  However, evidence of both implementation and the lack of sustained service delivery suggest 
that existing programs, incentives and resources are not meeting the needs of community pharmacy. Critically, 
programs do not adequately or optimally assist changing the environment in which community pharmacy operates to 
make a successful transition to a new model of business orientation incorporating service delivery. 
 

Community pharmacy has identified its need for assistance in effecting change, adjusting business models, 
planning for the future and adapting to their dynamic environments.  Research suggests that community pharmacy as a 
whole faces challenges in its attempts to deliver services sustainably and effectively because of the difficulties 
encountered in integrating service provision with existing business models at current capacity.

11
  The implementation of 

professional pharmacy services requires changes in the way pharmacies operate and are managed; some of these 
changes are incremental, others large scale.

11, 29
   

 
Anecdotally it has been said that pharmacists need more assistance in making these changes and are 

cognisant of their lack of capability, capacity and expertise to make the necessary adjustments to their operations. The 
profession and government are keen to promote an effective transition and to ensure optimal service quality and 
impact; this is evident from programs and support already provided.  However, the problem lies in difficulties in the 
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practical day to day context of delivering services, dispensing medications, supplying products, retailing non 
pharmaceutical goods and operating as a viable and sustainable community pharmacy.  
 

Previous research on the barriers and facilitators to service implementation has predominantly focused more 
on the individual practitioners’ needs, not on the community pharmacy as an organisation.

30, 31
 In an exception to this, 

Roberts et al identified a series of facilitators for change in Australian community pharmacy which included:
1, 32

 
• Building relationships with general practitioners locally 
• Planning and goal setting 
• Engaging the whole pharmacy team 
• Suitable pharmacy layout 
• Attracting and training staff 
• Generating consumer demand 
• Establishment of support networks 
• Financial viability and sustainability of the services  
 

A further study recommended a large-scale, industry-wide change management program, however, the areas 
in which organisational capacity to promote service delivery had to be built and/or strengthened were not addressed in 
depth. 

11
 The organisational view integrates the individual pharmacy practitioners in the context of their professional 

and operational environments, takes due regard of the influence of political and legislative pressures, and makes 
allowances for the importance of stakeholders such as local community expectations and needs.

33
  It thus brings 

together in its analysis the internal and external environments of community pharmacy and its operations. 
 

This study attempts to develop an understanding of the environment of community pharmacy and its impact on 
service delivery in an organisational context addressing the specific issues of capacity building to enable service 
delivery and change management programs to be successful. In looking to identify a framework for development of 
appropriate support and education for community pharmacy in making this organisational shift and capacity building, 
we have identified the theory of organisational flexibility as having the requisite components.

34
 We have used this 

framework to look at: 
• Identifying areas which require capacity building  
• Suggesting processes to enhance the integration of the professional and business aspects of community 

pharmacy; and 
• Adapting and extending the current use of pharmacy infrastructure to incorporate sustainable service delivery 

 
Organisational flexibility provides a framework for guiding strategic practice and business change in a holistic 

manner and facilitating the change to a service focused pharmacy. To our knowledge this is an innovative approach 
not previously researched in community pharmacy. 

 

Organisational Flexibility 
 

The concept of organisational flexibility refers to the ability to adapt and change in response to what is 
happening both internally and externally to an organisation. Its principles focus on the enhancement of two 

components:
34

 managerial capabilitiesb, and organisational designc  
 

Where organisational change refers to actual changes that an organisation undergoes in response to an 
external or internal condition or driver, organisational flexibility focuses on increasing the organisation’s capabilities to 
allow change to happen with more ease. In this context, the application of organisational flexibility theory seeks to 
examine how pharmacists and pharmacy staff can use their knowledge and expertise effectively, building the capacity 
of community pharmacies to integrate professional and business aspects; and thus extend the current use of pharmacy 
infrastructure to accommodate the provision of professional pharmacy services. 
 

                                                      
b  the capabilities of all employees and their ability to integrate knowledge and learning into the organisation 

c  the structure, technology and culture of an organisation to build the capacity of, and speed at which the organisation  is able to foster change. 
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Variations in managerial capabilities have been defined in the literature using four “types” of flexibility.
34

 They 
are defined in terms of the quantity or quality of managerial capabilities, and the speed at which these capabilities can 
be activated. Figure 1 illustrates the characterisation of these types of organisational flexibility (these are defined in 
Table 1, found in the “Definitions” section).  
 
Figure 1: Types of Organisational Flexibility 

 
 
 Organisational flexibility has been found to result in improved business performance, or viability.

35
 Thus this 

framework has been chosen to identify how capacity can be built to provide services and support the viability of 
community pharmacies.  

 
 

RESEARCH QUESTIONS 
 

The overall objective of this project was to investigate and identify areas which would build the capacity of 
community pharmacy to increase the rate of implementation of professional pharmacy services using an organisational 
flexibility framework.  
 

We have used organisational flexibility to scientifically analyse the information we have acquired from 
community pharmacy.  Specifically, we sought to gather information to assist us in understanding how products and 
services were integrated in community pharmacy, and how this integration could be altered to optimise the viability of 
community pharmacy.  
 

The information gathered could be critical in assisting with effective future planning and interventions for 
community pharmacy.  The research findings from this study can be used to better inform existing and future 
education and training and change management programs for community pharmacy, thus enhancing the 
capacity and capability of community pharmacy to contribute to improved health outcomes for the Australian 
population through the implementation of professional pharmacy services.  
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DEFINITIONS  
 
Table 1:  Definitions: Types of Organisational Flexibility  
 
Type of 
Flexibility 

Definition 

Steady-State  
 

an organisation which implements constant procedures, without changing. This is 
typically the approach taken when the environment is stable. However, when the 
environment changes the organisation does not respond by adapting or modifying their 
procedures. 

Operational 
Flexibility 

where there is a static situation in the relationship between the organisation and the 
environment, resulting in the business having a short term orientation in planning 
activities in association with predictable changes in the environment. 

Structural 
Flexibility 

where managerial capabilities are used to adapt the structure, including decision and 
communication processes, depending on the dynamic pressures either internal or 
external exerted on the organisation. The demands of structural flexibility necessitate 
that the business has a medium term time orientation in planning. 

Strategic 
Flexibility 
 

where an organisation demonstrates an ability to engage in proactive strategic 
initiatives. The focus is on the goals and organisational activities being less structured 
and non-routine in order to accommodate changing conditions.  The application of this 
sort of flexibility generally results in the business having a long term perspective in its 
planning and operations. 

Source: Volberda
34

 
 

OBJECTIVES 
 

The overall objective of this project was to address building the capacity of community pharmacy to increase 
the rate of implementation of primary care services using an organisational flexibility framework. Specific objectives are 
detailed in Table 2. 
 
Table 2:  Specific Project Objectives 
 

 Objective  Project Stage 
1. Documenting and measuring current capacity and existing 

types of flexibility in pharmacy 
Addressed in Stages 1 and 2  

2. Undertaking a needs assessment to target areas with 
potential for improvement 

Addressed in Stage 2 of the research (Section 1: 
Needs Assessment) 

3. Identifying resources required by community pharmacy to 
build capacity to change 

Addressed in Stage 1 of the research and Stage 
2 (Section 1: Needs Assessment) 

4. Creating tools to assist pharmacy staff to utilise their skill 
base and structure when integrating services into 
professional and business models, and 

Addressed in Stage 3 of the research and was 
informed by the results of Stages 1 and 2 

5. Developing and trialling a pilot intervention program to build 
the capacity to provide professional pharmacy services. 

Addressed in Stage 3 of the research and was 
informed by the results of Stages 1 and 2 

 
 

The project was conducted in three stages, using three different research methods. They are (1) qualitative 
interviews, (2) a quantitative survey and (3) an intervention workshop and follow up.   
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METHODOLOGY 
 

Stage 1 – Qualitative Interviews 
 
The qualitative study was conducted to understand the current business models used in pharmacies, how this 

affected service implementation, integration and perceptions of their business viability. The research objectives 
focused on: 

• Understanding and documenting dimensions of organisational flexibility in relation to pharmacies’ 
product/service offering 

• Identifying existing business models in pharmacies and their relationship to both product/service offering and 
organisational flexibility 

• Identifying the pharmacy’s product/service offering mix within their existing business model 
• Informing the development of a quantitative survey. 

 

Design 

Semi-structured interviews were conducted in 30 community pharmacies across Australia. The purposive 
sample was identified through consultation with industry experts.

36
 Pharmacies were chosen based on an 

understanding of their business model in relation to their product/service offering and level of experience with service 
implementation. The pool of participating pharmacies covered rural towns (n=6), regional (n=11) and urban centres 
(n=13) and represented independent pharmacies (n=11) as well as those affiliated with a corporate banner group 
(n=19).  
 

An interview guide was developed from literature on organisational flexibility and adapted for community 
pharmacy (Appendix 1). The themes of organisational flexibility were explored covering: pressures from the external 
environment, business strategy and planning, decision making, leadership style, staff management and training, use of 
technology and the viability of the pharmacy. The concept of viability in pharmacy was framed in terms of perceived 
success and business performance.

37
 A separate interview guide for the senior staff member was adapted to 

incorporate their role in the pharmacy (Appendix 2). The interview guide was pre-tested with two pharmacy owners and 
one senior staff member to establish face validity. Two researchers were present in 24 of the 30 interviews to minimise 
bias and interviews were continued until no new content or themes emerged.

7
 

Participants 

The participants invited to take part in this stage of the project were all employees or owners of community 
pharmacies. Pharmacy owners were initially contacted by telephone, invited to participate and asked to identify 
appropriate interviewees in their pharmacy. Potential participants were explained the purpose of the interview and the 
intended use of the information. Participation was entirely voluntary and participants were free to leave the research at 
any stage (The University of Sydney Human Research Ethics Committee Approval No. 11-2007/10504). 

Sample 

In qualitative research, statistical representativeness is not a primary concern when the objective is to 
understand a process or depict a range of opinions.

4
 The number of participants interviewed (n=57) represents the use 

of a purposive sample of community pharmacists across Australia. 

Data collection and analysis 

All interviews were audio taped and transcribed, with data collected remaining confidential. Identifiable 
characteristics were excluded from the transcribed information to be analysed with the identity of participants known to 
the core research team. The interview transcripts were used to analyse the data through an inductive coding process of 
constant comparison using the qualitative data management program, NVivo.

6, 7
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Stage 2 – Quantitative Survey 
 

Based on the findings from Stage 1 of the project and existing literature, a survey was developed (Appendix 3). 
Specifically the survey aimed to measure current capacity and existing types of flexibility in pharmacy, undertake a 
needs assessment to target improvement areas and identify resources required to build capacity to change. The 
survey was divided into four parts. These assessed: 

• Section 1: Needs Assessment 
• Section 2: Flexibility Scan 
• Section 3: The External Environment and This Pharmacy, and  
• Section 4: General Pharmacy Information. 

Design 

The survey research involved three stages: pre-test, pilot and main study. A pre-test of the survey was 
conducted with a selected group of nine practicing community pharmacists. This involved testing the survey items to 
gauge the appropriateness of the wording and reduce the overall number of items. This was conducted in November 
2008. A pilot study was undertaken to establish the validity and reliability of the instrument in December 2008 with the 
main study sent out in February 2009. The face, content and construct validity were all rigorously assessed (Appendix 
4) and the instrument was found to be valid and reliable.  

Participants 

A database of approximately half of the community pharmacies in Australia (n=2500) was obtained from the 
PGA. A subset of the sample was taken for the pilot study (n=392) and a final database of 2006 pharmacies was used 
in the main mail survey. The minimum required response rate was 15% in the main study to receive sufficient 
responses for factor analysis, 10 cases (useable responses) per variable.

38
 Additionally, from previous research it was 

postulated that approximately 2000 pharmacies would be surveyed to provide a representative sample of the 
Australian community pharmacy.

1, 39
 The pharmacies were stratified based on their geographic location to include 

representative proportions from urban, regional and rural areas. (The University of Sydney Human Research Ethics 
Committee Approval No. 11-2008/11353).  

Sample 

The pilot survey yielded a response rate of 19% (n=75), achieving the minimum number of cases needed to 
perform exploratory factor analysis.

38, 8
 The main mail survey was sent to 2006 community pharmacies with a response 

rate of 19.7% (n= 395). The representativeness of the sample was assessed in comparison to previous surveys 
conducted in Australia with community pharmacies.

24
  This showed that the sample was representative in terms of 

metropolitan vs. non-metropolitan pharmacy location in comparison to the Guild Digest (Metropolitan: 55% vs. 60%, χ
2
 

= 1.042; p=0.307).
24

 However, the average pharmacy size was 227m
2
 for this survey, higher than the latest reported 

average of 151m
2
.
24

 

Data collection and analysis 

A survey package was used for all three stages of the research (pre-test, pilot and main) and included a letter 
of invitation inviting the pharmacist-in-charge to participate in the study, a participant information statement, a survey 
and a reply paid, addressed envelope. A code number was assigned to each reply paid envelope. This code was used 
to delete the responding pharmacy’s details from the mailing database so that no further reminders were sent to them. 
The identifying envelope was then immediately destroyed.  Using the Dillman “total design method”, reminder letters 
were sent to pharmacies at two time points during the study to encourage participation.

40
  

 
The data analysis techniques of confirmatory and exploratory factor analysis were used on various scales of 

the survey. Exploratory factor analysis is a statistical analysis applied to a set of variables with the aim of identifying 
subsets of variables that are correlated to each other. The subsets are said to represent underlying factors.

8, 9
 

Exploratory factor analysis was considered most appropriate for the needs assessment scale due to the investigative 
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nature of the scale, the early stage of scale development and a desire to understand the scale’s underlying constructs 
(for both the importance measure and the improvement measure).

41, 42
  (Appendix 5) 

 
Confirmatory factor analysis is a technique used to test a scale designed to explain a set theoretical 

framework.
43

 Here it was used to assess the validity of an existing organisational flexibility scale (organisational 
flexibility scan) developed for large manufacturing firms and adapted for community pharmacy.

35
 (Appendix 6) The 

results of the confirmatory factor analysis were used to group the pharmacies into the four different types of flexibility. 
This was done using the descriptive technique of cluster analysis designed to identify patterns and groupings in data.

9
 

Finally, the relationship between the groupings of the pharmacies was tested against the pharmacy demographic 
information using the technique of discriminant analysis. This analysis allows for the comparison of a category or 
groups against other independent variables.

9
  

Stage 3 – Intervention: workshop and follow up visit 
 

This intervention built on the two prior stages and involved an educational workshop with community 
pharmacists as well as a follow-up face-to-face visit to their pharmacy. The aim was to trial and qualitatively evaluate a 
practical support program designed to assist Australian community pharmacies in building their capability for 
implementing and managing professional pharmacy services. 

Design  

A one-day educational workshop was developed using results from Stages 1 and 2.  Specifically the results of 
the need analysis were used to set the content of the workshop.  The workshop was designed to assist pharmacies to 
improve their capacity in the area of service delivery.  

 
The content of the workshop presentations, and the supporting manual, consisted of five sections: 

1. Building Organisational Flexibility,  
2. Creating a Strategic Direction,  
3. Creating a Health-services Image,  
4. Staff Management, and  
5. Creating an Awareness of External Support and Resources.  

Sections 2-5 incorporated the key issues identified in Stage 2 and were the main focus of the intervention.  
 

Each section of the manual was designed using a combination of results from previous research and material 
from experts in each area (Appendices 7 & 8), and included: 

• an explanation of the concepts and how they relate to service provision, 
• practical examples from pharmacies previously interviewed to highlight how these issues relate to practice, 
• questions for participants to answer, designed to stimulate thinking in each topic area; and 
• points participants might need to consider for the future.  

 
Six case studies were also included in the manual detailing pharmacies that were operating and delivering 

professional pharmacy services.  Finally, a series of workshop tasks were developed to guide participants through 
each section and identify specific areas that may require attention and improvement in the delivery of services in their 
pharmacy.  
 

The workshop was followed up by an on-site face-to-face pharmacy visit involving a semi-structured interview. 
Participants were also given assistance, as requested, in the following areas: 

• strategy development 
• ideas for pharmacy layout 
• ideas for local area marketing and communicating a health-focused image 
• possible changes to staff structure 
• discussing possible changes with other staff members 
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Participants 

Survey respondents were asked to indicate as part of a survey (Stage 2) if the research team could contact 
them in regards to the study. Intervention participants were then chosen from NSW respondents who indicated they 
were willing to be contacted again and those who had implemented one or more services. These participants were 
then telephoned by a member of the research team and asked a series of questions to gauge their eligibility for the 
intervention. If the pharmacy met the criteria for inclusion, they were invited to participate in the study (Appendix 9) 
(The University of Sydney Human Research Ethics Committee Approval No. 04-2009/11726). 

Sample 

The list of survey respondents indicated a potential sample of 69 community pharmacies. The intended sample 
size was 25-30 community pharmacies.  Of the potential sample, 51 pharmacies were contacted. However, due to a 
number of factors, only 19 were able to participate in the study. A pharmacy owner or manager was asked to represent 
the pharmacy in the workshop in an effort to target an individual with decision making power and the ability to make 
practical changes.  The pool of participating pharmacies was predominantly urban (n=13) with some regional (n=4) and 
rural pharmacies (n=2).  Independent pharmacies (n=10) and those affiliated with a corporate banner group (n=9) were 
equally represented. The pharmacies were subjectively categorised into a type of flexibility after their follow-up visit, 
steady-state (n=8), operational (n=5), structural (n=4) and strategic (n=2).  

Data collection and analysis 

Workshop evaluations and participant feedback interviews were conducted to evaluate the program. Costs of 
facilitating the workshop were also calculated by the research team.  A basic evaluation form was used to collect data 
confidentially from participants regarding their opinion on the usefulness of both workshop and the manual prior to 
leaving the workshop (Appendix 10). All participants but one completed this evaluation after the workshop (95% 
response rate).  
 

The semi-structured feedback interview was conducted during the on-site face-to-face visit by one or more of 
the researchers. All workshop participants were contacted by phone two weeks after the workshop follow-up. A topic 
guide was developed to seeking feedback and review of the following (Appendix 11): 

• knowledge gained from the program, 
• usefulness of the program, 
• behaviour through actions taken, and  
• attitude to professional pharmacy services and the future. 

 
The researchers classified pharmacies into groups, based on the four types of organisational flexibility, and 

developed a business case for these groups, where a business case was interpreted as being an informal summary 
justifying a project.

44-46
  

 
Business cases were developed from the interviews with participants. These were designed for educators and 

policy makers to use in developing targeted programs and specifically approaching pharmacies at different levels of 
experience and expertise in service provision. In other instances, a business case could include longitudinal financial 
data, tracking a business over a number of years. In this study, however, this was not feasible due to the time period 
over which the study was conducted. Additionally, any reporting of business information could have compromised the 
confidentiality of participants due to the small sample size (n=19) and the nature of the study. Pharmacists attended 
one of two workshops and other participants could easily identify pharmacies other than their own from reported 
material. Therefore, ethically, it was inappropriate for the researchers to attempt to collect this data.  

 
The business cases developed provide qualitative based evidence on methods to build capacity of community 

pharmacies in order to support the provision of professional pharmacy services. Each group’s business case was 
designed to: 

• Define the group and their positioning in relation to service provision 
• Provide feedback on how a practical support workshop might be organised 
• Outline the impact of this workshop on pharmacy  
• Analyse how the communication for the group might be strategically approached  
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• Describe and provide advice on the planning the next steps for pharmacies in this group and specifically 
elucidate enablers that may accelerate the implementation and of service provision. 

 
Data on the cost incurred to conduct the workshop was also collected to develop a simple cost effectiveness 

assessment. 
 

RESULTS 

Stage 1 – Qualitative Interviews 
 

The study identified four business models of Australian community pharmacies that exhibited all four types of 
organisational flexibility. These models were: classic community pharmacy (n=8), retail destination pharmacy (n=5), 
health care solution pharmacy (n=9) and networked pharmacy (n=8) and showed that pharmacies were choosing to 
position their business and incorporate services in one of four ways: 

 
• Classic community pharmacy – a pharmacy that relies on traditional products and services without making 

significant change to their current business model, and is predominantly driven by viability of the dispensary. In 
this model there was an ambivalent approach to adopting funded professional pharmacy services. A pharmacy 
owner using this model stated: “we are probably reasonably protected… but I don’t suppose we can be 
complacent about it.” 
 

• Retail destination pharmacy – a pharmacy that has changed to expand on the front of shop offer and 
positioned themselves as a “one-stop shop” for customers and is predominately driven by their retail offering in 
the front of shop. Owners of these pharmacies were trying to introduce services but they lacked the 
understanding of how services could be incorporated into daily operations and their potential financial return. 
As explained by a pharmacy owner: “If I could see services getting a return on investment then I would employ 
a pharmacist full time to do services. At this point in time there is no return on investment.”  There was a 
subset of this group taking a more proactive approach to service provision but there was little or no integration 
of services with the rest of the business. Price focused pharmacies are part of this group. 

 
• Health care solutions pharmacy – a pharmacy that uses a professional image and services to differentiate their 

business. The business is driven by this position as a health care provider with its future viability linked to 
professional services. A pharmacy owner described the approach used to making decisions in the pharmacy: 
“Every time a new product has to come into the [pharmacy] we always look at our mission statement and say 
“is this where we’re heading? Is this the way we want to go?” [If] it’s not going to give the message that we’re 
into health, it’s gone.”  

 
• Networked pharmacy – is an alliance of a small number of pharmacies creating a local group that can provide 

a broad range of products and professional services to customers. Viability comes from meeting all the needs 
of their local market through a broad offering. This strategy to maintain viability was described by one 
pharmacy owner: “Rather than have someone else come in… the best option for us [was] to take on board a 
second pharmacy… we’d rather be our own competition.” This model could be a combination of the individual 
pharmacies in the group pursuing any of the models above. 

 
Although these four models were identified, there was also evidence of subsets within the models. A change in 

strategic position was often in response to increased competition in the local environment. In the cases where a price 
focused pharmacy came into an area, existing pharmacies were forced to consider changing their business model. 
They generally either copied the competitors’ model by reducing their prices or differentiated the pharmacy by 
implementing professional pharmacy services. 

 
The study subjectively found that community pharmacies were exhibiting all four types of organisational 

flexibility identified in the literature; steady-state, operational, structural and strategic. The manifestations of these types 
of flexibility were highlighted in the four identified business models above (see Table 3).  
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Table 3: Organisational Flexibility Type and corresponding Community Pharmacy Business Model 
 

Type of 
Flexibility 

34
 

Manifestations in Community Pharmacy 

 
Steady-State 

 
Pharmacies existing in “steady state” have not changed their practices significantly to incorporate 
services or alter their existing business model in any other way. This type of pharmacy is 
characterised by its complacency to the external environment and uncertainty in regards to the 
future. The business model for this type of flexibility is classic community pharmacy.  
 

 
Operational 
Flexibility 

 
Pharmacies with operational flexibility can be characterised by an emphasis on providing products 
and services to customers quickly and efficiently. As a networked pharmacy, they form part of an 
informal network of pharmacies in a close geographical area and cater to various target markets. As 
a retail destination pharmacy, they increase their physical capacity and product range to attract 
customers based on their retail offering.  
 

 
Structural 
Flexibility 

 
Pharmacies exhibiting structural flexibility have extended the conventional pharmacy product/service 
offering by developing services in a few key areas and making the necessary structural changes to 
implement these services, for example including introducing new facilities for services. This type of 
pharmacy is characterised by structural changes but this is often in the absence of any link to overall 
business strategy. Some health care solution pharmacies use this type of flexibility.  
 

 
Strategic 
Flexibility 

 
The owners of pharmacies exhibiting strategic flexibility take a proactive approach to managing their 
business. They use the support functions to free the pharmacist’s time for the provision of services, 
but they maintain a high level of involvement in all facets of the pharmacy’s operations. This type of 
pharmacy is characterised by its focus on integrating its product/service offering with the overall 
image of the pharmacy and supporting this through effective internal practices. This type of flexibility 
was manifested in both the health care solution pharmacy and networked pharmacy.  
 

 

Stage 2 – Quantitative Survey 
 
The quantitative survey consisted of two key sections – the needs assessment and the organisational flexibility 

scan. The needs assessment was divided into two parts to identify (1) the factors that were important when 
implementing services (importance measure) and (2) the factors that needed improvement for the implementation of 
services (improvement measure). The exploratory factor analysis, designed to identify the underlying groups of 
variables, showed that there were three factors for the importance measure and three factors for the improvement 
measure. For the importance measure, they were:  

• planning and performance,  
• people and processes, and  
• service awareness and infrastructure.  

For the improvement measure, they were:  
• planning, performance and service awareness,  
• infrastructure, and  
• people and processes.  

All the factors in the solutions demonstrated good reliability and construct validity (Table 4). 
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Table 4: Characteristics of the Factor Solutions 
 
Factor Needs Responses, 

n 
Items, 
n 

Item Loading 
Range 

Cronbach’s 
α 

% of Variance 
Explained 

Importance (Maximum likelihood extraction, Direct Oblimin rotation) 
1 Planning & 

Performance 
355 7 0.7-0.5 0.8 31.3 

2 People & Processes 355 3 0.8-0.4 0.7 6.8 
3 Service Awareness & 

Infrastructure 
355 5 0.7-0.3 0.7 4.5 

Improvement (Maximum likelihood extraction, Direct Oblimin rotation) 
1 Planning, 

Performance & 
Service Awareness 

355 9 0.8-0.4 0.9 33.4 

2 Infrastructure 355 3 0.9-0.6 0.8 7.9 
3 People & Processes 355 4 0.9-0.3 0.7 5.7 
 

 
Although the factors identified in the two measures, (importance and improvement), were not identical, the 

issues identified across both measures covered five key areas related to service provision. In essence, respondents 
indicated that these were the five key areas in which they required support. These areas are: 

1. Planning was referred to as creating a business plan for the service, using practical case studies as examples, 
and guides for what could be done with specially trained staff to provide the service and using support from 
external consultants to aid the implementation process.  

2. Performance was related to the setting of financial goals and allocation of financial resources to the service 
provision. 

3. Service awareness was used to refer to the understanding and acceptance of the service provision from the 
customer and the motivation of staff to provide the service.  

4. People and processes referred to resource management in relation the number of staff and creating 
processes for the staff to build the capabilities and capacity to provide the service. The processes refer to 
having specialised training and operational procedures for service implementation.  

5. Infrastructure of the pharmacy referred to the physical capacity of the pharmacy in terms of layout and 
creating dedicated areas for service provision, but was also coupled with infrastructure associated with human 
resources or the capability infrastructure. This referred to having “an established core staff team” and “specially 
trained pharmacist staff” as important to service provision.  

 
The confirmatory factor analysis showed that the organisational flexibility scan, made up by the items of the 

amended 20-item scale, could fit the data. The scan required modification to fit the context of community pharmacy 

(Appendix 6).  The scan tested the types of flexibilityd and associated items for each factors showed that: 
• Operational flexibility was identified through a focus on daily practice rather than planning for the 

future. For example, these pharmacies used one year plans and outsourced services such as Home 
Medicine Reviews,   

• Structural flexibility was identified through (1) an emphasis on using employees’ skills in service 
provision, (2) developing business relationships with others (3) fostering a pharmacy structure that 
could be easily modified and (4) adopting a medium term focus of 2-5 years. 

• Strategic flexibility was identified through (1) the integration of new initiatives, such as service 
provision, in daily operations and (2) working with governmental agencies or other health care 
professionals to develop new initiatives.  

 
  

                                                      
d In the scan, steady state translated to negative (disagree) responses across the items. As a result of this, Verdu-Jover et al determined that the 
construct of steady state would not be part of the scan and has not been tested statistically.35 
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The cluster analysis was used to classify the responding pharmacies into one of four groups (Table 5). These 
results may not be representative of the total population and are reflective of the pharmacists that responded to the 
survey. The general perception is that many pharmacies are the steady state type of flexibility. Whether this is the case 
or not is debatable. The discriminant analysis used the cluster grouping to analyse the relationship between these 
groups and the demographic information. This showed that there was no significant difference between the groups and 
pharmacy size, location, ownership structure or corporate banner group membership.   
 
Table 5: Cluster Analysis: Type of Flexibility 
 

Type of Organisational 
Flexibility 

Number of 
Respondents 

Percentage 

Steady-State 37 10.4% 
Operational Flexibility 89 25.1% 
Structural Flexibility 109 30.7% 
Strategic Flexibility 120 33.8% 
Total 355 100% 

 

Stage 3 – Intervention: workshop and follow up interview 
 

Both organisational flexibility and the five key areas related to service provision were used as the basis for the 
design of the workshop.  Overall the feedback from the participants was positive. They reported finding value in 
attending the workshop and having a researcher visit their pharmacy. Participants who had already undergone some 
degree of business training expressed their desire to participate in an MBA-style workshop rather than the less 
structured and basic style used in the intervention. On the other hand, participants with no previous training 
commented on benefit of informal and less structured workshops. Although the informal nature of the workshop 
facilitated discussion between participants that was seen to be useful and insightful, participants commented that they 
would have liked to follow the manual in a more structured way. The example of using the workshop tasks outlined in 
the manual was given as a potential method of improving the format and structure of the workshop (Appendix 7 pp 71-
85).  

 
The data from the evaluation form (shown in Appendix 10) and the field notes from the follow-up interviews 

were summarised and used to develop four business cases based on the type of flexibility exhibited (Appendix 12 & 
13). The business cases showed that each type of flexibility had characteristics similar to the types of flexibility 
evidenced in the qualitative stage. The different sections of the workshop impacted on the 19 participating community 
pharmacies in various ways. This has been summarised below:  

 
1. Creating a strategic direction: strategic, business and financial planning for service delivery: In general, 

pharmacy owners took the concepts discussed at the workshop and used them to evaluate their product and 
service offering in the pharmacy. The type of business model and organisational flexibility appeared to be 
related to the actions taken. For example, pharmacies using operational flexibility had existing strategies 
focused on the retail side of their businesses. Whereas steady state pharmacy participants expressed 
awareness that they should develop their strategic position of their business further. The actions taken in this 
area overall were: 

a. Considering or planning for the implementation of more professional services 
b. Visiting other pharmacies to gather ideas or taking ideas from case studies 
c. Financial analysis and management – incorporating professional services into point-of-sale data 
d. Category analysis and management – decreasing underperforming product areas 
e. Reinforcing or considering the pharmacy’s strategic direction. 

 
2. Creating a “Health Services” Image: In creating an image based on service provision, most participants 

focused on the concepts of changing the physical layout to be more conducive to the provision of services and 
increasing communication with external stakeholders. The participants from structurally flexible pharmacies 
were considering more specific changes to their pharmacy layout to promote services e.g. using a forward 
pharmacy model. The actions taken in this area overall were: 



 

 14 

FINAL REPORT 

a. Changing pharmacy layout – to incorporate professional service areas (such as counselling rooms) or 
decreasing non-pharmacy specific product areas in order to be able to increase health-focused 
product or service areas  

b. Implementation of ‘forward pharmacy’ 
c. Improved or increased communication with local GPs 
d. Communicating a health focused image through: 

i. Health talks to local schools and organisations 
ii. Dedicated health information sections in the pharmacy 
iii. Health focused window displays. 

 
3. Staff Management: The workshop overall stimulated discussions between participants and their staff about 

change and implementing services. It also appeared to encourage change to the staff management to reflect 
services provision in both strategically and structurally flexible pharmacies. Participants from operationally 
flexible pharmacies changed the responsibilities of the pharmacy staff to potentially incorporate more services 
as opposed to any other type of change in this area. The actions taken in this area overall were: 

a. Discussing changes with staff and involving staff in workshop tasks 
b. Restructuring staff in order for professional staff to focus on professional aspects 
c. Considering employing more professional staff 
d. Encouraged staff appraisals to clarify roles and incorporate services 
e. Incorporating professional services into staff performance measures and rewards 
f. Incorporating staff training in professional services 

 
The participating pharmacists expressed clear needs for tools that could help them implement and 

sustain service delivery. These were: 

• On-site support; 
• IT programs for services that integrate with point-of-sale and dispensing software; 

• Financial tools such as spreadsheets for monitoring KPIs for services; 
• Step-by-step implementation guides/plans for each service detailing the process for each section – 

planning, image, staff; and 
• Practical examples from case studies and networking with other pharmacy owners/managers. 

 
A clear (and distinctively different) strategy became apparent for stimulating service delivery for pharmacies 

based on their type of organisational flexibility (Table 6). These strategies could be used to target promotional and 
support activities that are individualised to groups of pharmacies.  
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Table 6:  Strategies for stimulating service delivery in different types of pharmacies 
 

Types of 
Flexibility 

Strategy for stimulating service delivery 

 
Steady 
State 

 
The tagline for this group was “unmotivated and unsure”. They were initially unmotivated to provide 
services because they were unsure of how to integrate services into their daily practice. For this group 
to begin implementing services the importance of service provision needs to be reinforced. The owners 
need to develop a more detailed understanding of the necessity and usefulness of services in 
pharmacy. They need detailed implementation guidelines for each service that show them the step by 
step process they should go through in each area. This needs to be supported by holistic support 
ranging from financial analysis of their businesses to overcoming practical issues.   
 

 
Operational 

 
The tagline for this pharmacy was “prove it to me”. This group had either tried and rejected service 
provision or were focused on finding services that matched their existing business position. The main 
emphasis was on the financial implications of services and reinforcing the return of investment they 
would see from changing their orientation. Working in pharmacies geared towards product sales, they 
were looking for systems that could help breakdown services in a similar way.  
 

 
Structural  

 
The tagline for this group was “looking to be inspired”. This group provided services in select areas, 
considered that change was a possibility but were not sure how to approach this. In hearing the 
experience of others and networking with other pharmacists interested in service provision, they were 
inspired to make changes in their pharmacies. These changes focuses either on integrating the services 
in the pharmacy overall or making service provision sustainable through building specific service areas 
or adding new services.  
 

 
Strategic 

 
The tagline for this group was “getting better”. Their strategic orientation meant that they were already 
quite well developed in their approach to services but were always looking for ways to further develop. 
They found the workshop useful as it provided the opportunity to share ideas and it stimulated 
momentum to keep moving forward. Practical tools, such as integrated IT programs, were cited as 
important ways of sustain service delivery.  
 

 
 
In the limited group of 19 pharmacies in the NSW area, a simple cost effectiveness assessment was 

conducted of the intervention (Table 7).  After completing the intervention, it was difficult to assign an effect cost for 
individual pharmacies. This analysis shows that the average cost per pharmacy for the intervention was $847.08.  
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Table 7:  Cost Effectiveness Assessment of the Intervention 
 

 
Friday 
Workshop 

Sunday  
Workshop Total  

Workshop Manual Preparation      $         1,750.00  

Workshop Manual Printing      $         1,059.50  

Participants 9 10 19 

Time Taken for Workshop 
6 hours  
30 minutes 

5 Hours  
30 Minutes 12 Hours 

Number of External Workshop Presenters (@$750 per day) 6 5  $         8,250.00  

Catering      $            550.00  

Other: 
Participant expenses (Parking etc) 
Consultant expenses (Flights, Parking etc)      $         1,550.00  

Follow-Up Expenses: 
Incorporated Researchers time @$35 per hour and a per 
diem allowance of $60      $         2,935.00  

TOTAL COST FOR 19 PHARMACIES      $       16,094.50  

COST PER PARTICIPATING PHARMACY      $            847.08  

 

LIMITATIONS 
 

The limitations are based on the ground breaking and exploratory nature of the study. The theoretical 
framework of organisational flexibility had not been applied to community pharmacy prior to this study, the needs of 
community pharmacies in implementing services had not been analysed and an intervention focused on building the 
capacity to implement services had not been proposed or trialled. The limitations of Stage 1 are based on the lack of 
generalisability of qualitative findings. The use of a purposive sample was insightful in developing an understanding of 
the business models and elements of organisational flexibility but does not aim to be extrapolated to the broader 
community at this point. Additionally, four business models were found but the subsets within these models suggest 
that there are potentially newer models still emerging. 

 
In Stage 2, though statistical analyses were possible, a larger sample would have enabled more robust 

analyses. If the research sample had been larger (n>600) this would have enabled the scales, such as the needs 
assessment to be developed (through an exploratory factor analysis) with one sample and confirmed (using 
confirmatory factor analysis) in a second sample. The low response rate could be due to the large number of research 
projects being conducted in community pharmacy simultaneously as this was cited by both respondents and non-
respondents as a major inhibitor to their participation in this research project. 

 
In Stage 3, the limitations stemmed from the small sample size and the time allocated to this stage of the 

research. With only 19 pharmacies the results of this stage are not generalisable to the broader population. They do, 
however, give an indication of potential trends emerging from groups of pharmacies. The measures of change were 
qualitative and over a short period of time (from 2-4 weeks). This was due to the time period over which this stage was 
conducted and the scope of the study. Further studies should test these findings over a longer period of time (e.g. 2-5 
years) to adequately measure change.  
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DISCUSSION 
 

Community pharmacy is clearly an industry in transition and further development and change can be expected.  
The question is whether this change occurs in a policy vacuum and is solely decided by market forces or whether there 
is an overall framework developed by the profession to provide leadership to pharmacy owners and managers.  This 
research commences the discovery and examination of the characteristics and needs of the industry but it is nascent 
as community pharmacy is still evolving and emphatic statements cannot yet be made. 

Stage 1 – Qualitative interviews 
 

The impact of changes in the external environment on the organisational flexibility of community pharmacies 
appears to have produced at least four business models which provide services to varying degrees. The characteristics 
of these models suggest that there are potentially newer models or subsets of models still emerging. That is, 
community pharmacy seems to be transitioning.  It is therefore very important that the specific needs of pharmacies in 
making these transitions are identified, particularly in order to allow them to adopt different types of flexibility and thus 
to effectively implement services and build capacity.   

 
The emergence and adoption of new business models were often stimulated by transforming local 

environment. Often when a price discounting pharmacy appeared it prompted a rapid change of strategic position in 
neighbouring pharmacies. At this point it may be surmised that the inherent nature of community pharmacies is to react 
to external changes rather than anticipate them. This poses a number of questions as to the sustainability of the more 
reactive pharmacy models and the services they provide. Much of the current debate concerns the implementation of 
services but there needs to be greater consideration given to their sustainability. This study, however, showed that 
pharmacies becoming proactive do exist and perhaps others could be provided with assistance to build their capacity in 
order to operate the same way.   

 
Key Finding 1: Various business models of community pharmacy are developing, driven by market forces and 
individual pharmacy owner decisions in the absence of an overall policy framework. This research found that 
service implementation needs to been approached in a holistic way, taking into account the business and 
professional environment in which it operates.  
 

Interestingly, not all the pharmacies in this study were able to communicate a clearly defined strategy. The 
models showed that, as economic pressure was placing a high dependence on the dispensary, pharmacies were in the 
initial stages of diversifying but had not achieved this position clearly enough. This often presented their customers with 
a lack of clarity of the pharmacy positioning. Positioning a pharmacy as a health care provider was dependent on the 
philosophical standpoint of the pharmacy owner and the perspective the business’ future. The concept of creating a 
critical mass or bundle of services was crucial to establishing the viability of the services. In addition, once the owner 
had made a commitment to make services part of the pharmacy there was a need to diffuse this throughout the 
pharmacy to generate staff support. The concept of securing staff support has been highlighted as a facilitator of 
implementation in many previous studies.

11, 1
 Additionally, the culture of the pharmacy promoted either operational 

efficiencies and retailing or service provision through structural efficiencies. However the critical point, as reinforced 
later by the workshops results, was that when strategic flexibility was used with an underlying philosophy of health care 
provision, services were more likely to be successfully integrated into the pharmacy.  This is an important point for all 
policy makers to consider.  
 

In the initial stage of research it was evident that when pharmacies were subjected to changes in their local 
environment it stimulated change in philosophical and business positioning. At times service provision was used as the 
key element of this change; this was when strategic flexibility was exhibited. This was used in two of the four business 
models: health care solutions pharmacy or networked pharmacy. Structural flexibility stimulated service specific 
changes in the pharmacy through alterations to facilities or personnel. Operational flexibility was exhibited in the retail 
destination pharmacy where the retail aspect of pharmacy was being taken advantage of without intentionally 
incorporating the extended role of pharmacy. They were increasing their efficiency as retailers. Finally the group of 
pharmacies in steady state was also the classic community pharmacy model and exhibited complacency to change.  
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Key Finding 2: The qualitative interviews showed that community pharmacies exhibit all four types of 
organisational flexibility – steady state, operational, structural and strategic – manifested in four business 
models: classic community pharmacy, retail destination pharmacy, health care solution pharmacy and 
networked pharmacy. The integration of the business model and organisational flexibility type influence how 
services are implemented into the pharmacy operations. 

 
Key Finding 3: Where services are implemented to differentiate the pharmacy, a health care provider focus is 
adopted. This holistic approach to health care provision suggests that using strategic flexibility enables 
services to be integrated most effectively.  
 

Stage 2 – Quantitative Survey  
 

The analysis showed that there were three similar factors arising from the importance and improvement 
measures (the three factors explained approximately 40-50% of the variance). This indicated that the underlying 
constructs driving community pharmacy from a product and service model to a service and product model are complex 
and varied. The similarity of factors for the two measures could be clear indication of the current needs of the 
community pharmacy industry or alternatively, a result of the survey format which used the same items for both 
measures.  
 

The major factor was “Planning and Performance” in the importance measure and   “Planning, Performance 
and Service Awareness” in the improvement measure. These factors can be sub-divided into three concepts, not 
discerned in the statistical analysis, perhaps suggesting that the concepts are intrinsically related for practising 
pharmacists. Respondents highlighted the need to focus on the business and financial planning for service integration 
and a wish to have practical cases. They also seek financial resources to support these services in conjunction with 
staff who are specifically trained and motivated. It was indicated that service awareness was both important and 
needed improvement through knowledge of the service to customers and customer feedback.  
 

The analysis highlights the importance of these concepts and the critical question for policy makers remains 
how quickly programs can be restructured. Current programs are not meeting needs sufficiently to encourage the 
widespread implementation of professional pharmacy services.  To accelerate the rate of implementation the needs of 
community pharmacies need to be heeded by incorporating these concepts efficiently in delivered programs. Increased 
implementation would support the continued emphasis of seeking remuneration for existing or additional services. The 
successful uptake of these programs is a crucial element in supporting future negotiations.  
 

The second factor in the improvement measure concerned the physical layout, for example including dedicated 
area for service provision.  This result is not surprising as community pharmacies have been traditionally designed to 
maximise product sales, with a paucity of design layout models for service delivery. In the qualitative study, pharmacy 
owners told of their recruitment of experts from outside pharmacy to create service oriented designs. Service orientated 
designs for pharmacies should be promulgated to pharmacy owners who wish to change their current business 
platform.  

 
The second factor, “people and processes” in the importance measure was related to staffing and processes 

issues. This suggests that transforming to a service model may require more staff with specialised knowledge as well 
as defined operational processes. Industry change requires a new set of skills for staff. However, the challenge for 
community pharmacy will not necessarily be the training of pharmacists in services, as Australian universities have 
incorporated these into their curriculum. Rather, the challenge will be in the financial implications of increased staff 
numbers and skills. There appears to be a reluctance to invest in staff development. This may be a reflection of the 
position of community pharmacy as a small business with a more limited financial capacity to provide development 
opportunities or their past reliance on others, such as the pharmaceutical industry, to provide adequate education and 
training.  Staffing costs are a critical financial indicator that pharmacy owners monitor carefully. There are industry 
accepted norms for staffing costs/turnover ratio in a product model, but the higher ratio in a service model results in 
pressure on the viability of the pharmacy.  
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The third factor in the importance measure combines the physical layout concept from the improvement 
measure with service awareness. This highlights the significance of creating a pharmacy design that supports a service 
orientation not only for service delivery but making the services visible to customers. This design should be supported 
by a core pharmacy team and specially trained pharmacists that can reinforce the service orientation through their 
skills and image they portray to the customer. The third factor in the improvement measure labelled “People and 
Processes” is clearly related to the second factor in the importance measure. 
 

In summary the study has provided the initial steps in developing a tool for a need assessment in the area of 
implementing service in community pharmacy. Pharmacists clearly need support for changing their businesses from a 
product to a service orientation in at least five areas; planning (business planning), performance (financial planning), 
people and processes (staff management), service awareness (marketing) and infrastructure (design layout).  
 
Key Finding 4: The five key areas for capacity building were: planning, performance, service awareness, 
people and processes, infrastructure.  
 
Key Finding 5: The study identified that community pharmacy owners need more practical business 
management assistance to develop the capacity to change and adapt in this new environment. 
 

Stage 3 – Intervention  
 

Previous research and this intervention have shown that providing information to pharmacists regarding 
service implementation is not sufficient to increase uptake. The intervention provided evidence of having stimulated the 
thinking of pharmacy owners and managers by identifying ways in which services could be more effectively 
implemented. A practical impact of the intervention (see results section and Appendix 13) was seen, even though long 
term change could not be measured.  
 
Key Finding 6: The trialled intervention program – including a workshop and on site support – provided 
structured assistance in management issues such as strategic direction, creating an image of a health care 
provider and staff management.  The assistance was seen to be practical and tailored to the needs and 
characteristics of the different groups.  
 
Key Finding 7: The intervention was positively received by this sample of pharmacists and had an immediate 
and practical impact on the business operations and planning in the community pharmacies. It promoted 
flexibility, strategic operations and the potential to integrate services in pharmacies.  
 

Figure 2 outlines the steps taken in Stage 3 of this study as well as crucial pre and post support. Overall it 
comprises five key steps. The core elements (steps 2-4) are an educational workshop, on-site support and a resource 
centre. This would be reinforced by steps 1 and 5 – pre-program preparation and a post-program assessment of 
performance and progress. More specifically, these steps are:  

• Pre-preparation: involving background reading of relevant topic areas such as strategic planning 
• Educational workshop for services: in small, interactive group workshop where pharmacists can hear from 

experts in different areas and discuss new ideas and issues with other pharmacists 
• On-site support: this continuous support should be over the long term (3-5 years) to ensure that service 

delivery is sustained. Support could be in form of on-site visits to pharmacies to help define or refine the 
direction of the pharmacy to include service provision and provide further contacts in the areas in which the 
pharmacy specifically needs to develop e.g. pharmacy layout 

• Toolkit and resource centre: providing a centralised pool of resources for assistance and information relation to 
the provision of all services. This would also be an interface between pharmacists and experts in the key areas 
pharmacies need to improve. Tool-kits should be provided with service specific information to assist in 
implementation, including guidelines, relevant professional standards, case studies of other pharmacies etc. 

• Assessment: involving the development of assessable goals and indicators that can be benchmarked against 
industry standards to set the level and depth of service delivery for community pharmacy 
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Figure 2: National Implementation Program 

Step 2: Educational Workshop 
for Services

♦ Including the topics:

♦ Business models in community pharmacy  

♦ Strategic, financial and business planning 
for services

♦ Creating a “health services” image

♦ Staff Management

♦ External Support and Resources

♦ Allowing time for networking and group 
discussion

♦ Completing workshop tasks

♦ Developing individualised action plans for the 
pharmacy

Step 3: Onsite 
Support

♦ Discuss/Define a 
strategic direction for 
the pharmacy 

♦ Identify specific 
assistance and 
resources required. 
For example, 
designing a new layout 
or incorporating 
technology

♦ Discuss the services 
the pharmacy would 
like to provide and how 
they will do this

Step 4: Toolkit and 
Resource Centre

♦ Provide resources for 
specific assistance 
required

♦ Provide a detailed 
implementation guide for 
the service 

♦ Provide case studies 
related to the service

♦ Provide financial tools such 
as spreadsheets for 
monitoring service KPIs

♦ Develop SMART goals 
related to the service

Step 5: Assessment

♦ Assess goals

♦ Measure financial performance of the service

Step 1: Preparation

♦ Participants read workshop manual

 
 
 

It is important to note that there is not one best model of practice that should be applied to all pharmacies. The 
aim of any support program should be to provide pharmacists with a number of options or potential business models 
and allow them to choose the elements most relevant to their pharmacies.  

 
Overall the research showed that there are specific areas in which capacity can be built in community 

pharmacies to support the implementation of professional pharmacy services – a process of change that will require 
support over an extended period of time.  
 
Key Finding 8: The theoretical framework of organisational flexibility can be used to investigate and identify 
areas in which capacity needs to be built to provide services and guide the development and delivery of 
holistic programs to support community pharmacy.  
 
Key Finding 9: The level of change and capacity building required in community pharmacy is complex, and 
requires significant support and time to occur. 
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CONCLUSION 
 

The focus of this research was to investigate the capacity of community pharmacy to provide professional 
pharmacy services by examining the factors affecting the experience of community pharmacy in the business and 
health care environments in which it operates. 
 

The first stage of this research, the qualitative interviews, showed that pharmacies choosing to implement 
services are strategically differentiating their businesses to become focused health care providers. This holistic 
approach to the health care focus should inevitably influence the sustainability of services. The health care solutions 
and networked pharmacy models are best suited to integrate services and that creating a strategically flexible model 
supports the integration of products and services. However it also appears that all types of business models are 
attempting to incorporate service provision to some extent.  

 
The question for the profession is whether it wishes to promote service provision in all type of pharmacies. In 

addressing this question there will be much debate on the role of government, professional organisations, universities 
and other stakeholders. If the future of community pharmacy truly lies in a mix of product and professional pharmacy 
services a health care solutions pharmacy and networked pharmacy positions are currently the most effective models 
in achieving this mix. The challenge, however, will be in building the capacity of other models to integrate services and 
successfully providing leadership and support for an industry in transition.  
 

It is clear from the analysis of the quantitative survey (Stage 2) that there are gaps in the capacity of 
community pharmacy that could be addressed through business and management programs. The five key areas 
identified should be taken into consideration and developed into actionable steps. However, efforts to build capacity in 
order to increase the probability of service uptake should take into account different types of pharmacies and 
potentially differing needs.  
 

Through the intervention, including a workshop and follow up interview, the third stage of this project enable 
identified needs to be addressed in order to build the capacity to provide professional pharmacy services.  It is clear 
that an increased awareness of professional pharmacy services among customers, pharmacy staff and other health 
care professionals is required.  Cultural change is required by owners, managers, staff and other influential as well as 
the creation of cost structures to support a service delivery focused model.  
 

Organisational flexibility, as a theoretical framework, has proved a useful tool in understanding the challenge of 
service implementation and the related capacity and integration issues in community pharmacy.  Current available 
assistance is focused more on developing the clinical skills of individual pharmacists or the retailing aspects of 
pharmacy rather than service provision, with few resources provided to address these emerging needs. Professional 
associations could consider developing different support programs for individual groups of pharmacies and adapting 
content for their specific needs. It is apparent that developing strategic thinking and developing the business model of a 
pharmacy to incorporate the role of a health care provider is a critical step before practice change and service 
implementation can be successful.  
 

The level of change required in pharmacy is complex and will require significant support from professional 
associations. The capacity and infrastructure of the professional associations and other support networks for 
community pharmacies needs to be sufficient to meet the breadth of these needs. Without support, the success of 
sustainable service delivery is questionable. Currently pharmacies are in different stages of development and require 
different levels to support to transition to the role of a service provider. Any change management programs to assist in 
this transition, as proposed in previous studies, should take into account both sets of needs identified as well as the 
mode of delivery trialled and evaluated. 

29, 32, 47
  To be effective, the provision of information in regards to services 

should not be didactic or forceful but rather a presentation of options which pharmacies can then align strategically with 
their business to optimise their long term viability. In the long term, it will be the ability to gradually incorporate and 
bundle new services in the practice of pharmacy that will support the viability of the industry.  

 
The preliminary evidence suggests that a targeted program of education and on-site support, based on a 

sophisticated understanding of the organisational needs and characteristics of community pharmacy, can be effective. 
Therefore, it is recommended that a national trial is implemented and evaluated to support of service 
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implementation. An optimal program should involve a preparation, workshop attendance, on-going on site support 
underpinned by a resource centre providing tool kits for each service and integrating information on matters related to 
services and their implementation. 

 
Relevant policy initiatives are essential to continue and encourage the momentum for change. These initiatives 

need to both focus on supporting and building on the capacity of the pharmacies already implementing services to 
increase the potential sustainability of their provision, and provide support and development tools for those pharmacies 
yet to integrate a sustainable, service delivery model.  
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