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Abstract
Objective. The aimof the present studywas to describe an environmental framework for pharmacists in primary care in

Australia and determine the major factors within that environment that have the greatest bearing on their capacity to
implement patient-focused models of professional practice.

Methods. A draft framework for pharmacists’ practice was developed by allocating structures, systems and related
factors known to the researchers or identified from the literature as existing within pharmacists’ internal, operational and
external environments to one offive domains: Social, Technological, Economic, Environmental or Political [STEEP]. Focus
groups of pharmacists used an adapted nominal group technique to assess the draft and add factors where necessary. Where
applicable, factors were consolidated into groups to establish a revised framework. The threemajor factors or groups in each
domain were identified. The results were compared with the enabling factors described in the profession’s vision statement.

Results. Seventy-eight individual factors were ultimately identified, with 86% able to be grouped. The three dominant
groups in each of the five domains that had a bearing on the implementation of professional models of practice were as
follows: (1) Social: the education of pharmacists, their beliefs and the capacity of the pharmacist workforce; (2)
Technological: current and future practice models, technology andworkplace structures; (3) Economic: funding of services,
the viability of practice and operation of the Pharmaceutical Benefits Scheme; (4) Environmental: attitudes and expectations
of stakeholders, includingconsumers, health systemreformandexternal competition; and (5)Political: regulationof practice,
representation of the profession and policies affecting practice.

Conclusions. The three dominant groups of factors in each of the five STEEP environmental domains, which have a
bearing on pharmacists’ capacity to implement patient-focused models of practice, correlate well with the enabling factors
identified in the profession’s vision statement, with the addition of three factors in the Environmental domain of stakeholder
attitudes, health system reform and external competition.

What is known about the topic? The extensive range of patient-focused professional programs developed for application
by pharmacists in primary care in Australia has yet to be widely implemented.
What does this paper add? Factors both within and beyond the pharmacists’ immediate practice environment that have a
bearing on the uptake of professional programs have been identified and prioritised using a structured thematic approach.
What are the implications for practitioners? The results demonstrate the need for a multifactorial approach to the
implementation of professional models of practice in this setting.
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Introduction

The growing and aging population, in which people are living
longerwith agreater numberof chronic conditions combinedwith
an increasing range ofmore complex and expensivemedicines, is
placing significant demands on the healthcare system.1 Enhanced

primary care pharmacy services can help alleviate these demands
and numerous patient-focused models of practice incorporating
the philosophy of pharmaceutical care have been developed and
trialled in recent decades.2 Examples of such services include
smoking cessation, treatment of minor ailments, anticoagulation
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monitoring services, diabetes andcardiovascular health screening
and management, chlamydia testing and several models of med-
icines reviews (e.g. residential medication management reviews,
home medication reviews and MedsCheck).3–5

The implementation of new services has been limited. The
difficulties of both overcoming barriers to change and integrating
services with existing community pharmacy business models
have been identified as a possible reasons for the limited
uptake.6–8 Strategies to increase the uptake of professional ser-
vices by pharmacists in primary care and to sustain practice
change have been studied using organisational theory and change
management principles, with a particular focus on behaviour
change and pharmacy business operations.6–11 In addition to
these internal behavioural and organisational factors, a range of
factors in themacroenvironment, beyond the control of individual
pharmacists, also has a bearing on the conduct of the profession
and may therefore affect capacity for change and the adoption of
new services.12

Further indication of factors having a bearing on pharmacists’
practice can be found in Building Upon Pharmacists’ Practice in
Australia – A Vision for the Profession,13 endorsed by the 11
major Australian pharmacist and pharmacy organisations in
2014. The statement endorses pharmacists as ‘healthcare profes-
sionals who are sought after and valued for their expertise in
medicines in working with consumers and the healthcare team to
deliver optimal health outcomes’.13 It describes 10 functions
performed by pharmacists in realising the vision and eight
enabling factors as key areas of development that will facilitate
pharmacists sustaining the functions. These enabling factors
include opportunities for practice, viability and sustainability,
education and training, workforce, legislation and policy, infor-
mation and technology, leadership and partnerships and culture
and professionalism.13

The aim of the present study was to identify the major factors
that constitute the internal, operational and external aspects of the
environmental framework of pharmacists’practice anddetermine
those factors that have the greatest bearing on the implementation
of professionally focused models of practice in primary care in
Australia. The results will provide direction for future work to
enhance the implementation of professional models of practice in
this setting.

Methods

This study was approved by the Monash University Human
Research Ethics Committee (Approval no. 2014001019). Audio
recordingsweremadeof focusgroupsessions toenablevalidation
of data.

Four steps were used to address the aims of the present study.
First, factors that may have a bearing on pharmacists’ practice
were identified. Second, these factorswere allocated to one offive
environmental domains. Third, the environmental framework
was confirmed using an adapted nominal group technique and,
fourth, the resulting factors were ranked.

Identification of factors

A draft depiction of the current macroenvironmental framework
of the practice of pharmacists in primary care in Australia was
compiled by identifying 65 structures, systems, aspects of

regulation and other factors that have a bearing on their practice.
The draft framework included factors both within and outside the
direct control of individual pharmacists and the profession.
Factors were identified based on the knowledge and experience
of the researchers and a glossary was prepared that included a
definition of each factor.

Allocation of factors to environmental domains

To establish a structure for the draft framework and facilitate
analysis, the framework was divided into five homogeneous
subcategories or domains: Social, Technological, Economic,
Environmental and Political [STEEP].14 STEEP and similar
categorisations have been used in macroenvironmental analyses
of pharmaceutical companies.15–17

STEEP domain definitions

The five STEEP domains, with pharmacist-based examples,
are described below.

Social The social factors of the environment included those
aspects describing the organisation and behaviour of members of
the society, including culture, values, attitudes and demo-
graphics. Key aspects include education, lifestyle and
employment.

A pharmacist-based example of social factors would be the
composition, attitudes and beliefs of the pharmacist workforce.

Technological The technological factors of the environment
included those aspects describing practical structures and
resources used to be productive, efficient and innovative. Key
aspects includeworkplace design, operating systems, automation
and communication.

A pharmacist-based example of technological factors would
be the application of new communications tools to pharmacists’
work.

Economic The economic factors of the environment included
those aspects dealing with the distribution of resources, the value
or price of products and services and the capacity to obtain them.
Examples include levels of funding, remuneration and the cost of
delivering services.

A pharmacist-based example of economic factors would be
the value placed on pharmacists’ input to health care.

Environmental The environmental factors included those
aspects that make up the physical and biological environment,
including natural resources. Examples include the changing
awareness of resource utilisation and the need to be efficient and
to reuse or recycle to minimise environmental effects.

A pharmacist-based example of environmental factors would
be the need for pharmacists to respond to changes in the demo-
graphics and expectations of the population.

Political The political factors of the environment included
those aspects thatmakeuporganisational structures established to
deliver regulation and control for the benefit of the society overall
or segments of the society. Examples include political and legal
processes and group behaviours.

A pharmacist-based example of political factors would be the
role and behaviour of associations representing pharmacists.

Although some factors were potentially relevant to more than
one domain, the definitions provided above were used to allocate
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the factors of the draft framework to the most appropriate
environmental domain.

Confirmation of the environmental framework

An adapted nominal group technique was used to assess the draft
framework. This technique entails participants individually
generating ideas that are recorded, shared and discussed within
a structured and facilitated process, followed by private voting
to rank the ideas with the group decision based on the
consolidated outcome.18 This process has been shown to be a
validmethodology to achieve consensus of participants in health-
care research, including research of opinions regarding commu-
nity pharmacy.19–21

The 12 participants in two focus groups were registered
pharmacists recruited using notices in newsletters of professional
organisations.Theparticipants included sevenpharmacistswork-
ing in community practice, two pharmacists working in hospital
practice, two pharmacists performing medication reviews
(a further three pharmacists were credentialed to do reviews) and
one pharmacist working as a practice development pharmacist
with a professional association. Additional professional involve-
ment of members of the groups included as an examiner of
pharmacy interns, a regional coordinator for a professional
association and as an elected member of an early career practi-
tioner group. To establish agreement as to the factors thatmake up
the framework, the participants were provided the draft frame-
work, theglossaryof terms, instructions regarding theprocess and
recording sheets. They were led through individual and group
inquiry by two authors (SH and JJ) to complete the following four
tasks: (1) consider each factor in the draft framework and agree on
its inclusion, or delete the factor if it is believed not to be relevant;
(2) identify significant factors that are part of pharmacists’
environment that were missing from the draft framework and
agree on their inclusion and their STEEP domain; (3) confirm the
allocation of each factor within the STEEP domains and relocate
as appropriate; and (4) group dependent factors into ‘families’
where relevant.

‘Families’ were defined as factors that have common aspects
or interdependency such that they can be grouped together and for
which a dominant or parent factor can be identified to which all
other factors in the group can be related.

Ranking of the factors

The adaptation to the nominal group technique involved the
voting to rank the ideas being conducted by participants from

both focusgroupsonce the outcome from the twogroupshadbeen
combined. To achieve this, a revised framework based on the
consolidated results from the focus groups was distributed by
email to all focus group participants. Each participant was
requested to prioritise, in descending order, the factors or groups
of factors in each domain in the revised framework based on their
effect in relation to the implementation of professionally focused
models of practice. This was undertaken by allocating a score
from 5 (most important) to 1 (least important). The scores were
collated to identify the most influential factors in each STEEP
domain.

Results

The revised framework consisted of 78 factors. On grouping
factors, 19 familygroupswere identifiedaccounting for 67 factors
(86%), leaving only 11 factors ungrouped. The number of factors
and groups in each domain of the draft and revised frameworks
are given in Table 1. Table 2 lists the threemost important groups
of factors, in descending order, in each domain.A list of all factors
and groups in the revised framework is given, in descending
order, in Table 3. The three dominant groups in each domain are
described below, with component factors identified for each
group.

Social domain

Aspects of the organisation and behaviour of pharmacists that
were identified as the most important factors within the Social
domain include: (1) the education of pharmacists, which includes
their competence, and the existenceof enabling structures, suchas

Table 1. Number of factors and groups of factors in the draft and
revised frameworks

STEEP, Social, Technological, Economic, Environmental or Political

Draft framework Revised framework
No.

factors
No.

factors
No.

groups
Ungrouped

STEEP domain
Social 15 13 3 1
Technological 10 15 4 1
Economic 11 16 4 3
Environmental 14 17 4 2
Political 15 17 4 4

Total 65 78 19 11

Table 2. Three dominant groups of factors in descending order in each Social, Technological, Economic, Environmental or Political (STEEP)
domain of the revised framework

PBS, Pharmaceutical Benefits Scheme

Factors and groups of factors in each domain in descending order of importance
Social Technological Economic Environmental Political

Education of
pharmacists

Practice models: current and
future

Funding of services Stakeholder, including
consumers, expectations
and attitudes

Regulation of practice

Beliefs of pharmacists Technology Viability of practice Health system reform and
processes

Representation of the profession

Pharmacist workforce
capacity

Workplace structures Operation of the PBS External competition Policies affecting practice
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internship, mentoring and practice development processes; (2)
the beliefs of pharmacists, which incorporates their ethics,
culture, attitudes and expectations; and (3) the capacity for there
to be an adequate and sustainable pharmacist workforce, includ-
ing their capability and generational issues.

Technological domain

Aspects of the Technological domain that have the greatest
bearing on the implementation of professional roles are: (1) the
current and emerging models of practice, including workload,
pharmacists’ policing role and career paths; (2) enabling tech-
nologies, such as the eHealth record, automation and innovation
in information and communication systems; and (3) the design
and operation of the workplace with specific consideration of
privacy.

Economic domain

The Economic domain includes aspects of the environment
relating to the distribution, value and pricing of resources and,
not surprisingly, the most significant aspect of pharmacists’
practice in this domain is the level and constraints applied to the
funding of services with specific reference to the lack of an
alternative funding option to the Community Pharmacy Agree-
ment (CPA). The second most important group of factors in this
domain, namely the viability of practice, includes the viability of
pharmacies and independent pharmacist practitioners and the
wages of salaried pharmacists. The third group is the

Pharmaceutical Benefits Scheme (PBS) and a range of econom-
ic-focused PBS-linked policies, including price disclosure and
brand substitution.

Environmental domain

Patients, consumers and other stakeholders constitute the most
significant aspect of the Environmental domain of pharmacists’
practice, and the stakeholders’ attitudes, beliefs, needs and
expectations were identified as being central to the implementa-
tion of professional models of practice. The health needs of
specific populations, overall health literacy and the expectation
of free services are additional aspects of this group of factors. The
second group of factors in this domain incorporate changes in the
healthcare environment, including system reforms and the emer-
gence of primary, collaborative and home-based models of care.
The third group of factors is competition from other health
workers and from outside the healthcare system.

Political domain

ThePolitical domain includes: (1) the organisation and regulation
of activities, with the three dominant groups of factors being
regulation of practice, specifically via the CPA, ownership and
location controls; (2) representation of the profession, which
captures leadership and advocacy; and (3) the health policies
within which pharmacists practice, specifically the National
Medicines Policy and Quality Use of Medicines.

Table 3. Individual factors (italicised) and groups of factors (bolded) in descending order of importance in each domain
ICT, InformationTechnology andCommunications; CPA,Community PharmacyAgreement; PBS, Pharmaceutical Benefits Scheme;R&D, research and design

Social Technological Economic Environmental Political

Education of pharmacists Practicemodels: current and
future

Funding of services Stakeholder attitudes Regulation of practice

Pharmacists’ education Current practice Current funding models Patient and carer needs CPA
Competencies Workload Funding constraints Expectations of free services Location rules
Internship Policing role Alternative funding options Health literacy Ownership
Mentoring Scope of practice Lack of alternative to CPA Specific population needs Representation of the

profession
Advanced practice Emerging practice Viability of practice Health system reform Advocacy

Beliefs of pharmacists Career paths Competition in pharmacy System reform Lack of unity
Beliefs Technology Viability of pharmacies Primary care Leadership
Attitudes eHealth record Viability of independent

practitioners
Collaborative care Pharmacy Guild of Australia

domination
Expectations Innovation Wages Public and preventative care Policies affecting practice
Ethics Automation Operation of the PBS Home-based care National Medicine Policy
Culture ICT PBS External competition Quality Use of Medicines

Pharmacist workforce capacity Access to health system Brand substitution Competition with other health
workers

Access to health care

Capacity Workplace structures Price disclosure Competition from outside
healthcare

Government

Capability Redesign Evidence Infrastructure Electoral cycle
Generational issues Privacy Evidence of outcomes Infrastructure Appetite for reform

Support workforce eCommunication Cost-benefit analysis Pharmaceutical industry Legislation
World Wide Web Strength of the economy Supply chain Risk mitigation
Social media Competing demands Demographic change Accountability
Practice-focused R&D Efficiency and productivity Ecology Scheduling

Enhanced quality and
medicine safety
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Discussion

Identifying and prioritising relevant factors has been used to
determine barriers to advanced pharmacy practice, to investigate
patient demand for community pharmacies and to study barriers
to the provisionofmedication therapymanagement services.22–24

Previous studies that identified factors believed to have a bearing
on practice change in community pharmacy focused predomi-
nantly on the behaviour of individuals, the operation of the
pharmacy business unit and funding. For example, work to
identify facilitators of change in communitypharmacybyRoberts
et al. divided facilitators into two levels: (1) individual, such as
competence, knowledge and autonomy; and (2) organisational,
which includes pharmacy layout, culture andmarketing.25,26 The
work of Mehralin et al.27 expanded the scope of relevant factors
by identifying the following groups as being the greatest barriers
to pharmaceutical care in community pharmacy: resources, atti-
tudes and vision, education and training, skills and regulatory and
environment.

The aim of the present study was to create a comprehensive
picture of the factors in the internal, operational and external
environments that have a bearing on practice and to then refine
andconsolidatebygroupingwithin families todetermine themost
influential factors. Dividing the practice framework into five
STEEP domains enabled a structured thematic approach to be
adopted in considering the practice environment. Based on this
work, the STEEP categorisationwould provide a useful approach
for pharmacy organisations and practitioners to adopt when
evaluating pharmacists’ practice environment. The potential for
some individual factors to be perceived as belonging tomore than
one domain and for factors from different domains to be grouped
within families indicate the need, when planning practice change,
to take into account the interdependency of multiple factors and
activities in multiple domains.

The results illustrate the importance of recognising and
addressing the full spectrum of barriers that exist and highlight
the fact that resolving a single barrier in just one environmental
domain may not enable change to occur or new programs to be
adopted and implemented.

The dominant groups identified in these results correlate well
with the enabling factors described in the profession’s vision
statement13 with the identification of three additional factors in
the Environmental domain, namely stakeholder attitudes, health

system reform and external competition (Table 4). These factors
are all external to pharmacists’ immediate area of influence and
may reflect an oversight in the development of the vision
statement; they should be considered in any future revision of
the statement.

The identification of the factors external to pharmacists’
immediate areas of influence and control is indicative of the need
for profession-wide rather than individual practitioner-based
effort to address some of the barriers to the uptake of professional
programs. Consumer groups, legislators and funding agencies
that have an interest in expanding access to cost-effective primary
healthcare services need to be engaged by the professional bodies
to assist with the removal of these external barriers.

With the recognition of the correlation between the enabling
factors of the vision statement and the environmental barriers
identified in the present study, the development of work plans for
each enabling factor that incorporate proposals for overcoming
the respective barriers would be of significant benefit to the
profession.

Conclusion

Focus groups of pharmacists using the STEEP framework and an
adapted nominal group technique have identified 78 individual
factors relevant to the advancement of pharmacists’ professional
practice in primary care in Australia and demonstrated the
interdependency and linkage of factors across the five STEEP
domains.Whereas previouswork to determine barriers to practice
change has focused on internal individual or organisational
factors, the present study has provided a comprehensivemapping
of internal, operational and external factors and allocated the
factors and groups of factors to the domains that make up
pharmacists’ practice environment. Grouping of the factors
revealed that the large number of individual factors form a
relatively small number of significant ‘families’ in each domain
and provided guidance as to the groups of factors having greatest
bearing on advancement of professional practice. The results
confirm that multiple factors in all macroenvironmental domains
are relevant to the advancement of pharmacists’ practice in the
primary care setting and provide specific indication of areas of
future work aimed at enhancing the implementation of profes-
sional models of practice.

Table 4. Correlation of results from the present study with the enabling factors of the profession’s vision
statement13

STEEP, Social, Technological, Economic, Environmental or Political

Enabling factors STEEP domains
Social Technological Economic Environmental Political

Opportunities for practice
Viability and sustainability
Education and training
Workforce
Legislation and policy
Information and technology
Leadership and partnerships
Culture and professionalism
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