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Abstract  
Background: Pharmacy practice in Australia is guided by professional practice guidelines. The guidelines 
communicate expected pharmacist behaviours to facilitate a consistently high standard of patient care, but are 
infrequently used by pharmacists and students. It is therefore essential to understand what influences 
pharmacists’ use of professional practice guidelines and how best to support positive behaviour change towards 
utilising these guidelines. 
 
Objective: To explore perceived influences on the use of professional practice guidelines by Australian 
pharmacists, and to map these influences to the COM-B model of behaviour. 
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Method: Focus group discussions were undertaken with pharmacists (including intern pharmacists) from various 
practice settings, locations, and with varying years of experience. Audio-recordings from each focus group were 
de-identified and transcribed verbatim. Transcripts were analysed using the COM-B (‘capability’, ‘opportunity’, 
‘motivation’ and ‘behaviour’) model.  
 
Results: Nine focus groups with 45 participants were conducted. Limited awareness of professional practice 
guidelines hindered pharmacists’ ‘capability’ to use them. Pharmacists indicated that challenges accessing, and 
suboptimal content design, limited their ‘opportunity’ to use the guidelines. Pharmacists’ professional role and 
identity (‘motivation’) appeared to inhibit use of the guidelines if they were perceived to not apply to their 
current role, or if pharmacists believed their experience obviated the need to  use them. Motivation to use 
professional practice guidelines was associated with a belief that the guideline(s) would support pharmacists in 
their practice.   

 
Conclusion(s): Understanding what influences the use of professional practice guidelines should inform 
interventions to target and improve pharmacists’ use of the guidelines. The Behaviour Change Wheel offers clear 
next steps for this process. Awareness, access, and content could be improved in the first instance, and this may 
also work to improve motivation. Leveraging influences on motivation may serve to ensure that use of 
professional practice guidelines is embedded in future practice, albeit motivation can be more difficult to target.  
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Introduction  1 
For numerous years the International Pharmaceutical Federation has tasked their member organisations with 2 
ensuring each country has quality guidelines and standards in place for the provision of ‘Good Pharmacy Practice.’1,2 3 
Australia is one country where professional practice resources, particularly professional practice guidelines are 4 
readily available. The Pharmaceutical Society of Australia has been the custodian of these guidelines for over a 5 
decade. 3-5 While the scope and purpose of these guidelines may differ, they all communicate to pharmacists the 6 
minimum expectation of quality pharmacist practice, that is a key component of meeting legal, ethical and 7 
professional obligations. 3-5 Of these, arguably the most important are those from regulators and professional bodies 8 
that provide guidance for pharmacists on the minimum expectation for care provided to patients. 3-6 Such guidelines 9 
may include, but are not limited to, codes of ethics, codes of conduct, professional practice standards, service 10 
specific practice guidelines, medicine formularies, and medicine specific provision guidelines. 3-5,7-9 These guidelines 11 
range in their scope and purpose, but all function to educate pharmacists to enable consistent, evidenced based, 12 
safe, and effective service provision to patients.  13 
 14 
When pharmacists are accused of malpractice the related professional practice guidelines are often viewed to bench 15 
mark their practice.4,10,11 Beyond this, adhering to practice guidelines ensures pharmacists are not in breach of 16 
funding service agreements, meet agreed expectations of consumers and other health professionals, and are able to 17 
self-assess the quality of their own practice.3,4,6,10 Furthermore, these guidelines can clarify how to proceed in 18 
unfamiliar situations and assist pharmacists to avoid practice misdemeanours. 19 
 20 
Suboptimal practice in conflict with the expectations outlined in practice guidelines has been observed in pharmacy 21 
practice in Australia and overseas, in published and unpublished literature.12-25 Like all health professions, challenges 22 
often arise with consistency of practice where autonomous professionals, including pharmacists, are practicing. 23 
These range from illegal practice to substandard provision of information to patients when they purchase a 24 
medicine.11 There are a multitude of factors that likely influence suboptimal practice ranging from the individual 25 
practitioners’ personal capabilities, including their knowledge and training, external factors influencing their practice 26 
environment such as access to resources or limited time, and the individuals’ motivations including their beliefs and 27 
habits.11 One potential explanation for practice deviations from expected professional behaviour may be that the 28 
profession’s relevant practice guidelines are not known or used optimally.26 29 
 30 
A recent national survey of Australian pharmacists, intern pharmacists and pharmacy students found that almost all 31 
(15/16) of the practice guidelines explored were self-reported to be used by less than half of all participants in the 32 
preceding 12 months.26 From the pre-defined options in the survey the most reported reasons for not using the 33 
practice guidelines included limited awareness, the perception that the information in the guidelines was not 34 
needed and lack of relevance to the pharmacist’s role.26 Thus, while this study served to demystify the questions of 35 
‘if’ and ‘by whom’ professional practice guidelines are used, the question remains: what specifically influences 36 
pharmacists to use or not use these guidelines? Limited research exploring pharmacists’ reasons for use of practice 37 
guidelines exists. Of the observational studies comparing pharmacist practice to treatment and medicines provision 38 
guidelines, multiple found that a lack of awareness and limited access to the relevant guidelines posed a barrier to 39 
them being used and served as one of the reasons for participants deviation from behaviour detailed in the 40 
guidelines.18,19,23,27 Older studies seeking to understand Australian pharmacists’ navigation of ethical problems in 41 
practice and dispensing processes similarly called into question the useability of these guidelines in real world 42 
practice, citing poor awareness, length, and content as problematic.16,28 However, given the primary aim of these 43 
studies was to assess practice, rather than reasons for/for not using practice guidelines, the reported insights on 44 
these influences have been limited to those listed.  45 
 46 
A comprehensive understanding of what influences the use of pharmacists professional practice guidelines is critical 47 
for regulators, professional organisations, guideline writers and the profession itself to ensure these guidelines are 48 
fit for purpose and support the provision of quality pharmacist care as intended. Conceptualising the use of practice 49 
guidelines as a behaviour, subject to its own influences, may aid in providing further insights into use of these 50 
guidelines to achieve this. The capability, opportunity, motivation (COM), behaviour (B) model, also known as COM-B 51 
model of behaviour, facilitates the exploration of a behaviour and its influences in the context in which it occurs.29,30 52 
For example, the use of professional practice guidelines by pharmacists in their workplace. This model suggests that 53 
an individual needs the physical and psychological capability, physical and social opportunity and reflective and 54 
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automatic motivation for a behaviour to occur.29,30 The model proposes these components are part of an interacting 55 
system for a given behaviour (Figure 1). For example, providing a guideline directly to a pharmacist will increase their 56 
physical opportunity to read and use it, which may in turn increase their motivation to do so. Mapping influences to 57 
components of the COM-B model has been extensively applied by researchers and practitioners internationally as an 58 
early step in the Behaviour Change Wheel (BCW) intervention development method (Figure 2). Recent pharmacy 59 
specific examples include, but are not limited to, exploring deprescribing opportunities for community pharmacists 60 
and understanding influences on pharmacy supply of naloxone.31,32 The BCW provides a systematic and theory-61 
informed method for developing behaviour change interventions (Figure 3).29,30 It provides practical steps to link the 62 
identification and specification of a behaviour to the assessment of influences on the behaviour.29,30 Further steps in 63 
the method involve identifying congruent intervention strategies/components that can inform the design and 64 
evaluation of an intervention (Figure 2).29 This method has been used to successfully design and pilot an intervention 65 
in Australian pharmacy to influence consumers’ willingness to speak to pharmacy staff when purchasing over-the-66 
counter medicines.33  67 
 68 
To the researcher’s knowledge there has been no work to conceptualise pharmacists’ use of professional practice 69 
guidelines as a behaviour, or to openly investigate what influences use of these guidelines. To assist the 70 
development of tailored interventions to optimise the use of professional practice guidelines, a richer understanding 71 
of what influences the use of professional practice guidelines is necessary. The specific aim of this study was to 72 
explore perceived influences on the use of professional practice guidelines by Australian pharmacists, and to map 73 
these influences to the COM-B model of behaviour. This study is part of a broader body of research looking at how 74 
the professionalism, specifically professional behaviour, of Australian pharmacists can be enhanced. 75 
 76 

 77 
Figure 1 – COM-B Model of Behaviour 29 78 

 79 
Figure 2 – Behaviour change intervention design process 29 80 
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 81 
Figure 3 – Behaviour Change Wheel 29 82 
 83 

 84 

Methods 85 
Study design 86 
A descriptive qualitative methodology employing a series of online focus group discussions was undertaken to elicit 87 
an in-depth understanding of what influences pharmacists and intern pharmacists to use or not use professional 88 
practice guidelines. The professional practice guidelines included in this study were selected in collaboration with 89 
the peak body representing Australian pharmacists, the Pharmaceutical Society of Australia (PSA). These included 90 
service specific practice guidelines, Code of Ethics, Professional Practice Standards for Pharmacists, medicines supply 91 
guidelines and the guidelines in the Australian Pharmaceutical Formulary and Handbook (APF) (Box 1). All of these 92 
resources are freely available to all pharmacists, except the guidelines for provision of a Pharmacist Only medicine 93 
that can only be accessed by PSA members or those with an APF, which is a mandatory text for dispensing and 94 
patient facing pharmacists.34 This study was conducted online in August - September 2020. Given the COVID-19 95 
pandemic and physical restrictions in place in Australia at the time of this study, the entire methodology from 96 
recruitment to facilitating discussion to reimbursement was conducted completely online. Details on this online 97 
method have been published elsewhere.35 The study is reported in line with the Consolidated Criteria for Reporting 98 
Qualitative Research (COREQ) checklist (Appendix 1).36 99 
 100 
Box 1- Pharmaceutical Society of Australia professional practice guidelines considered 101 

Professional practice guidelines considered  
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My Health Record Guidelines for Pharmacists37 
Clinical Governance Principles for Pharmacy Services38 
Dispensing Practice Guidelines10 
Code of Ethics for Pharmacists5 
Professional Practice Standards for Pharmacists4 
Guide to Providing Pharmacy Services to Aboriginal and Torres Strait Islander People39 
Guidelines for Pharmacists Providing Dose Administration Aid Services8 
Guidelines for Pharmacists Providing Staged Supply Services40 
Guidelines for Pharmacists Providing Medscheck and Diabetes Medscheck Services41 
Practice Guidelines for the Provision of Immunisation Services Within Pharmacy42 
Guidelines for the Continued Dispensing of Eligible Prescribed Medicines by Pharmacists43 
Guidelines for Quality Use of Medicines (QUM) Services44 
Guidelines for Pharmacists Providing Home Medicines Review (HMR) Services45 
Guidelines for Pharmacists Providing Residential Medication Management Review and QUM Services 46 
Guidelines for Comprehensive Medication Management Reviews47 
*Guidance for provision of a Pharmacist Only medicine Chloramphenicol for ophthalmic use48 
*Guidance for provision of a Pharmacist Only medicine-Emergency contraception9 
*Guidance for provision of a Pharmacist Only medicine Naloxone49 
*Guidance for provision of a Pharmacist Only medicine Orlistat50 
*Guidance for provision of a Pharmacist Only medicine Prochlorperazine51 
*Guidance for provision of a Pharmacist Only medicine Proton pump inhibitors52 
*Guidance for provision of a Pharmacist Only medicine Short-acting beta2-agonists (salbutamol and terbutaline)53 
*Guidance for provision of a Pharmacist Only medicine Famciclovir54 
*Guidance for provision of a Pharmacist Only medicine Adrenaline (epinephrine)55 
*Guidance for provision of a Pharmacist Only medicine Astodrimer sodium56 
*Guidance for provision of a Pharmacist Only medicine Glucagon57 
*Guidance for provision of a Pharmacist Only medicine High-concentration fluoride toothpaste58 
*Guidance for provision of a Pharmacist Only medicine Nitrates59 
Guidelines in the Australian Pharmaceutical Formulary and Handbook (APF)7  
*Guidelines are member only or available in the APF  

 102 
 103 
Ethics approval 104 
Approval for the conduct of this study was obtained from the Human Research Ethics Office at the University of 105 
Western Australia (RA/4/20/6014). 106 
 107 
Participants  108 
Pharmacists from a range of practice settings, roles and with differing years of experience were recruited to reflect 109 
the diversity within the profession.  110 
Eligibility criteria included:  111 

1. Australian Health Practitioner Regulation Agency registration as a pharmacist or intern pharmacist. 112 
2. Located in Australia.  113 
3. Able to provide informed consent to participate.  114 
4. Able to access a stable internet connection and participate in discussions via the online videoconference 115 

platform.  116 

Recruitment and sample 117 
Participants were identified and invited to participate in the study through email invitations shared through the 118 
research team’s professional networks. Professional bodies such as the PSA, the Pharmacy Guild of Australia and the 119 
Society of Hospital Pharmacists of Australia featured study advertisements in their e-newsletters to pharmacist 120 
members. Social media advertisements were also posted on several platforms (Twitter, Facebook, LinkedIn) and 121 
pharmacist specific forums (PSA Early Career Pharmacist Facebook group). Advertisements included a description of 122 
the study and a link to an online form for interested participants to submit an expression of interest and demographic 123 
details. Participant expressions of interest were reviewed, and participants were invited to participate if they met the 124 
eligibility criteria and were available at scheduled discussion times to enable 4-10 participants for each group. Eligible 125 
participants were selected through purposive sampling to ensure maximum variation in location, practice experience 126 
and demographics was obtained. Participant groups were organised according to current practice role (hospital 127 
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pharmacists, community pharmacists, pharmacy owners and speciality practice pharmacists) to minimise response 128 
bias and increase synergy within groups. Participants were provided with a $60 online retail gift card for participation. 129 
 130 
Research team 131 
LS is a pharmacist and academic with extensive experience in employing focus group methodology to acquire 132 
insights into pharmacy practice and is an experienced focus group moderator. KL is a pharmacist and academic with 133 
extensive experience in qualitative methodology. In particular, KL has considerable experience in focus group design 134 
and qualitative analysis methods. DD is an academic with a background in professional behaviour change. She has 135 
extensive experience in applying behaviour change theories, models and frameworks using qualitative research 136 
methods. 137 
 138 
Researcher training  139 
Both LS and KL conducted training for DM and the support researchers responsible for assisting in focus group 140 
facilitation (MH, AR, FF, EM, JJ). Training was in the form of extensive discussion about research topic and aims, 141 
information about focus group facilitation and observation of LS conducting a pilot focus group. DM then conducted 142 
a pilot focus group under observation of LS and KL with targeted feedback on technique provided. KL also conducted 143 
training on coding and thematic analysis using frameworks for DM, FF and EM. This involved discussion of different 144 
coding techniques using an inductive or deductive approach and feedback provided on coding of pilot transcripts.  145 
 146 
Discussion guide 147 
The interview guide was developed by members of the research team with input from the Pharmaceutical Society of 148 
Australia project team and members of an expert advisory group. Development of open-ended questions to explore 149 
participant view, specific prompts covering each component of the COM-B model were discussed, reviewed and 150 
finalised by the team. The expert advisory group consisted of representatives from professional pharmacist 151 
organisations and experienced pharmacy practice researchers, all with extensive experience practising as 152 
pharmacists and/or developing professional practice guidelines. The discussion guide probed participants about their 153 
perceptions on the barriers and facilitators to the use of professional practice guidelines (see Table 1). The section 154 
covered a general discussion of the use of professional practice guidelines, followed by more specific questions 155 
about barriers and facilitators to their use. Question probes were guided by the COM-B model of behaviour to 156 
ensure all potential influences were explored (Table 1).29 A presentation featuring the professional practice 157 
guidelines and discussion questions was also shared to aid participants in answering questions.  158 
 159 
Table 1 – Discussion themes, questions and prompts based on COM-B for focus group discussion on influences on 160 
use of professional practice guidelines 161 
 162 

Participant group: Pharmacists (community, hospital, owners) 
 
Discussion theme Prompts  
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Please describe a situation where you have used 
(or have seen someone else use) a professional 
practice guideline? 
 
 
The PSA produce many practice guidelines as you 
can see here. Describe a situation where you 
have used any of these or other guidelines. 
 
[If they have not used any, then ask them to 
describe why they haven’t used them]  
 
 

 
Please describe a situation where you wanted (and/or) needed access to 
these resources? Did you access the resources? Why/why not? 
 
When  

o During pharmacy training/university? (PO, SO, RM, AM) 
o During intern training? (PO, SO, RM, AM) 
o When providing a new service? (PO, SO, RM, AM) 
o When completing continuing professional development? (PO, SO, 

RM, AM) 
o When providing patient care? (PO, SO, RM, AM) 

 
Why  

o Why did you/they use it? (RM, AM, SO) 
 
Access and use 

o Did you/they find it easy to access? (PsycC, PO) 
o Did you/they read part of it or all of it? (PsycC, PO) 
o Did it provide the information that you/they needed? (PsycC, PO) 
o What worked/was useful? (PsycC, PO) 
o What didn’t work/ was not useful? (PsycC, PO) 
o How was it accessed? (PsycC, PO) 

 
When thinking about practice guidelines in 
general or any of the PSA guidelines that we 
showed you. 
 
We would like to know, what influences your use 
of these resources? 
 

 
Please describe any barriers or facilitators to using these resources.  
 
Capability- Psychological, Physical : 

o What do you know about how to use these documents? Describe 
an example. (PsycC) 

o What do you think about the content of the documents? Describe 
an example. (PsycC, PO) 

o What do you think about structure and or length of these 
documents? Describe an example. (PsycC, PO) 

o What skills (if any) do you think are needed to use the documents? 
(PhysC, PsycC) 

 
Opportunity- Social, Physical: 

o What influence do you think time and resources (e.g. money) have 
on your use of these resources? (PO) 

o What do you think about access to these documents? Describe an 
example. (PO) 

o What do you think about using these documents in practice? (PO) 
o How do you think these documents can be used when engaging 

with patients or at point of care? (PO, SO, RM) 
o How do you think others (e.g. patients, prescribers, pharmacists) 

influence your use of these documents? (SO) 
o How do you think engagement with a professional body influences 

your use of these guidelines? (SO, PO) 
 
Motivation- Automatic, Reflective: 

o Please describe how you feel about using/not using these 
documents? (AM) 

o Do you believe that using these guidelines is/would be a good thing 
to do? Why/why not? (RM) 
 

 
How do you think these documents could be 
improved in the future? 
 

 
 
How do you think these documents could be improved in the future? 

o Please describe what an ideal practice guidance resource would look 
like. (PO) 

o Please describe how you would use it? (PO, PsycC) 
o Please describe how you would access them? (PO) 
o Please describe how they would be structured? (PO) 
o Please describe when would you use it? (AM, RM, PO, SO) 
o Please describe why would you use it? (AM, RM, PO, SO) 
o Who do you think should write them? (PO, SO) 
o How do you think they should be advertised and shared? (PsyC) 
o How detailed do you think they should be (e.g. brief outline or 

comprehensive with specific examples)? (PO) 
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Physical capability = PhysC; Psychological capability = PsycC; Social Opportunity = SO; Physical opportunity = PO; Reflective 
motivation = RM; Automatic motivation = AM 

 163 
Piloting 164 
Two pilot focus groups were conducted (n = 8) for training of the research team, and as a pre-test for the 165 
videoconferencing technology selected to facilitate the discussions and to refine the discussion guide. 35 During the 166 
pilot it was decided that an additional researcher was needed to provide technical support to participants and 167 
ensure the moderator could concentrate on the discussions.35  Minor refinements were made to the discussion 168 
guide to ensure questions were clear and use of the videoconferencing software was clear. 169 
 170 
Focus group facilitation  171 
Focus group moderators (DM or LS) conducted focus group discussions. A second researcher (JJ, AR, MH, FF,DB or 172 
EM) was present to take field notes on the discussion and participants responses for further context on the group 173 
dynamic.35 A third researcher (AR, MH, FF, DB or EM) was present to provide technical support to participants when 174 
necessary.35 Participants were asked to log in 10 minutes prior to the scheduled discussion start time, where they 175 
were provided a link to the electronic participant information, demographics and an online consent form to fill out, if 176 
they had not already completed it. Focus groups commenced by confirming completion of consent form and 177 
providing time for participants to ask any clarifying questions, then an outline of the project, the project aims, 178 
explanation of the run time, testing of videoconference technology, rules for discussion and then discussion 179 
questions. The discussions were video and audio recorded.  180 
 181 
Data Analysis 182 
The discussions were transcribed verbatim by a transcription service, then verified, and de-identified by one of the 183 
research team (MH, EM, FF or DM). The transcripts were read and re-read for familiarity by each of the researchers 184 
responsible for analysing them (EM, FF or DM). Data fragments, usually sentences or full participant responses were 185 
coded to one or more elements of the COM-B model using the framework method60 in duplicate by either DM and 186 
one of FF or EM. After coding two transcripts, the researchers (DM, FF and EM) reviewed their coding and 187 
consistency as a quality assurance measure.61 The elements and descriptors of each of the COM-B elements were 188 
further refined with additional detail and examples added to promote clarity in interpretation between the 189 
researchers. This was an iterative process and was repeated after two, four then all the transcripts had been 190 
independently coded by at least two researchers (DM and one of EM or FF). At least two researchers (DM and one of 191 
EM or FF) then reviewed the data coded to each COM-B element and independently coded the data fragments, using 192 
an inductive approach to identify subthemes for each element.62 The identified subthemes within each element 193 
were also reviewed after two, four and all transcripts has been coded, this was discussed between researchers (DM, 194 
EM, FF) until consensus on those codes, their descriptors and examples were also agreed upon. All coding 195 
disagreements at each stage were resolved through discussion by the analysis team and often included adaptation 196 
to the code descriptors (DD, DM, FF, EM). The final identified subthemes and corresponding data fragments (charted 197 
in a matrix)60 were then discussed with experienced behavioural scientist (DD) who sought clarification from the 198 
coding team on the themes descriptors to ensure internal consistency in coding and that subthemes had been 199 
recognised under the appropriate COM-B element. These final themes were presented back to the coding team for 200 
review and were agreed upon. NVivo® (version 12) was used to facilitate coding, theming, and analysis. 201 
 202 
Data Saturation 203 
For this study data saturation was considered to have occurred when no new codes were derived from the inductive 204 
coding of themes within each element of the COM-B framework for at least two consecutive focus groups.  205 

Findings 206 
Nine focus groups were conducted in August - September 2020. A total of 45 pharmacist participants partook in the 207 
online discussions. This included intern pharmacists to pharmacists with 43 years of experience from community, 208 
hospital and specialty practice settings and metropolitan to remote practice locations. The participants’ 209 
demographic data can be viewed in Table 1. Data saturation was reached in the 9th focus group (e.g. no new codes 210 
were generated after the 7th focus group). Discussions on influences on the use of professional practice guidelines 211 
lasted approximately 30-45 minutes.  212 

Deleted: ,213 
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Table 1- Demographics of focus group participants 214 

 215 
The subthemes identified from the COM-B analysis are summarised in Figure 4. Each component of COM-B 216 
and its related subtheme(s) are discussed below with illustrative quotes. No data or themes were coded to 217 
physical capability or automatic motivation. Quotes are labelled as participant type code and participant 218 
number – focus group number. Participant type code: CP = community pharmacist, SP = specialty practice 219 
pharmacist, HP = hospital pharmacist, O = Pharmacist Owner. 220 
 221 

 Pharmacist focus group type 

   Community 
pharmacists 

Hospital 
pharmacists 

Speciality 
practice 
pharmacists 

Pharmacy 
owners 

Total participants, (number of groups) per 
pharmacist type 

16 (3) 12 (2) 8 (1) 9 (3) 

Female, n (%) 12 (75) 9 (75) 5 (63) 6 (67) 
Years since registration, median (IQR) 4 (7) 8 (7) 28 (27) 14 (15) 
Currently working, n (%)     

Intern 2 (13) 1 (8) 0 (0) 0 (0) 
Registered pharmacist, Full time  10 (63) 11 (92) 7 (88) 9 (100) 
Registered pharmacist, Part time 3 (19) 0 (0) 1 (13) 0 (0) 

       Hours not specified 1 (6) 0 (0) 0 (0) 0 (0) 
State/Territory, n (%)     

Western Australia 3 (19) 0 (0) 0 (0) 4 (44) 
Northern Territory 1 (6) 1 (8) 0 (0) 0 (0) 
Queensland 2 (13) 0 (0) 3 (38) 2 (22) 
Australian Capital Territory 2 (13) 0 (0) 1 (13) 0 (0) 
New South Wales 4 (25) 2 (17) 0 (0) 0 (0) 
Victoria 2 (13) 4 (33) 2 (25) 3 (33) 
Tasmania 0 (0) 1 (8) 0 (0) 0 (0) 
South Australia  1 (6) 4 (33) 2 (25) 0 (0) 

       State not specified 1 (6) 0 (0) 0 (0) 0 (0) 
Rural or remote practice location, n (%) 3 (19) 1 (8) 3 (38) 3 (33) 
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 222 
 223 
Figure 4 - Findings from the thematic analysis mapped to COM-B components  224 
 225 
Discussions and comments from all participant groups commonly started with something along the lines of 226 
“I do not use them often but…“ and then an example was given by the participant or an explanation as to 227 
why. 228 
 229 
COM-B: Psychological Capability 230 
Lack of awareness (Barrier) 231 
Pharmacists expressed that a lack of awareness and knowledge of the existence of these guidelines 232 
prevented them from accessing and using them.  233 
 234 

“And one of the things is the almost marketing or publicity. When those guidelines came out unless 235 
you are the sort of person that sits and reads every email from start to end, I think a lot of people 236 
just didn’t simply know they were there.” SP4-FG7 237 
 238 

This included a lack of awareness for when practice guidelines were changed or updated.   239 
 240 

“… The last time I flicked through the APF and saw some of the [S3 guidelines] there’s a few more 241 
that they’ve sort of snuck in there somewhere at some point, and I’ve kind of gone that’s there, you 242 
know. So I think for me it’s less access and it’s more knowing that they’re there at all.” CP6-FG2 243 

 244 
COM-B: Social Opportunity 245 
Presence of a patient (Facilitator) 246 
Pharmacists reported being prompted to access and use professional practice guidelines when a patient 247 
came in seeking advice for a product or ailment. This was of particular importance when they were unsure 248 
how to proceed or wanted reassurance that their actions were going to provide the best possible care for 249 



 13 

the patient (see Belief that guidelines can support knowing how to do the right thing in different 250 
situations). 251 
 252 

“I worked a Saturday, I was the only pharmacist on and I had a lady come in for emergency 253 
contraception and she’d been assaulted. And I just wanted to make sure that I gave her all the 254 
correct information, who to follow on with, the extra services to offer her. I used [relevant S3 255 
guidance document] and made sure that I did the right thing as per the guidelines. And it was very 256 
helpful. It gave me a lot of peace of mind that I’d already done all the right things, that I’d said all 257 
the right things. I followed up with her, I encouraged her to report it and everything like that.”CP5-258 
FG2 259 

 260 
Presence of a learner (Facilitator) 261 
Pharmacists who had pharmacy students or intern pharmacists working with them, or those working in a 262 
teaching environment would access and use the guidelines to answer the learners’ questions and teach 263 
appropriate processes. This was to ensure that pharmacists and interns were practising according to 264 
legislation and guidelines to provide adequate patient care. Participants noted that this was not usually 265 
because they did not know the answer as a practising pharmacist, but more that they wanted to 266 
demonstrate how the guidelines could support the learner in practice if they were not sure how to proceed 267 
(see Belief that guidelines can support knowing how to do the right thing in different situations).  268 

 269 
“I looked [a guideline] up the other day for my intern, you know Neutrafluor, the fluoride 270 
toothpaste. None of us could remember why its S3. Even after reading the practice guidelines I still 271 
don’t know why its S3. I mean I do, it’s the fluoride thing but yeah I often will refer my interns to it 272 
like if someone wants to get a Chlorsig ointment for their dog and it’s like well, that’s not why a 273 
pharmacist can just you know, sell that an S3. Where would you find the answer to that?  Not 274 
having looked there.” O1-FG10 275 

 276 
COM-B Physical Opportunity 277 
Lack of efficient access (Barrier) 278 
Pharmacists expressed they found the guidelines difficult to locate and access in their current form and 279 
agreed that the guidelines should require minimum time to find particularly when needed in patient care 280 
situations. Many participants described searching for keywords or descriptions of the guideline in ‘Google’ 281 
and hoping that this bought up what they were looking for.  282 

 283 
“It’s hard to find a website but with Google search if you know the right terms - if you know exactly 284 
what it is called, you can find it. If you don’t know what they are calling that file or that guideline, 285 
you are pretty well out of luck.” CP2-FG1 286 

 287 
Some participants were aware that the guidelines were able to be access through the PSA’s website but 288 
suggested that the functionality of this site also limited their ability to locate the guideline they needed. 289 

 290 
“I know when I was looking for a lot of the practice standards and guidelines when I’ve been doing 291 
my work and trying to find them, I had to google them and I had to click all over the blooming 292 
website until I finally found them and you shouldn’t have to do all that digging..” SP5-FG7 293 

 294 
Access through a centralised repository (Facilitator) 295 
Participants suggested that a centralised repository of all relevant practice guidelines would aid timely 296 
access. Discussions included the repository could be in the form of an application where notifications could 297 
be sent when changes were made to the guidelines or that the guidelines could be hosted centrally on a 298 
website. 299 
 300 
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“It would be nice to have a repository in the one location where if I just search it up it will just list it 301 
up there with say the latest version or something like that.” HP1-FG4 302 
 303 
“If there was an app or something how good would that be?” CP1-FG1 304 
 305 

Access promoted through multimodal delivery of guidelines (Facilitator) 306 
Similarly, participants suggested that integrating the guidelines into dispensing software would be a useful 307 
way to improve access to and awareness of the guidelines available. Particularly, if the pharmacist was 308 
prompted to access them when selecting a related product.   309 
 310 

“I wonder if inside the dispense software or something there was hyperlinks that you could click on 311 
to a flowchart while you were dispensing something… so for example, you were putting a morning-312 
after pill through…in your dispense software, and…there was a hyperlink and you could go straight 313 
to a flowchart and [read it and think] oh yeah, I’ve got to do that..” O1-FG10 314 

 315 
Use of different delivery modes, such as short videos with links to further information or engaging in  316 
“story telling” type awareness campaigns were suggested to facilitate access to guidelines and information, 317 
particularly in the time poor environment of pharmacists.  318 

 319 
“I think the professional bodies need to engage agencies who are expert at storytelling and get that 320 
skill into the practice guidelines, so they’re more accessible.” O3-FG10 321 

 322 
Suboptimal content length and layout (Barrier) 323 
Pharmacists acknowledged that the level of detail provided in current guidelines may be necessary when 324 
learning how to provide a new service, but that they would be more likely to read a summary.   325 
 326 

“And almost sometimes having, like with a journal article where there’s an abstract at the beginning 327 
where it’s a much more succinct version or a checklist. But you can read more about that if you wish 328 
to or need to. I mean, some are really good but some are very wordy and it takes you a while to find 329 
what you want, so sometimes you need to read it two or three times before I’ve got it straight in my 330 
head. So having almost a more summarised version of some of them, and you can read onto a more 331 
detailed version if you need to.” O2-FG12 332 
 333 

Many participants cited flow charts and visual summaries as being useful to enabling them to access the 334 
guideline content rapidly, particularly in the case of pharmacists only medicines supply guidelines they 335 
would refer to when supply medicines to patients.  336 

 337 
“…I think that the pharmacist-only medicines guidance documents are really good. Like I actually do 338 
use them quite a bit just to remember things …They’re just set out really well with that first bit 339 
where it has like the flowchart, and then it goes into each sort of thing. It’s kind of how you would 340 
approach patients so I think they’re really good.” CP1-FG2 341 

 342 
Pharmacists also suggested the guidelines should be online/digital in a searchable format so that they 343 
could easily navigate to relevant sections.  344 
 345 

“I think the search function is the real benefit for electronic guidelines” SP1-FG7 346 
 347 
Quality assurance programs as a prompt (Facilitator) 348 
Some pharmacists reported only accessing the guidelines to meet external quality assurance program 349 
requirements, such as the Australian Quality Care Pharmacy Program (QCPP). Pharmacists understood they 350 
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needed to have the guidelines readily accessible to meet these requirements and would seek them out for 352 
this reason, but reflected that this did not mean that they would read them.  353 
 354 

“Just personally I have quite a lot because I’m in the process of getting our other pharmacy ready for 355 
QCPP and all the changes with QCPP 2020 I have been accessing them a lot recently. But prior to 356 
that, yeah I’m certainly just as guilty. I’m not going to say that I access things regularly. Generally, 357 
with policy reviews, which is QCPP related, I would access them.” O2-FG12 358 
 359 

COM-B: Reflective Motivation 360 
Belief that guidelines are relevant to current role (Barrier and Facilitator) 361 
Uniquely hospital pharmacists discussed rarely using any of the practice guidelines, citing they lacked 362 
relevance to hospital pharmacists’ role and their practice as a reason for not using them. This was the only 363 
distinct difference observed in themes between participant groups. Hospital pharmacist participants also 364 
reflected that these guidelines would likely be more relevant to those in community pharmacy and if they 365 
should transition practice settings suggested this would trigger them to seek them out and review the 366 
practice guidelines. 367 
 368 

“More recently I haven’t referred to them as much and I think that’s to do with the fact that I work 369 
in a hospital pharmacy and some of these guidelines are more centred around community 370 
pharmacist roles, in my opinion... I feel like if I was to transition into community pharmacy, that I 371 
would definitely go back and look at those resources because I think they are quite relevant to the 372 
everyday activities of the community pharmacist and they’d feel that they would provide me with 373 
extra knowledge of things that I would need to do or guidelines to follow.” HP2-FG4 374 

 375 
Pharmacists who formally or informally engaged in the role of an educator were prompted to access and 376 
use the guidelines, even when they felt they personally knew the information already (see ‘Belief that use 377 
of guidelines is not routinely required if you are an experienced pharmacist’). Many suggested that this was 378 
the only time they accessed them or when they are of most use.   379 

 380 
“I use these kinds of guidelines a lot in education, so I volunteer myself to do the codes, the 381 
practices, the ethics and the PBS dispensing for our intern pharmacists each year, but I also use it 382 
when I’m educating pharmacy assistants or dispense techs.” HP3-FG4 383 
 384 

Belief that use of guidelines is not routinely required if you are an experienced pharmacist (Barrier) 385 
Many pharmacists felt that the practice guidelines were ingrained in their practice and ‘part of who they 386 
were.’ Thus, they did not need to access the documents because they felt they knew the contents, what 387 
they are required to do and that they were doing it. This theme clearly related to the perceived level of 388 
experience the pharmacist identified themselves to have. With those who considered themselves to be 389 
experienced/not needing the guidelines’ and those whom were considered to be ‘inexperienced’ or ‘early 390 
career’ being assumed to need them more.  391 
 392 

“With regards to the dispensing practice guidelines, the professional practice standards and code of 393 
ethics I feel like that’s all ingrained into me so thoroughly at this point that I feel like who I am as a 394 
pharmacist is part of that if that makes sense. I don’t need to check if I’m still doing the right thing, I 395 
know that I’m doing the right thing because I’ve been trained for this and I feel that all those things 396 
have made me the pharmacist that I am but now I don’t need to go and check if I’m still doing the 397 
right thing.” CP2-FG1 398 
 399 

Thus, participants reflected that the practice guidelines would likely be of more use to someone who was 400 
new to the profession with less experience, such as a recent graduate or intern as they would not have 401 
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developed this level of knowledge and practice confidence yet. They discussed that they mostly used 403 
guidelines when they were initially learning and entering the profession. 404 
 405 

“I guess if you are a new graduate and you don’t have that experience behind you, it’s good to have 406 
guidelines that you can look up and follow but once you’ve had enough experience out there and 407 
you’ve seen the same thing 100 times, generally you can kind of feel your way through it. And as 408 
FG9-P3 said, you can wing it knowing that what your obligations are as health professionals but also 409 
being able to be practical about it and getting it done efficiently.” O1-FG9 410 

 411 
The participants that considered themselves experienced also acknowledged that they would access 412 
guidelines if they were changed or updated. Although this is completely dependent on them being aware 413 
of the change (see ‘Lack of awareness’).  414 
 415 

“Or mainly if there’s something new, like a down scheduling that is now an S3 medication, that was 416 
previously prescription only, I might look at something then. Or a new service we’re able to provide, 417 
like with vaccinations… I mean I think the years of doing lots of accreditations and what-not I feel 418 
reasonably familiar with them but yeah, I certainly wouldn’t access them regularly unless I’m 419 
reviewing something. Or if something’s new.” O2-FG12 420 

 421 
Belief that guidelines can support knowing how to do the right thing in different situations (Facilitator)  422 
Pharmacists reported using the professional practice guidelines when they required information or 423 
assurance for the best course of action, in some cases this was to provide best patient care (see ‘Presence 424 
of a patient’ but was often to ensure they met professional obligations such as legislative requirements for 425 
compounding a medicine).  426 

 427 
“I’ve most recently used the practice standards during my intern year but I’ve also used the APF a 428 
little bit when I’ve been compounding some creams just to double check that I am using the correct 429 
formula..”. CP4-FG1 430 

 431 
Participants described these occurrences as occasional and triggered by the pharmacist identifying their 432 
own knowledge gap while practising and not always in response to a patient presentation.   433 
 434 

“Or if there’s something that I want to double-check you know, something comes up in practice at 435 
some stage and you’re not sure that you’re reading or your understanding of what you’re supposed 436 
to be doing there is correct, if it makes mention of a specific part of the thing in a guideline.” CP6-437 
FG2 438 

 439 
This extended to situations where they were unfamiliar with the service that they needed to provide or 440 
there had been changes to that service.  441 
 442 

“So I can understand if all of a sudden new services are available, yes, I would then look at the 443 
guidelines just to make sure I understand what the protocols are but then after I’ve used the 444 
guidelines once I’m never going to look at them again unless there is a new service that I need to 445 
review. I wouldn’t look at them.” O1-FG9 446 
 447 

 448 
Belief that negative consequences may occur if guidelines are not followed (Facilitator) 449 
Consequences of ‘not doing the right thing’ were discussed by pharmacists and acted as another prompt to 450 
use the guidelines. These were discussed in the context of actual consequences for the individual 451 
pharmacists, such as losing their registration, or the pharmacy such as losing funding for services and for 452 
the patient such as experiencing medicines related harm. 453 
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 454 
“Especially for things like meds checks, DAAs, supplying all of those things, we have to be aware of 455 
the guidelines in order to claim for those professional services so you have to be abiding by those 456 
rules in order to get the funding.” CP1-FG1 457 
 458 
“…we refer to the guidelines before we make a procedure because if I have like you know a four 459 
page or 5-6 page procedure for anything, pharmacists won’t read it, it won’t happen. And they’ll 460 
choose bits that they want to do and yeah, cos of where we are logistics we have to be extremely 461 
accurate with everything. Cos if I make a mistake here, it goes out to the …patient, you know that 462 
patient could end up in hospital. The nurse might not pick it up. There’s lots of things we have to be 463 
very careful of.” O2-FG10 464 

 465 
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Discussion 
To the authors’ knowledge, this is the first qualitative study to explore barriers and facilitators to 
pharmacists' use of professional practice guidelines. This study found that use of practice guidelines by 
practising pharmacists was sporadic and usually prompted by situations arising in practice, involving 
learners or patients where the pharmacist was unsure how to proceed and may potentially fear what will 
happen if they do not proceed in a guideline concordant manner. Use of practice guidelines was 
dependent on the belief that guidelines will support knowing how to proceed in different situations. 
Furthermore, this use of practice guidelines was also dependent on the individual pharmacist’s awareness 
of the guidelines, their content and understanding of where to find them, facilitated by how easily they can 
be accessed and navigated when needed. Pharmacists also indicated that they believed practice guidelines 
were more useful to less experienced pharmacists and for those who identified as experienced 
pharmacists, routine use was unnecessary. These influences must be considered as part of an interacting 
system that either results in pharmacists using or not using practice guidelines. How the use of practice 
guidelines may be preceded by other professional behaviours (e.g. recognising oneself has a knowledge 
gap and needs support to address it) will also need to be reviewed. Both considerations will be essential in 
any work to optimise pharmacists’ use of professional practice guidelines.  
 
Limited awareness (Psychological Capability) of the guidelines was identified as a barrier in our study. This 
finding was consistent with previous research. Poor awareness has been suggested as an issue in 
analogous studies where observed pharmacist practice has deviated from accepted practice 
guidelines16,19,23,28 and educational needs of pharmacists to support practice have been explored.18 
Awareness has also been cited as an issue when reviewing barriers and facilitators for implementation of 
clinical guidelines and their uptake by prescribers.21,63 Improving awareness may increase the motivation of 
pharmacists to use the guidelines, as knowing that the guidelines exist, along with guideline contents, may 
influence pharmacists’ perception of relevance of each guideline to their current role, or belief that the 
guideline may assist them when they do not know how to proceed (Reflective Motivation). If an individual 
does not know that a guideline exists, has been updated or what information it contains, then they would 
not be able to use it. Thus, working to improve awareness may be a feasible focus point for intervention, 
given this may also increase motivation to use the guidelines.   
 
Participants spoke about patients or learners (Social Opportunity) prompting them to access practice 
guidelines. Pharmacists suggested they accessed the guidelines in these situations because they believed 
the guideline would support them to provide an appropriate level of care to the patient or to demonstrate 
to learners how the guideline could provide this support (Reflective Motivation). Furthermore, having a 
role as an educator (Reflective Motivation) acted as a facilitator in that pharmacists used practice 
guidelines for the purposes of teaching interns, pharmacy students and/or other pharmacy staff. This has 
also been identified as a facilitator in previous work where the implementation of medicines supply 
guidelines was assessed, and participants reported that they mostly used the guideline for educating 
others.27 Thus, social influences also have the potential to influence the pharmacist’s motivation to use the 
practice guidelines. Interventions focused on this relationship should consider patients and learners as the 
target and involve consideration of their behaviour in addition to the pharmacist’s behaviour (e.g. asking 
the pharmacist to check their guidelines). 
 
Efficient access to the guidelines and suboptimal content layout and length were identified as barriers 
(Physical Opportunity) in this study and have been identified in previous studies that observed or described 
pharmacists’ practice,27 use of guidelines,26 identified training needs18 or reviewed barriers and facilitators 
to implementation of clinical guidelines by prescribers.21,63 Participants were forthcoming with practical 
solutions that were not dissimilar to those identified in prior research. These included: creating a 
centralised repository of the guidelines hosted on a website or through a mobile application, pop ups or 
links to relevant guidelines integrated into dispensing software and thus workflows,27 leveraging the 
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benefits of technological platforms,26,64 such as smart phones21,63 and adapting the display of content.26,64 
These suggestions included providing short summaries of the key points at the start of the document, 
visualising the content as much as possible in flowcharts or similar and ensuring that the document was 
well sign posted and searchable. Community pharmacists were prompted to locate practice guidelines 
when required by upcoming quality assurance program audits (Physical Opportunity), but this didn’t 
necessarily prompt them to read and use the content of the guidance resource. The intent of this 
requirement of these quality assurances programs may need to be reviewed considering this finding and 
highlights interventions to promote access do not always ensure use. Improving physical opportunity may 
also be a target for interventions to increase use of practice guidelines by pharmacists, however, if these 
interventions were to focus on content and access, they would likely need to be delivered by the guideline 
developers/owners themselves. 
 
Several influences, pertaining to the Reflective Motivation of pharmacists, with the potential to be targets 
for behavioural intervention, emerged in this study. Interestingly, some of the identified influences appear 
to be in direct conflict with others and related to the perceived experience or role of the pharmacist. Some 
pharmacists indicated they would use the guidelines because they believed negative consequences would 
occur if they did not. While this was discussed as a powerful motivator when they were early in their 
career, it was acknowledged that with time and experience, this concern would subside. Thus, this fear of 
consequences may be a poor target for an intervention if the intention was for the intervention to have a 
sustained effect over time in a pharmacist’s career and suggest interventions may need to be tailored to 
different career stages. Hospital pharmacists clearly articulated that, in most cases, they did not believe 
these practice guidelines were relevant to their role and that they were more relevant to community 
pharmacists (Reflective Motivation). This perception of a ‘lack of relevance’ was also found to be a 
common reason for not using practice guidelines in a recent survey study of Australian pharmacists.26 
While many of the practice guidelines are community pharmacy centric there are still key resources such as 
the dispensing guidelines, practice standards, Code of Ethics and governance guidelines that could apply in 
any practice setting and by thinking this they may be missing out on valuable information or limit their 
ability to adapt when their scope changes. This may not be an ideal target for intervention development as 
it would likely need to focus on a subset of the population (e.g. hospital pharmacists) to whom the majority 
of the guidelines in this study may indeed not be relevant to. 
 
Many pharmacists believed they did not routinely need to use guidelines if they considered themselves to 
be an experienced or competent pharmacist, suggesting that the guidance provided was ‘common sense’ 
and more useful to those early in their career (Reflective Motivation). Contrary to this, many participants 
also seem to hold the belief that the practice guidelines could support knowing how to do the right thing in 
different situations and suggested they would review them when they did not know how to proceed in 
practice when providing patient care or a service. A similar view has been identified in analogous research 
where prescribers suggested clinical guidelines facilitated confidence in prescribing behaviours and were 
acknowledged as being useful to standardising care.21 While different, both beliefs are likely underpinned 
by the same thing, the pharmacists’ perception of their own competence and ability. In the first, it seems 
the pharmacist recognise no deficits, whereas in the second, the pharmacist acknowledges they need 
support and that the guidelines may provide this. In both cases, there is a general risk to practice quality if 
pharmacists do not recognise that their practice is sub-optimal or that they have a knowledge gap in the 
first place. Where a pharmacist has made incorrect assumptions about what is acceptable practice or is 
unable to routinely identify their own knowledge gaps, this sporadic use of the guidelines may become an 
issue. As discussed in previous studies, this may lead to pharmacists providing a sub-optimal service that 
damages the trusted relationship that they have with their patients, may breach funding requirements, 
hinder meeting legal, ethical and professional requirements of registration and thus, professional 
transgressions.11,12 This may be addressed if the use of practice guidelines was routine. Thus, challenging 
these beliefs may be an effective intervention target to improve use of practice guidelines and indeed 
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professional behaviour more broadly. However, this should include consideration of the pharmacist’s 
identification of their knowledge gap and how it may be addressed as a target antecedent behaviour.  
 
Recommendations for practice and future research 
All stakeholders involved in the writing of practice guidelines should consider the influences identified in 
this study and how they might address them. Applying the next steps in the Behaviour Change Wheel may 
assist in this process. These next steps include mapping congruent intervention functions and 
corresponding behaviour change techniques to the identified influences found in this study, and relevant 
policy categories to deliver the intervention. It is important to note that in this process, it is often not 
feasible to target all the identified influences for intervention and that these would need to be prioritised. 
It may be tempting for guideline writers to focus on addressing the barriers and facilitators identified in 
this study that pertain to capability and opportunity, as improving awareness and optimising the content of 
the guidelines would seem well within their remit. Identifying effective strategies for improving awareness 
of the guidelines, their optimal ‘storage’ location and what best structure and content looks like should be 
co-designed with key stakeholders and would also likely require further research. What may be more 
difficult to address and may need system level changes or input from other stakeholders (the profession, 
regulators, professional bodies etc.) is influencing the motivational factors identified in this study. 
Addressing these motivational influences may promote increased use of the practice guidelines, 
irrespective of how easy they are to access, their current layout, or in the absence of a prompt to do so. 
Thus, the researchers recommend intervention developers consider all three types of influences as 
potential key targets for future intervention design and then prioritise them according to likely overall 
impact on the use of guidelines and the resources available to support intervention implementation. These 
influences, and the relationships between them, could be considered in review, or development of, new 
practice guidelines both in Australia and internationally, for pharmacists and other related disciplines. 
Further work to explore the relative importance of the influences identified so that they can be prioritised 
as a target for intervention development may be necessary. If the use of a specific resource type is 
identified as problematic, then an exploration of specific influences for that resource would be 
recommended, prior to intervention development. The authors strongly advise that any intervention be 
subject to a systematic development process that is informed by evidence where possible. To provide 
clarity in what this process may look like, an illustrative example for one influence is included below. 
 

Lack of awareness that the guidelines existed was identified as a barrier that mapped to the COM-B 
component psychological capability. Intervention functions suggested by the BCW to target 
capability are ‘education’ and/or ‘training’. For each suggested intervention function the developers 
should consider the affordability, practicability, effectiveness/cost effectiveness, acceptability, side 
effects/safety and equity to determine the most appropriate to move forward with. In the case of 
education and training, due to costs and the sheer number of pharmacists in Australia, training is 
unlikely to be the most feasible intervention function to select. Additionally, education can be 
delivered in many different forms. Next steps would involve assessing and selecting Behaviour 
Change Techniques (BCTs) that are congruent with the education intervention function and 
considering their appropriateness for the context in which intervention will take place. As an 
example, the BCT ‘information about social and environmental consequences’ may be chosen. The 
resulting intervention may be delivered in the form of a profession wide email campaign, that 
includes an email delivered by the Pharmacy Board weekly that has a message or headlining case 
study that features a guideline such as, ‘Preventing medication errors through good dispensing 
practice – Do you know the Dispensing Practice Guidelines?’ along with a list or link to all the 
currently available guidelines that they should be familiar with.     
   

Strengths and limitations 
Strengths of this study include the conceptualisation of use of practice guidelines as a behaviour and the 
use of a systematic theory informed method that facilitated an in-depth exploration of influences that can 
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be readily operationalised to inform intervention design in the future. Furthermore, the large number and 
diversity of participants recruited in terms of their geographical practice location, years of experience as a 
pharmacist and current role was a strength. Facilitation of the focus group discussions online was also a 
strength, as this allowed the researchers to gain a range of insights and perspectives from geographically 
diverse participants. Limitations include those common to focus group methodology such as, the views 
expressed are the participants’ own and may have limited generalisability, participants’ responses may 
have been biased by dominant participants' opinions or social desirability and there is a potential for data 
to be misinterpreted. To mitigate these factors, a demographically and geographically broad range of 
participants was recruited, and groups were organised according to participants' primary role to reduce 
response bias where power imbalances may exist (e.g. pharmacist owner vs employee). Furthermore,  
within the remit of this study all reasonable steps were taken to minimise misinterpretation of data 
including independent coding of data in duplicate with oversight from a behavioural psychologist with 
experience using the model. Professional membership status of participants was not collected, therefore 
differences between the responses of members and non-members could not be ascertained, however 
participants had the opportunity to raise membership as an influence on guideline use if they desired. 
Finally, when this study was conducted, Australia was experiencing its second wave of the COVID-19 
pandemic (largely localised to one particular state) and, thus, pharmacists as frontline workers were under 
considerable stress and guidelines for supply of medicines and practice were changing rapidly. This may 
have affected the results of the study if participants were too absorbed in these changes to consciously 
reflect and report on them in the focus groups. However, participants were asked about environmental 
influences and the pandemic was not specifically mentioned. 

Conclusions 
This study has identified several factors that influence pharmacists’ use of professional practice guidelines. 
Understanding these influences will allow design of behavioural interventions to increase their use. The 
Behaviour Change Wheel offers clear next steps for this process, including the selection of influences to 
focus on and mapping of intervention functions to the influences that have an evidence base for working. 
In this case, awareness, access and content layout will probably need to be improved in the first instance 
and could be addressed directly by the resource writers. Improving these may also work to improve 
motivation. However, leveraging influences on motivation may ensure that the use of professional 
guidelines is embedded in future practice regardless of the other influences. Albeit motivation can be more 
difficult to target and may require changes to broader practice culture and training that is not directly 
influenced by resource writers. 
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Appendices  
 
Appendix 1 - Consolidated criteria for reporting qualitative studies (COREQ): 32-item checklist36 
 

No Item 
Guide 
questions/description 

Detail reported or section of 
manuscript reported in  

Domain 1: 
Research team 
and reflexivity  

     

Personal 
Characteristics  

     

1.  Interviewer/facilitator  Which author/s conducted 
the interview or focus 
group?  

LS and DM were the 
moderators – see methods – 
focus group facilitation. 

2.  Credentials  What were the researcher's 
credentials? E.g. PhD, MD  

LS - BPharm PhD 
DM – BPharm (Hons) 

3.  Occupation  What was their occupation 
at the time of the study?  

LS head of pharmacy program 
at UWA – see author 
affiliations 
 
DM – pharmacist and PhD 
candidate at UWA – see author 
affiliations 
 
 

4.  Gender  Was the researcher male or 
female?  

- 

5.  Experience and 
training  

What experience or training 
did the researcher have?  

See Methods - Research team 
and Researcher training 

Relationship 
with 
participants  

     

6.  Relationship 
established  

Was a relationship 
established prior to study 
commencement?  

Some participants may have 
known researchers and 
facilitators given participants 
were also registered 
pharmacist and recruited 
through professional networks. 
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No Item 
Guide 
questions/description 

Detail reported or section of 
manuscript reported in  

7.  Participant knowledge 
of the interviewer  

What did the participants 
know about the researcher? 
e.g. personal goals, reasons 
for doing the research  

Occupation, reasons for 
research and source of funding   

8.  Interviewer 
characteristics  

What characteristics were 
reported about the 
interviewer/facilitator? 
e.g. Bias, assumptions, 
reasons and interests in the 
research topic  

Occupation 

Domain 2: 
study design  

     

Theoretical 
framework  

     

9.  Methodological 
orientation and 
Theory  

What methodological 
orientation was stated to 
underpin the study? e.g. 
grounded theory, discourse 
analysis, ethnography, 
phenomenology, content 
analysis  

Descriptive qualitative focus 
groups – see methods  

Participant 
selection  

     

10.  Sampling  How were participants 
selected? e.g. purposive, 
convenience, consecutive, 
snowball  

Purposive – see Methods - 
Sample  

11.  Method of approach  How were participants 
approached? e.g. face-to-
face, telephone, mail, email  

Online via email or social 
media advertisement – see 
Methods – Recruitment 

12.  Sample size  How many participants 
were in the study?  

45 – See Findings  

13.  Non-participation  How many people refused 
to participate or dropped 
out? Reasons?  

Not determined 

Setting       
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No Item 
Guide 
questions/description 

Detail reported or section of 
manuscript reported in  

14.  Setting of data 
collection  

Where was the data 
collected? e.g. home, clinic, 
workplace  

Online via videoconferencing 
platform – see Methods – 
Focus group facilitation  

15.  Presence of non-
participants  

Was anyone else present 
besides the participants and 
researchers?  

Yes and observer and a 
technical support officer – See 
Methods – Focus group 
facilitation 

16.  Description of sample  What are the important 
characteristics of the 
sample? e.g. demographic 
data, date  

See reported demographics in 
Table 1 

Data 
collection  

     

17.  Interview guide  Were questions, prompts, 
guides provided by the 
authors? Was it pilot 
tested?  

Yes – See Methods – Piloting 
and Discussion guide 

18.  Repeat interviews  Were repeat interviews 
carried out? If yes, how 
many?  

No. 

19.  Audio/visual 
recording  

Did the research use audio 
or visual recording to 
collect the data?  

Both were recorded, only 
audio was used for analysis – 
see Methods – Focus group 
facilitation 

20.  Field notes  Were field notes made 
during and/or after the 
interview or focus group?  

Yes – see Methods Focus group 
facilitation 

21.  Duration  What was the duration of 
the interviews or focus 
group?  

30-45 minutes – see Findings  

22.  Data saturation  Was data saturation 
discussed?  

Yes – see results and methods 

23.  Transcripts returned  Were transcripts returned 
to participants for comment 
and/or correction?  

No. 

 


