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Introduction       

Pharmacy practice can be very different

depending on which country is in

question. In Australia and the UK

however, clinical pharmacy is very closely

matched. Historical influences on how

the healthcare systems, undergraduate

courses and clinical competencies were

set up have shaped the role of clinical

pharmacists of today. The similarities are

assuring, especially for staff exchange

and recruitment. From a knowledge,

skillset and clinical competence

perspective, pharmacists who have

studied and trained in Australia should be

able to transition into the UK clinical

practice easily and vice versa. This was

common practice decades ago but

unfortunately stopped when changes

were made around immigration and

reciprocal working rights for Australians

back in 2005.1 With Brexit underway and

presumably bringing changes to EU

immigration into the UK, the question

remains whether the UK will open its doors

once again to Australian pharmacists

wishing to work and live in the UK.  

In addition, are the pharmacy

governing bodies from the respective

countries such as the Royal Pharmaceutical

Society (RPS) and Society of Hospital

Pharmacy (SHPA) ready for the change if

and when the time comes? Are they

working together anticipating and

preparing for what looks like a brighter

future ahead of us?   

Background        

For many years, Australia and the UK had

a reciprocal agreement for pharmacists to

practice freely between the two countries.

In May 2004, the European Union (EU)

welcomed ten new member states, the

majority from Central and Eastern Europe,

in what was the largest expansion in the

history of European integration. Between

2004 and 2005, it is estimated that

129,000 migrants from the ‘A8’ countries

(Czech Republic, Estonia, Hungary, Latvia,

Lithuania, Poland, Slovakia and Slovenia,

which were grouped due to their relatively

lower per capita income levels in

comparison to the EU average) entered

Britain.2 This had a huge impact on

employment opportunities for

Australians; the UK restricted

immigration from Australia and

reciprocal working rights were revoked to

give preferential access to the new EU

immigrants. Australia followed suit and

mirrored similar restrictions for

pharmacists from the UK. The exchange

of pharmacists between these two

countries has significantly reduced since

then. In a recent interview published in

the Australian Journal of Pharmacy (AJP),

the general manager at Australia's largest

pharmacy recruitment specialists stated:

“It’s been very difficult for Australian

pharmacists to work in the UK since the

mid-2000s, Australians currently need to

complete 12 months of study followed by

12 months of intern training, before being

able to register as a pharmacist in the UK.

I’ve been working in the industry for  over
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14 years. We used to send over a hundred

pharmacists to the UK to work, and now

we have none.”3

It was always my intention to relocate

to the UK after qualifying as a pharmacist

in Australia. For many Australians, being

able to work in the UK and travel around

Europe is a dream come true. Up until the

mid 2000s, this was a possibility for many

Australians since the visa rules were

generally less restrictive in previous years

and there were reciprocal working rights

in place between Australia and UK

pharmacists. I was fortunate enough to

be part of that cohort. 

The path to becoming a pharmacist is

very similar in Australia and the UK – both

require strong academic university entry

requirements and the undergraduate

course is run over four years followed by

one year internship, culminating in both a

written and an oral registration exam.

Graduates are also assessed against

national competency practice standards.

A recent study analysed the end of

degree competency and learning

outcomes across four jurisdictions:

Australia, Canada, UK and the US.4 The

authors concluded that the pharmacy

curricula in the respective countries was

similar and all were able to produce

patient-oriented medicines experts at a

similar level. 

Qualifying as a pharmacist in
Australia
I completed my Bachelor of Pharmacy

degree at Monash University, Melbourne

in 2002 and completed the internship

year at The Alfred Hospital and Bristol

Myers Squibb in Melbourne. The

requirement back then was that I had to

work as a registered pharmacist in

Australia for one year before I could

relocate to the UK. My interest has always

been in clinical pharmacy so I applied for

positions in the hospital sector when I

moved to the UK in 2004. 

Transition to UK pharmacy
The transition to UK pharmacy practice was

smooth and straightforward; four weeks

internship working under supervision was

all that was required (compare this to the

current mandate of one year study

followed by one year internship plus exam).

I worked as locum pharmacist at The Royal

London Hospital, for three years before I

was appointed as the Directorate

Pharmacist for General Surgery in 2007

and, subsequently, as the Principal

Pharmacist for Surgery, Anaesthetics and

Critical Care in 2009. My time was shared

between clinical, management, education

and

r e s e a r c h

responsibilities with a split

of approximately 50%, 30%, 15%

and 5% respectively. It was a large area to

manage, with several different medical

teams, wards and over ten pharmacy staff

to performance manage. My day was

broadly split into clinical duties in the

morning, reviewing approximately 20

critically ill and high dependency patients,

and actively participating in Consultant-led

ward rounds. In the afternoons, I would

spend most of my time reviewing and

writing guidelines, protocols, finance

reports, education and training materials

for junior pharmacists and the

multidisciplinary team. 

Return to Australia
I returned to Australia in 2015 and

continued my journey as a senior surgical

pharmacist in Trauma services at The

Alfred Hospital. The focus at The Alfred is

different in that senior pharmacists are

generally given a significant clinical load

which takes priority, with managerial

duties slotted in whenever possible. My

split at The Alfred is more like 80%, 10%,

5% and 5% for clinical, managerial,

education and research responsibilities. 

Clinical pharmacy in

hospital practice –

similarities and differences  

From personal experience, the role of the

hospital pharmacist is similar in Australia

when compared to the UK, with some

nuances. The day broadly consists of

clinical review of patients on the wards,

istock.com/AlexLMX
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prioritising admissions, discharges and

high-risk patients. At The Royal London,

junior pharmacists are expected to see as

many patients as they can in the morning

on the ward assigned to them and will

usually have an operational component in

the afternoon such as dispensary, aseptic

manufacturing or medicines information.

This is different to the The Alfred,

whereby patient allocation is unit based,

rather than ward based. For example, if

there were 30 patients under the Trauma

unit spread across four different wards,

the same pharmacist would go to the

four wards and review all 30 patients

under the Trauma bed card that day.

There are pros and cons to being unit

rather than ward based: the biggest

advantages are that the unit pharmacist is

able to develop specialist knowledge/skill

and build a strong rapport with the

medical team, all of which should result

in improved care for the patient. The

main disadvantage is reduced capacity for

service delivery due to increased transit

time between patients, especially when a

unit’s patients are on different wards

throughout the organisation or when

wards that are considerable distances

from each other. 

Pharmacists at The Alfred have most

of the day to conduct clinical duties, as

they do not have an operational

attachment during their clinical rotation.

However, with more time comes

additional responsibilities and higher

expectations. They are required to see

every patient on their unit list, proactively

participate on Consultant/Registrar-led

ward rounds, patient-journey board

meetings, risk rounds, multidisciplinary

team meetings, journal clubs, etc. It is

well known that transitions of care, such

as admission to and discharge from

hospital, are points of increased risk for

errors in medication management.

Therefore, there is a huge focus on

medicines reconciliation on admission

and discharge from hospital, ensuring

timely and accurate communication

between primary and secondary care

settings. One of The Alfred’s key

performance indicators for pharmacy is

medication reconciliation within 24 hours

of admission; similar to the UK: best

practice is to obtain admission drug

history from at least two different

sources. Pharmacists at The Alfred are

also expected to complete the medication

section in the discharge summary that is

sent back to the patient’s GP. A study

conducted at The Alfred hospital showed

that pharmacists completing medication

management plans in the discharge

summaries significantly reduced the rate

of medication errors compared to doctors

completing them.5 At The Alfred, only

pharmacists can hand out discharge

medications or prescriptions and

counselling the patient, whereas in the

UK nurses could also do this task in the

absence of a pharmacist. 

Pharmacist attendance and proactive

participation on surgical ward rounds is

uncommon in hospitals, since they are

usually conducted prior to pharmacists

starting their shifts as surgeons tend to

do their ward rounds at 6am or 7am

before rushing off to the operation suite.

Some pharmacists indicated that they

have felt uncomfortable or intimidated in

surgical ward rounds, or were unsure

how to contribute. In my experience,

surgeons naturally tend to focus on the

surgical needs of the patient but often

overlook the medical or pharmaceutical

needs. Pharmacists, who are experts in

this field, are perfectly placed to bridge

this gap and improve patient care. As the

senior surgical pharmacist at The Royal

London hospital, I implemented pharmacist

attendance and participation in

Consultant-led surgical ward rounds for

Vascular, Hepatobiliary and Pancreatic

surgery, which were well received by the

surgeons. Surgical patients are at risk of

venous thromboembolism, perioperative

pain, acute kidney injury (AKI) from

blood loss, dehydration, anaesthetic

induced hypotension, and hospital-

acquired pneumonia. Pharmacist input

into thromboprophylaxis, medication

adjustments in AKI and analgesia dose

adjustments is likely to reduce hospital

morbidity and mortality. At The Alfred,

pharmacist attendance occurs on most

surgical ward rounds, except those that

occur simultaneously for pharmacists

covering multiple units. 

Using our expert knowledge of

pharmacokinetic and pharmacological

parameters such as drug half-lives and

adverse effects profiles, pharmacists are

in the best position to advise on which

medications should be withheld before

surgery and how many days prior,

whether there is a need to replace the

medication with one that has a shorter

half life and when it would be

appropriate to restart. For example, when

a patient is admitted for a surgical

procedure and is normally on warfarin for

atrial fibrillation, consideration must be

given to the risk of bleed if the warfarin

were to be continued or not withheld for

long enough prior to surgery while

balancing that with the risk of stroke in

the absence of warfarin or another

anticoagulant. A pharmacist can review

the case, type of surgery, use validated

tools such as the CHADS2 score to

calculate risk of stroke and advise an

appropriate anticoagulation plan for the

patient in the perioperative setting.

Similarly, for a diabetic patient who is on

oral hypoglycaemic agents or insulin and

is fasting for surgery, the pharmacist can

advise on a diabetic management plan to

ensure that the patient’s blood glucose

levels are within the optimal range. This

model of care is best implemented in the

surgical pre-admission clinic (PAC) for

elective surgical patients, where patients

are advised on what medications to stop

or continue prior to surgery. PAC

pharmacy services have been in place

since 2007 at The Alfred; it is still

uncommon for many hospitals to have

such a role but it is slowly being

introduced at larger teaching hospitals

across Australia and the UK.

Advanced clinical

practices       

At The Alfred, clinical pharmacists of all

levels must undertake credentialing to

conduct certain advanced-level clinical

practice (for example, therapeutic drug

http://www.pharman.co.uk
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monitoring for antibiotics with narrow

therapeutic windows and high toxicity

profiles such as aminoglycosides and

vancomycin). Credentialed pharmacists

are responsible for the monitoring,

ordering of levels and dose adjustments

of these medications taking into account

patient characteristics such as age,

weight and renal function. 

Other advanced practices at The

Alfred for more experienced clinical

pharmacists include:

l ‘Partnered Charting’ (when the

pharmacist writes the medications on

the drug charts in consultation with

the doctor) to include:

l patient’s regular and new

medications on admission

l antibiotics for surgical prophylaxis

l enoxaparin or calf compressors for

VTE prophylaxis

l ordering lab tests and independently

adjusting doses for therapeutic drug

monitoring of antibiotics with high

toxicity profile, and warfarin

l assessing nicotine dependency and

prescribing nicotine replacement

therapy

l assessing post-operative pain and

independently adjusting opioid doses

l attending stroke thrombolysis call-

outs and assist in the management

of thrombolysis

l attending sepsis call-outs and

charting antibiotics following

consultation with the team

l providing advice on withholding

medications, smoking cessation,

transcription of pre-morbid and post-

operative medications in surgical pre-

admissions clinics.

The principles behind partnered

charting probably stem from the UK’s

model of independent and

supplementary prescribing, which came

into effect in 2006. In the UK, a

pharmacist independent prescriber may

prescribe autonomously for any condition

within their clinical competence. 

Partnered charting is not allowed in

many parts of Australia as each state and

territory has its own legislation. In

Victoria, partnered charting is not

classified as prescribing. The training and

credentialing pathway to enable

pharmacist charting is different between

Australia and UK. At The Alfred, the

credentialing usually consists of pre-

reading, online multiple-choice questions,

supervised cases with a credentialed

pharmacist followed by an Objective

Structured Clinical Examination (OSCE). 

Pharmacist-led opioid 
de-escalation project at
The Alfred       

Like many other countries, Australia is

experiencing a concerning rise in

accidental and intentional opioid-related

deaths. Dependence on opioid drugs is

associated with a range of health and

social problems that affect individual

drug users, their family, friends and the

wider public. These medications are

often initiated in hospital and, in some

instances, they may be inappropriately

continued beyond the intended or

recommended duration due to

inadequate de-escalation or education of

health professionals and patients. 

At The Alfred, pharmacist-led opioid

de-escalation was introduced in 2014 in

the orthopaedic unit, which reduced

opioid requirements by 25% without

adversely impacting pain scores.6 The role

of the pharmacist involves frequent

(daily to alternate daily assessment) of

patients’ pain scores, functional activity

scores and adverse effects from the

opioids prescribed. The pharmacist also

educates the patient on the harmful

effects of long-term opioid use and,

therefore, the importance of weaning

and eventually ceasing opioid usage. The

aim is to ensure adequate but not over-

prescription of opioid analgesia such that

by the time the patient is ready for

discharge there will be minimal amounts

(if any) of opioid remaining in the

patient’s system, with a clear and concise

weaning plan for the patient’s GP. This

initiative has been rolled out to many

other surgical units at The Alfred,

including Trauma and Plastics. 

Competency assessments       

The UK’s pharmacist competency

framework (General Level Framework

(GLF) and the Advanced Level Framework

(ALF)) developed by The Competency

Development and Evaluation Group

(CoDEG) has been adapted for use in

parts of Australia. 

Comparison of the CoDEG

competency standards and the categories

they are grouped into suggest that these

are similar in structure to the domains

and competency standards of the

Australian National Competency

Standards Framework. The mapping

exercise revealed a significant overlap in

scope and content of the two

Frameworks.7

I used the GLF in depth at The Royal

London to assess competency in junior

pharmacists and the ALF on more senior

pharmacists. The ALF was also used on

myself as part of my postgraduate

Masters qualification. The assessment

“The principles behind partnered charting probably stem from the

UK’s model of independent and supplementary prescribing . . .”
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tools such as miniCEX, Case

Based Discussions and miniPATs

are standard across UK and Australia. 

In 2017, it was announced that SHPA

has joined forces with the RPS;

collaborating to deliver a ‘historic

agreement’ on quality-assured education,

training and development opportunities

mapped to pharmacist career stages in the

UK and Australia.8 This includes mutually

accredited, two-year advanced practice

specialist residencies for pharmacists

across a range of practice areas, which is

set to begin later in 2018. The advanced

practice accreditation will be recognised in

both countries, which will only become

relevant once gates open again for

Australian and UK pharmacists to freely

practice across the borders. It is promising

however, that these organisations have

recognised the similarities in competencies

and are forward planning to ensure we

will be ready if and when the time comes.

Healthcare funding 

Medicare, the Australian public health

insurance scheme, was introduced in

1984 to provide free or subsidised

access to public hospital services and

treatment by health professionals.

Medicare is similar to the NHS system in

terms of the model of operation and

policy. It has been increasingly influenced

by the American healthcare system in

recent times, with the incorporation of

medical insurance alongside socialist

medical care.

Public hospitals are funded by the

state and territory and Australian

governments, but are largely owned and

managed by the state and territory

governments. Private hospitals are largely

owned and operated by private (non-

government) organisations, either for-

profit companies, or not-for-profit

organisations. The Australian Government

provides a large amount of funding

for medical services and subsidised

medications. 

The funding responsibilities and

providers for healthcare in Australia is

shown in Figure 1.9

The Medicare system has three parts:

hospital, medical and pharmaceutical.

Coverage of pharmaceuticals predates

Medicare, with the Pharmaceutical

Benefits Scheme (PBS) introduced in

1948. Taxpayers, in addition to general

income tax, pay a Medicare levy fund of

2% of their taxable income and a further

1–1.5% surcharge for a single taxpayer

earning above $90,000 and for families

earning over $180,000 who choose not

to take out a specified level of private

hospital cover.

The Pharmaceutical Benefits

Advisory Committee (PBAC) is an

independent statutory body

established under the Australian

National Health Act 1953 to make

recommendations and give advice to the

Minister about which drugs and

medicinal preparations should be

subsidised on the PBS, similar to The

National Institute for Health and Clinical

Excellence (NICE) in the UK. The PBAC

considers the medical effectiveness and

cost-effectiveness of a proposed benefit

compared to alternative therapies. The

PBAC recommends maximum quantities

and repeats, and may also recommend

restrictions for medicines. When

recommending listings, the PBAC

provides advice to the Pharmaceutical

Benefits Pricing Authority (PBPA)

regarding comparison of alternatives with

the medicine’s cost effectiveness.

The Australian Government subsidises

a wide range of prescription

pharmaceuticals under the PBS. Under

the PBS, the amount paid by the patient

varies, currently up to a maximum of

$39.50 for general patients and $6.40 for

those with a concession card. There are

two safety net thresholds that operate on

a calendar year. The general patient

threshold is about $1,522. When a

person and/or their family’s co-payments

reach this amount, they may then pay the

concessional rate for prescriptions. The

concessional safety net threshold is $384.

istock.com/BravissimoS
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Figure 1: Funding responsibilities and providers.9
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When a patient and/or their family’s total

co-payments reach this amount, they

may get their subsequent medications for

free for the rest of the calendar year. 

If a medicine is not listed on the PBS

schedule, the consumer has to pay the

full price as a private prescription. In some

cases, these costs may be reimbursed by

private insurance funds. Pharmaceuticals

provided in public hospitals are generally

provided to public patients for free, with

the cost covered as part of the hospital

treatment. 

The PBS is different to the UK’s

National Health Scheme (NHS) prescription

charges. In England, prescription charges

are Ł8.80 per item but there is a long list

of exemptions. 

Prescriptions are free for:

l children under 16

l aged 16-18 and in fulltime education

l people who get some means-tested

benefits or low income scheme

l people over 60

l women who are pregnant or have

had a baby in the previous 12

months.

In addition, patients with any of

these conditions are entitled to free

prescriptions, for all conditions, not

merely the qualifying condition:

l epilepsy

l a permanent fistula

l diabetes

l myxoedema

l hypoparathyroidism

l hypopituitarism

l Addison’s disease

l myasthenia gravis

l any continuing physical disability, which

stops them from going out alone

l cancer.

One could argue that the NHS is more

generous compared to the PBS. There are

however, pros and cons to the PBS:

Pros: 

l patient co-payment may encourage

ownership of patient’s own health,

especially around lifestyle diseases

such as atherosclerosis, hypertension,

obesity, cardiovascular disease, Type 2

diabetes and diseases associated with

alcohol and smoking. Patients may

choose to modify their lifestyle instead

of paying for medications.

l every little contribution helps and

uses less taxpayers’ money; the

government can use the money to

invest in other areas of healthcare.

Cons:

l enforcing patient co-payment may

increase non-compliance especially

for those on multiple long-term

medications

l some individuals may not be able to

afford even the co-payment

l does not take into account the cost of

the actual medication; about 80% of

the drugs prescribed on the PBS are to

concession cardholders, so regardless

of the drug, it costs the patient the

same amount. When doctors

prescribe the more expensive

alternative to the generic, it is really

the taxpayers that foot the bill.

Resourcing staff       

In terms of clinical pharmacy resourcing

in hospitals, the Society of Hospital

Pharmacy Australia (SHPA) sets minimum

pharmacy staffing levels for provision of

clinical pharmacy services based on:

l range of clinical pharmacy services

required and expected by patients,

funders and boards of management

l complexity of care required (linked to

patient age, range and number of

diagnoses, and number, range and

type of medications used) 

l hospital throughput, which is a

combination of the number of beds,

length of stay, occupancy, usage of

same-day and ambulatory services.10 

The Faculty of Intensive Care Medicine

released a ‘Core Standards for Intensive

Care Units’ document in 2013, which

recommended minimum staffing levels

per intensive care bed for medical,

nursing and allied health, including

pharmacists.11 

Between the late 1990s and early

2000s, Australia and the UK experienced

a shortage of pharmacists. Their

approach to dealing with this problem

was different; the UK introduced more

undergraduate programmes as well as

employed more pharmacy technicians

and up-skilled them to help with the

workload whereas Australia simply

introduced more undergraduate

pharmacy placements to increase the

overall number of pharmacists. As a

result, there are not as many pharmacy

technicians in Australia and they do not

carry out some of the more evolved roles

that exist in the UK. Conversely, hospital

pharmacists in Australia are often

involved in more generalist roles such as

“. . . Australia simply introduced more undergraduate pharmacy

placements to increase the overall number of pharmacists. As a

result, there are not as many pharmacy technicians . . .”

http://www.pharman.co.uk
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dispensing medications and drug

inventory management on wards.

Conclusion       

There are many similarities in Australia

and UK healthcare systems and clinical

pharmacy practice; from the pharmacy

undergraduate curricula, pharmacist

registration competency requirements

and frameworks, clinical practice,

advanced practices and post-graduate

studies. The two countries also share

similar principles of care, which is largely

patient focused. This provides a good

platform for continued collaboration of

best practices and expertise, especially

with the signing of the ‘historic

agreement’ between the SHPA and RPS. 
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