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Review of Pharmacy Remuneration and regulation  

Dear Review Panel, 

Thank you for the opportunity to respond to the discussion paper into Pharmacy 

Remuneration and Regulation. 

The review has a focus on the role of community pharmacy and pharmacists in the delivery 

of primary healthcare to the Australian community, both now and into the future. 

It is important to note that pharmacists practise across many sectors – community, hospital, 

industry, as consultant pharmacists, in academia, government, industry, research and in 

general practice. Often they may be working across a number of these sectors at one time, 

for example, they may be working in hospital pharmacy and also in community pharmacy 

and they may be an accredited consultant pharmacist providing home medicine reviews.  

The remuneration for their services in these individual sectors is derived from different 

sources. There is not one homogenous funding source. 

When discussing “community pharmacy and pharmacists”, it is necessary to clarify whether 

this refers only to the physical structure/entity of the community pharmacy where 

consumers have their medicines dispensed or go to receive medicine related services or 

whether you are also including pharmacists practising across the continuum of care, outside 

of the community pharmacy structure, delivering primary healthcare services. This may be 

through independent accredited consultant pharmacists providing Home Medicines Reviews 

or Residential Medication Management Reviews or pharmacists working within General 

Practice or in Primary Health Networks delivering Quality Use of Medicine Services to 

patients/consumers or Community Liaison Pharmacists assisting patients as they transition 

between and community and hospital care and on return to home or an aged care facility 

following a period of hospital care or pharmacists working in chronic disease clinics or 

Community Health Centres as part of the healthcare team. Discussions about pharmacy 

services should try to avoid the focus on existing silos that exist around the place of practice 

and see the professional role in its entirety across the continuum of care. The quality use of 

medicines must be realised across the health care continuum.1  

This discussion should also consider new and emerging services and the potential these have 

of improving the quality of care provided to consumers/patients and improved outcomes for 

patients. These include but are not limited to Pharmacists working within General Practices2-

5, Pharmacists working with the RDNS6,7, pharmacists working within Chronic Disease 

Management Clinics8,9.  

Traditionally health care service planning in the primary care sector has not considered the 

role of pharmacists within the healthcare team other than recognising that they supply 

medicines for patients. Too often funding does not incorporate remuneration for value 

added services provided by pharmacists other than that provided within the pharmaceutical 

benefits scheme.  
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Pharmacists have been delivering clinical pharmacy services in hospitals for over 40 years 

and have been providing these services within the community setting in a less defined and 

acknowledged manner helping consumers manage their medicines, providing triage10, 

providing education and counselling, reviewing the patients medicines and providing advice 

and support to the healthcare team as needed. Within community pharmacy practice some 

of these activities have received funding under the Community Pharmacy Agreements in 

recent years such as Home Medicine Reviews, Residential Medication Management 

Reviews, MedsCheck and DiabetesMedsCheck.  These services have had caps applied to 

them in recent times that have impacted on consumer access to these services.  

Traditionally funding for pharmacy services in the community has been linked to dispensing 

under the PBS. This is problematic because it limits the expansion of pharmacy services and 

development of new and innovative practices.  

Within the hospital sector, pharmacists are recognised as members of the healthcare team 

at the patient’s bedside. International research has shown that pharmacists delivering 

clinical pharmacy services to patients results in improved health outcomes11,12. Clinical 

pharmacy services and activities are delivered to minimise the inherent risks associated with 

the use of medicines, increase patient safety at all steps in the medicines management 

pathway and optimise health outcomes for patients.13,14 

Some of the clinical services now being delivered to consumers in the community sector 

have originated from the hospital pharmacy sector. New and emerging services such as 

pharmacists working in chronic disease management clinics have evolved from similar 

services being offered in outpatient clinics within the hospital practice environment8,16-19, 32, 

33,39. Experience in the hospital sector has informed service innovation in the primary care 

setting. 

Innovation in the primary care sector should include pharmacists being integrated into 

team-based care, the use of IT and telehealth to enhance service delivery, support 

medication adherence and monitoring and communication with consumers who are now far 

more connected through the use of social media and apps.  

Pharmacists also have a role in preventive healthcare and educating patients about non-

drug therapies and lifestyle measures to support their health and wellbeing. The discussion 

paper notes that some pharmacies provide blood pressure monitoring, smoking cessation 

services, dose administration aids. They also have a role working together with the 

consumer’s GP to raise awareness about for instance, stroke prevention, BP monitoring, 

pain management, management of many chronic conditions8,15,16,17 such as diabetes, 

arthritis, asthma and COPD and support health screening initiatives.15,20,21,32 New and 

innovative models of practice are not developed to ‘encroach’ on other health practitioners’ 

territory, rather they complement and support care provided and aim to improve patient 

care. 

A recent Grattan Institute report41 proposed making better use of pharmacists’ skills to help 

address GP shortages, pointing out their role is far more limited in Australia than in many 

countries overseas. Suggested strategies involve pharmacists being able to provide repeat 
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prescriptions to people with simple stable conditions, and that they should be able to offer 

vaccinations and work with GPs to help manage chronic conditions. 

Safe and effective use of medicines is the core business of pharmacists, no matter where 

they practise. Their specialised education, training and expertise enable them to focus on 

medicines and provide support to consumers/patients and other members of the healthcare 

team.  

Pharmacists have an important medicine supply role but equally important is the 

information, education and advice they provide to consumers related to their medicines and 

healthcare as part of the healthcare team.   

How should government design the provision and remuneration of new programs that are 

offered through community pharmacy to ensure robust provision, value for taxpayers and 

appropriate supply for patients in need? For instance, should all patients be entitled to an 

annual HMR? Should HMRs be linked to a health event, such as following hospital 

discharge? Should they only occur following referral from a medical practitioner?  

Is it appropriate that the Government continues to negotiate formal remuneration agreements 

with the Guild on behalf of, or to the exclusion of, other parties involved in the production, 

distribution and dispensing of medicines? If so, why? If not, why not, and which other 

parties should be involved? Is there currently an appropriate partnership with these other 

parties, including consumers? 

It is not appropriate that the Government only negotiates with the Pharmacy Guild of 

Australia (PGA) regarding remuneration agreements because they do not represent the bulk 

of pharmacists practising across Australia. The PGA only represents owners of Community 

Pharmacy Businesses. The Pharmaceutical Society of Australia, The Society of Hospital 

Pharmacists of Australia, Professional Pharmacists Association and Consumer organisations 

should be parties in discussions. This would provide a more balanced approach to 

remuneration discussions as the memberships of these other professional organisations 

represent significant numbers of pharmacist practitioners around Australia. 

Does more need to be done to encourage greater access to medicines and professional services 

through the expansion of existing rural and remote programs? 

Consumers living in remote and rural areas of Australia should be able to access the services 

of a pharmacist so they are able to have their medicines dispensed safely, medications 

reviewed, be provided with information on how best to take/use their medicines, possible 

side effects, any contraindications etc. 

Where there is a lack of access by consumers to pharmacy services/pharmacists, the 

government could consider offering adequate incentives to pharmacists to work in 

remote/regional areas, similar to what they have offered in the past to doctors. 

Incorporating pharmacists within Aboriginal Health Services to dispense medicines and 

provide the necessary counselling, education, advice and review of the patient’s medicine is 

an important area to address.  
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The current funding arrangement for HMRs and RMMRs does not meet consumer needs. To 

suggest that one medication review every 24 months is adequate is naive. Every time a 

consumer commences a new medication or has a change in therapy there is the potential 

trigger for a medication review, particularly if the consumer is already taking a number of 

medicines or is on a complex medication regimen. At a minimum, patients most at risk of 

medicines-related problems as listed in The SHPA Standards of Practice for Clinical Pharmacy 

Services14 should be offered an HMR or RMMR. These services should not be capped as they 

currently are under the 6CPA but should transition to an MBS service. 

Is there a role for pharmacists to work with patients and other health professionals, possibly 

relating to individual medicines or specific conditions, to better create the data to analyse 

the health outcomes for that particular patient or group of patients, including through the 

use of a patient’s existing My Health Record? 

Yes, pharmacists need to be included in the healthcare team to ensure safe and effective use 

of medicines. Pharmacists, as members of the healthcare team, have a key role in 

medication safety, managing the risks associated with medicines, and ensuring patients use 

their medicines safely and effectively across the medication management pathway and 

across the continuum of care.  

Managing complex medication regimens and conditions can prove challenging for patients 

and contributes to a considerable burden associated with treatment.  The increased 

numbers of older patients with chronic complex health conditions and people with multiple 

chronic conditions means that many are on multiple medicines, sometimes from a variety of 

prescribers and sources. This complexity itself could contribute to or result in inadvertently 

poor compliance/adherence. In addition, patients with chronic conditions who see multiple 

doctors with no regular doctor or ‘medical home’ report experiencing errors more 

commonly22.  

By including pharmacists in the healthcare team, they are able to provide medication review 

services to assess a patient’s medication use, in particular: conducting medication 

reconciliation and review; assessing adherence to therapy and identifying barriers to 

compliance; assessing emerging medication-related issues, optimising medication use, 

resolving medicine-related problems before medicines are prescribed and offering 

recommendations on how medicine-related problems can be addressed; patient education 

and counselling; providing input into treatment/management decisions.  

Ideally medication review by a pharmacist should continue to be offered until the 

therapeutic needs and treatment goals of the patient are met and the healthcare team is 

satisfied with the outcomes of care in a similar way to what has recently been described in 

the US.23  

Are consumers aware of what programs and general pharmacy services they are entitled to? Is 

there enough information available regarding the services for which they are eligible? 

Consumers are often not aware of what services are provided by pharmacy services. 

Pharmacists need to educate patients about the services they offer.  
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Consumer Experience 

Do current arrangements under the 6CPA lead to the appropriate creation and distribution of 

information relating to the use of medicines? If so, how and why? If not, why not and how 

could the distribution of this information be improved? 

The current arrangements under the 6CPA do not lead to the appropriate creation and 

distribution of information relating to the use of medicines. The agreement funds certain 

services but maintains caps on clinical pharmacy services such as Home Medicines Reviews 

and Residential Medication Management Reviews. These services should be available on an 

as need basis rather than for example, once every 24 months for HMRs as this does not 

adequately respond to consumer needs in particular when patients are being treated for 

chronic medical conditions with complex medication regimes.  

Access to these services in remote and regional areas is further restricted due to issues of 

distance, access to pharmacists and adequate funding for travel to these remote regions. 

Medicines are the most common treatment used in healthcare and are known to be 

associated with a higher incidence of errors and adverse events than other healthcare 

interventions.24 It is estimated that there are approximately 230,000 medicine related 

hospital admissions each year. This is suggested to cost approximately $1.2billion annually.25 

Approximately 50% (range 32-77%) are potentially preventable.26,27 

Adverse events associated with medicines can occur at all interfaces of care.27,28 Non-

adherence to therapy presents a significant challenge in health care. It is estimated that 50% 

of patients with chronic disease do not take their medicines as prescribed.29-31 Separate 

reports note estimates of “between 30 and 50 per cent of prescribed medication are not 

taken as recommended”.30-31 To suggest that one HMR every 2 years adequately monitors 

how well patients are using their medicines and addresses any concern about medications is 

naïve.  Consumers can experience negative effects from medicines even if they are only 

taking a single medication, particularly if that medication is not being used correctly.  

Most pharmacists who have conducted medicine reviews can highlight cases where patients 

they have interviewed have been experiencing negative effects associated with their 

medicines but this has not come to light until their therapy has been reviewed. A patient 

does not have to be on a complex medication regimen to experience problems. An example 

is: 

A patient taking a few medicines for blood pressure and more recently depression mentioned 

to the pharmacist conducting the medication review that they have lost all motivation, have 

lost interest in engaging with friends, rarely leave their home. On further probing the patient 

mentioned that they haven’t had unbroken sleep for ages, they can’t sleep through the night. 

They frequently have to get up to go to the toilet to pass urine. The patient now feels 

depressed because of this. 

The interviewing pharmacist asked the patient when they take all their medicines. The 

patient responded “in the evening, because it is easier to remember”. The medicines being 

taken were unremarkable, however, the patient was taking frusemide, a diuretic which is 

usually taking early in the day, not at night so patients do not have to get up all night to go 
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to the toilet. When the patient was advised that frusemide should be taken in the morning, it 

was as though a weight had been removed from his shoulders. No one had told him he 

should take this in the morning. On reflection, his lack of a good night’s sleep coincided with 

when he started taking the frusemide. 

A simple solution to a problem that had resulted in this patient becoming withdrawn and 

depressed.  

Did this prevent a hospitalisation-? uncertain. Did this medication review improve the 

patient’s quality of life - yes. Was this a positive outcome- yes, if this meant that the patient 

would be able to have unbroken sleep through the night, improve his mood and lead to a 

better outlook on his circumstances-improve functioning. 

Another example is that of an elderly lady who weighed 48kg, had recently lost her son and 

was prescribed Valium 10mg tablets for her anxiety. The lady was also prescribed Stemetil 

because she was dizzy. She was taking aspirin tablets dissolved in orange juice which she 

shared with her daughter! She had a history of stomach ulcers. Dissolving aspirin in orange 

juice may have contributed to her stomach ulcer. Her dizziness was most likely related to the 

high dose of valium being taken.  

This elderly woman had multiple issues that were identified during the home medicines 

review and that needed to be resolved. Direct contact was made with the GP to resolve the 

numerous issues identified during the HMR.  

Did the review prevent a hospitalisation? Quite likely- this woman was at high risk of a fall 

(frail and elderly and high dose valium).  

Medication management services provided by pharmacists across the continuum of care 

need to be supported and funded to make these services affordable and accessible for 

consumers and sustainable for pharmacists to provide. Pharmacists should have an MBS 

number as do other allied health professionals so that they can be remunerated for the 

medication management services they provide. These services can be audited by 

government/Medicare, as can those provided by other health professionals if there is a 

concern regarding the level and quality of service provision.   

It is a question of equity that pharmacists be treated equally as other health professionals 

who have an MBS number, for instance allied health practitioners. In addition pharmacists 

are not funded in GP Team Care Arrangements or Chronic Disease Management Plans and 

yet most patients with chronic conditions take medicines. It would make sense for 

pharmacists to be provided with MBS numbers for medication management services. 

Larger font dispensed prescription labels should also be an option available to patients 

within community pharmacies.34,35 With the ageing of the population and increase in chronic 

medical conditions, the need for easy to read and clear dispensed medication labels is an 

additional tool to support appropriate and safe medication use by consumers. This is a 

simple measure that can support consumer health literacy. 

 

What services should a consumer expect to receive from a community pharmacist who 

dispenses their medicines? Why should the consumer expect these services?  
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The services a consumer should expect to receive from community (and hospital) 

pharmacists who dispenses their medicines are outlined in the Australian Pharmaceutical 

Formulary and Handbook36, the PSA Professional Practice Standards41, the SHPA Practice 

Standards and Pharmacy Board of Australia Guidelines. 

Consumers should be encouraged to ask questions. 

Consumers should expect these services because they are part of good dispensing practice. 

In addition consumers should receive the clinical, non-dispensing services that pharmacists 

can provide such as medication reconciliation and preparing a best possible medication list 

and medication history, assessment of current medication management, clinical review, 

adverse drug reaction management, providing input into the medication management plan, 

providing medicines information, assisting with transitions in care between community and 

hospital and return from hospital to community or aged care facility.14 Pharmacists can also 

support antimicrobial stewardship initiatives, raising awareness about antimicrobial 

resistance and appropriate use of antibiotics.37 

Pharmacists can also promote preventive heath initiatives and support health literacy 

initiatives in the community.  

Pharmacists are in a position to identify when a consumer should see a GP or attend a 

hospital emergency department. There are many stories of pharmacists advising patients to 

see a GP because of the potential for serious adverse medical events. Consumers are often 

unaware of the signs or symptoms of life threatening events. 

Community pharmacy provides an opportunity to triage patients because of their wide 

distribution.  

It is likely that providing pharmacists with an MBS number might in fact reduce the total 

healthcare costs to the economy.  As discussed above, pharmacists are distributed through 

out the community and can provide information to prevent expensive adverse events. It 

would be worthwhile to carefully conduct a benefit cost analysis for issuing pharmacists with 

an MBS number. It is quite likely a robust economic analysis would confirm the value to the 

economy of providing pharmacists with an MBS number. 

Opioid replacement therapy should be available more widely to consumers requiring this 

service.38 In some rural areas there are no GPs or pharmacists offering this service. This 

compromises access to this service for consumers who live in these areas.  

 

What are the minimum services that consumers expect (and should receive) at the time of 

dispensing? Do these differ between initial and repeat prescriptions? Are these services 

being provided by all pharmacies? 

The minimum services that consumers should expect at the time of dispensing are as described 

in the APF 23. 36 
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Ongoing communication with consumers is important. Some medication and health related 

issues become apparent when consumers collect repeat prescriptions. 

How do we measure the level of service provided by the pharmacy? 

A standard customer service instrument could be created and made available to customers 

in all pharmacies. It might also be online. Consumers could be encouraged to provide 

feedback on their service encounters with pharmacists and pharmacies. There are many 

examples of customer experience surveys and a wealth of literature and case studies from 

marketing and logistics studies.  

What do consumers expect from community pharmacy in relation to their medicines? 

Consumers are often not aware of what they can expect from community pharmacy and 

pharmacists.  The profession needs to educate the public more about the services they 

provide.  

There is a large disconnect between the practice of pharmacy in the 1960’s in Australia and 

now. After the war, a community pharmacist was seen as the first point of contact for a 

household experiencing some health problem. People would see their local Pharmacist 

before their family doctor. Pharmacists provided a triage point and in many cases could 

avert the need to go to a doctor if the symptoms were straightforward – such as coughs, 

colds, cuts and abrasions. Whilst this is still the case in many community pharmacies, the 

rise of big box pharmacies may have reduced the contact between pharmacist and 

consumer. There was a close professional relationship between a pharmacist and the 

customer and the customer’s family. There is no reason why this behaviour could not be 

encouraged again.  

Does more need to be done to encourage greater access to medicines and professional services 

through the expansion of existing rural and remote programs? 

Consumers living in remote and rural areas of Australia should be able to access the services 

of a pharmacist so they are able to have their medicines reviewed, be provided with 

information on how best to take/use their medicines, possible side effects, any 

contraindications etc. 

Where there is a lack of access by consumers to pharmacy services/pharmacists, the 

government could consider offering adequate incentives to pharmacists to work in 

remote/regional areas, similar to what they have offered in the past to doctors.  

Incorporating pharmacists within Aboriginal Health Services to dispense medicines and 

provide the necessary counselling, education, advice and review of medicines is an 

important area to address. Indigenous population already experience worse health 

outcomes than non-indigenous populations. The discussion paper notes that the services of 

a pharmacist are generally not available to dispense medicines to patients in AHS. Why is 

this acceptable? Health literacy and cultural sensitivity needs to factored into how medicines 

are dispensed and information provided to patients. 
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What can be done to increase public awareness of available pharmacy programs and services, 

particularly specialist services? 

Education of consumers through the use of effective marketing strategies. The government 

can assist through the recognition of the importance of pharmacists by providing them with 

MBS numbers for their non-dispensing services. This would provide a strong signal to 

consumers of the value of their local pharmacist. It is highly likely that it would also reduce 

the total cost burden placed downstream on doctors and hospitals from medication 

misadventure.  

Thank you for the opportunity to respond to the discussion paper.  

Kind regards, 

Dr. Sally Wilson 
BPharm, Grad Dip Hosp Pharm, PhD. 
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