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Pharmacists’ professional services: New funding models are needed 

With Australia’s increasing ageing population, often with polycomorbidity and polypharmacy, the 

need for pharmacists’ contributions to patient care has never been greater. All registered 

pharmacists have a core set of skills that can be focused towards optimising medication 

management and accredited pharmacists  are required to demonstrate an advanced level of practice 

before they can be credentialed to conduct medication reviews. At the moment, Home Medicines 

Reviews (HMRs) are the only mechanism whereby an accredited pharmacist’s medication 

management services for community dwelling patients can be remunerated. MedsChecks or 

Diabetes Medschecks are available for patients through their usual community pharmacy but they 

do not need to be undertaken by accredited pharmacists and they are not collaborative with the 

patient’s GP. Like HMRs, MedsChecks are funded via the Sixth Community Pharmacy Agreement 

(6CPA). In contrast to most other registered health professionals, there is no Medical Benefits 

Schedule (MBS) item number for any pharmacist service. 

For the past 4.5 years I have been working in a large, metropolitan Adelaide general practice that 

has 19 GPs, 5 medical specialists and employs 17 nurses. Various allied healthcare professionals are 

associated with the practice, which prides itself on delivering a team approach to care. Contributions 

from all members of the team are acknowledged and valued but overall care is GP led. Together with 

two of the practice’s principals I have developed a successful model where I conduct collaborative 

HMRs for patients with full access to case notes. GPs and patients are highly satisfied with the 

service. Development of our general practice pharmacist model is described elsewhere. (1)  

The HMR service includes a home visit lasting approximately 1 hour. A written report to the GP is 

generated and if the patient chooses, it is forwarded to their regular community pharmacy. When 

the caps were introduced by the Pharmacy Guild on March 1 2014 because of a funding shortfall, 

accredited pharmacists were limited to providing 20 HMRs per month and a patient can only receive 

a HMR service once every 2 years. For reasons that are unclear, these caps have continued in the 

6CPA. Therefore, I can only provide the ‘tip of the iceberg’ of patients at our practice with a HMR 

service. 

In general GPs are receptive to the notion of pharmacists being integrated in to general practice. 

United General Practice Australia (UGPA), which represents Australia’s peak GP bodies, made a 

media release in December 2015 endorsing pharmacists being further integrated into GP-
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coordinated primary care services. (2) Further, the Australian Medical Association (AMA) made a 

submission for the 2016-2017 Federal budget for a practice incentive for pharmacists in general 

practice. (3) The Government subsequently announced a proposed redesign of the Practice 

Incentives Program (PIP) which will provide increased flexibility for general practice through Quality 

Improvement Incentive payments which may involve implementation of new arrangements in May 

2017 that will possibly support a model for pharmacists in general practice. But nothing is 

guaranteed and medication misadventure rates continue to increase with associated enormous cost 

to the system. 

There are apparently some small GP-pharmacist trials underway and it is not clear how these sites 

have been selected. 

A potential risk to our profession is that if a practice incentive ever eventuates we will compromise 

our professional autonomy. Another risk is that it will perpetuate the divide between so called 

‘dispensing’ and ‘non-dispensing’ pharmacists, fuelling the building disharmony between different 

arms of our profession. 

MBS provider status for pharmacists 

I believe funding for dispensing should remain in the CPA but funding for professional services 

should be via the MBS (Department of Health). I believe the pharmacy organisations should unite 

and submit an application for a MBS item number (s) to deliver medication management services so 

pharmacists have parity with other allied health professionals. The MBS should fund a range of 

appropriately credentialed pharmacist-delivered services in a range of settings including: patients’ 

homes, hospital outreach, general practice, medical home, community pharmacy, private rooms, 

aged care facilities and aboriginal health services. It should be mandated that collaboration is a key 

factor and the patient’s GP must be integral to the entire process and the pharmacist should have 

access to the patient’s health record. 

There is no doubt that the Pharmacy Guild driven Residential Medication Management Review 

(RMMR) and HMR programs that were introduced in 1997 and 2001 respectively, were highly 

innovative and have led to many positive outcomes. However, the health care system has changed 

and our profession needs to evolve with it. My experience has revealed that although there are clear 

benefits associated with home visits by an accredited pharmacist and provision of a full written 

report, not all patients need or are willing to participate in the comprehensive home-based service. 

On the other hand, some patients need repeat input from pharmacists and a service every 2 years 

doesn’t inadequately meet their needs. 
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One option could be to apply for two item numbers; one for a long consultation and another for a 

short consultation. The long consultation would be along the lines of a HMR or RMMR; a 

comprehensive medicines review, in a location of the patient’s choice with a comprehensive written 

report forwarded to the GP.  

 

A short consultation could focus on a specific medication-related issue including: 

 Medication reconciliation for patients going to hospital for an elective admission and/or on 
discharge, 

 Patients suspected of non-adherence,  

 Patients identified as likely needing a dosage administration aid (DAA), 

 Follow up after a long consult (HMR or RMMR equivalent), 

 Device use,  

 Falls risk analysis 

 Suspected adverse effect  

 Adverse effect monitoring for toxic medicines, and  

 Smoking cessation.  
 

The service could be adapted according to the setting where it is delivered. For example in a general 

practice a short consult would lead to a brief written report documented directly in the patient’s 

case notes, provision of a reconciled medication list and the option of an on-site conversation 

between the GP, patient and/or accredited pharmacist if deemed necessary regarding the patient’s 

medication management. 

 

Regardless of whether pharmacists work in a hospital or primary care setting, and whether we are 

business owners or salaried, our common goal is supporting our patients to achieve best health 

outcomes. 

 

Other funding mechanisms 

We need to be mindful that MBS can be restrictive and the Medicare freeze on GP rebates until June 

2020 is a concern, but I would argue not as harsh as the HMR caps. Primary Health Network funding 

is another option but sustainability is a concern. Private insurers and user pays are other options but 

equity of access is a key issue.  
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National Disability Insurance Scheme (NDIS) funding should also be pursued. An application for NDIS 

provider status for pharmacists  could be within the scope “maintain a level of functioning including 

long term therapy/support required to achieve small incremental gains or to prevent functional 

decline” e.g. if adherence issues with medicines were identified a pharmacist could facilitate 

implementation of a dosage administration aid. Another activity would be provision of education to 

optimise use of asthma devices. A further activity would be ensuring appropriate monitoring is being 

undertaken with specific therapeutic agents e.g. people prescribed antipsychotic medicines require 

monitoring of physical health and cardiometabolic adverse effects. 

 

The end goal of obtaining rebates for services delivered by appropriately credentialed pharmacists 

needs to have the following features: accessible, patient centred, flexible location, collaborative with 

GPs, access to case notes, sustainable, and with every measure taken to ensure it is ‘rort proof’. 

 

 

 

 

References: 

1. Angley M, Kellie A, Barrow G. Integration of a consultant pharmacist into a general practice: 

development of a collaborative care model. Journal of Pharmacy Practice and Research. 2015;45:81-

5. 

2. United General Practice Australia. Collaboration of GPs and pharmacists will better support 

patient care 2015 [cited 2016 June 8]. Available from: 

http://www.acrrm.org.au/rsrc/cw/151204/UGPA%20Media%20release%20-

%20Collaboration%20of%20GPs%20and%20pharmacists%20will%20better%20support%20patient%

20care.pdf. 

3. Australian Medical Association (AMA). AMA's pre-Budget Submission 2016-17: Health – the 

best investment that governments can make 2016 [cited 2016 February 11]. Available from: 

https://ama.com.au/sites/default/files/budget-submission/Budget_Submission_2016_2017.pdf. 

 

 

 

 




