
Eastern Melbourne PHN (EMPHN) is an organization established to increase the efficiency and effectiveness of 
medical services for patients, particularly those at risk of poor health outcomes, and to improve  the coordination of 
care to ensure patients receive the right care in the right place at the right time.  

EMPHN covers an area of 3956 km2 comprising a population of over 1.4 million people. Cultural diversity across the 
catchment is extensive with one in three people born overseas and an equal number of people using a language 
other than English at home. There is also a prominent Indigenous Australian population of over 5,000 people.  

EMPHN strives to facilitate primary care system improvement and redesign, working with primary health care 
providers to deliver innovative and cost effective solutions tailored to the identified needs across our community.  

The pharmacy workforce is integral to the delivery of Quality Use of Medicines by the approximately 300 community 
pharmacies in the EMPHN catchment, as well as through hospital pharmacies, and non-dispensing roles in aged care 
facilities, QUM education, and home–based medication management reviews.  

The focus of the EMPHN submission is to advocate change that sustains a viable, well supported and accessible 
pharmacist workforce able to partner in innovative solutions to present and future QUM challenges including anti-
microbial resistance, pharmaceutical drug misuse, chronic disease management and public health imperatives such 
as pandemic flu response.  
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Pharmacy Remuneration for Dispensing  
 
Equitable access to affordable medicines is one of the four objectives of the National Medicines Policy (NMP) and the 
community is served very well by the PBS in this regard. Clearly there is need for ongoing negotiation on pharmacy 
remuneration to sustain the PBS. However, Quality Use of Medicines is an equally important and interconnected 
NMP objective and is represented as an essential buffer around the consumer to ensure optimal outcomes from the 
other endeavors of the NMP.   
 
The remuneration for dispensing should reflect the professional skills, obligations and responsibilities of pharmacists 
to deliver not only the medicines but Quality Use of Medicines. The latter does not necessarily end with the actual 
dispensing episode but is a professional mindset coming in to play on both sides of the dispensary counter and 
woven into multiple layers of interaction with patients / carers, pharmacist colleagues, prescribers and the health 
care team.   
 
Intricate dissection of the elements of dispensing and counselling into distinct remunerable elements misses the 
value of access to a service where the whole is greater than the sum of the parts.  Remuneration should recognize 
and empower the pharmacy profession’s stewardship of Quality Use of Medicines.  
 
High Cost Medicines:  
 
The introduction of new hepatitis C medicines to the PBS in March 2016 revealed an unacceptable level of business 
risk for many pharmacies. While EMPHN had supported prescribers and pharmacists with education and resources 
to facilitate timely uptake of these treatments, the implications for community pharmacy purchasing stock items 
costing $20,000 for one dispensing, plus managing GST was not anticipated by prescribers and produced a degree of 
uncertainty around access for patients. Community pharmacy is well positioned professionally and geographically to 
provide these and other highly specialised medicines to patients, however appropriate arrangements for PBS listing 
and remuneration that do not impose business risks on the pharmacy need to be put in place.   
 
The Role of Pharmacists:  
 
The lack of a funding model to support pharmacist positions within innovative programs that seek to improve 
medicine safety, achieve better therapeutic outcomes, and reduce potentially avoidable medicines-related hospital 
admissions is an obstacle to progress, and shifts implementation to professions less specialized in the QUM domain. 
The experience of EMPHN is that access to a willing, accessible and qualified workforce to provide advanced services 
beyond the community pharmacy is hampered by the lack of a remuneration model.  PHNs generally are interested 
in collaborative and interdisciplinary care that would see non-dispensing pharmacists working within General 
Practices, Residential Aged Care Facilities, and community nursing services. Currently, sustainable remuneration is 
lacking. Future change should consider a broader range of professional pharmacy services funded outside of 
Community Pharmacy Agreements.   
 
Opioid Replacement Therapy 
 
In Victoria the main access for treatment for opioid dependence is through General Practitioner prescribing in 
collaboration with supervised dispensing in community pharmacies. EMPHN has staff dedicated to supporting 
providers to deliver quality services and increasing capacity across the catchment. The opioid replacement therapy 
medicines are provided on the PBS (through the S100 provisions) at no cost to clients, but supervised dispensing in 
participating pharmacy is paid by the clients (average $5.00 per day). This fee is not reflective of the professional 
input, but still represents a barrier to engagement and retention of clients in the program, leaving them vulnerable to 
relapse (and considerable personal, social, vocational loss and cost in subsequent healthcare). The fee also presents a 
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barrier to pharmacies providing the service because of the time and effort spent in dealing with failure to pay. The 
imposition of a fee is also viewed as inequitable in the current conceptualization of dependence as a chronic, 
relapsing condition requiring long term treatment and monitoring, as with other chronic conditions which are treated 
with a co-payment for 1 month’s therapy. A potential way to address this is to incorporate the daily dispensing fee 
into the PBS payment mechanism, with appropriate adjustment to account for the supervision of dose. 
 
Home Medicines Review:  
 
Home Medicines Review (HMR) requires additional training and credentialing of registered pharmacists, 
commitment to annual re-accreditation and affiliation with a professional body. There is significant annual cost in 
maintaining competency recognition.  HMR is a collaborative QUM based intervention between the GP, the 
patient/carer and the pharmacist/pharmacy.  The March 2014 changes, capped pharmacist/pharmacy provider HMR 
claims at 20 per month. The cap has been maintained in the 6CPA which remains in place until 2020. This effectively 
dismantled businesses established by many responsible providers, rather than addressing questionable practices of a 
few. At the same time the business rules for GPs (MBS Item 900) and the business rules for pharmacist providers 
became discordant and remain a source of frustration and confusion. This situation should be remedied. 
 
The HMR is established as an effective intervention that has been underutilized. Better use of this intervention 
requires more specific clinical and contextual triggers for referral, a referral document that conveys the clinical 
considerations for requesting the HMR, options to allow referral by other practitioners in certain circumstances (eg 
no regular GP) more options for access by people not accepting of a home visit, more culturally accommodating for 
indigenous populations, and a remuneration mechanism outside the CPA, which could be via MBS.  
 
A more flexible medication review approach could consider reviews that are completed in the medical surgery or 
community health services at appropriate levels of remuneration.  More options for tailoring medication 
management review services into collaborative interventions would enable innovative and focused models of care to 
evolve, within a framework of Quality Use of Medicines.  
 
Pharmacy Location Rules:  
 
EMPHN has several new growth corridors that require new medical and pharmacy services. The current location 
rules for a pharmacy to open or relocate to a medical centre or shopping complex do not focus on the needs of the 
community. For example there are cases where a measurement variation of a few meters can be the decision point 
for a pharmacy to be co-located in a medical centre or not. Review of the location rules should relax some of these 
very complex and seemingly arbitrary rules.  
 
Hospital Pharmacies:  
 
There would be advantages for public and private hospitals with section 94 approvals to be able to offer specified 
services to the community that are linked to specialty of the medicine, or urgent out-of- hours services.  24 hours 
opening in the hospital setting does not have the same implications for security or sole practitioners on site as for 
community pharmacies.  Hospitals function 24 hours a day and would benefit from pharmacy services around the 
clock. In that setting, a period of community facing service provision for the unsociable hours could provide cost-
effective after-hours access to urgent medicines for the community.  
 
Hospital pharmacies that provide limited dispensing arrangements, either in-pharmacy or by delivery or mail-order 
service, to enable post-discharge services and continuity of care is useful particularly for difficult to obtain 
formulations. With appropriate access to information and support this provides another avenue for access in the 
post-discharge setting.  
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Closing the Gap Indigenous Chronic Disease Co-Payment Measure:  
 
The complexity of the rules governing access to CTG prescriptions makes it difficult to describe the process succinctly 
to health professionals and the indigenous community, so that accessing the measure can be hit or miss. Although 
EMPHN has some localities with higher numbers of indigenous Australians, pharmacies may only rarely encounter 
CTG prescriptions and approach the individuals with unnecessary questioning.  Promotion of the measure is also 
difficult because only accredited General Practices or non-remote Indigenous Health Services can annotate 
prescriptions as CTG, thus confusing subtexts and explanatory expansions are required in promotional materials. The 
imperatives of CTG Co-Payment requires simplification of the rules and access to CTG by a Health Care Card 
mechanism or similar.  
 
 
EMPHN sees the pharmacy workforce as being integral to primary health care system improvement and trusts that 
the review will lead to more opportunities for interdisciplinary initiatives to provide better health outcomes for the 
community. 
 
 
Contact: 
Christine Bellamy 
Quality Use of Medicines Coordinator 
Eastern Melbourne PHN  
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