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Review of Pharmacy Remuneration and Regulation Submission 

Submission in response to the Review of 

Pharmacy Remuneration and Regulation 

Discussion Paper 

Executive summary: 

MediSecure Group is a privately-owned, Australian Company and has been a key piece of the 

Australian e-health landscape since 2008.  The Group operate one of the two Government-approved 

Prescription Exchange Services (PES) under the name MediSecure, having integrations with most of 

the major clinical prescribing and pharmacy dispense systems. Over 2700 clinics and pharmacies 

now actively use our Electronic Transfer of Prescription (ETP) technology. 

In addition to the PES, MediSecure Group also includes Simple Retail and CDC Systems technology 

which is used by over 500 pharmacies across Australia as their core dispensing and point-of-sale 

software.   

Understanding our customers and operating in this environment for several years has provided us 

with a valuable perspective across the landscape. We welcome the opportunity to present this 

submission to the review of pharmacy remuneration and regulation panel with particular focus on 

the following questions in the discussion paper: 

8. 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?

10. Is the current system of dispensing of medicines in Australia, that focuses predominately on

community pharmacies operating as small business, the best way to achieve the objective of

the NMP? Should there be alternative approaches for the dispensing of PBS medicines

beyond a community pharmacy, such as through hospitals or different pharmacy

arrangements? If so, what could these alternative approaches look like?

12. 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?

13. Is this requirement (paper as the legal record) a significant impediment to online ordering

and remote dispensing? If so, should this impediment be removed? In this scenario, what

compensating arrangements would need to be implemented to ensure that there is

appropriate oversight and control over dispensing and patient choice of pharmacy?

20. Is the Electronic Prescription Fee achieving its intended purpose of increasing the uptake of

electronic prescribing and dispensing?
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Detailed comments on each key question: 

Question 8: 

 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? 

Our comments: 

We believe consultation across the industry is an important requirement to foster collaboration and 

a coming together of views and perspectives to ensure the best outcome for all parties and an 

effective and sustainable approach to production, distribution and dispensing of medicines is 

achieved. 

Further, we believe if industry signoff is required that representative groups are included across a 

broader stakeholder group to ensure all views are equally considered and influence is shared. 

Specifically we would propose a software industry body such as the MSIA (Medical Software Industry 

Association) be included to ensure feasibility of the technology component of any changes as should 

a representative of pharmacists such as the PSA (Pharmaceutical Society of Australia) to ensure the 

views of those actually dispensing and dealing with the public are included. 

 

Question 10: 

 Is the current system of dispensing of medicines in Australia, that focuses predominately on 

community pharmacies operating as small business, the best way to achieve the objective of 

the NMP? Should there be alternative approaches for the dispensing of PBS medicines 

beyond a community pharmacy, such as through hospitals or different pharmacy 

arrangements? If so, what could these alternative approaches look like? 

Our comments: 

The distribution section of the PBS funding model should be expanded to cover distribution costs of 

medicines from the pharmacy all the way to the patient’s home. Commonly referred to as ‘last mile 

transportation’.  This supports timely access to medicines for those Australians that are mobility 

challenged and ensures that delivery costs are affordable for patients. 
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Question 12: 

 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? 

Our comments: 

There are a number of challenges that exist. 

The first is the different information/data standards across the industry and how these are applied 

between vendors and across the patient care lifecycle in different ways. For example, the drug 

description and dosage formats are inconsistently between clinical (GP) systems and pharmacy 

(dispensing) systems. While this information is worked with as part of ETP and capture of 

information, it creates unnecessary complexity, increases risks of incorrect dosage dispensing and 

undermines the confidence of pharmacists in ETP and requires more effort on the part of the 

pharmacist where technology could be used to make the process more efficient. 

Accurately and efficiently capturing information relating to the use of medicines requires system 

integrations and usage at all stages. While there has been excellent progress made in integration 

coverage, there remains challenges that can be overcome at each stage. 

Stage 1: Prescribing 

Whenever a prescription is created, an electronic copy should be uploaded to an approved PES in a 

uniform format to ensure that the information is captured in a format usable by myHR, and in a 

place that meets government data security standards. Also the contained information should be 

consistent with an agreed national identification system for medications. 

Current gaps / issues: 

1. Medicine prescribing in hospitals and by specialists are not captured as there is no 

incentive for the hospital prescriber to be connected to and upload information to a PES, 

and therefore in an effective capture mechanism for the myHR. As there is no demand 

for electronic capture, the associated software vendors have no desire to perform the 

integration activity required.  To capture all prescribing information an incentive should 

be created for hospitals and specialists either through financial reward or requirement 

to be able to prescribe. 

 

2. Eligibility for EPIP has been a good incentive mechanism to get GP’s to use software that 

can upload prescription information to an approved PES. However, we see large 

numbers of prescribers able to upload information through their system, though they 

have not properly enabled the system to upload information. There needs to be a 

requirement of >50% of prescriptions written must be uploaded to an approved PES to 

be eligible for the EPIP. 
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Stage 2: Dispensing 

When a patient brings a prescription in to a pharmacy the pharmacist should be able to notify one of 

the approved PES that a prescription has been dispensed and a record should be sent and stored in a 

format usable by myHR and in a place that meets government data security standards. 

Current gaps / issues: 

1. Barcodes can be placed on the prescription in many different places depending on which 

PES and software used. This creates confusion for the pharmacists and this leads to 

incorrect use of the ETP system, which impacts on the proper accuracy and use of the 

information. A dedicated location for ETP barcodes on original prescription needs to be 

allocated.  

 

2. Issues with drug description and dosage interpretations between clinic (GP) systems and 

pharmacy systems means the pharmacist needs to double check the content. This 

undermines the confidence in using ETP, and has led to many pharmacists not scanning 

barcodes and instead preferring to manually create dispense records, with many 

believing they can manually create and dispense faster than the ETP process can 

provide. This leads to incomplete information availability on medicine use. To ensure 

complete use by pharmacists they must be confident in the data which requires 

application of consistent data matching standards across the industry. 

 

3. Some pharmacies refuse to use ETP as they believe that there are little efficiency 

benefits in scanning and see administration involved with the reconciliation of bills 

between the PBS and both PES as a major issue. We have seen pharmacies disable ETP 

as a result. A more effective mechanism of payment for ETP would be direct payment to 

each of the PES for usage of ETP data (for each upload from prescribers and/or each 

download by dispensers) as well as an incentive payment to pharmacists for each 

prescription dispensed following an electronic download of the script information from 

an approved PES.  This would also led to increased use by GP’s and other prescribers as 

the pharmacist is likely to contact the prescribing point to let them know to correctly 

place an approved PES ETP barcode on their prescriptions.   

 

Applying these changes would drive the demand for integrations with each PES from end users to 

the vendors, and would see increased and correct usage by both prescribers and dispensers which 

would strengthen the quality and quantity of information on the use of medicines and create a 

considerably larger source of information available to the myHR and other government departments 

directly from the PES providers (MediSecure and eRx). 
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Question 13: 

 Is this requirement (paper as the legal record) a significant impediment to online ordering 

and remote dispensing? If so, should this impediment be removed? In this scenario, what 

compensating arrangements would need to be implemented to ensure that there is 

appropriate oversight and control over dispensing and patient choice of pharmacy? 

Our comments: 

The requirement significantly impacts on the ability to create a process that is convenient and easy 

to use for patients who wish to use online ordering and remote dispensing. 

This impediment specifically impacts the ability to deliver timely access to medicines for patients 

through online ordering and remote dispensing. 

Electronic prescription information can be sent immediately. The remote dispenser can have all the 

information available to enable safe dispensing of medications. 

It is only legislation (requiring the physical presence of the associated piece of paper) that stops the 

remote dispenser from taking immediate action to provide the prescribed medications.  

MediSecure believes that the impediment of paper as the legal record should be removed from the 

Australian requirements for dispensing of medications. 

MediSecure proposes that dispensing can transition to a delivery model more accessible to patients 

by following the example of other industries. The airline industry operates a ticketing system that 

allows its customers to carry physical and digital forms of the reservation. The physical forms of the 

reservation is simply used as a representation of the “source of truth” which is the record of the 

reservation stored digitally on a database.  

The Finnish model for delivering medication to patient who access the healthcare system is evidence 

that paperless prescribing is effective. 

The Finnish government implemented an entirely digital route for the prescribing and authorisation 

of medication provision for its citizens.  

Finland instigated a National Prescription Centre to hold all prescription information for 30 months 

from the time of prescribing.  

The kanta.fi website lists the difference experience by patients moving from paper to electronically 

recognised prescriptions as  

"The biggest difference from paper prescriptions is that patients can pick up their medicines with 

their Kela card from any pharmacy. The prescription itself is stored in the Prescription Centre, where 

it is always kept safe. You can get a summary of all your electronic prescriptions, showing all their 

details in one place.” http://www.kanta.fi/en/eresepti-esittely 

We believe appropriate oversight and control over dispensing is essential and can be arranged with 

removing the requirement for paper as the legal record with the following dependencies: 

- A dispense must be based on a paper copy OR downloaded data from either of the two 

approved PES (MediSecure or eRx) 

- An effective identification method is needed to connect a patient with their prescription 

information in the PES. 

- Some high risk medications may need additional safe guards. 

http://www.kanta.fi/en/eresepti-esittely
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The patient can either go to their local pharmacy or would be able to instruct their online ordering 

provider to dispense their identified prescription and provide delivery instructions. This recognises 

that distribution subsidies provided under the 6CPA should take into account the cost of distributing 

medications “the last mile” to the place of residence of the patient. 

These changes would encourage patient-centric innovation by software providers to meet the 

demand for online ordering and delivery while maintaining the data security, accuracy and 

availability provided by PES environments. 

 

Question 20: 

- Is the Electronic Prescription Fee achieving its intended purpose of increasing the uptake of 

electronic prescribing and dispensing? 

Our comments: 

We believe the Electronic Prescription Fee (ETPF) has had mixed success.  

A high percentage of pharmacies are connected to ETP through the approved PES providers and 

actively use ETP.  

The ability of the electronic prescription services to offer the electronic transfer of prescriptions 

(ETP) to healthcare providers at no cost to them has greatly helped facilitate the uptake of ETP in 

Australia. This ability to offer the service at no charge should continue to facilitate the continued 

uptake and use of ETP in Australia. 

Uptake by general practice medical centres of ETP was lagging behind that of Pharmacies. This 

changed markedly upon the introduction of an ETP connection as a part of requirement 4 in 

qualified medical practices to receive the ePIP payment in 2013.  

These two incentive programs combined have been instrumental in gaining uptake of ETP. If uptake 

is defined as the installation of an ETP provider the electronic prescription fee can be said to 

of achieved its purpose. Which align with the my health record uptake objective.  

MediSecure defines uptake as the adoption and ongoing use of ETP as the first choice method for 

accessing medication details in the work flow of prescribers and dispensers. In this definition the 

Electronic Prescription Fee is yet to fully complete its intended outcome.  

MediSecure believes that minor adjustments to the electronic prescription landscape 

would significantly adjust prescriber and dispenser behaviour in line with the original intention of 

the Electronic Prescription Fee system.   

Usage of electronic prescription information is largely influenced by the presentation of 

prescriptions into the pharmacy and when prescriptions come in without a clear ETP barcode then 

the pharmacist needs to manually create the prescription.  

Once created the life of the prescription successfully remains electronic as long as it remains within 

the network of pharmacies enabled with ETP (estimated at >90%). 

Uptake could be improved with some simple changes that we believe should come from government 

incentives and rulings. 

The dispensing of medications is a highly process driven activity. 

The current non-uniform presentation of electronic prescription barcodes on prescription paper 

creates a point of failure to use ETP in the dispensing process. 
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Introduction of uniform standards for the placement, dimensions of the electronic prescription 

marker of prescription paper would allow the dispenser to follow a dispensing routine and through 

the power of habit result in a great utilisation uptake of electronic prescription information through 

Australian pharmacies.   

MediSecure has seen through interaction with our pharmacy customers that the administrative 

overhead associated with the Electronic Prescription Fee is a significant barrier to use for pharmacy 

operators.  

The current ETPF payments flow is as follows; 

Payments for qualifying ETP dispenses are made through the PBS claim to the pharmacy and then 

fees are paid to each of the PES providers for usage by the pharmacy.  

This is calculated on a cost-neutral basis for the pharmacies.   

This creates little incentive for pharmacies to not only use ETP in their pharmacy operations but 

creates little drive for the pharmacist to ensure their local prescribing doctor is correctly using ETP 

for all their scripts.   

Creating an attractive usage incentive for the pharmacist will drive increased usage across the whole 

system. 

We have observed that pharmacy operators are the integral actors in their local healthcare 

environment and in many cases have close working relationships with their local medical 

practices.  They are able to drive and influence uptake of ETP in their local area when properly 

incentivised.  

Creating increased demand and usage of ETP in pharmacies can be done by changing the ETP 

reimbursement process to paying the PES providers directly for usage (prescription uploads and/or 

prescription downloads and dispenses) and the dispensing pharmacist should be paid an additional 

fee for each dispense downloaded from one of the two approved PES. 

While the numbers of sites enabled with ETP on both the pharmacy and clinical sites is high, there is 

a need for more appropriate and specific reporting back to the government on the usage levels 

across the clinical and pharmacy sides. A working group made up of representative of both PES and 

government stakeholders should be able to effectively identify and implement the correct reporting 

to demonstrate progress on key measures of success. 

With ETP making up less than 1% of the PBS amount, payments should be increased on the right 

activities to provide the right incentive to ensure high levels of compliance. 

We estimate that correctly addressing these areas will see recognised ETP numbers approximately 

double over the next 12-18 months. 

Thank you for your consideration of our views on such an important discussion. 

Yours sincerely, 

 

Jan Wolffram 

Chief Executive Officer 

MediSecure Group 
MediSecure Ltd 
ABN 67 169 902 443 
 


