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Submission from Debbie Rigby 

Advanced Practice Pharmacist, Brisbane 

BPharm, GradDipClinPharm, AdvDipNutrPharm, AdvPractPharm, CGP, AACPA, FAICD, FPS, FACP, FSHP, FASCP 

Thank you for the opportunity to provide comment on the Review of Pharmacy Remuneration and 

Regulation. 

I am a pharmacist who has practiced across many areas of pharmacy, including community 

pharmacy, public and private hospital pharmacy, state health, academia, in general practice and 

most significantly conducting HMRs and RMMRs. I have been involved at every level of research and 

implementation of HMRs and RMMRs ie primary research, policy and guidelines development, 

education and credentialing, communication skills training (eg motivational interviewing) liaison 

with general practice and Divisions of General Practice, government liaison, professional pharmacy 

organisations (Pharmacy Guild, PSA, AACP, Australian College of Pharmacy, SHPA), mentoring of 

pharmacists and delivery of thousands of collaborative reviews. I am an acknowledged role model 

and champion of the programs, and frequently asked for comment in pharmacy, consumer and 

medical media. 

See www.pharmeducation.com.au for further biography. 

7. Should the CPA be limited to dispensing and professional programs provided by community 

pharmacy only? If so, how can contestability and effectiveness be ensured in professional 

programs? If not,why not?   

Currently the Commonwealth Government only funds pharmacists through the Community 

Pharmacy Agreement. State governments employ pharmacists in public hospitals. Australia's primary 

health system is evolving with the piloting of Health Care Homes and an ever-present inequity of 

access of health services for rural and remote areas and ATSI populations. Pharmacists should be 

able to practice across the health system to ensure quality use of medicines - and should be funded. 

The model of Pharmacists in general practice is supported by the AMA and UGPA, with a growing 

body of evidence and support across general practice. Due to Government funding being channeled 

through CPAs, there is limited capacity for pharmacists to provide care outside of community 

pharmacy. I believe the CPA funding should be expanded to include services and patient healthcare 

provided by pharmacists in a range of environments across general practice, community health 

services, Aboriginal health services and others. These funded services and care need to be flexible to 

allow access in different populations. Ideally these services should be collaborative with GPs, AHWs, 

community nurses and other health professionals.  

Due to the nature of pharmacist interventions, a collaborative relationship with GPs is essential. 

Partnerships without relationships are only pretending.  

Professionals services need to be evidence-based, patient-centred and cost-effective. Currently 

there is Level 1 evidence for Home Medicine Reviews and good evidence for RMMRs. Diabetes and 

asthma programs have been trialled and backed by good outcome evidence. Warfarin INR 

monitoring services are also supported by evidence. Areas of unmet need and national health 

priorities should also be supported through programs delivered by pharmacists. 
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With 230,000 medication-related hospital admissions, and half considered avoidable, there is a 

significant opportunity and need for better medication management and consumer support and 

education. Reducing hospital admissions through medication misadventure should be priority of 

future considerations. Targeting of high risk patients, with multiple morbidities can help deliver cost-

effective services. It is critical that any programs are accountable and transparent, with a robust 

compliance program.  

It should be considered: what have we got, and can we do it better. Further programs and funding 

need to leverage off what already is in place and proven to be effective. We have over 15 years of 

delivery of HMRs since 2001 and more years since RMMRs were introduced in 1997. Retrospective 

analysis of RMMRs and HMRS has consistently shown improved patient outcomes, identification on 

inappropriate medicines, reduced hospital admissions and better medication management.  

16. Should dispensing fee remuneration more closely reflect the level of effort in each individual 

encounter through having tiered rates according to the complexity of the encounter? For 

example, should dispensing fees paid to pharmacists differ between initial and repeat scripts?  

The level of effort in dispensing initial and repeat scripts should not vary. Indeed, it is critical in 

ensuring safety and efficacy for ongoing therapy that dispensing pharmacists provide a 

commensurate level of oversight and support for repeat scripts? Unfortunately, in reality, 

community pharmacists level of responsibility and interventions where appropriate is not consistent. 

The level of interaction with prescribers and patients varies considerably. Low value, high 

throughput dispensing does not serve patients appropriately, nor provide value to finders or 

prescribers.  

It has been suggested that the funding for dispensing be separated from funding for clinical care. If 

this model was explored, it may provide better value to the Government as well as an opportunity to 

fund pharmacists in general practice.  Pharmacists working collaboratively with GPs in a variety of 

settings could provide care and medication support to consumers at the point of decision making 

with full access to patient information and in collaboration with prescribers. Basic counselling should 

continue to be provided at dispensing, in addition to written information eg CMIs. 

17. Are the current fees and charges associated with the dispensing of medicine appropriate? In 

particular, do they provide appropriate remuneration for community pharmacists? Do they 

provide appropriate incentives for community pharmacists to provide the professional 

services, such as the provision of medicine advice, associated with dispensing?  

Under the current system the level of patient advice and support at the point of dispensing varies 

considerably through community pharmacies. Patient needs also vary. Funding for basic information 

with dispensing is provided by dispensing fees. Many people with complex medication regimens and 

multiple morbidities require additional support. Patients at points of transition often require more 

intensive support and interventions. Patients prescribed new drugs will often require more intensive 

support to ensure better adherence and persistence to therapy. Current programs such as 

Medschecks and HMRs are restricted by indicative budgets and program rules.  
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22. Should the timeframes for payment settlements for very high cost medicines be lengthened 

throughout the supply chain and mandated by Government?   

23. Are there better ways of achieving patient access to very high cost medicines through 

community pharmacy that reduce the financial risks to the supply chain and facilitate 

consumer choice?  

High cost drugs such as the new hepatitis C direct acting antiviral (DAA) treatments need to be 

funded appropriately commensurate with the business risks to community pharmacies. Community 

pharmacies should provide all medicines on the PBS/RPBS, and not be able to selectively choose 

from the formulary. The current arrangements for high cost drugs are not fair and reasonable for the 

risk incurred by community pharmacies. Funding via public hospitals is far in excess and appears to 

be equitable with the financial and supply risks. 

25. As medicine specialists, what are the professional programs and services that pharmacists 

should or could be providing to consumers in order to best serve the consumers?   

Existing professionals such as HMRs and RMMRs are supported by more than 10 years of 

implementation. There is high level evidence of benefit and cost-effectiveness. The program rules 

need to be refined to ensure those most in need will have access to the services. The current caps 

and timeframes for repeat services are restricting access. These services are initiated by GPs only. 

The Campbell Review evaluation in 2008 identified gaps and areas for improvement. Other health 

professionals eg AHWs, community nurses and medical specialists should also be allowed to imitate 

HMRs and RMMRs. The HMR program should be expanded to focus on post-discharge interventions 

for high risk patients. There is substantial evidence to guide the implementation.  

Medschecks potentially are a useful service provided through community pharmacies by pharmacist 

alone. However there is no substantial evidence to support their effectiveness and outcomes. 

Further robust research and data gathering should be explored. 

Other professional services should be provided to address national health priorities. Pharmacists be 

required to have additional training and credentialing to deliver these services, as an advanced level 

of knowledge and skills are required to deliver in a cost-effective manner. There is existing 

credentialing for Advanced Practice Pharmacists that could underpin recognition of those with 

appropriate skills and expertise.  

To suggest that all pharmacists can deliver all medication management programs is naive at best, 

and potentially harmful and not cost-effective. There is a systems and capability gap (not capacity) 

with channelling of delivery of professional services through community pharmacy. The 

underpinning skills for brief interventions is not universal and nor will it ever be. Funding for 

pharmacists should address the need-demand gap.  

The digital health ecosystem is rapidly evolving.  Community pharmacy has been progressive with 

development and implementation of electronic technology. However, moving to the future, it needs 

to be interoperable with other systems, especially those in general practice and hospitals. My Health 

Record is finally gaining traction and support. To continue use to operate in isolation, community 

pharmacies will never be considered part of the primary health system.   
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26.  Should there be limitations on some of the retail products that community pharmacies are 

allowed to sell? For instance, is it confusing for patients if non-evidence based therapies are sold 

alongside prescription medicines?  

Pharmacy professional standards should be stronger and enforceable re the sale of non evidence-

based products. Homeopathy and homeopathic products are not supported by evidence and have 

evidence of no efficacy; and therefore have no place in health centres such as community 

pharmacies. Some complementary medicines do have varying degrees of evidence. The Natural 

Therapies Review found no evidence for a range of complementary therapies eg iridology; and 

hence they should not operate from a pharmacy. Consumer choice and access is a high priority in 

any considerations of this complex issue. 

31. If an MBS payment for professional pharmacy advice was introduced, what level of service 

should be provided? Should the level of payment be linked to the complexity of particular 

medicines? Should it be linked to particular patient groups with higher health needs?  

If a MBS payment for professional pharmacist advice was introduced, it should be accessible by 

pharmacists in different environments eg general practice, community health, and aboriginal health 

services. The MBS item should be defined by the level of patient care and not by place of delivery. It 

is likely this advice should be collaborative with prescribers and hospitals. It should be integrated 

with the electronic health record My Health Record.  

Pharmacists with access to MBS payments should have advanced skills and knowledge, quality 

assured through credentialing.  

32. Are pharmacy services accessible for all consumers under the current community pharmacy 

model? If not, how could pharmacy services be made more accessible?  

Like many health services, there is inequity in rural and remote areas and in aboriginal communities. 

Hence why we need a system for pharmacists to deliver care, support and advice in different 

environments, including and outside community pharmacies. Pharmacists should be funded in a 

non-dispensing role in different environments, especially where there is an unmet need and high 

risks. 

34. 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?   

All programs should be evidence-based, patient-centred and cost-effective.  New programs should 

be delivered through community pharmacies, as well as through other environments eg general 

practice, residential aged care, AHS, community health services.  Funding should be directed to the 

provider, rather than a community pharmacy. Evidence of patients at high risk for medication 

misadventure is substantial, eg high risk medicines in older people (Beers criteria), high risk 

combinations (Drug Burden Index), polypharmacy and multiple morbidities, high drug burden, need 

for deprescribing, etc. Arbitrary timeframes for HMRs and RMMRs do not meet patient's 

needs.  Some patients may require multiple HMRs in specific circumstances eg new medicines, 
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intolerability to medicines, medication-related hospital admissions, poor adherence and persistence. 

Follow-up medicine reviews (perhaps at a lower remuneration fee) may be needed to achieve health 

behaviour change, improved adherence and optimising therapy. In addition, changes to therapy may 

need follow-up to address any adverse events, refine doses, and assess tolerability and efficacy. As 

HMRs are collaborative, GPs could authorise follow-up reviews in specified timeframes after an 

initial review. Not all patients will require either annual or more frequent reviews.  

If caps are considered necessary for HMRs, it should be 20 per week, with the capacity to apply for 

higher amounts in exceptional circumstances (eg pharmacists doing a rural tour where no services 

are available locally). Additional funding should be provided as a travel allowance. In my opinion 20 

per week is the maximum any pharmacist can safely and effectively conduct HMRs.   

Referral for HMRs and RMMRs should be expanded to include AHWs and geriatricians, and perhaps 

nurses in specified or approved models. In the interests of transparency and accountability they 

should not be initiated by pharmacists, except for post-discharge HMRs and RMMRs.  

HMRs after hospital admissions are critical to reducing readmissions, medication reconciliation, 

reassuring and educating patients on new medicines and facilitating communication between GPs 

and community pharmacists. They could occur on initiation by designated hospital health 

professionals, eg medical officers, hospital pharmacists, nurses.  A copy of referral would be included 

with the discharge summary, and uploaded to the shared health record.  GPs would be responsible 

for ongoing care as per normal, and consideration of any recommendations by the pharmacist. 

Substantial research has been conducted in this area already. 

38.  If particular health services were deemed to be of clinical value and delivered good patient 

outcomes, what other mechanisms could allow these programs to be disseminated around the 

country to relevant communities and groups on an affordable basis?  

As detailed above, these services should be delivered by pharmacists across a range of models eg 

general practice, community health services, residential aged care and aboriginal health services. 

The remuneration should be linked to the provider as per other health professionals eg GPs and 

allied health. 

118. Does the ‘retail environment’ within which community pharmacy operates detract from 

health care objectives?  

Yes. The dichotomy is difficult to resolve. Are pharmacies a health provider in a retail setting, or a 

retailer in a health environment?  Accessibility is valued by consumers. Professional standards 

needed to be more rigorously enforced to maintain consumer safety and a consistently high 

standard of care. 

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

services through the expansion of existing rural and remote programs?  

Yes. We need innovative funding models to ensure equity of access of professional services. They 

should be delivered through community pharmacies as well as other health environments eg GP 

surgeries, AHS, community health; and better utilise technology eg Telehealth. It needs to encourage 
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delivery of professional services by visiting pharmacists on a sessional basis. Not every pharmacist in 

rural community pharmacies has advanced skills and knowledge.  

127. Is it reasonable for consumers to expect that all community pharmacies provide these 

specialist services? If so, why? If not, why not?   

Specialisation is well recognised and accepted across most health professions. Not every pharmacist 

will have skills and knowledge in all therapeutic areas eg HIV, hepatitis C, renal dialysis. A few will 

have additional qualifications in high health priority areas eg diabetes, respiratory, cardiovascular 

disease, mental health.  Provider status and funding would allow for delivery of care in specialised 

areas on a sessional basis. Additional travel allowances would be able delivery to rural and remote 

areas, and areas of high need in metropolitan areas. 

 

 


