
ATTN: Pharmacy Review Panel 

Department of Health  

GPO Box 9848 

Canberra ACT 2601  

Dear Review Panel, 

Thank you for the opportunity to provide input to the review. 

In questions 37 to 41, the discussion paper examines current programs and services available in community 

pharmacy.   My comments are in relation to the above questions and draw from my experience in supplying 

medication to consumers living in aged care homes.  

Any program that has been proven to improve consumer outcomes by reducing medication misadventure 

should be viewed by government as a program worthy of remuneration to the provider. 

As well as HMRs’ a couple of examples specific to pharmacy services in the aged care setting are Dose 

Administration Aids (DAA) and medication reconciliation (when a consumer enters an aged care home from 

hospital or any other setting). 

DAAs’ improve patient compliance, reduce medication administration time by nursing staff and reduce 

medication related errors. DAAs provide trigger warnings for medications that may cause adverse effects if 

they are crushed (to ease swallowing) or given at the wrong time of the day.  They will often contain a photo of 

the resident and full drug name and description to ensure the right drug is given to the right person. 

Currently community pharmacy is reimbursed through the 6CPA for providing a DAA to consumers.  As soon as 

the consumer enters the aged care setting, there is no government DAA funding to the community pharmacy 

providing this service.  One could argue that maintaining an accurate patient profile, following up prescriptions 

remotely and daily delivery means a DAA prepared for the aged care consumer is more demanding for the 

pharmacy provider than for a consumer living in the family home. 

Regardless, the only way for a community pharmacy to be reimbursed for the DAA service in aged care is to 

negotiate a fee per person with the management of the aged care home. 

Competition amongst pharmacies servicing aged care often involves pharmacies reducing DAA fees to homes.  

What results is a cross subsidy – pharmacies use the margin in the dispensing fees to cover delivery costs, DAA 

packaging and a 24 hour/ 7 day a week emergency advice service, amongst other things. 

The current model ensures that all aged care homes receive a basic DAA service often at a minimal cost.  

However, the ability for community pharmacy to deliver a quality medication service, let alone innovate, in the 

aged care setting will disappear whilst pharmacies rely on dispensing margins to subsidise this high-service 

model. 

Taxpayers do need to receive value.  So do the consumers living in the aged care setting.  These consumers 

often pay higher prices for (under co-pay and private) prescriptions than their “living at home” counterparts.  

While many are happy to pay a small premium for the extra services, there are some who cannot afford to pay 

more.   
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A government funded DAA fee to community pharmacies providing this service to all consumers (not just 

those living at home) would reduce the pharmacies reliance on prescription prices and margins to cover DAA 

costs.  This should provide a more consistent consumer experience for those moving from home in to aged 

care.   

Again, in the aged care setting, we need to look at why the pharmacy cannot directly charge a consumer for 

services such as a DAA packaging fee.  I agree that not all consumers could afford a weekly or monthly DAA 

packaging fee.  For the non-concessional consumer, it would not be unreasonable to expect them to pay for 

their mediation to be packed into a device that improves compliance, reduces their risk of medication 

misadventure and keeps other health professionals up to date with their current list of medicines (e.g. in the 

case of a hospital admission).  Perhaps the consumer could be reimbursed for any fees paid to the pharmacy 

by other payers such as consumer directed care packages, the aged care home or private health insurance 

companies? 

Another important role community pharmacy does very well is medication reconciliation.  This is part-

pharmacist, part-detective work and it is very time consuming to do it properly.  It involves matching up a new 

profile (most likely a faxed hospital discharge prescription) with the consumer’s current medication profile. 

When the consumer requires the medication to be packed into a DAA, the process often requires extensive 

database entry at the pharmacy, re-packaging of the DAA and then same day delivery.  If there is a prescribing 

error, many phone calls are needed to confirm the doctor’s intentions and their appropriateness. 

I cannot see why a fee similar to the DAA fee could apply when the pharmacist completes a medication 

reconciliation.  There are studies that have shown the benefits of proper medication reconciliation- the main 

being reduced hospital readmissions. 

Finally, what does innovation look like in community pharmacy?  I currently don’t see a lot of innovation in 

community pharmacy.  Not every pharmacy wants to or can innovate.  However, I think more needs to be 

done to stimulate innovation.   

Perhaps one goal for the review panel will be to present to pharmacy the key areas where they see community 

pharmacy making big gains in improving consumer health outcomes.  Targeted programs with incentives that 

encourage pharmacists to think “outside the box” could be developed.  Often “outside the box” thinking does 

push current regulatory boundaries and I would like to see a leniency shown towards such restrictions for the 

right model. 

Thank you once again for the opportunity to contribute to the Pharmacy Remuneration and Regulation Review 

David McConville 

 

 

 

 

  

 

 


