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FOREWORD BY HTANALYSTS

HTANALYSTS has been providing boutique
value and impact assessment services for over
two decades. Originally founded in 2002, our
organisation has grown to become a leader in
social impact consulting, providing services to
the healthcare industry. We exist to make a
powerful impact on society by driving human-
centric outcomes.

Our purpose is to have a
powerful impact on the
health of society by
connecting people with
the best treatments in
the fastest time.

This report, prepared for the Pharmacy Guild of
Australia, examines the potential role of
pharmacist prescribing as a structural workforce
reform, using economic modelling to assess its
impact on service utilisation, health system costs
and patient outcomes. The findings provide an
evidence base to inform policy decisions on
nationally consistent implementation of
pharmacist prescribing within Australia’s primary
care system.
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ABBREVIATIONS

ABS

Australian Bureau of Statistics

AECC

Australian Emergency Care Classification

AIHW

Australian Institute of Health and Welfare

AR-DRG

Australian Refined Diagnosis Related Groups

BEACH

Bettering the Evaluation and Care of Health

COPD

Chronic Obstructive Pulmonary Disease

CPI

Consumer Price Index

CvD

Cardiovascular Disease

ED

Emergency Department

GORD

Gastro-Oesophageal Reflux Disease
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GP

General Practitioner

IHACPA

Independent Health and Aged Care Pricing
Authority

MBS

Medicare Benefits Schedule

NHCDC

National Hospital Cost Data Collection

OoCP

Oral Contraceptive Pill

PBS

Pharmaceutical Benefits Scheme

QALY
Quality-Adjusted Life Year

RACGP

Royal Australian College of General
Practitioners

UTI

Urinary Tract Infection

VSLY

Value of a Statistical Life Year




CONTENTS

10

10

12

14

16

20

Foreword by HTANALYSTS
Abbreviations

Unlocking the value of pharmacist
prescribing in Australia

Current state of pharmacist
prescribing

Case studies

Asthma

COPD

Hormonal contraception

Cardiovascular risk reduction

References

CONTENTS



I RE-WRITING THE SCRIPT | UNLOCKING THE VALUE OF PHARMACSIT PRESCRIBING IN AUSTRALIA

UNLOCKING THE VALUE OF PHARMACIST
PRESCRIBING IN AUSTRALIA

Australia’s primary care system is under
increasing strain. An ageing population,
rising rates of chronic disease, and
increasing multimorbidity are driving
demand beyond current workforce capacity.
[1] The supply of General Practitioners (GPs)
is not keeping pace, particularly in regional
and remote areas. [2, 3] With a projected GP
workforce shortfall of 8,600 by 2048,
structural reform is required to maintain
timely access to care. [2]

Community pharmacy represents one of the
most accessible components of the health
system. One in four Australians already
consults a pharmacist as a trusted source of
health advice. [4] Internationally, pharmacist
prescribing has been embedded for over a
decade in countries such as the United
Kingdom (UK), Canada, and New Zealand,
where it is delivering safe, effective care and
strong patient outcomes. [5]

This report shows how nationally consistent
pharmacist autonomous prescribing would
expand workforce capacity, improve
outcomes, and generate substantial
economic value. Case studies in asthma,
chronic obstructive pulmonary disease
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(COPD), hormonal contraception, and
cardiovascular risk reduction
demonstrate how pharmacists can
complement the GP workforce, shifting
millions of routine consultations from
general practice to pharmacy annually,
freeing GPs to focus on patients with
more complex and multimorbid needs.

This redistribution of care would increase
effective GP capacity, enabling medical
practitioners to focus on more complex
patients within the existing workforce
while reducing wait times and improving
timely access, particularly in rural and
remote communities. Economic
modelling demonstrates substantial
annual value across the case studies,
including direct health system savings,
productivity gains, and wellbeing
benefits. Given the geographic reach,
extended hours and walk-in availability of
community pharmacies, especially in
regional Australia, pharmacist prescribing
can further improve access, reduce travel
and time burden, support earlier
intervention in chronic disease, and
strengthen primary care resilience during
workforce shortages.
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Across the four case studies alone,
pharmacist prescribing would deliver:

« Over $1 billion in combined direct health
system savings annually

» Over 10 million GP appointments freed
for more complex patients each year

» Over 30,000 hospitalisations prevented
annually

* Substantial improvements in quality of

These quantified impacts likely
underestimate the total system benefits.
The modelling does not fully capture gains
in equity of access, reductions in travel and
time burden, particularly in rural and remote
areas, or longer-term prevention benefits
from earlier intervention in chronic
conditions. Realising these benefits requires
coordinated national reform. Based on the
findings of this report, three priority actions
are essential:

life
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IMPLEMENT NATIONALLY CONSISTENT REGULATORY REFORM
A nationally aligned framework enabling endorsed pharmacists to prescribe
o autonomously within individual scopes of practice should be established.
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EMBED PRESCRIBING WITHIN DIGITAL INFRASTRUCTURE

Pharmacist prescribing must be supported by shared electronic health records,
secure messaging and interoperable prescribing systems to ensure real-time
communication with general practice and continuity of care.

8.

ESTABLISH SUSTAINABLE FUNDING MECHANISMS

Appropriate remuneration for pharmacist consultations, PBS eligibility for
medicines prescribed within scope, and funding models that incentivise
collaborative care are critical to equitable and scalable implementation.

Australia’s primary care pressures are
structural and long-term. Reform must
explicitly prioritise equity by leveraging the
geographic reach and accessibility of
community pharmacy to reduce disparities
in care for regional, rural and
socioeconomically disadvantaged
populations. In doing so, pharmacist
prescribing can strengthen primary care
resilience and ensure those who have
historically faced barriers to timely GP care
are not left behind.

Given strong international evidence and the
scale of projected workforce shortages,
Australia should now transition from

fragmented pilot programs to nationally
endorsed, permanent implementation.
Pharmacist prescribing offers a practical,
evidence-based reform that unlocks
workforce capacity, improves health
outcomes and advances equity while
delivering more than $21 billion in annual
economic impact across the modelled case
studies, including over $1 billion in
healthcare savings.

The growing body of international evidence
supports the effectiveness of pharmacist
prescribing. The policy imperative now is to
build on this evidence and progress towards
nationally consistent implementation.
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CURRENT STATE OF PHARMACIST

PRESCRIBING

Australia’s ageing population and rising
burden of chronic disease have made health
workforce planning a critical system priority.
While there are approximately 40,000 GPs
nationally, capacity is not keeping pace with
need, placing sustained pressure on primary
care and the broader health system. [2]
These pressures are compounded by issues
such as geographic distribution and
increasing clinical complexity. The Royal
Australian College of General Practitioners
(RACGP) reports a decline in GPs per capita
since 2019, with especially low numbers in
outer regional and remote areas. [3]
Increasingly complex care needs and
multimorbidity represent a significant
challenge, as almost 40% of Australians are
living with multimorbidity, with higher rates
in regional and remote areas. [1, 3] As
demand grows more complex and
geographically uneven, the gap between
service need and workforce capacity
continues to widen.

® GP WORKFORCE
82  SHORTAGES

8,600

Estimated GP workforce shortage by
2048 [2]

With appropriate training, pharmacists can
assess, diagnose and initiate treatment for a
range of health conditions, positioning them
to complement the GP workforce and
improve timely access to care. Globally,
pharmacist prescribing is well established.
In countries such as the UK, Canada, New
Zealand, and parts of the US, trained
pharmacists have been authorised to
prescribe independently or within defined
scopes of practice for over a decade. [5] In
contrast, Australia continues to rely largely
on pilot programs and limited jurisdictional
reforms. This is despite mounting workforce
pressures and evidence demonstrating at
least equivalent —and in many cases
improved — patient outcomes. [6,7]
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Expanding pharmacist prescribing presents
a practical opportunity to improve timely
access to care, optimise medication use, and
relieve pressure on GPs. The proposed
model — autonomous prescribing — allows
trained pharmacists to independently
prescribe scheduled medicines within their
individual scope. [8] This scope is
established through completion of
accredited training and is exercised within
appropriate collaborative relationships with
patients and other members of the
healthcare team. Areas of practice may
include a wide range of acute and chronic
health conditions, mental health, women'’s
and sexual health, travel health and other
defined domains.

KEY BENEFITS OF
<% PHARMACIST
/_ PRESCRIBING
e Earlier initiation of treatment
« Easier access to medication reviews

* Improved medication adherence

* Reduced burden on GP workforce

This report uses four case studies of the
potential benefits of pharmacist prescribing
in Australia: asthma, COPD, cardiovascular
risk assessment, and hormonal
contraception. These case studies were
chosen to demonstrate the broad financial
benefits associated with the expansion of
pharmacist prescribing for a broad range of
conditions.

Given the strength of international evidence
and the urgency of domestic workforce
constraints, it is timely to move beyond pilot
activity and progress to nationally consistent
implementation of endorsed pharmacist
autonomous prescribing.



Permanent and pilot pharmacist prescribing programs in Australia
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METHODS

Impact models were developed for each of
the four case studies to assess the direct and
indirect savings resulting from pharmacist
prescribing. These models analysed impacts
of pharmacist prescribing over a 1-year time
horizon for 2025. Costs sourced from the
literature were inflated to 2025 dollars using
ABS CPIl index.

DATA SOURCE | INPUT

MBS online Cost of Medicare-funded services

IHACPA Cost and utilisation of hospltgl and
emergency department services

ABS Employment and income data

AIHW Population data

[T g, Population-specific estimates of

effect

The approach used in this analysis relies on
published sources for each of the included
costs, prevalence and utilisation, rather than
primary data collection and analysis. As
such, results are limited by the availability
and quality of the underlying data. The
modelling also assumed sufficient trained
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pharmacist prescriber capacity to meet
projected demand. Savings accounted for in
the modelling include:

DIRECT SAVINGS

* Avoided GP visits
* Avoided hospitalisations and ED visits

* Avoided specialist appointments

INDIRECT SAVINGS

» Productivity benefits from reduced
absenteeism

WELLBEING BENEFITS

* Improved quality of life
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RESULTS

Enabling pharmacist prescribing for
cardiovascular risk reduction would shift
routine prescription renewals and stable
hypertension reviews from general practice
to community pharmacy. Pharmacist care is
estimated to avoid approximately 6.1
million GP appointments annually,
freeing substantial primary care capacity
while maintaining safe, collaborative
management.

The government savings of
avoided GP appointments
amount to $268.8 million.

The out-of-pocket savings of
avoided GP appointments
amount to $88.6 million.

Reducing the number of GP appointments
required for prescription renewal and
management of stable patients would allow
GPs to dedicate more time to patients
with complex disease and
multimorbidity, supporting more efficient
use of a constrained primary care workforce.
This benefit is valued as the opportunity cost
of GP time reallocated for higher-complexity
care. However, this likely represents a
conservative estimate, as it does not fully
capture the additional clinical and economic
value generated when GPs focus on
complex comorbidities and both clinicians
operate at full scope across the primary care
system.

The value associated with
increased time for complex
cases amounts to $8.9 million.

When pharmacists can prescribe for
cardiovascular risk reduction, patients have
easier access to timely risk assessment and
medication optimisation, leading to reduced
cardiovascular events and an estimated
reduction of approximately 530
hospitalisations annually, with associated
healthcare cost savings. [38, 41, 42]

The savings associated with
avoided hospitalisations
amount to $7.6 million.

Earlier, protocol-driven cardiovascular risk
management delivered through community
pharmacy can reduce the incidence of
cardiac and cerebrovascular events
requiring emergency treatment. [38, 41, 42]
This approach is estimated to prevent
approximately 300 CVD-related ED
presentations annually, generating
associated healthcare savings.

The savings associated with
avoided ED presentations
amount to $0.5 million.

Shifting routine cardiovascular medication
reviews from general practice to community
pharmacy reduces the need for patients to
take time off work for GP appointments.
Fewer consultations translate into
meaningful productivity gains and
substantial annual savings through reduced
workforce absenteeism.

The savings associated with
increased productivity amount
to $252.8 million.

Improved cardiovascular risk control
through pharmacist prescribing is
associated with incremental gains in health-
related quality of life, reflecting better blood
pressure management, and optimisation of
preventive therapy. [44] When applied
across the eligible CVD population and
valued using standard QALY thresholds,
these improvements translate into
substantial societal wellbeing benefits.

The savings associated with
increased wellbeing amount
to $1.50 billion.
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Pharmacist prescribing represents a significant opportunity to unlock additional capacity
within Australia’s primary care system, improve timely access to care and deliver substantial
health and economic benefits. Based on the findings of this report, a nationally consistent
implementation of pharmacist prescribing within a ‘self defined' scope of practice should be
prioritised. Realising this will require coordinated leadership and consensus across
governments, health system stakeholders, and the pharmacy and medical professions.
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Commonwealth, State and Territory
governments should implement regulatory
changes enabling autonomous prescribing
by endorsed pharmacists within ‘self defined’
scopes of practice. A coordinated framework
would reduce jurisdictional fragmentation,
provide regulatory clarity and transition
Australia beyond pilot programs toward
sustainable system reform. International
experience provides a clear paradigm. The
UK's independent non-medical prescribing
framework demonstrates the value of a
universal competency standard, with the
Prescribing Competency Framework guiding
regulators and education providers. [45] To
enable genuine autonomy, reform should
also include amendments to medicines and
controlled drug legislation. Similarly to the
UK, permitting pharmacists to prescribe
Schedule 2-8 medicines, supported by real-
time monitoring for Schedule 8 within their
competence reduces care bottlenecks and
supports comprehensive treatment within a
single consultation. [46, 47] A nationally
aligned, competency-based, legislatively
enabled model would embed pharmacist
prescribing as a collaborative component of
Australia's primary care system. This should

HTANALYSTS

be underpinned by investment in accredited
prescribing education and workforce
development to build capability at scale.

Effective pharmacist prescribing requires
dynamic digital systems that enable real-
time communication with GPs and broader
collaborative healthcare. Investment in
shared electronic health records, secure
messaging and integrated prescribing
software is essential to support continuity of
care, medication safety and transparent
clinical documentation. The Queensland
pharmacist prescribing pilot requires
prescribers to access and interpret relevant
patient records before issuing a prescription,
demonstrating an operational model for
national implementation. [48]

To avoid information silos, digital systems
should support sharing of clinical notes and
prescribing decisions, include decision-
support tools, provide access to national
formularies and funding schedules, and
maintain privacy safeguards. Consultation
records should also be uploaded as My
Health Record event summaries to support
continuity of care. [48]



Funding reform is essential to enable
pharmacist consultation services and is
critical to achieving system-wide access to
medicines. Targeted changes to funding
settings would align incentives to support
high-value, collaborative models of care:

- Establish remuneration for pharmacist
prescribing consultations: Nurse
practitioners are able to bill dedicated
MBS attendance items and can hold a
Medicare provider number,
demonstrating an established funding
mechanism for non-medical prescriber
consultations in primary care. [49]
Extending a comparable mechanism
through the Pharmacy Programs
Administrator to authorised pharmacist
prescribers would embed sustainability
and equity of access.

+ Secure PBS funding for medicines
prescribed within scope: Under the PBS,

Together, nationally aligned regulatory
reform, integrated digital infrastructure, and
sustainable funding models provide the
foundation for embedding pharmacist
prescribing within Australia’s primary care
system. Continuing education and capacity
building for pharmacists is essential to
realising the projected benefits.
Implemented cohesively, these reforms
would relieve pressure on general practice
and deliver important equity gains.

Expansion of pharmacist prescribing has
significant implications for geographic and
socioeconomic access. Pharmacies are more
geographically accessible than GP services
across all of Australia, with 92% of
Australians living within 2.5km (urban) or
5km (regional) of a pharmacy, compared
with 87% for GP services. A similar gap is
experienced in regional areas (83% versus
81%). [51] Given the higher burden of chronic
disease in lower socioeconomic and regional
communities, pharmacist prescribing offers
a practical mechanism to reduce

authorised nurse practitioners and
endorsed midwives may prescribe
subsidised medicines, with prescribing
limited by scope of practice and
state/territory prescribing rights. A
comparable framework could be applied
to authorised pharmacist prescribers. [50]
This would, for example, mean that
women could access contraceptive at a
price of $25 compared to paying up to
$107 privately.

- Align funding incentives to support
collaborative healthcare: Existing PBS
and MBS arrangements already
recognise non-medical prescribers
working in shared-care models (for
example, PBS criteria that permit nurse
practitioners or optometrists to share
care of a patient with a medical
practitioner for some medicines),
illustrating how funding rules can
encourage collaborative rather than
fragmented care. [50]

underservicing due to long waitlists,
geographic barriers, improve timely access
to care, and lessen travel burden in areas
where healthcare access is more limited. [52]

International evidence demonstrates that
pharmacist prescribing delivers at least
equivalent and often improved clinical
outcomes across a range of conditions. [47,
53-55] In the context of ongoing GP
workforce pressures, [2] Australia is well-
positioned to build on existing evidence and
progress toward implementation. A
coordinated reform agenda encompassing
regulation, digital integration and funding
will allow Australia to fully realise the health,
economic, and wellbeing benefits of
pharmacist prescribing while ensuring that
GPs remain central to the coordination and
oversight of patient care. Pharmacists are
well placed to play a complementary role in
improving access and efficiency within a
clearly defined and collaborative model of
care.
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