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Pharmacy Review (MDP 900)  

Department of Health  

GPO Box 9848  

Canberra ACT 2601 

 

Dear Pharmacy Remuneration & Regulation Review Panel, 

 

Thank you for the opportunity to voice my views on some of the questions brought up in the 

review.  I have answered the online survey but wish to go into more depth here. 

 

First of all, I would like to disclose my interest in this matter.  I am a partner in a small strip-

shop pharmacy in suburban Melbourne.  I have been practicing pharmacy since 2001, but 

have been a proprietor only for the last six years.  I will try to set my biases and self-interests 

aside and look at this review from the point of consumer access and affordability.  Everything 

I write here are my opinions only and not necessarily those of my business partners.  

 

My primary view of the current system is that it’s working.  We have all heard the adage that 

“if it isn’t broken, don’t fix it!”  However, rather than an overhaul, I do believe some tweaks 

are required to optimise it.  To this end, I address some of the review’s questions in more 

detail below: 

 
 
14. To what degree is it appropriate that community pharmacies be protected from the normal operations of 
consumer choice and ‘protected’ in their business operations? Is such protection required to ach ieve the NMP 
objective of access to medicines? If so, why? If not, why not? 
 
53. Recognising that restrictions on co-location of pharmacies and supermarkets exist under state and territory 
legislation, would the removal of this restriction from the pharmacy location rules be desirable or undesirable?  

 

I believe that pharmacy should be protected in their business operations because 

pharmaceuticals are NOT groceries and food items.  Whilst recognising that ownership rules 

are not the subject of this review, I am very concerned that permitting non-pharmacists to 

own pharmacies would allow medicines to be sold alongside myriads of non-health related 

items.  Not only would this commoditise pharmaceuticals, but it would also send the message 

to the public that medicines are harmless things and that no oversight is needed in their 

purchase and use.  Granted, many pharmacies already sell non-health related items in their 

retail space, but it is a far cry from selling medicines in supermarkets.  Deregulating 

ownership of pharmacies may possibly achieve the NMP objective of access to medicines, 

but it would markedly reduce QUM (quality use of medicines). 
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Taken from www.health.gov.au, QUM means: 

- Selecting management options wisely;  

- Choosing suitable medicines if a medicine is considered necessary; and  

- Using medicines safely and effectively.  

There are few in the general public who know how close a medicine is to being a poison.  It 

is a very fine line which the pharmacist is specifically trained to understand.  Co-location of 

medicines together with every-day items such as in a supermarket would send the wrong 

message to the public, one that would inevitably result in increased morbidity, mortality and 

hospital admissions. 

 

With respect to location rules, having them there reduces the chance of pharmacies clustering 

in urban growth areas and leaving less populated areas.  Even in their current state, the rules 

allow pharmacies to make multiple moves within a relatively short period of time.  Perhaps 

rules allowing moves up to a maximum distance need to be re-evaluated.  Surely the density 

of pharmacies in an area is a more important factor when considering a move than an 

arbitrary distance as the crow flies. 

 

The begging question is why shouldn’t community pharmacies be protected?  A section 90 

pharmacy is granted a licence to supply medicines under the PBS, the single biggest 

insurance scheme funded by the Australian government.  Allowing a free-for-all by removing 

location rules makes a mockery of this licence.  You may ask what this has to do with 

achieving the NMP objective of access to medicines.  Who in their right mind would invest 

time and effort into establishing or buying a section 90 pharmacy knowing that another 

competitor can open up anywhere and anytime they like?  The start-up and inventory costs 

are huge compared to setting up a café or fish & chip shop for example.  The prospect would 

be a disincentive to anyone who would wish to operate a pharmacy in an area of poor access. 

 

 
51. Should an approved pharmacy operating in an area for which the pharmacy location rules preclude the 
operation of a second pharmacy be required to provide a minimum level of services in addition to the 
dispensing of PBS medicines? Should such pharmacies also be required to maintain minimum opening hours in 
addition to those typically offered by community pharmacy?  

 

Yes, I believe this is a fair requirement of being a sole pharmacy within a certain radius.  

Having PBS approval means you have a certain responsibility to the community in which you 

operate, be it the pharmacy’s opening hours or the services you provide.  If you cannot 

deliver on those minimum requirements, then there should be a fair expectation that you sell 

your approval to someone who can OR allow a second section 90 pharmacy to begin 

operations. 

http://www.health.gov.au/
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52. The current pharmacy location rules do not preclude a pharmacist from operating more than one pharmacy 
within a particular area. To the extent that this may allow an approved pharmacist to restrict local competition 
by opening a second pharmacy in the same area, should the rules be amended to support choice and value for 
money for consumers?  

 

Yes, a pharmacist operating more than one pharmacy within a particular area would restrict 

competition in that area and possibly even access.  No such restrictions apply to other small 

businesses, but neither are they governed by location rules.  Inserting a clause precluding a 

pharmacist from operating more than one pharmacy within a particular area should benefit 

rural areas more than metropolitan ones. 

 

18. Currently community pharmacists have discretion over some charges. For subsidised PBS prescriptions, 
should community pharmacists be able to charge consumers above the ‘dispensed price’ for a medicine in some 
circumstances? Should community pharmacists be allowed to discount medicines in some circumstances? If so,  
what limits should apply to pharmacist pricing discretion? If not, why not?  

 

I do not believe that community pharmacists should be able to charge consumers above the 

dispensed price for a PBS medicine in any circumstance, especially when there is an extreme 

shortage of that medicine. 

 

Discounting concessional scripts should also not be allowed and I strongly believe that the up 

to $1 discretional discount introduced in July 2015 goes against QUM.  Such discounts only 

serve to commoditise medicines and create the perception that the only thing contributing to 

the patient’s cost for the medicine is the cost of the medicine to the pharmacy, and not the 

professional service that was performed in dispensing it safely.  For decades it was drummed 

into pharmacists that discounting concessional scripts was illegal, so why the sudden change 

of heart?  What was the original rationale for why discounting could not occur? 

 

Discounting under co-payment scripts should also be limited.  It only serves to undervalue 

our pharmacists’ efforts and drives the market wages down.  To incentivise proper provision 

of medicine advice a script that is priced below the co-payment should not be discounted 

beyond PLP (pharmacy list price) + Dispensing fee (currently $7.02).  In other words, the 

limit for discounting should be set up to the value of the AHI (currently $3.54). 

 

 
4. Should Government funding take into account the business model of the pharmacy when determining 
remuneration, recognising that some businesses receive significant revenue from retail activities?  

 

I believe we have a golden opportunity to expand our national accreditation scheme, be it the 

Pharmacy Guild’s QCPP or a new entrant.  In my opinion the accreditation scheme could be 

expanded to have bronze, silver and gold tiers, the entrance to which could be assessed under 

some of the following criteria (but not limited): 

i) The ratio of professional service area space to total space. 

ii) The inclusion of a private consulting area. 

iii) The average number of prescriptions dispensed per pharmacist hour. 

iv) The professional services on offer. 

v) The operational procedures in the day-to-day activities of the pharmacy (current 

system). 
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Each tier would have its own minimum set of assessment criteria and attract increasing levels 

of funding. 

 

 
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?  

 
I assume this question pertains to remuneration to proprietors, as employee pharmacists are 

only remunerated through an hourly wage.  In some cases the current remuneration levels 

could be considered generous and in others, insufficient.  It is a very complicated issue 

dependant on many factors. 

For example, if the pharmacy is dispensing 30+ prescriptions per pharmacist per hour on 

average, then the current remuneration is too generous.  Simple mathematics tells us that the 

pharmacist has very limited time to spend with each patient and that the level of professional 

service is below what’s expected of the remuneration, let alone professional standards. 

 

On the flip side, other pharmacies are doing their best to ensure all pharmacists perform their 

professional duties.  They create the expectation that a pharmacist is available to their 

customer at all times for queries big and small.  In this instance, I believe that the current 

remuneration is insufficient. 

 

There are pharmacies all along this spectrum and I believe their remuneration should be 

adjusted accordingly.  This is where the accreditation tiers I have proposed in question 4 

come in.  The current dispensing fee of $7.02 could be tiered based on the pharmacy’s 

accreditation level (please note the dollar figures serve as an example only): 

 

 Not accredited Bronze level Silver level Gold level 

Dispensing fee $6.52 $7.02 $7.52 $8.02 

 

 

 
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?  

 
33. Are pharmacy services accessible for all consumers under the current community pharmacy model? If not, 
how could pharmacy services be made more accessible?  
 

 

There are programs that have already been in existence for many years such as opioid 

substitution therapy, dose administration aids, return of unwanted medicines, etc.  These have 

been tried and tested and are of great value in most, if not all, communities.  I believe that a 

core range of services should be made compulsory in one pharmacy towns or otherwise 

section 90 approval to another pharmacy willing to do them should be granted. 

 

The host of new services announced in the 6CPA sound promising and I’m eagerly 

anticipating their roll-out.  The state legislation enabling pharmacists to vaccinate against 

certain diseases was a big step in the right direction and expanding the allowable vaccines 

may be an option once this service is evaluated further. 
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The only two professional services that I can think of that are not currently in the pipeline are 

atrial fibrillation screening and asthma action plan formulation.  Whatever the services that 

are proposed for funding, they must be evidence based. 

 

 
32. What are appropriate ways for pharmacies to identify and supply the health services most needed by their 
local communities? 

 
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?  
 

 

I have seen suggestions that community pharmacy proprietors consult Census data and do 

copious research about the services they can provide, but I do believe that Primary Health 

Networks have a big role to play in this.  The PHNs should know about the health priorities 

of the communities they serve and approach pharmacies in their catchments about the 

services that are most needed (eg. diabetes screening, dose administration aids, opioid 

substitution therapy).  This would be far more efficient and produce a more concerted effort 

into addressing their population’s health needs. 

 

 

 
39. Should both direct consumer remuneration and government-based remuneration be applied for particular 
services or access arrangements?  

40. What pharmacy services should be fully or partially PBS funded and what is best left to market or 
jurisdiction demands?  

 

I believe a core range of services should receive government-based remuneration.  The 

decision for what services to subsidise should be based on good evidence.  Benjamin Franklin 

once said “an ounce of prevention is worth a pound of cure”.  Perhaps the services that should 

be given priority consideration for full government funding are those listed in the 9 NHPAs 

(National Health Priority Areas).  For example, screening Australians for their risk of 

developing diabetes would be a prime candidate.  Professional services outside the 9 NHPAs 

could receive partial government funding or be funded wholly by the consumer, depending 

on market & jurisdictional demands.  The level of funding to each pharmacy can also be 

based on their level of accreditation (bronze, silver or gold).  Not achieving a certain level of 

accreditation could preclude a pharmacy from receiving government remuneration for certain 

services. 

 

I also realise that the funding for successive Community Pharmacy Agreements is not 

limitless.  The government wants to reduce the budget deficit and the health department 

wants to get bang for its buck.  I don’t see a reason why every service has to be funded to 

every pharmacy.  Sure, there are some services such as dose administration aids that should 

be subsidised ubiquitously around Australia as they are under current arrangements through 

the 6CPA.  But other services are not required to be run in every pharmacy.  The decision for 

where to subsidise professional services should be based on careful consideration of 

community needs and can be advised by PHNs.  Let one or two pharmacies in a particular 



Review of Pharmacy Remuneration and Regulation  
Submission #169; 22-Sep-2016; Alex Starikov 

 

 

catchment apply or tender for a particular service.  They will become experts in that service 

and economies of scale will make it more viable. 

 

One service which I am personally disappointed has lost funding is the Return of Unwanted 

Medicines.  It was remunerated to pharmacies in the 5
th

 CPA but lost its funding in the 6
th

.  

Getting people to return their unwanted and expired medicines to pharmacies has been 

promoted for many years.  It reduces medication misadventures and accidental poisonings to 

children.  The procedure for pharmacy staff for proper disposal of medicines into RUM bins 

is not to simply shove them in, but to take them out of their packaging, ensure there are no 

sharps and for pharmacists to ensure there are no drugs of dependence (Schedule 8).  It is a 

very time-consuming task to be doing properly with no remuneration. 

 

 

 

 
13. Is this requirement 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?  
 

It is my understanding that one of the end goals of e-Health is that eventually no paper 

prescription will be needed anymore.  That goal will have to be preceded by having everyone 

signed up to the MyHealth record.  The process of online ordering and remote dispensing will 

have to be tightly regulated to ensure that there are no unintended ill effects to the 

community.  Perhaps each dispensing of an online order will have to be finalised via a video 

link between patient and pharmacist.  The certification by the patient that such a link has 

occurred could be the basis for remuneration of dispensing fees.  The ultimate decision for 

whether an online order gets dispatched would be up to the pharmacist.  If the provision of 

counselling and purchase of medicine occur from different sources, then perhaps an MBS 

payment to the pharmacist would be more appropriate, whereas the online pharmacy only 

receives the PLP plus AHI (plus postage fees paid solely by the customer).  The security of 

medicines sent by post will also have to be considered if it hasn’t already. 

 

 

 
116. Should complementary products be available at a community pharmacy, or does this create a conflict of 
interest for pharmacists and undermine health care?  

 

Complementary products should definitely be available at community pharmacies, even more 

so than anywhere else.  There are many complementary products that have good evidence for 

their therapeutic use, but it doesn’t mean that they’re harmless.  Just like Western medicines, 

they need oversight by a pharmacist who knows about indications, contra-indications, dosage 

etc.  Sales of these products outside of pharmacies such as in health food shops, vitamin 

shops, supermarkets or by CAM (complementary and alternative medicine) practitioners is a 

potentially dangerous prospect, once again signalling to the public that “natural” products are 

always safe. 

 

The only time there could be a conflict of interest is if the pharmacy promotes 

complementary products that are not evidence based.  I believe that the pharmacy industry 

should take a stand against those products and refuse to stock them.  Having said that, is it 

possible that having a non-evidence based product (effectively a placebo) on a pharmacy 

shelf may initiate a conversation between a customer wanting to purchase it and the 
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pharmacist and alerts the pharmacist to something medically serious, an interaction which 

would never occur if same product was only available in a health-food shop? 

 

 

 

 

Thank you for taking the time to read this. 

 

 

 

Sincerely yours, 

 

 

 

Alex Starikov (B.Pharm MPS) 

Guardian Mackie Pharmacy 

71 Mackie Rd 

Bentleigh East, VIC 3165 

 

22/09/2016 


