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To the Pharmacy Regulation and Remuneration Review Panel,  

 

Before I get into more specific questions of the Review I would just like to outline my position 

in the pharmacy industry. 

I am a new graduate, I have not even been fully qualified for a year but I feel so passionately 

about the career I have chosen because ultimately I am here to make a difference and help 

patients.  

As a recent graduate I have an insight to how the pharmacy industry is perceived by 

students and I can tell you it is not good. From my group of friends I am the only one who 

chose to be a community pharmacist, two others have used the degree as a stepping stone 

for Medicine, another works at Coles as the pay is better and the rest are hospital 

pharmacists. Of those who decided on hospital pharmacy, community pharmacy was a back 

up plan. As a hospital pharmacist they can apply ‘more’ clinical knowledge, interact in 

greater esteem with doctors and other healthcare professionals, have career advancement 

with increased pay grades and become more experienced/specialised. There is a greater 

opportunity to push and challenge yourself in a hospital pharmacy environment. Yes I can 

concentrate my studies on ORT or wound care but ultimately I rely on the patient forking out 

money for that service to make it viable, take for example ORT we are still charging patients 

$30 a week which has been the same for the past 20 years (or so I’m told).  

 

As a recent graduate I am lucky enough to be paid quite well, so well in fact that I’m already 

getting paid above award for a pharmacist manager, now that doesn’t bode well for career 

progression does it? In the state the community pharmacy industry is in at the moment with 

price disclosures, discount models and the doctors associations stalling our initiatives at 

every move there is a slim chance that my wage will increase even though my workload, 

patient expectations and services offered increase. This is a completely different model to 

hospital pharmacy where a 1st year graduate is earning greater than an experienced 

community pharmacist (4 yrs experience) and their wage continues to increase every year 

for 6 years plus further increases with more qualifications.  

 

I guess what I’m trying to get across is that I love this industry but I feel that it is kept 

stagnant. The discount model is not something I want to see for this industry, it may cheapen 

the cost of medications but it also cheapens the industry.  

 

Please find expansions on some questions below.  

 

Yours Sincerely  

Emily Biddiscombe BPharm.  
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In your opinion, should there be a maximum ratio of retail space to professional area 

within pharmacies to maintain the atmosphere of a healthcare setting for community 

pharmacies receiving remuneration for dispensing PBS medicines? 

Yes I do believe there should be a cap on the ratio of space dedicated to the retail side of 

business. I for one work in a very small store and would consider most of the shop to be 

dedicated to the professional service area. Yes we have a small makeup stand, Manicare 

(nail products) and hair accessories but they by no means detract from the health aspect of 

our pharmacy. 

I in fact detest the term ‘retail-pharmacy’, I believe it detracts from the respect paid to the 

pharmacy and the services we provide. A pharmacy should be a health care centre not 

somewhere a person can buy a number of gifts, perfumes and pick a script up as a second 

thought. In some discount models you wouldn’t even know you could get a prescription filled 

unless you reached the very back of the store.  

 

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? 

We are moving in huge strides with technology but I feel that pharmacy is definitely getting 

left behind, we still use faxes as a major source of communication!! 

Removing a paper prescription as a legal requirement will greatly increase a consumer's 

access to medication, as at the moment no medication can be given out without a physical 

script or a phone order followed by a physical script.  

ERx is a step forward in allowing data to be transferred from a prescriber to a pharmacist but 

it is largely flawed and inconsistent. The My Health Record is another tool that is largely 

underutilised, I have a health record but there is no data in it besides PBS prescriptions 

which have been dispensed. I have never been asked by a doctor or a medical clinic about 

my record.  

If these two programs were utilised and improved we may be able to have a system which 

does not require a paper prescription process. 

 

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? 

No I don’t believe that the current remuneration is appropriate for the services a pharmacist 

supplies and they do not create opportunity for community pharmacies to provide extra 

services without incurring a cost to a patient ie webster packing fees, staged supply fees.  

 

Take for example the new Hepatitis C medications, these cost pharmacy upwards of 

$20,000 in some instances for 1 month supply, this is a huge cost to pharmacy for very little 

profit, less than .3%1. Not too mention reimbursement from the government takes time all 

while the wholesaler is after payment, a reason why pharmacies should have lengthened 

timeframes for settlement. In fact the mere action of ordering a Harvoni for a patient caused 

a block on our account meaning we did not get our dispensary order. 
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Other high cost drugs which are a risk for a pharmacy to stock or even order in only create a 

~$70 profit on dispensing which is the same amount the wholesaler can mark up a 

medication. The fact that we make the same as a wholesaler is ridiculous considering we 

have to ensure patient safety and medication appropriateness.   

 

1. http://www.guild.org.au/news-events/forefront/forefront-article/2016/04/20/new-

model-needed-to-relieve-hep-c-meds-pressure-on-pharmacies   

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 don’t believe that pharmacists should be able to discount prescriptions under any 

circumstances as this creates an environment where cost becomes the determining factor 

over quality of service and forces pharmacies who can not afford to discount to reduce 

prices which may mean laying off staff. Not to mention it creates issues when explaining to a 

patient why they have not reached the safetynet.  

 

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? 

Although pharmacies do stock medications that may not be evidence based it is important 

for patients to have access to these products in an environment where they can get the best 

possible advice. I never ever recommend a product which is not backed by evidence ie 

homeopathic or some complementary medicines but unfortunately a patient may request 

and purchase these medication against my advice. Pharmacists must first and foremost “Do 

no harm” but in a community environment we must respect the patient’s opinion in the 

treatment decisions and if this is not harmful then it’s ultimately the patient’s choice.  

Having said this though I believe advertising of these products from a pharmacy gives the 

wrong impression as it makes a statement of support to these, ie the Chemist Warehouse 

and Swisse add playing at the moment.  

 

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? 

When an MBS payment for pharmacy services is introduced, as it is only a matter of time, 

there will need to be a number of service levels. The MBS services should include items 

such as a 5 minute BP/Cholesterol check, INR checking, vaccination administration, 

providing medical certificates, counselling sessions which may range in time and complexity 

ie streamline claiming for medschecks, diabetes education, intensive counselling sessions, 

wound dressing changes. This will aid in reducing congestion in doctors surgeries especially 

if people only need to get a medical certificate for the common cold or a severe migraine.  

I do not think MBS services should discriminate against patient groups, everybody should 

have access to a basic level of healthcare.  

 

http://www.guild.org.au/news-events/forefront/forefront-article/2016/04/20/new-model-needed-to-relieve-hep-c-meds-pressure-on-pharmacies
http://www.guild.org.au/news-events/forefront/forefront-article/2016/04/20/new-model-needed-to-relieve-hep-c-meds-pressure-on-pharmacies
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Pfizer supply direct and do not provide their medicines for supply through the CSO. 

Should all PBS medicines be available through the CSO, or is it appropriate for a 

manufacturer to only supply direct to the pharmacy? 

All PBS medications should be available via a CSO. It is not possible for us to stock all Pfizer 

lines and as there are restrictions on the number of free deliveries we get per month this can 

delay the arrival of a medication and therefore the treatment of a patient. Not to mention the 

Pfizer cut off is 3pm, for a pharmacy that operates until midnight this is quite frustrating as 

orders placed after 3pm will not come until the day after next. It is also frustrating if you have 

sent your order for the day and then a customer requires something you don’t normally keep 

so you have to do a special order for them which counts as a separate order even if it is 

placed on the same day therefore contributing to the total month's deliveries. 

 

Should there be requirements on wholesalers relating to minimum usage dates of 

stock? Would such requirements increase or decrease wastage in the system? Would 

this shift costs to community pharmacy and reduce the efficiency of the system? 

Yes this would be greatly beneficial to community pharmacies, there is nothing more 

frustrating than getting a product that you may not use that much of and it only having a 6 

month expiry or less. Understandably there are some medications which only have relatively 

short expiry dates ie EpiPen’s so exceptions or alternate rulings may need to be made for 

these. I do not think it too much to ask to have at least a 6 months- 1 year on medications 

delivered to the pharmacy. 

 

Is it reasonable for consumers to expect access to medicines outside of standard 

business hours? If so, why? What arrangements could be made to improve consumer 

access? 

Yes patients should be able to access medications outside of standard business hours, 

unfortunately illness and injury do not obey business hours. From experience working in a 

late night pharmacy patients come in for anything from paracetamol for the kids, regular 

medication for chronic conditions, hospital prescriptions and general health advice.  

Consumer access can be improved by Government incentives for pharmacies that are open 

extended hours as the cost of running a pharmacy outside of hours is substantial, 33% 

increase per staff member + electricity + security + decreased clientele. This cost is even 

greater on public holidays, we are not in the business where prices can just go up 10% 

because it’s a public holiday or past 10pm.  

 

 

 

 


