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INTRODUCTION: Putting patients’ health first. 
Pharmacy can do better for patients and for the people working in pharmacy. The future needs to chart a 

new course and move away from the current narrow view of where pharmacy fits in our overall health care 

system. 

There are too many people ending up in hospitals or suffering at home because they were unable to access 

care that could have prevented medicine misadventure. Along with an estimated additional 230,000 hospital 

admissions each year, up to 1.5 million Australian suffer adverse effects of medicines. Whether a 65-year-old 

remuneration system that primarily focuses on the storage and provision of medicines over direct patient 

care is the right model for the future is key question policy makers must face. 

To ensure a healthy population, we must improve the safety and effectiveness of medicines use in Australia; 

we must make key investments into health innovation to ensure both quality and value for money.  We must 

move towards a new remuneration model that better secures better outcomes for patients. 

Pharmacists are well placed to address challenges related to sustainability, access, medicines safety, and 

quality of care in our health system if given the chance to do so. There is a desire across the pharmacy 

profession to move from a dispensing to a patient focus to address these challenges.  

Any reform should consider pharmacists’ model of care, summarised as:  

1. the establishment of a professional relationship with the patient or carer; 

2. a pharmaceutical needs assessment; 

3. the development of a car plan that recognises patient preferences;  

4. implementation of that plan, including provision of appropriate medication where necessary and 

patient follow-up to ensure desired outcome are met. 

Professional Pharmacists Australia’s (PPA) submission to the Federal Government’s Review of Pharmacy 

Remuneration and Regulation is informed by hundreds of employee pharmacists who have shared their 

experiences and ideas with Professional Pharmacists Australia via discussions and direct feedback which are 

attached to this paper.  

In this submission we will examine the working experiences of pharmacists and make a case for improving 

the rules that govern pharmacy remuneration and regulation.  

There are five areas we will examine as part of this submission: 

A. Pharmacy Remuneration: relying on remuneration based on the price of drugs is not sustainable, it 

is a system focused on what a pharmacist does rather than what the patient needs and this is 

contrary to the direction of the overall health system. 

B. Working Practices: the current practice model is promoting high workloads to the detriment of good 

patient care. 

C. Utilising pharmacists’ skills: we have the opportunity to better utilise pharmacists’ skills and give 

better recognition for those skills. 

D. Integration with the health system: community pharmacy is siloed from the rest of the health 

system and is causing inefficiencies and a lower standard of patient care. 

E. Enhancing the consumer experience -  how we can better respond to the needs of patients 

PPA supports community pharmacy being regulated by well-designed, robust, and properly enforced policy 

settings, and we believe that all reforms with the potential to improve the wellbeing of the community 

should be part of this discussion.  
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We have a vision for the future, that includes pharmacists who: 

- work in healthcare teams to provide integrated care for patients in GP practices, community health 

centres, clinics, rehabilitation centres and hospitals 

- provide follow-up support to patients leaving hospital to help them manage their medicines, keep an 

eye out for possible adverse effects and prevent them from relapsing and being readmitted to 

hospitals. 

- are funded to consult with patients in their pharmacy, or during home visits to review, monitor and 

educate them about their medicines 

- are part of a team working at the local level to help make decisions about the healthcare services 

needed by their communities 

- work in or closely with aged care facilities to support residents to take medicines safely and 

effectively, and to monitor and recommend changes to their medicines. 

Professional Pharmacists Australia welcomes the opportunity to contribute to this important review. 

 

Who are employee pharmacists?  
There are around 28,000 registered pharmacists, and today only about ten per cent of pharmacists own a 

pharmacy. This means about 90 per cent of pharmacists are employed or self-employed.  

Employee pharmacists make up the third largest health professional groups, and are regularly rated by the 

community as one of the most trusted health professionals in Australia. The services provided by 

pharmacists are more readily accessed than any other health care professional. 

About Professional Pharmacists Australia. 
Professional Pharmacists Australia is not for profit professional association and union for non-owner 

pharmacists with a membership and supporter base of over 7,000 pharmacists.  

We provide support to individuals and groups of pharmacists on workplace issues, advocate for policy 

change, and we provide a voice to non-owner pharmacists on issues that affect patients and the profession.   

Our members are employee pharmacists - including students and interns - working in the community and 

private hospital sector, and as independent practitioner pharmacists. 

 

About this submission  
We have sought to address some of the key questions posed in the Review's Discussion Paper in our 

submission.  

We encourage readers to examine the experiences that have been shared with PPA by a range of community 

pharmacists in writing this submission. PPA has provided unedited copies of feedback we collected to inform 

our submission and these can be found in the appendices.  

Further questions relating to this submission, including copies of our previous work can be directed to PPA's 

National Campaign Director, Matt Harris on 0479 135 464 or email contact@professionalpharmacists.com.au 
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A. Pharmacy remuneration 
There needs to be significant rethink in the current pharmacy remuneration system. We need a system built 

around patient outcomes rather than a process that prioritises the supply of a product.  

The focus of the current Community Pharmacy Agreement is based on payment for dispensing: satisfying PBS 

arm of the National Medicines Policy. However, in light of the unacceptable level of harm that is associated 

with medicines, there is a need to reposition the driver for pharmacy practice, with the Quality Use of 

Medicines (QUM) arm of the National Medicines Policy as the principal driver of practice. 

Professional Pharmacists Australia believes the principles of a new remuneration system should be: 

 Services based on patient need; 

 Remuneration based on the pharmacist’s time to provide service including follow-up and monitoring; 

 Robust measures that ensure accountability; 

 Services that save money, unlocking valuable healthcare resources. 

Under a model that focusing on what a pharmacist does, rather than the product they supply, payment for 

services are determined by the resource costs needed to provide them. For example, a pharmacist is 

remunerated for the time spent working with the patient ensuring the judicious, appropriate, safe and 

effective use of medications, by the provision of information and education to monitoring of outcomes and 

early detection and referral of medication related problems each time a patient presents a prescription, and 

the patient wishes such service. 

Underpinning this would be the Department of Health taking responsibility for medicines pricing, negotiating 

prices with manufacturers and wholesalers. Pharmacists are no longer dependent on margins related to the 

cost of drugs. 

The remuneration system needs to incentivise improvements in the level and quality of advice and 

information that accompanies medicine, or monitor patient outcomes when taking medicines.  

More detailed discussion about this remuneration model is available in Appendix 2 of this submission. 

Location rules and pharmacy access 
Professional Pharmacists Australia supports high levels of access to quality health services and supports 

changes that will lead to enhancements for patient access and the improvement of collaboration between all 

health professionals.  

As technological change in pharmacy gains momentum, the competitive structures and key activities of 

pharmacists will continue to change. In this context, it is reasonable to ask the question about the purpose of 

location rules.  The link between location rules in helping meet the aims of the National Medicines policy is 

not clear – a view that is shared by countless reviews into community pharmacy since the rules were first 

enacted, and many employee pharmacists. 

These regulations are so unusual that they have become to be seen as normal. Evidence, and not nostalgia, 

needs to determine how we ensure pharmacy services are most effectively delivered.  

PPA is concerned that Location Rules as they are currently formulated may not effectively or efficiently 

ensure a network of pharmacies in Australia and that the amount of taxpayer funds to support the network 
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may be much greater than it need be. No such restrictions are placed on other health professionals. Ongoing 

practice grants could be made available to rural pharmacy practices to encourage their retention in rural 

areas. 

More efficient potential providers may be able to reduce the need for significant government subsidises of 

distribution. The economies of scale could also lead to an increase hours the community can access the 

support of pharmacists. Initiatives that drive more efficient pharmacies with lower medicine supply costs 

may liberate funding that can be better directed into professional services: improving patient outcomes, and 

delivering benefits to future health budgets.  

PPA is open to the removal of location rules in metropolitan areas as a first step. If there are specific 

metropolitan areas that struggle for access, the government can have targeted incentives to get services 

into that area. 

Rural and remote communities 
Accessing pharmacy services is a particularly acute issue in remote and aboriginal communities. The CPA and 

location rules may inhibit access to pharmacy products and services to people in remote and rural locations. 

These services are locked into a “four walls” infrastructure that acts as a barrier to funding for more mobile 

pharmacy supply and medication management services.  

An Australia Government Senate enquiry into S100 medicines highlighted the difficulty of Aboriginal Health 

Services accessing timely access to pharmacist support. There are a range of funding streams but none of 

them enabled AHS to directly employ pharmacists.  

Pharmacists need to be seen as an integral part of the health care team, not as at the moment a separate 

case funded through the Community Pharmacy Agreement and therefore funding avenues should reflect this 

team care requirement. It may be useful to consider community ownership of a PBS licence in rural/remote 

areas where it can be difficult to attract or retain a community pharmacist.   

Under the current structure, a pharmacy owner is required to invest a great deal of resources in remote 

locations and it may be difficult to find a new buyer when an owner wishes to sell. This leaves the local 

community with the possibility of losing its pharmacy altogether. By the local community owning a PBS 

number, an incoming pharmacist, acting as the pharmacist manager, does not have to worry about reselling 

a business and is able to leave at a time of their choosing.  

PPA proposes the maintenance of location rules for rural and regional areas, with a review of the Rural 

Pharmacy Maintenance Allowance. It is possible that with further work, rural incentives could replace 

location rules over a longer lead in time.  

Ownership rules 
Professional Pharmacists Australia supports the retention of state-based ownership rules with the exception 

of allowing local communities to own a PBS approval number where there is difficulty in attracting and 

sustaining a community pharmacy.  
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B. Working practices in community pharmacy 
A regular day for many community pharmacists includes a selection or all of these tasks: dispensing, 

counselling, writing medical certificates, fixing a patient’s glucometer, demonstrating correct inhaler 

techniques, paperwork, calling doctors, preparing Webster Packs, performing medicine reviews, and 

providing first aid advice.  In addition to these health care services, many pharmacists are also expected to 

perform retail tasks, including home deliveries. 

Many pharmacists report heavy and unrealistic workloads which increases the pressure to dispense more 

quickly, along with a range of other professional and non-professional requirements, with the possibility of 

an increase in the chances of errors.  This is against a backdrop of an increasing number of subsidised 

prescriptions from 208 million in 2011-12 to 223 million in 2013-14.1 

The working experiences of employee pharmacists who have shared their stories with PPA suggests that 

under existing working arrangements, many report feeling stretched, and it may be the case that patients 

who require additional counselling or advice are not receiving adequate services due to workload issues. 

These experiences are provided in Appendix 1. 

Consequently, high workload pressure may mean that the taxpayer is not getting best value for money, 

patients are not getting the best healthcare and employee pharmacists are entangled in retail sales, rather 

than using their professional knowledge and skills. 

When considered against an aging population and an increasing number of people with chronic illnesses, and 

those who are taking multiple medications, this should be of particular concern to policy makers. 

The issue of unacceptably high workload requirements provides a powerful rebuttal to the oft made claim 

that the current practice model is working well and nothing needs changing. 

Pharmacy workforce: pay and conditions 
A further factor which should be of concern to the Review Panel is the current state pay and conditions in 

pharmacy. Whilst it is clear that the vast bulk of dispensing, counselling, and medicine checks are delivered 

by employee pharmacists, they are on average paid $32.00-$35.00 per hour across all pharmacist 

classifications.  

We provide further information about employee pharmacists remuneration from our 2015 salary report in 

Appendix 3. 

Unlike other many other health professionals, the historical ‘small business’ nature of pharmacy has led to a 

situation whereby the employment arrangements in pharmacy are underpinned almost exclusively on the 

‘safety-net’ wage rates in the Pharmacy Industry Award, whereas other areas in health are underpinned by 

much more robust and detailed arrangements contained in negotiated enterprise agreements.   

One submission that we received summed up how many employee pharmacists view the current system: 

“There are too many owners capitalising on the system and abusing it and they are using their employee’s 

skills to gain profit without passing anything on to the pharmacist who is actually doing the work.”2 

Workforce development: we need a plan 
Professional Pharmacists Australia is of the strong view that the growing scope of pharmacy practice and 

medicine complexity is not adequately reflected in the value of pay rates in the Pharmacy Industry Award. 

                                                           
1 Australia’s health 2016 Australian Institute of Health and Welfare 
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129555788  
2 Employee pharmacists’ submission to Professional Pharmacists Australia - ID 672 

http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129555788
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Professional Pharmacists Australia is currently pursuing changes to these rates in the Fair Work Commission. 

Any reforms that lead to a redesign of community pharmacy must consider elements which will secure a 

highly skilled and motivated workforce.  

PPA believes the overall health sector would benefit from the development of a coherent workforce strategy, 

developed by government through consultation with relevant stakeholders, which focuses on the needs of 

the patients and aims for greater integration with the health system. 

Accountability: pharmacists’ strong commitment to ethics. 
The Australian National Audit Office undertook a detailed review of the development, negotiations and 

administration of the Fifth Community Pharmacy Agreement, shining a light on critical areas of concern for 

both pharmacy employees, millions of health consumers, and the tax payers that fund the sector.  

It found the Agreement was negotiated behind closed doors, away from public scrutiny.  Despite some 

improvements in consultation between the Health Department and other stakeholders – including PPA – for 

the sixth agreement, it is still ultimately negotiated behind closed doors between the Guild and the Health 

Minister.  

It would be naive to suggest that no tension exists between a proprietors’ legitimate profit motives and 

employee pharmacists’ commitment to a code of ethics at all times. Most of the time this tension can be 

managed, and the majority of proprietors’ act in accordance with the letter and the spirit of various rules and 

regulations.  Yet there are numerous examples of employee pharmacists being put under pressure to deliver 

specific outcomes that may not always be in the best interests of patients or the tax payer.  

Professional Pharmacists Australia is supportive of the introduction of more robust measures to ensure trust 

in the community pharmacy system including strengthening any measures provide interested persons to 

report practices that are of concern to patient safety and potential fraudulent activities. 

C. Utilising pharmacists’ skills 
Combine the community needs with the training and experience of pharmacists and you can very quickly 

imagine a better use of their skills. Yet when this discussion surfaces often descends into a ‘turf-war’ which 

pits pharmacists against other health professionals.  

This does little to improve health outcomes, and largely results in health departments and Ministers being 

reduced to managing relationships between stakeholders rather than driving decisions that put patients at 

the centre of health policies which aim to improve their wellbeing.  

Government has a critical role to play to lift the gaze of all stakeholders, and perhaps a role in mandating 

changes, rather than waiting for health professionals to sort these issues out themselves. 

Primary care and non-dispensing pharmacists 
Changing the remuneration structure should be used as an opportunity to reshape the pharmacy profession 

so that it better meets the changing needs of health consumers and patients, as part of a process of re-

professionalisation that has occurred within the nursing and medical professions. The processes used for 

each of these professions should be analysed, adapted and used as the template for re-professionalisation of 

pharmacy. 

- Specifically, with its similarities with the medical profession, consideration could be given to the lessons 

learnt from reform processes for General Practice and the establishment of a reform process for 

pharmacy. 
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- Structural change within the profession – that is driven by government – may be required considering 

that there is a lack of coherent leadership within the pharmacy profession. The Expert Panel may wish to 

explore the possibility of better supporting the emergence of two professional pharmacist streams in 

community practice: primary care pharmacists (the typical four walled community pharmacy) and non-

dispensing patient care pharmacists (pharmacists employed in medical clinics, aged care facilities, service 

teams such as palliative care) utilising the model of care for pharmacy practice as the basis.   

- For the primary care pharmacist, PBS remuneration could be made available to fund a pharmacist 

responsible for provision of appropriate advice and monitoring of patients. For example, services that are 

related to supply of medication, and as part of the primary care package, with further funding for 

primary care pharmacist to oversee services such as health promotion, health literacy, and advice. All 

dispensing would be undertaken by appropriately trained dispensary technicians. Under such a model, a 

pharmacist would only be called into the dispensary for the purposes of problem solving or Schedule 8 

medications supervision.  

- The non-dispensing pharmacist roles could focus various areas of work utilising their clinical skills. For 

example, medicine reviews employment in medical clinics, aged care facilities and other sites. These 

roles may be undertaken by individual accredited pharmacist practitioners or contracted accredited 

pharmacists and would be Medicare funded. 

- All pharmacists should be accredited similar to the GP Vocational Registration model. 

D. Integration with the health system: Community Pharmacy Agreements. 
Some pharmacists are already working and making a difference in health professional teams in Australian 

hospitals, GP clinics and regional health services where they play a pivotal role in supporting doctors and 

nurses to make decisions about the medicines they prescribe, to manage medicine regimens, and help 

patients understand and use their medicines safely and effectively.  

The pharmacy sector is a complex interaction of public and private sector. Many patients and carers would 

have experienced this complexity first hand. Patients are often at most risk when they move from hospital to 

home or residential care and this is where the complex interaction between private and public sectors can be 

most felt. The current system does not address this cycle of care. 

While there is an acceptance that the profession must make the ‘transition from a transaction-based, 

commoditised dispensing model of practice to a relationship based, consumer-centric and collaborative 

model’3 there is little evidence the profession – without government leadership – is capable of making this 

transition on its own.  

The existence of Community Pharmacy Agreements may in fact hinder a deeper integration of pharmacy 

with the rest of the health system. The continuing practice of securing an agreement with pharmacy owners 

to the exclusion of other stakeholders does not in itself lead to optimal outcomes for patients.  

Pharmacists need to be recognised as a member of the health team, and not have separate agreements for 

community pharmacy. 

We would encourage the Review Panel to explore what regulatory changes can be made that would lead to 

the better integration of pharmacy with the rest of the health system, and we consider a few issues below. 

                                                           
3 Building upon pharmacists’ practice in Australia – A vision for the profession (2014) 
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Consistency with the National Medicines Policy? 
The current pharmacy model provides a distribution system to ensure access to medicines to the public. As 

the model is built around remuneration for the supply of medicine, but it may not be the best for ensuring 

the quality use of medicines - a key plank in the National Medicines policy. There is little incentive to 

withhold or deny inappropriate supply of medicines. This is clearly evident when you consider there is an 

increase in supply of medicines towards the end of the year. 

The focus of the current CPA is on payment for dispensing, for example, satisfying the PBS arm of the NMP. 

However, the level of preventable medication related problems (MRP) is (or should be) unacceptable to 

society. As noted by Roughead, Semple and Rosenfield (2013): 

Medication-related hospital admissions have previously been estimated to comprise 2% to 3% of all 

Australian hospital admissions, with rising estimates of prevalence when sub-populations are studied. 

For example, 12% of all medical admissions and 20% to 30% of all admissions in the population aged 

65 years and over are estimated to be medication-related….. There were 9.3 million separations from 

Australian hospitals in 2011-2012, which would suggest a medication hospital admission rate of 

230,000 annually. With an average cost per separation in 2011-12 of $5,204, this suggests the annual 

cost of medication-related admissions is $1.2 billion. (Australian Commission on Safety and Quality in 

Health Care, 2013, p8) 

This report identified a number of additional weaknesses in the patient care cycle that potentially contribute 

to patient harm. These include inaccurate medication histories on hospital admission, prescribing and 

administration errors within the hospital system, inaccuracies with the hospital discharge summaries, and 

vulnerabilities in transitions of care to aged care, hospital in the home, and palliative care.  

The current focus on the dispensing process (ie storage and supply of medications with or without patient 

counselling by the pharmacist) does not address this societal need, and there is no incentive or indeed 

expectation for pharmacists to monitor patient outcomes in terms of whether the medical condition for 

which the medication has been prescribed is either cured or well-managed in an appropriate time period 

following the start of the medication. 

The National Rural Health Alliance Inc released in 2014 a discussion paper titled “Access to medicines and 

pharmacy services in rural and remote Australia” highlighting a number of issues facing rural and remote 

consumers in relation to improving access to medications and professional pharmacy services. This 

discussion paper noted the number of different funding systems for access to medications covering both 

community and public hospital systems, the lack of data available to evaluate the success or otherwise of 

these approaches, the lack of integration of these programs leading the inefficiencies, the need for greater 

pharmacist input into patient care and the lack of access to professional services funded by the Community 

Pharmacy Agreements when compared to other population centres.  

The Quality Use of Medicines (QUM) arm of the National Medicines Policy should be the principal driver of 

practice. As the QUM policy notes; 

To achieve quality use of medicines, people must be provided with the most appropriate treatment, 

and have the knowledge and skills to use medicines to their best effect. Health practitioners have a 

particularly important role to play in promoting the quality use of medicines, through good treatment 

choices, good communication with consumers, collaboration with other health practitioners, 

including across professional boundaries, the development and implementation of models of best 

practice, and maximising professional roles to provide optimal contribution from the various health 

practitioners. 
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QUM describes clearly a partnership approach to patient care. In terms of the pharmacy profession, the 

pharmacists need to use their clinical knowledge to ensure that non-medication approaches be considered, 

and medicines only used where appropriate; the medicine is the most appropriate medicine taking into 

account factors such as the clinical condition being treated, the potential risks and benefits of treatment, 

dosage, length of treatment, and cost; safe including under- and over-use; and efficacious in that the 

medicine produces desired outcomes.  

It also requires collaboration between the pharmacist, the prescriber, the patient and other participants in 

the discussion of choosing the best treatment option. Only once a medication has been chosen as the best 

treatment option do the principals described in the PBS become important. 

The main focus of the CPA is payment for the storage and supply of PBS-listed medicines. Imbedded in this 

payment is a component that is opaque for the provision of patient counselling which partially contributes to 

the QUM need for the patient to be well informed. However, the evidence for the value of a one-off brief 

conversation about medicine is limited. 

We consider that the focus of remuneration for pharmacy services should shift from that based on the 

dispensing process to one that promotes the QUM component of the NMP, but also allows for access to 

reasonably priced medicines (PBS). 

Therefore, the current CPA approach needs to be substantially restructured over time to ensure better 

patient outcomes, greater efficiencies and a more collaborative approach to patient care. It may be that the 

CPA approach be discontinued, and pharmacy become part of the system covering other health professions 

thereby ensuring better integration into the health system.  

Funding professional services, and barriers to new approaches. 
Requirements for regular review and public disclosure of funding must be provided. Any facilitation of 

services should go through a competitive tendering processes with decisions being independent of those 

with an interest in the outcomes. 

This approach would facilitate better collaboration between health professionals and improve medication 

management across a patient's journey. Opportunities outside the four walls of pharmacy for pharmacists to 

contribute to improving health outcomes need to be created - this is something the CPA does not facilitate.   

There is a need for pharmacists to be more deeply involved in a number of areas; for example, aged care, 

palliative care, and rural health, but the CPA does not facilitate strategies to address these needs. As noted 

previously, some $1.2 billion can be saved through reduction of hospital admissions by preventing MRPs, 

let alone the social cost of lower quality of life of people suffering unrecognised MRPs which are not 

serious enough to warrant hospital admission. 

In addition to this, there is a need to improve transparency around the funding of professional services, 

with many services provided by the Pharmacy Guild with little more than the lump sum values provided. 

This was a point brought repeatedly up in the Auditor General’s assessment of the fifth Community 

Pharmacy Agreement. 

Professional services: beyond the four walls. 
Professional services should not be limited to retail settings.  

Barriers to providing professional services outside the four walls of pharmacy need to be removed, and 

robust procedures established that ensure patients have greater access to these services - such as home 

medicine reviews.  
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Payments for services that are made by the government could be made directly to the pharmacist providing 

the service through a provider number system as occurs with all other health professionals. This would 

ensure that the pharmacist providing additional services is remunerated for them. 

The MBS already has an established system of ensuring (new) services on the MBS are cost effective and 

safe. Using this existing infrastructure should be a consideration to pay for professional pharmacy services. 

Community Pharmacy Agreements: beyond the usual suspects. 
26 years ago when the first CPA was negotiated, there were around 5,000 pharmacies. The Productivity 

Commission (Productivity Commission Submission to the National Review of Pharmacy, 1999, p12) reported 

that the ownership models were such that more than 50% were owned by individual pharmacists with the 

balance owned by partner-proprietors. Since then, as the Competition Policy Review (Harper et al, 2015) 

noted; 

 “…different business models have emerged in the pharmacy sector since 2000, including specialist 

and online pharmacy models and discount groups that operate on a larger scale, such as Chemist 

Warehouse. Increasingly, pharmacy business models involve selling a much wider range of products, 

extending beyond health and personal care-related products to include gifts and home 

consumables”.(p185)  

A consequence of this change in business model, the concept of dealing with the pharmacy owner at the 

local corner pharmacy is now rare. Thus conditions have altered dramatically since legislation was passed 

restricting the negotiating process to the Government and the Pharmacy Guild of Australia. As the Chemist 

Warehouse submission to the Competition Policy Review noted; 

“We estimate Guild membership today is around 2000 with about 5400 pharmacies in the country. 

There are about 28,000 pharmacists practising in the country, which suggests a very high proportion 

of customer interactions are with pharmacists working for someone else. (Chemist Warehouse, DR 

sub, pages 2-3)” (p188). 

The current system is part professional part industrial. A change we believe that could drive negotiations 

could occur with bodies such as the Consumer Health Forum, Pharmaceutical Society of Australia, The 

Pharmacy Guild of Australia and Professional Pharmacists Australia. 

An alternative approach could be to establish a governing panel comprised of the Guild, PSA, PPA and 

community representatives for the purposes of negotiating with the Government for pharmacy supply and 

services. 

An alternative clinical model: Scotland 
Scotland has an approach that requires every pharmacist to practise at a clinician level. They do not remove 

pharmacists from dispensing requirements, but have elevated the clinical expertise of pharmacists, rather 

than prioritising the technical requirements of dispensing - as what happens in Australia.  

The Scottish Government lays out the following vision; 

“...the Vision and Action Plan recognises that the integrated delivery of care, as set out in the 2020 

Vision Route Map, will require the delivery of NHS pharmaceutical care to adapt new and innovative 

models to facilitate professional independence of pharmacists, working in collaborative partnerships 

with other health and social care professionals and the third sector to deliver the best possible health 

outcomes for patients from their medicines. 

“Consistent with the ambitions of the Quality Strategy and 2020 Vision, our overriding objective is 

that all patients, regardless of their age and setting of care, will receive high quality pharmaceutical 
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care using the clinical skills of the pharmacist to their full potential. This Vision and Action Plan 

recognises the continuing and important role of pharmacists located in our communities and high 

streets across Scotland, and considers their future relationship with other local healthcare provision. 

This will be crucial for future service planning in remote and rural areas and in our most deprived 

communities.” (p2) 

In order to release capacity to deliver the clinical role, the dispensing process in this model will be carried out 

by suitably trained pharmacy technicians combined with the better use of technology.  

There are already a number of international examples of authorities licensing and regulating pharmacy 

technicians whose role it is to take responsibility for the dispensing of medications. 

In these examples, technicians have set up similar structures to the professions including professional 

associations, codes of practice and codes of ethics. These undertake training that is at a much higher level 

than that currently required for pharmacy technicians in Australia with technician training covering topics 

such as pharmacology, therapeutics, microbiology, calculations, compounding, and human physiology.   

The question asked by the Review’s Discussion Paper implies that the basic approach to pharmacy that is 

used in Australia will continue unchanged.  However, this does not consider the integrated role of the clinical 

pharmacist into the health system, resulting in a very different model of practice. In this scenario, the supply 

of medicines could continue through the current system of four wall pharmacies, but the pharmacist's role 

would be dramatically different, with their focus on quality use of medicines.  

Under this arrangement, dispensing could be performed under supervision by appropriately trained 

technicians utilising technological advances while the pharmacist works more interactively with the patient 

providing a range of professional services.  

Complementing this approach, the PSA and AMA have developed proposals for non-dispensing pharmacists 

in general practice. 

Avoiding misadventure: Medicine reviews. 
Misuse of medicines is often accidental and caused by a lack of understanding about those medicines. That’s 

why the expertise of pharmacists is so important. Pharmacists can help explain what medicines do, why they 

should be taken, and the risks associated with them. Understanding how medicines work and the risks 

associated with not following instructions, adding or leaving out a medicine or stopping them altogether can 

be complicated – and have serious health consequences. 

With more people having to manage multiple medications and chronic illness, medicine reviews play a vital 

role in the overall management of a patient’s health and wellbeing. 

PPA welcomes a greater investment in medication reviews, being the only evidence based professional 

service currently available. Medication reviews should be provided in an increased number of settings in 

addition to the home; for example, in medical practices and Aboriginal Health Services. 

E: Enhancing the health consumer experience. 
Booming demand for healthcare services is placing pressure on our doctors with increasing waiting times 

becoming a big issue, especially in some regional and rural settings. We must ensure that the pharmacy 

network is rebalanced that places a greater emphasis on health rather than retail outcomes.  

Pharmacists are an untapped resource who are able to effectively monitor and advise patients on managing 

chronic conditions, and multiple medications. PPA supports measures that would enhance the role of 

pharmacists in our health system and the overall experience of patients. 
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This is what one pharmacist suggested to us: 

‘Have a counselling area - individual rooms as per doctors’ surgeries and a walled of waiting area for patients 

- as per doctors’ surgeries - retail could be next door but needs to be totally separate - pharmacists paid a 

salary by government and able to do medications reviews vaccination health checks in there - take away the 

concept of it being a shop - that’s not what pharmacists are - give us the respect we deserve.’ 

Increasing demands from patients and the focus on chronic illness management and prevention requires that 

pharmacists are increasingly required to come out from ‘behind the counter’.  

Automation and technological change 

Technological change plays an important role in the future of pharmacy. We need to look at ways to 

leverage new technologies, greater automation, and the use of data to drive decisions so that more 

people get well and stay healthy.  

 

Effective use of data 
There is more data than ever to help health consumers and professional manage illness, but also prevent 

hospital admissions. It offers policy makers an enormous opportunity to target health programmes more 

efficiency.  Analytical and processing capabilities will only become more powerful and sophisticated. 

Governments must position itself to take advantage of these opportunities. We have a working example of 

data collection, analysis and evaluation which is then fed back to practitioners and consumers with the 

Veterans MATES project. 

PPA believes there is scope for the Department of Health to improve its analytic capacities and make better 

use of administrative and clinical date to shape pharmacy policy, and health services more generally. Data 

should be better aggregated to inform policies, create efficiencies, and eliminate waste, but also it should 

also be provided back to health consumers in a way that helps the consumer manage their health more 

effectively. 

Automation 
There are also a growing number of aspects of a current pharmacist’s job that can be automated. 

Packing (taking the right medicines from the shelf, printing and pasting labels): automation systems 

to do this already exist.  

Physical checking (quality control for packing): can be performed using image processing / RFID 

tagging technologies. 

Clinical checking (check clinical appropriateness of the medicine regimens): using advanced clinical 

decision support systems will be able to sieve out the majority of “simple” low-risk prescriptions so 

human pharmacists do not need to check those. 

Patient counselling (really talking to the patient): print customized PILs (Patient Information Leaflets) 

and read it out loud using text-to-speech technology with patient’s preferred language. 

 

Adoption of these automated technologies may gradual, yet preparations should be made now for the 

impact this will have on the pharmacy workforce and the opportunities it gives policy makers to realign 

the pharmacist’s role. 

In the medium to long term, technological change will have a much larger impact than regulatory change on 

the sector, and it will be a major disruption on the workforce.  
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Measures that permit greater economies of scale provide an opportunity to unlock the skills of pharmacists. 

Managed properly, large scale reform of the sector will see health consumers and patients benefit from the 

skills of Australia’s employee community pharmacists. 

Less time dispensing brought about by technological change means more time can be devoted to more 

complex interactions, medication reviews, and advice on the quality use of medicines, all alongside greater 

collaboration with other primary health professionals. 

Conclusion 
Professional Pharmacists Australia wants to work closely with governments, doctors, nurses, allied health 

professionals and the community to unlock the benefits of the greater integration of pharmacists across our 

health system.  

We want to contribute constructively to discussions and be involved in helping to develop workable models 

that will make our health system stronger, more efficient, and more affordable for Australians. 

The existing remuneration model needs reform, work practices need to better respond to patient needs, 

pharmacists’ skills better utilised and integrated, and we must embrace technological change to enhance the 

consumer experience.  

We have included the views of many employee pharmacists in this submission, yet Professional Pharmacists 

Australia realises that leadership is required to move beyond turf wars between various stakeholders – 

internal and external to the pharmacy profession.  

There are various models of change can be used to facilitate a change process. 

Fortunately, there are existing templates of significant professional practice change that are already available 

in the Australian health sector with the re-professionalization of the nursing and general practice 

professions. 

Current transformational plans are available overseas, including these being overseen by the Scottish 

government and the Canadian state and federal governments. 

Short, medium and) long term strategies will need to be developed, implemented and evaluated with input 

from all stakeholders but there will a critical need for political leadership to facilitate such changes to be 

implemented from Federal and State governments. 

Professional Pharmacists Australia looks forward to responding to the Review’s recommendations.   
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Appendix 1: Pharmacists share their experiences 
The following feedback has been provided to PPA via its website and is reproduced here in full for the benefit 

of the Review Panel.  

Pharmacist Feedback to the Review, Entry ID: 686 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
Yes - I do RMMRs and HMRs, not in retail 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
For retail, reform of PBS. Separate public and private pharmacies. Consumers can choose to pay a 
co-payment/pension type payments at public pharmacies where the numbers are limited but 
disadvanged patients and pensioners can still have access to their essential medications; 
pharmacists are employed by the public sector, may be affiliated to a public hospital, except for in 
remote areas. OR, consumers go to private pharmacies to purchase their medicines at a private 
price - that is, free competition (itsn't that what consumers want?). So people who can afford can 
go private just like our private vs public hospital system now. Consumers have the choice. 
Pharmacies also have the choices re what to stock and what price to set. There will be no 
misperception of price fixing by pharmcies. Pharmacists continue to provide free consultations. 
Based on the principle of demand and supply, and customer service, consumer satisfaction = 
business. Abolish things like medscheck payments under the CPA so there will be no abuse of tax 
payers money by those big discount pharmacies - they would have larger turn over of scripts and 
claims. Generally speaking, consumers do not expect top quality service when walking into a 
discount store and most of them would not be aware of things like medscheck claimed and paid 
by the govt. On the contrary, if the pharmcist provides good service, consumers will return even if 
the price is higher. 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
I am an accredited pharmacist to perform MMR and often the patients have no idea what a HMR 
is when GP referrals are received. Making them understanding the process and why need to visit 
their homes is the first hurdle to pass. Education and promotion at consumer level will help 
increase their access to this service. I beleive the consumers (patients or their families) should be 
able to request for the service. Some GPs not willing to accept the pharmacist's inputs and 
suggestions on their prescribing may also be a barrier. This needs again to be driven by 
consumers. 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
I don't agree with the current model where employee pharmacists and accredited pharmacists 
who work outside of the retail sector are excluded. I do full time RMMRs and HMRs where 
referrals come mostly from GPs directly. Why should my wages be negotiated by the body who 
represents retail pharmacies owners? I also believe there is a conflict of interest when it comes to 
the referral and payment structure for HMRs. 

What do you think pharmacy practice should look like in ten years’ time? Clnical pharmacists 
working in GP surgeries providing information and advice on prescribing and monitoring. All 
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pharmacies electronic records can communicate with each other so potential drug interactions or 
abuse can be identified if a consumer sees different GPs and/or go to different pharmacies. 

Additional remarks 
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Pharmacist Feedback to the Review, Entry ID: 684 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
Yes because we are practicing forward pharmacy but the need to be remunerated for the clinical 
interventions we make other than by selling a product is restrictive. 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
A service orientated model where payment for an individual's skills used to provide a medication 
related service with individual pharmacists having provider numbers and claiming for service 
payments directly from Medicare in a timely manner would circumvent the need to "sell" 
solutions or products and promote best outcomes without bending to financial pressure. Of 
course the PGA is against this as they are worried about breaking their monopoly onpharmacy 
service payments and the value of their businesses. Surely it is possible to remunerate individuals 
within a practice as well as the practice operators. 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
Chemist warehouse to me is an accident waiting to happen. Pharmacy students even in their first 
year are wearing white coats and working in the dispensary. There is no regulation of how many 
supervisors to students and they are often mistaken for a qualified pharmacist. My other concern 
is the workflow. It is NOT possible for a pharmacist in the dispensary to supervise the professional 
service area and dispense. S2 items are often around the corner at the end of the eisle but out of 
direct line of sight and earshot. Sunday inspections by the board are a necessity. 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
Absolutely in regard to codiene supply. In my opinion if you choose Not to use meds assist to 
identify potential abuse, you have no defence if a patient ends up in emergency and decided to 
sue you. The tool for prevention is there. Choosing not to use it can surely not be ethical or moral 
in the pursuit of quality use of medicines 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
Not with current stakeholders only representing a minority of the total pharmacist workforce. 
Weight of non owner input needs to be increased and apathy or being too busy caring about 
outcomes maybe a problem. 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
Definately.  
A cap is ridiculous if a patient doesn't recieve a timely service that prevents a mishap. But tighter 
regulation and actually imposing penalties that hurt those that breach the rules is needed. In 
confidence. Total bull[expletive] that any pharmacy can claim thousands of such a service. Be 
caught out and not have to repay funds or be jailed for fraud. Wrong wrong wrong. And pathetic 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
Absolutely not 

What do you think pharmacy practice should look like in ten years’ time? Pharmacists should be 
providing services around medication use that requires clinical decision making and be paid for 
their individual service provisions directly from 
Medicare. Pharmacies who provide medications should be required to ensure every supply has a 
private sit down consultation 

Additional remarks 
 I am a Heath Destination Pharmacy Coach and PSA member 
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Pharmacist Feedback to the Review, Entry ID: 681 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
no we dont have enough time to spend with patients who really need it - we are understaffed for 
pharmacists - when you are expected to dispense , counsel, write out medical certificates , fix 
someones glucometer , show them correct inhaler techniques - write up clinical interventions, call 
doctors, prepare webster packs perform medication reviews and be first aid to everyone who 
comes in for advice - we are probably 3 pharmacists short in our pharmacy and we already 
employ 2 fulltime and one part time pharmacist a day - one intern pharmacist and 2 dispensary 
technicians - and going without meal breaks on 12 hour shifts dispensing 250-350 scripts by your 
self to try and fit everything in - it is me who is angry, unhappy overworked and at burnout - never 
have i seen it so bad in the 28 years i have been a pharmacist - who would want to do all this for 
$26 dollars an hour - plus all the expenses we have - registration, insurance and cpd expenses - 
more money from governments - changing the way pharmacy is handled - dispensary only - no 
retail - much like a hospital with equivalent pay 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
doctors dont think we know anything - we have several doctors in the area that consistently 
underdose on their antibiotics scripts - when rung to confirm dosage they tell us their references 
on their computer say this is the right dose and they dont want it changed - this is part of the 
problem in regards to resistance - we could help prevent hospital admissions  - organise webster 
packs and identify patients at risk of medication errors and dementia problems - if allowed the 
time and reimbursement neccessary to perform these duties 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
too much is expected of pharmacists today under the current way of paying pharmacists - we are 
paid according to how many prescriptions we dispense - not on what we do - the number of 
pharmacists employed at any one time is based solely on the prescriptions dispensed and we are 
shown graphs of how  this is worked out based on the previous years figures - if script numbers go 
down they immediately cut hours but if script number go up it is 12 months before more staff 
MAY be employed - we often work understaffed in the retail side of the shop and the pharmacists 
are made to cover this plus do their own job when we are already severely understaffed in the 
dispensary - near misses and errors occur - ALL THE TIME  -  EVERY DAY - I often go home worrying 
about the scripts i dispense as i cant remember what i have done or if i may have made a mistake 
- as you go into automatic mode - i have customers and staff put pressure on me to dispense 
quickly - i have been abused for trying to counsel someone on their new medication whilst 
someone else was waiting - i have had 10 people waiting on scripts ( some large safety net scripts 
of 12 or more ) at nightime or weekends when we have skeleton staff and someone want me to 
look at their glucometer or insulin pens and getting mad at me because i asked them to wait a few 
minutes before i could see them and then walking out abusive 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
my employer expects us to be ethical  at all times - that is the best thing about them 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
no - it is weighted too much toward the owners - and not enough for the individual pharmacist - 
we are treated like expensive shop assistants and have to do as we are told - employee 
pharmacists should have more say - this is the reason i think ownership should be taken away 
from pharmacists and put in the hands of the government and we all get decent conditions and 
pay and put the patients first and not our business - as hospital pharmacy works 
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How do you think Medication Reviews could be extended so that more patients can access this 
service?  
yes - but not for discount pharmacies - if a pharmacist is found to do the wrong thing they should 
be banned from performing them in the future 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
no - employee pharmacists should have their say - they are at the coalface - they know what their 
patients need they know what the future of pharmacy needs - owners just look at the money 
value 

What do you think pharmacy practice should look like in ten years’ time? just dispensing 
pharmacies - no retail - separate the two - have a counselling area - individual rooms as per 
doctors surgeries and a walled of waiting area for patients to wait - with couches and tvs etc - as 
per doctors surgeries - retail could be next door but needs to be totally separate - pharmacist paid 
a salary by government and able to do medications reviews vaccination health checks in there - 
take away the concept of it being a shop - thats not what pharmacists are - give us the respect we 
deserve 

Additional remarks 
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Pharmacist Feedback to the Review, Entry ID: 680 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
No. The average wage for employee pharmacists is so low it forces them to work more hours in 
order to afford the cost of living. The minimum wage must be reviewed and made to align with 
other professionals with a similar level of responsibility, risk and education. Allowances should be 
made for sole pharmacists to have at a minimum a proper uninterrupted lunch break with each 
shift that entitles them to one. 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
Yes. The time for embracing and implementing pharmacist prescribing is now. The strain on the 
public health system Emergency Departments is greatest on the weekend, when the cost of 
running said emergency departments is greatest (with overtime rates for nursing/medical staff). 
The strain is a direct result of patients being unable to see a GP on the weekend or due to waiting 
periods at GP's, being unable to seek medical attention earlier. Yet hundreds of pharmacists are 
working on these weekends and are widely available to the community and yet completely  under 
utilised in clearing some of the more simple cases that an Emergency Department places at the 
lowest priority. Consider how much of a shift in cost and subsequent savings from the state health 
budgets could occur if pharmacists could prescribe in the same way that nurse practitioners can, 
clearing a portion of the workload for weekday GP's, who can then see the patients who really 
need to seek more advanced medical attention who then don't need to present to an ED on the 
weekend or after hours. The cost savings would be immense. Yet various advocate groups 
continue to retard the development of wider scope of practice roles of pharmacists and it is 
pharmacists that are often picking up the errors of members of these advocate groups. With 
medication related admissions making up such a large percentage of all hospital presentations, 
imagine how many of these admissions could be prevented had a pharmacist been able to 
intervene, adjust, cease or initiate a medication for the patient to allow them to stay out of 
hospital and reduce the cost to the healthcare system. 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
Workloads in pharmacy are unsafe. I have witnessed several near misses. The expectation of 
owners on employee pharmacists to perform the complete list of tasks set out by the Pharmacy 
Board of Australia  whilst also expecting them to dispense upwards of 200 prescriptions per day is 
unreaslistic, and yet any employee pharmacist would easily have this workload every single day. 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
Yes. Proprietors have refused to pack DAA's on the discharge of a patient with a supply of 
medications from hospital. Despite this owner charging a packing fee, they wanted to be able to 
dispense all medications to generate revenue from dispensing (and doubling the burden to the 
PBS)  before they would pack the DAA. A proprietor has dispensed a forged prescription for 
schedule 8 drugs at an (inflated) private price to  a registered drug addict. 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
Patients should be allowed to self refer or elect to engage in this service. Too often do 
pharmacists speak to their patients and the patient expresses concern over their medication 
management by the prescriber. All too often the employee pharmacist is left being unable to do 
anything about this apart from asking the patient to ask for a home medicines review from their 
GP. Why does the GP need to agree with the patient and pharmacists concerns before allowing an 
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intervention to occur. This is wasting the GP's time (and further costs to the health budget with 
unecessary visits to the GP), the patients time as further medication misadventure could occur in 
the time waiting for the GP to decide if a medication review is appropriate and ultimately an 
increased cost to the healthcare system. 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
This is not right. Where the formal agreement directly affects employee pharmacists and yet the 
consultation does not occur with that group or a representative of that group is completely 
unethical. No other professional group experiences this level of exclusion. 

What do you think pharmacy practice should look like in ten years’ time? Remuneration needs 
to shift to the employee pharmacist directly, in line with other health care professionals. While 
proprietor pharmacists are continued to be the only stakeholders allowed to negotiate the 
remuneration agreement, there will always be corruption, abuse of the system and and overall 
increased cost the the healthcare system. Pharmacist prescribing is the clear way to save money 
from the health budget. We are appropriately educated, we have the resources to do so and we 
are the most widely accessible primary health service to the community. Why can a nurse with 
less education, less experience with medication and less experience with pharmacotherapeutics 
prescribe but a medications expert is unable to? 

Additional remarks 
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harmacist Feedback to the Review, Entry ID: 678 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
I currently work in a private hospital, (employed by the hospital) not in a pharmacy and currently 
spend too much of my time on non-pharmacist duties, such as managing Imprest that could be 
done by a technician.  Submissions to hire a technician to receive me of those duties have been 
unsuccessful. 
In previous positions in community pharmacies, I do not believe they portrayed themselves as 
health destinations - some of them sold a lot of junk that you would expect to see at Crazy Clarks.  
In one case, this was because the remote owners had a Business Manager - unqualified, who had 
been there for 35 years, and had no respect for the views of the pharmacist, just interested in 
making loads of money selling this junk.  
In most community pharmacies I have worked in there was no private counselling are, or if there 
was it was used as a storeroom and not suitable for patient consults, and the focus has been on 
getting scripts done as fast as possible, and not keeping anyone waiting. 
Community pharmacy in general in its competitiveness has developed a culture of expectation 
among customers by advertising 'fast prescriptions, and cheap prices', and this creates the wrong 
impression and totally undermines and devalues our professional worth.   I think the community 
pharmacy profession has itself to blame for this public perception, and its time to change the way 
we portray ourselves. We should be creating the expectation that medicines are very important in 
caring for overall health, and it is important to allow time for correct checking processes, and 
professional advice to accompany the supply of medicines. 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
Yes, in my current role, if a technician was available to do non-pharmacist tasks, I could spend 
more time on medication reviews and sorting out patient specific medication management 
problems. 
In previous community pharmacy roles, skills were definitely under-utilised - some of them 
expected you to work like a prescription production line, and if you held up the workflow by 
spending any time actually engaging the patient with counselling advice etc, you were accused of 
wasting time, and holding up the other 'customers' and incurring the customers and the owners 
wrath. 
The community could better benefit from pharmacist skills by having access to pharmacist 
professional services on a consultation basis, in the same way that they consult other health 
professionals with a fee for service/ remuneration arrangement, which should be completely 
separated from the remuneration for 'supply' of medicines. 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
I had one position in a community pharmacy in a mining town where the workload was ridiculous.  
In the middle of the mining boom, up to 300 scripts a day, 15 webster patients, a few methadone 
patients, and massive demand for OTC advice because people had to wait 2 weeks to get a dr appt 
- only 2 GP's in town.  Only 1 computer in the dispensary - occupied full times by the dispense 
tech.  Having to interrupt her to look at pt history.  Remote owners, never visited - no support, 
business manager (unqualified) kept reporting to owners that I was keeping people waiting - 
because I insisted on counselling on key medicines and S3's.  Owners telling me to have S3's pre-
labelled, let the assistants write the persons name on it and wave it in front of my face before 
handing out.  I am not aware of any near misses, because I insisted on doing things properly even 
if people had to wait, but that created a very adverse relationship with the business manager and 
my employers.  I was also in trouble with them because I refused to substitute generics that were 
not flagged as equivalent.  In most community pharmacy roles, the workload at peak times in 
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unmanageable in terms of being able to provide the counselling and associated advice, with a line 
up of people waiting for scripts. 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
In several community pharmacy positions, I have been subjected to adverse wrath from owners 
for declining to supply S3's when they were inappropriate, or insisting patients visit the doctor.  In 
some cases patients complained directly to the owners.  Being told I was losing business, 
upsetting customers, and driving them to competitors or to online suppliers  for things like 
questioning multiple supplies of ventolin in short spaces of time when not on preventers, multiple 
supplies of OTC codeine,  declining to supply repeats for excessive quantities of  drugs with 
potential for abuse, when pts continually presented them too early according to prescribed 
dosage and maximum doses.  It was apparent the owners were driven by the desire for profit/ 
business and were not interested in the inappropriateness of the medicine use and potential harm 
for the patient.  One employer suggested I should look for another job, and moved to replace me 
before I had even resigned. 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
No - because it is driven by the Pharmacy Guild which only represents owners of pharmacies.    All 
avenues of efficient distribution of medicines needs to be considered - eg. some hospitals could 
provide better outreach services by supplying some of the very specialised medicines with expert 
counselling and patient support by specialised pharmacists. 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
In terms of the professional services, medication reviews etc, I do not believe they should be 
remunerated under the Community Pharmacy agreement, they should be funded separately as 
they have nothing to do with the supply of medicines.  All other health professionals have a fee 
structure for consultations - so should pharmacists undertaking professional services not 
associated with supply of medicines.  Medication Reviews should be considered an essential 
service.  Almost every patient I see in my current role in a private hospital has a number of 
medication management issues.  However I am only capable of seeing a small number of patients, 
as I have a lot of other administrative duties - policy & procedure, medication safety, nurse 
education etc.  There is no remuneration structure for conducting medication reviews in private 
hospitals, and this is a major barrier in small private hospitals that do not have the resources to 
support this process.   Patients who pay expensive Health Fund fees and come to private hospitals 
expect they are going to get a superior service than the public system.  However the reality - 
certainly in smaller private hospitals, is that there may be no clinical pharmacy service at all, and 
therefore probably an inferior service.  There is no remuneration structure for pharmacists to 
obtain the complete and accurate medication history, perform medication reconciliation upon 
admission, overall review of appropriateness of the patients medications - particularly in view of 
the fact that often the reason for admission can be linked to the adverse effects of medicines. 
Sometimes this is not recognised by the medical personnel, and the patient is subject to 
numerous investigations, scans, blood tests etc etc, when a pharmacist could identify ADR's that 
may have contributed.  (eg. I identified one with blurred vision & dipoplia after starting Lyrica, but 
the patient had been subjected to numerous tests such as brain scans, various eye tests etc at 
what cost??)   Another major deficiency is the lack of funding for a pharmacist to undertake a 
review at the time of discharge, conduct Discharge Medication Reconciliation and prepare a 
Discharge Medicine Summary for the patient.  This is a requirement of the National Standards for 
Safety & Quality in Healthcare - Standard 4. Medication Safety.   How is this supposed to be 
funded in a small private hospital, which expects this service from its contracted S90 pharmacy 
supplier.  There needs to be a funding mechanism for S90, S94 and accredited pharmacists 
(independently of the pharmacy) to conduct such services and be remunerated for them.  
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Without this process the patient is at great risk of medication misadventure and readmission to 
hospital - at a much greater cost to the healthcare system. 
Also to prevent abuse of the funding system, there needs to be stringent criteria and mechanisms 
in place to ensure that the remuneration is being paid for an appropriate level of professional 
service, and not being hijacked by 'cowboys' who just get the patient to sign something they don't 
understand saying that a service has been provided eg. whatever happened to the investigation of 
the allegations that a particular pharmacy group were putting a MedsCheck form underneath 
piles of prescriptions and getting patients to sign it.  There must be systems in place to prevent 
'rorting' of hard fought taxpayer dollars. 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
Absolutely NOT - that is outrageous!    All parties need to be represented - government, guild, 
professional pharmacy organisations representing both community and hospital pharmacists, 
employee organisations, consumers etc. etc.  As mentioned above I have worked in several 
community pharmacies where the owners never work on the front line.    Professionally 
motivated employee pharmacists despair at the conditions created by the squeeze on PBS funding 
that has led to increasing workload demands, and decreasing staff levels that owners may choose 
as a method to maintain their profitability.  I know that there was supposed to be a seat at the 
table for PSA at a previous agreement - but in reality it didn't happen - they were effectively shut 
out.  Makes you suspect secret squirrel back room deals etc. 

What do you think pharmacy practice should look like in ten years’ time? Appropriately 
remunerated consultation fees for pharmacists provided professional services in all settings eg. 
private hospitals, GP practices, primary care or community health services, and in community 
pharmacies - but separated from the supply system.  Public hospitals have a recognised method of 
funding clinical pharmacy services by paying for clinical pharmacists, the private sector needs the 
same.  Other health professionals have such arrangements - its time for pharmacists to be 
recognised this way as well.   Most of the current issues relate to the historical system of cross-
subsidation of pharmacist professional advice/ services by the 'profit' made on dispensing PBS 
scripts and selling stuff - often 'junk stuff' that has nothing to do with healthcare.  We need to 
have pharmacies that look like a healthcare destination, not a supermarket or warehouse. 

Additional remarks 
 Another ridiculous system that needs to be overhauled completely is the PBS Safety net.  With 
PBS Online all script data is submitted to PBS linked to the Medicare number, so why can't the 
system add up the Safety Net and automatically flag up a notification to the Pharmacy and revert 
to the Safety Net pricing when a patient/ family has reached the limit?  Patients could register 
their 'family' details with Medicare as is already done for the MBS.   Expecting patients to keep 
records on a card with little stickers, and having to keep adding it up to see if they reached the 
limit is archaic!  (It reminds me of my childhood, having a bank passbook and getting stamps in it 
when I saved up my piggybank and deposited the funds!)  In many cases, this archaic and 
inefficient system is denying patients the Safety Net benefits they are entitled to because they 
cannot manage their records.  Take the examples I see every day - elderly patients with multiple 
co-morbities coming in and out of hospital, seeing various different specialists, getting scripts 
filled at the most convenient pharmacy near the specialist, at the hospital, as well as their regular 
pharmacy - they cannot keep up with the records, don't understand it, are too unwell, and often 
just give up.  Many patients are even unaware of when they have reached the safety net at their 
regular pharmacy.  For patients admitted to our private hospital, we have terrible trouble and 
waste hours of pharmacist and nursing staff time trying to chase up Safety net details.   Often 
patients have already reached the Safety Net, but are unaware or do not have the card with them, 
and do not declare it on their admission paperwork, and therefore their PBS prescriptions are 
incurring excessive patient contribution costs.    The medical safety net happens automatically - 
you get a letter from Medicare, why not the PBS Safety Net.    It should flash up on PBS Online 
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when the pharmacy goes to dispense a script for that patient.  How come it can flash up when a 
patient is not entitled to a concessional benefit for example, but not when the patient is entitled 
to a higher level of benefit.  Consumers are being denied their entitlements in some cases!! 
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Pharmacist Feedback to the Review, Entry ID: 677 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
My current working environment; a work-from-home accredited pharmacist, is conducive to 
better health outcomes.  
This is much more so than in my previous place of practice; a community pharmacy.  
Currently, I'm not under pressure and can take my time to investigate the best clinical options for 
my patients.  
In my previous position, I was under the pump. My employers were near-useless; they appear to 
work full-time based on the time sheets but one spent all the time on Youtube, listening to the 
cricket and took three hours to do ordering each day (I filled in occasionally and did it in under 20 
minutes). The other owner spent her time on facebook, getting coffees or bringing her home-
issues to work.  
This meant that of two or three pharmacists present at the pharmacy, I was pushed to do 90 
scripts per hour on occasion, at least 200 per day, as well as check over 350 webster-packs per 
week and had no dispensary technician.   
Then, I had the diabetes meds-checks and all the other incentives added to my role, with no extra 
pay nor staff - the money from this extra pressure just went into my employer's pockets. 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
My skills are under-utilised at the moment because I'm unable to complete more than 20 HMRs 
per month. I'm working rurally meaning that accredited pharmacists are thinner on the ground 
than in the city, and sometimes I can't fulfil all the referrals as quickly as I'd like to. The caps are 
ridiculous; patients are suffering and not being seen and my income is blighted.  
Put me in a GP clinic, take the cap off my income and the community will really see the difference. 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
My workload during my internship was extreme. There was one week, early on, when we couldn't 
get a locum (being rural) and there was one pharmacist for the whole hospital. I, the intern, was 
covering all the wards.  
As mentioned above, my workload at my previous pharmacy was extreme without sufficient 
remuneration. Of course the pressure can lead to near-misses, but thankfully I am quite vigilant 
and, to the best of my knowledge, picked up any errors at the patient-pharmacist interface.  
The problem was the owners - because they were too busy Youtubing/facebooking etc, they were 
slack. There were incidents reported to the pharmacy board (they blamed a fill-in pharmacist and 
got away with it), they didn't express remorse to patients and they just didn't care. 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
As mentioned earlier, the proprietors of that pharmacy didn't care about the pressure they put 
me under. When pregnant, I'd been taken aside and screamed at for a complaint a customer had 
made, without being permitted to defend myself (I maintain I did nothing wrong and that 
customer was friends with the employers) 
The pharmacy owners had no concern for a code of ethics; I doubt they know it exists. 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
Stop the caps. Actually pay pharmacists the rural loading - I don't know of a single pharmacist 
who's ever received it despite travelling huge distances. 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
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other groups, such as employee pharmacists?  
God no, the Guild are corrupt and only represent one greedy portion of the industry. It's clearly 
failed employee pharmacists. 

What do you think pharmacy practice should look like in ten years’ time? Nothing like the future 
I can see panning out for it - where the poor remuneration forces all the good pharmacists out 
into other professions.  
I want my clinical skills to be utilised to the full, promoted and appreciated. I want to be paid what 
I deserve. I want bad employers to be unable to find pharmacists to fill their positions because 
pharmacists aren't so desperate for the few jobs around. 

Additional remarks 
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Pharmacist Feedback to the Review, Entry ID: 676 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
There needs to be more interaction between pharmacists and patients, even for the seemingly 
simple questions. Often close questioning will give me information that will allow me to find a 
more appropriate solution to their problem than (say) a junior pharmacy assistant is able to do. If 
there was any remuneration available from any source to employ extra pharmacists so that I am 
able to spend more time talking to patients and less time with my head down in the dispensary 
with occasional forays out into the shop then I feel that would be more conducive to patient 
health outcomes. 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
If there was scope for a mobile pharmacist service. For example, if a pharmacist made a "round" 
of the community in the morning, visiting people in their homes, they could pick up scripts and 
pharmacy orders and then bring the filled orders back in the afternoon. Potentially an app could 
aid in this service, as well as phone calls. Unfortunately there are not many pharmacies that could 
afford to fund a pharmacist doing those sort of services. Also unfortunately the pharmacist is 
often the best qualified person to be speaking to people about their medication in their own 
home! 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
I have worked in both appropriately staffed pharmacies and understaffed pharmacies. When 
working in understaffed pharmacies, your brain becomes tired a lot more quickly and it is harder 
to concentrate. There are many more moments of self doubt and incidences of re-checking 
something that has just been looked at, which really decreases efficiency. A script for carvedilol 
was put through by the tech with a dosage of four times daily. This was checked by the manager 
pharmacist and she did not pick up the error. The error was picked up by me as I was putting it 
through the till (we were that understaffed I was stuck at the till). I took the script back to the 
dispensary and queried the dose with the pharmacist who checked it (the manager) and instead 
of apologising to the customer, she gave the tech a telling off and I was left to deal with it. Not a 
problem, error fixed, explained to the customer and apologised and crisis averted. This sort of 
staffing level/workload happens on a regular basis at this pharmacy and it is very stressful to work 
there. Where I work and the staff levels are appropriate, I find I am able to give a lot more time to 
each customer and I am able to spend an appropriate amount of time checking each script. 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
I have witnessed a proprietor not correcting scripts sent back from the claim with errors on them 
and just processing scripts to the same dollar value for various customers and not supplying stock. 
I have asked for more help for dispensing on my shifts and have been disbelieved (because I 
would lie about that sort of thing!!) regarding the workload, to the point where I was taken off 
that shift and replaced with a newer pharmacist. Which made things less stressful for me, but the 
new person was thrown in the deep end! In the end it seems like it's more about dollars than 
patient care. This is not a discount pharmacy either. 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
Probably not. We are relying on a bucket of money being provided and then this needs to be 
shared out between those pharmacies that provide services that attract remuneration. The 
payments vary. If there was a set fee for services provided this would be better. It could be 
replaced with Medicare item numbers for services provided, eg blood pressure checks, 
vaccinations, health checks etc. Further remuneration for referrals to GPs for those patients who 
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require further investigation 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
The cap on the number of HMRs needs to be removed and there needs to be better remuneration 
for travel expenses. Pharmacist remuneration for conducting and submitting the HMR should be 
greater than the GP's remuneration for simply referring a patient to a pharmacist to receive a 
service. 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
I believe that the guild negotiates in good faith for the good of pharmacy and it's continued 
survival as a separate entity. I'm not sure that their negotiations take into account the increased 
workloads of employee pharmacists as new services are added. I think that a voice for employee 
pharmacists would ultimately benefit patient health outcomes. 

What do you think pharmacy practice should look like in ten years’ time? Forward pharmacy. 
Pharmacists in the community, not stuck in a retail environment. Provider numbers for 
pharmacists so that we can claim for services provided. Or provider number for the employing 
pharmacy and a corresponding wage increase for employee pharmacists. 

Additional remarks 
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Pharmacist Feedback to the Review, Entry ID: 675 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
I am currently working in a Chemist Warehouse and I personally feel that the current workplace 
environment is not conducive for achieving better patient outcomes. There is a lack of privacy in 
the counselling area for pharmacists to provide thorough counselling and patients are usually 
bombarded by  radio and TV advertisements to listen carefully to what the pharmacist has to say. 
Upper management flogs the pharmacists to achieve their monthly targets for Medschecks and 
clinical intervention with no regard to how it is done. This leads to poorly done Medschecks that 
do not result in significant improvement in patient outcomes but yet the pharmacy owners reap 
the monetary benefits. My current workplace does not actively support continuous education 
programs unless it is to their benefit i.e. vaccination training. I would like to see the current 
dispensary layout changed to include a private counselling room, employee pharmacists being 
remunerated for doing Medschecks and clinical interventions and mandatory employer support 
for pharmacists undertaking CPD. 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
Yes my skills are definitely under-utilised. Community pharmacy is an integral part of primary 
healthcare and  chronic disease management. I certainly do not use my clinical skills as much as I 
would like to and this is mainly due to the lack of patient information available at the community 
pharmacy level. Most of the time, I would have to ask the patient about their past 
medical/admission history or contact their GP for an updated medication list. It would be handy if 
this information is integrated so that we can perform interventions in a timely manner. 
Community pharmacists need to be more involved with the doctor and other health professionals 
responsible for the patient's health management plan. There needs to be a change in the 
dispensary layout to incorporate a private counselling area so that the pharmacist can do their job 
properly without being distracted. 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
There is no doubt that the workload in a discount pharmacy model is taxing on the 
pharmacist.This is because the more than often, the dispensary is under-staffed. Most 
pharmacists who work in a discount model have to multitask while dispensing i.e. field a patient 
or staff enquiry, answer the phone, do refunds. Multi-tasking is a distraction to the dispensing 
process even though safeguards such as the scanning tool is in place. This has resulted in 
dispensing errors such as 
 providing the wrong medication, giving out medication to the wrong person, typing in wrong 
instructions and many more. 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
Even though proprietors are also pharmacists, they succumb to greed most of the time. For 
example, when the Medscheck program was first launched, Chemist Warehouse pharmacists 
were encouraged to do as many as we could (and bend the rules/guidelines along the way) so that 
the chain would be able to claim a larger chunk of funds that was allocated by the government for 
this initiative. 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
In my opinion, the Community Pharmacy Agreement is still the best way to ensure timely patient 
access to medication. However, the remuneration system has to change because pharmacy 
owners are abusing it for their own benefit. 

How do you think Medication Reviews could be extended so that more patients can access this 
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service?  
I believe that community pharmacists have the necessary skills to initiate a referral for an HMR 
and by changing the current system, more patients would be able to access this service. Since the 
community pharmacists see the patients more often than the GP it is possible that we could 
initiate a referral for the HMR after establishing the need for it with the GP. HMRs should also be 
uncapped so that more patients can access it in a timely manner. 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
In my entire pharmacy career, the Guild has negotiated with the Government mainly for the 
benefit of pharmacy owners in the guise of delivering better professional services to the 
population. Employee pharmacists have not benefited from the Community Pharmacy Agreement 
although we are the ones who carry out the said services. Pharmacy owners get richer and 
employee pharmacists' pay rates stay stagnant. 

What do you think pharmacy practice should look like in ten years’ time? With an ageing 
population, community pharmacy practice should be more clinically-focused. Pharmacists should 
be given a wider scope of practice within the community pharmacy setting to manage chronic 
diseases and to work more closely with GPs. The layout in community pharmacies should be 
improved to reflect this change, especially with the discount pharmacy chains. 

Additional remarks 
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Pharmacist Feedback to the Review, Entry ID: 674 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
The current price driven regime means that pharmacies cannot afford the right amount of 
qualified staff to allow them to fully service their patient's needs. 
I would make it that pharmacy's are paid more like doctors- that the rate they are paid for their 
services is linked to the number of pharmacists that work in the store.  This would allow them to 
interact more with the patients and lead to better patient outcomes. 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
Yes, they always have been. The pharmacist brings a wide range of skills to their practice.  Skills 
that the government currently utilise "on the cheap" - as in they do not pay for the services they 
get.  Better access to pharmacists such as GP practice based models, more HMR access, practice 
pharmacists helping in nursing homes and care facilities would be a couple of ways our skills and 
knowledge could be better utilised. 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
Near miss and events of concern occur regularly in busy store with pharmacists trying to balance 
the  competing needs of staff, walk in patient consultations, webster pak problems, and checking 
prescrptions. This worsens at the back end of the year, as the retail environment gets busier in the 
lead up to Christmas. 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
In my current work environment, no, such problems are not part of my daily practice. However, as 
a pharmacist with 20 plus years experience, I have become very fussy in who I work for. However, 
last year, when I was doing some locum work, I witnessed multiple  issues of concern. Pharmacies 
where Websterpak profiles are unavailable to check packs against. In another instance, the 
pharmacy was processing all the patient repeats, and "filing" them until the patient needed them. 
In another store the swapped scripts for OTC items, or allowed patients to record scripts for 
loyalty points. In many stores pharmacists have little to no interactions with S3 sales. These are 
just a few examples. And do not even cover the illegal and immoral way staff are treated. 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
I have no problem with it being one of the ways. But it being the sole ways denies patient's and 
the government access to pharmacists in other ways. The Government paying pharmacies a bonus 
based on script volume to allow  for better access to pharmacists. 
Another options would be to pay to GP practices to have an imdependent pharmacist  to do 
HMRs, medication counselling  and assist in the management of complex chronic problems like 
diabetes and asthma. 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
stopping the limits on the number per pharmacist would be an obvious start. Allowing patients to 
have a review every 12 months would also help 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
No. The Government, in excluding employee pharmacists, and The PSA prevent an independent 
voice being part of the process, which leads to worse outcomes. The government links 
negotiations to issues like location or open ownership, as leverage to accept pay cuts and this is 
unacceptable. 

What do you think pharmacy practice should look like in ten years’ time? Less focus on script 
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"put through". Plenty of interactions with patients to help them better manage their conditions. 
Even less complex conditions like eczema can benefits from counselling by the pharmacist. The 
removal from store of homeopathic items and junk herbals like Fatblaster, so we can be seen as 
professional. 

Additional remarks 
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Pharmacist Feedback to the Review, Entry ID: 673 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
Not currently. Understaffing of pharmacists and dispense technicians in particular is a concern, as 
script demand grows, putting pressure on dispensary staff and increasing room for errors. Training 
for pharmacy assistants and technicians, to better assist the pharmacist, would be useful. 
Additionally, there needs to be better, universal procedures regarding Webster changes made in 
hospital and by doctors as this takes up significant time, effort and holds significant room for 
errors if initiative is not taken and followed up by pharmacists, however this role is not really 
recognised. 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
I agree with current role expansion into clinical areas (interventions, medschecks, point of care 
testing). These are good oppprtunities for pharmacists to utilise their skills and should be 
encoraged 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
Managing script loads, customer service AND additionalservices (including websters) is often 
difficult. There needs to be better, universal procedures regarding Webster changes made in 
hospital and by doctors as this takes up significant time, effort and holds significant room for 
errors if initiative is not taken and followed up by pharmacists, however this role is not really 
recognised. 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
Not a bad arrangement. Not particularly fluid or flexible however and hence may not accurately 
reflect current practice demands and needs 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
Remove certain restrictions (e.g. 5 or more prescriptions) however, these limits are necessary to 
moderate WHO classifies to receive meds reviews but there should be options for complex 
therapy patients who may be on less than 5 meds 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
It is fair to have one body representing pharmacists such as The Guild, however the guild itself 
may not be the most suitable candidate, for the interests of employee pharmacists 

What do you think pharmacy practice should look like in ten years’ time? A shift away from 
retail customer service and script dispensing to a more clinical setting and clinical role 

Additional remarks 
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Pharmacist Feedback to the Review, Entry ID: 672 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
No. I think that the way the system is set out is all wrong. Our award wages are way too low and 
are an insult to our intelligence. I don't agree that the pharmacy guild distributes money to 
pharmacy owners for services that we conduct.  
There are too many owners capitalising on the system and abusing it and they are using their 
employee's skills to gain profit without passing anything on to the pharmacist who is actually 
doing the work.  
Take for some discount chains - what an embarrassment to professional pharmacy service. They 
pay their pharmacists minimum wage and advertise 'cheap' medicines but really don't give the 
patient much professional service. 
If I could change anything it would be to increase the award wage and to have each pharmacist 
paid directly from medicare for their services (medschecks, diabetes medscheck, HMRs, BP 
reading ect) that are conducted. Why should we be the only health professionals without provider 
numbers - I think this has a lot to do with the pharmacy guild. 
The pharmacy guild is only there to protect owner's rights and improve their profits at the end of 
the day - speak to any employee pharmacist and they will tell you that they don't support the 
Guild. Let's also try and move to less discount style workplaces to more professional workplaces. 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
Yes. We can do a lot more than dispense. The problem is we only do what owner's will pay us to 
do. 
There is also a problem of business's expecting us to do all these extra services with no extra 
renumeration. So why would you want to? 
We would do a lot more (BP checks, Medschecks, HMRS ect) if we were (1) correctly paid by 
medicare and (2) actually had the staffing and time do these tasks. 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
Some days I am very busy and it is a concern of mine that it may cause me to make a mistake.  
I always endure I have procedures in place (checking, scanning ect) to try and stop this from 
happening. 
I am very fortunate to be in a workplace that cares about this and ensures we always have 2 
pharmacists working at a time so that the workload isn't too bad. 
I do however know that not all workplaces are like this and more needs to be done to ensure that 
all pharmacists have a safe and manageable workload. If the pharmacy guild cared they should 
stipulate the number of pharmacists for the amount of script per day and actually enforce it. 
You wouldn't let 5 people walk into a drs surgery for a consult very quickly and in succession for 1 
doctor. It is very important to have at least 2 pharmacists on I believe to ensure that all patients 
are getting the right care and that the workload is not too high. 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
I have worked in workplaces in the past where I have witnessed unethical practices by owners 
(Schedule 8s being reused from nursing home, water from tap being used to make up antibiotics, 
Dr and pharmacy owner organising the pharmacist to conduct HMRs for patients who didn't need 
them, workplace bullying ect ect). I never participated in these practices obviously and I left the 
workplace as soon as possible. I was very traumatised for some time after leaving and scared to 
speak out about it for fear of not getting another job after but I now have a very supportive 
workplace. I am still worried to write it here but it needs to be heard.  
For a while after due to my experiences, I did consider leaving pharmacy. I am still very bitter and 
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disappointed about the whole ordeal. So yes, there are problems with the system. I don't know 
how you would fix these problems though unfortunately. Perhaps limit the number of pharmacies 
a person can own? 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
I think the current way medicines are ordered and distributed is ok. It seems to work 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
Remove the cap. Let the referral only go to an accredited pharmacist. That accredited pharmacist 
should be directly paid for their service from medicare. It's pretty simply. Take the Guild out of the 
equation and pay the professional who is doing the service. 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
NO! What a joke. Make the Guild stay out of this. They don't care about employee pharmacists. 
They care about profits and pharmacy owners. 
We should have our own provider numbers like any other health professional and be able to claim 
for the services we provide. The Guild is there only for their own benefit.  
The Guild should have nothing to do with negotiating wages or the way money is distributed for 
professional services. They have an invested interest. Intern pharmacists are some of the lowest 
paid health workers after completing uni.  
The current award wage for a registered pharmacist is an insult and a joke. It's not even worth it 
for the amount of legal liability we have on a day to day basis. May as well do something with less 
liability and get paid the same !!!! 
The CAPS on the HMR program are ridiculous. I can tell you that I know of business's who were 
abusing this system - which is why the cap was put in place!!! Take the guild and pharmacy 
businesses out of the equation and remove the cap so that only pharmacists who are registered 
consultant pharmacists can claim for their services that they do - no more going through a 
pharmacy that has no consultant pharmacist - It's a no brainer. We are health professionals too. 
Let Drs write referrals direct and don't allow them to be sent to a pharmacy. 

What do you think pharmacy practice should look like in ten years’ time? It should look 
professional and the award wage should be increased. I would like to see the discount model 
removed and a more professional model implemented. 

Additional remarks 
 Increase the award wage. 
Take the Guild out of the equation. 
Limit the number of pharmacies that can be owned by 1 person. 
Look at a professional model rather than a discount model. 
Conduct audits of pharmacies (check that staffing matches workloads and that the owner is 
adhering to this) 
HMRs and other professional services - Pay that pharmacist conducting the service, don't let the 
guild be involved. 
Guild has no place in negotiating how we get paid or how much we get paid 



35 

Pharmacist Feedback to the Review, Entry ID: 671 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
Absolutely not. Pressures and responsabilities are way too high for the appalling supermarket 
wages we are paid. We are over worked, underpaid, with the constant fear you may have killed 
someone. Over what!??? 26-7 Bucks an hour!?!! I'm getting out very soon. 
 
Want to improve the outcomes?! Increase minimum pay to reflect years and tears spent studying 
the bloody degree. Minimum should be 32-5/hr (this is what nurses get paid first year out), 
especially STARTING with those blood sucking CWH hell holes that I work in... (not for long thank 
god)  
 
Studying pharmacy wasn't a bloody walk in the park! It's nearly akın to the difficulty of studying 
medicine minus the advance diagnosing and disease aetiologies component ffs... lol its just 
laughable that entry to this useless degree has plummeted from high 90's to 76 entry in some 
universities... This just makes my heart drop. Studying the bachelor of glorified retailing it's what 
it's become.... 
 
Yeah, also enforce fairwork guidelines with stricter penalties!!  Most pharmacies regarding breaks 
are taken with a pinch of salt and not taking them is the norm. Especially in discount hell holes 
CWH. Thé perfect bloody recipe for a disaster and the have been many times I just wanted to fkn 
walk out of that[expletive] hole when my fatigue got the worse off me in dispensing... 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
There is just sooooo much untapped potential that pharmacists can offer that taking about it my 
heart ache... we are still waiting to jab a fkn needle for ffs...  
 
Seriously though... A start the Government could make would be to establish an express pathway 
to study medicine for pharmacists - perfect to address any shortages needed. Would save the 
Government heaps of money and resources. It would also create a negative feedback system so 
owners pay better due to demand vs supply if things are this [expletive] at the moment.... with a 
little tweaking of entry requirements to universities... 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
Enforcing fairwork guidelines with stricter penalties!!  Most pharmacies regarding breaks are 
taken with a pinch of salt and not taking them is the norm. Especially in discount hell holes like 
CWH. Thé perfect bloody recipe for a disaster! There have been countless times I just wanted to 
fkn walk out of that [expletive] hole when my fatigue got the worse off me in dispensing... There 
have been a few incidents in CWH where customers threatened to take further action and it was 
settled with a few grand... wrong strengths, dosing etc... lol just check any CWH forums and 
groups of the ridiculous fk ups due to being overworked like a dog... Thank god nothing has 
happened to me like this and hope it never does(will be leaving pharmacy soon yay!), but I have 
had a [expletive] load of near misses due to no breaks and fatigue... it keeps me up at night 
sometimes...For what!!?!?! 26.5 Bucks a  hour!.... I just want to cry right now... This is in addition 
to the abuse we get from impatient customers breathing down our necks to dispense their scripts 
in 2 mins like they're at bloody maccas... Then when they complain to head office, state manger 
starts warning us giving us [expletive] about customer service etc... Simply... working coditions are 
crap... I think it would be an excellent idea for supermarkets to open pharmacies.... I can bet my 
bottom dollar they would be treated what they are worth... their shop Boys are on the same wage 
as pharmacist!! 
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In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
Enforcing fairwork guidelines with stricter penalties!!  Most pharmacies regarding breaks are 
taken with a pinch of salt and not taking them is the norm. Especially in discount hell holes like 
CWH. Thé perfect bloody recipe for a disaster! There have been countless times I just wanted to 
fkn walk out of that [expletive] hole when my fatigue got the worse off me in dispensing... There 
have been a few incidents in CWH where customers threatened to take further action and it was 
settled with a few grand... wrong strengths, dosing etc... lol just check any CWH forums and 
groups of the ridiculous fk ups due to being overworked like a dog... Thank god nothing has 
happened to me like this and hope it never does(will be leaving pharmacy soon yay!), but I have 
had a [expletive] load of near misses due to no breaks and fatigue... it keeps me up at night 
sometimes...For what!!?!?! 26.5 Bucks a  hour!.... I just want to cry right now... This is in addition 
to the abuse we get from impatient customers breathing down our necks to dispense their scripts 
in 2 mins like they're at bloody maccas... Then when they complain to head office, state manger 
starts warning us giving us [expletive] about customer service etc... Simply... working coditions are 
crap... I think it would be an excellent idea for supermarkets to open pharmacies.... I can bet my 
bottom dollar they would be treated what they are worth... their shop Boys are on the same wage 
as pharmacist!! 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
Nah just get supermarkets in the game... honeslty they will solve the problem. Those guys know 
how to get things done and pharmacists will get paid better.. too tired 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
Lol just make sure it's not CWH style meds check.. its a bloody joke. Just print out a CMI and bam 
there is your medscheck!! 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
What do you think?! Lol its a bloody farce! The guild only look after tiny percentage of 
pharmacists. I just can't wait the day when supermarles get in the game and the guild/cwh etc get 
what they fkn deserve. At lease unions will be stronger representing the vast majority of us... 

What do you think pharmacy practice should look like in ten years’ time? Supermarkets. 

Additional remarks 
 Nope. Said quite enough and it's 1.40 in the morning... nyt! 
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Pharmacist Feedback to the Review, Entry ID: 666 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
No. I am overworked, underpaid and do not feel respected by the community or my employer 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
I think the majority of s pharmacists role should be in educating the public about medication, not 
dispensing 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
I have been registered as a pharmacist for just over 6 months now. I have already experienced a 
number of near misses, and dispensing errors due to a work load that I don't believe is safe. 
Understaffing also contributes to this, with more often than not, not having a dispense tech or 
second pharmacist working with me. I also do not get lunch breaks, which makes thinking clearly 
after 10 hours of work extremely difficult 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
Yes. I am deeply concerned about my own rights as an employee, and do not feel like I am being 
taken care of by my employer when it comes to sick leave, annual leave, rest and meal breaks, 
remuneration. The list goes on 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
Perhaps something similar to the model that doctors are paid through Medicare for providing a 
service? I feel that pharmacist employees should be reimbursed for their work loads. I also don't 
like the way that the current model is a mix of private and public healthcare, I feel that it 
cheapens the image of pharmacy and pharmacists 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
Make it easier for pharmacists to become trained to conduct them, and make them worth doing! 
At the moment it seems pharmacists are not reimbursed properly for their time and expertise 
when providing these devices 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
No. I don't feel that the guild has my best interests at heart, as a young employee pharmacist. 

What do you think pharmacy practice should look like in ten years’ time? Completely different 
to how the industry currently looks, I hope 

Additional remarks 
 I am a newly registered pharmacist who works in remote Australia 
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Pharmacist Feedback to the Review, Entry ID: 665 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
No its not. Pharmacy owners have dropped staffing levels to drive profits in discounted drug 
market.  
 
The recommendation of 120 scripts per day for a pharmacist is a resounding joke. I often dispense 
250 to 300 scripts per day with one dispensary technician. 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
I am accredited by AACP for medication reviews. My skills could be better utilised in care of 
people with chronic disease.  
For example - Medication review pharmacists could be deployed to visit elderly people in the 
same way home care nursing is used.  
 
This is especially important to provide support for people requiring palliative care support. 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
Workloads are very very heavy. My experience is that there is a lot less care with dispensing with 
many instances of poor screening for drug interactions. 
 Many jobs in pharmacy are advertised in the following manner "Do you like working in a fast 
paced environment?" 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
Yes indeed. I intervened in the dispensing of tramdaol and SSRIs...this patient was experiencing 
fast heart  beat, headache, sweating and pruritus  ...early signs of serotonin syndrome. 
The patient was advised to stop the tramdaol and see the doctor immediately. 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
Yes. I dont have a problem with this agreement for the distribution of medicines. 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
No. especially with regard to the provision of specialist pharmacy services such as HMRs and 
RMMRs .... these should be negotiated with accredited pharmacists or the AACP 

What do you think pharmacy practice should look like in ten years’ time? Less emphasis on retail 
sales and more on professional services - especially in areas of practice such as aged care, GP 
clinics, Home medication reviews. 

Additional remarks 
 Discounting has also created a culture of pill taking where the patient/consumer look for a 
solution with a drug option first. 
 
It seems that the price driven market has conditioned people to look for quick cheap service 
where quality advice and time are given the least priority. 
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Pharmacist Feedback to the Review, Entry ID: 663 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
I would lighten workloads to make it easier to check prescriptions and their interactions and 
counsel patients. 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
More immunisations, community outreach program like asthma and diabetes/ other chronic 
disease state education initiatives. 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
The workload is too heavy. 
I experienced a near miss today because it was crazy busy, the patient had Ben waiting for about 
15 minutes and the pharmacy was swimming in people. Because of this, we nearly missed an 
inspection with her newly prescribed diclofenac and lithium. This occurred because waiting for a 
computer for a history check would have taken 15 more minutes and the patient was unhappy 
about the wait already. 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
Yes. 
Always changing scripts to make them pbs compliant/cheaper to make money for the pharmacy. 
Never puts the patient in danger though- he just has to make money in an ever poorly funded 
profession. 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
Not sure. 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
Yes! And the cap reduced. 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
No. Since we make up the majority of the profession, we should be consulted before any decisions 
are made. 

What do you think pharmacy practice should look like in ten years’ time? More remuneration 
for our services, just like doctors and nurses, etc. 

Additional remarks 
 The future of the profession is grim at present as no-one is entering what they see as an 
underpaid and overworked career. 
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Pharmacist Feedback to the Review, Entry ID: 662 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
No because insufficient staff to discharge patients and do medication reconciliation on admission 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
allow me to do what my training has given me NO COMPOUNDING ALLOWED  As accredited 
pharmacist skills wasted baby sitting intern doctors 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
Everyday I correct a hospital discharge preventing a patient going home on wrong medications 
Everyday I do one hour unpaid and told to work smarter !!!! 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
Not providing adequate staff 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
Not working at moment I don't think closing gap use working they still don't get health lifestyle 
changes required 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
Allowing HMR after hospital discharge 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
Most definitely 

What do you think pharmacy practice should look like in ten years’ time? It won't impact me as I 
will be retired but tell school students nit to do pharmacy 

Additional remarks 
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Pharmacist Feedback to the Review, Entry ID: 661 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
I believe the current model , which is volume based remuneration, is a 
direct conflict with the best interests of patients. Just as doctors are not allowed 
to sell a medication they recommend nor should a pharmacist be paid per script.  
Its an oxymoron . Owners place huge emphasis on script numbers when focus 
should be on patient outcomes. How to fix? Shift remuneration to patient outcomes 
and away from volume. 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
Pharmacists can fill the role of basic GP duties. We should be allowed to monitor 
long term pre diagnosised medical conditions. Patients shouldn't need to go to their 
GP just for a quick blood pressure check and extension on their script. Even acute 
diagnosable conditions can be moved away from doctors. Testing has become cheaper 
and I see no reason why with correct training and identifiable controls  in place pharmacists 
cannot expand their roles into a practitioner role. 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
Absolutely. Its a weekly occurrence. Working in environments with 400+ scripts a day 
sole pharmacist and near miss is unavoidable. Even those with 0.1% error rate will 
have 2 near misses a week. 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
Owners are human and they want to see a profitable business. Volume remuneration 
creates a difficult position for owners. On one hand they are pharmacists first with  
customers health interests a priority but secondly they want to make as much 
money as possible and not lose customers, thus a conflict arises. Their ethics are  
constantly being put to the test. 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
As discussed above I believe pharmacy should move away from a volume based  
system and move into a primary care style. The scam pharmacies used on the  
government for years with generic medications is an example of how greed and  
manipulation of a system works. With event of price-disclosure this at least this loop-hole is  
closing. I have many ideas to improve distribution and remuneration, too many for this survey . 
But one example: 
 One month dispensing for certain medications is absurd.. 3 month for many stable conditions is 
more appropriate . This would efficiency benefits ie have effect of reducing dispensing times per 
year thus 
workload. 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
A pharmacist primary duty is the safe and responsible use of medications.  
This is the model we should be paid for. Evidence based patient outcomes. 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
This is THE biggest conflict of interest. How an organisation run soley by owners  
negotiate on behalf of an industry is an outrage and I have no idea why 
the government tolerates it . Having a union made up of  
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owners negotiating their workers wages and remuneration is in effect having 
white slave owners negotiating for their slaves. Why would you ever want 
 conditions to improve? Its about filling your pockets first. The whole reason of unions is to 
protect 
the worker with a voice. Pharmacy does not have this. It is a total unethically failure 
to the morals and foundation a modern society is based on. This practice surely must be illegal. 

What do you think pharmacy practice should look like in ten years’ time? I honestly don't know. 
But change is coming. It has to. 

Additional remarks 
 Thank you to professional pharmacist Australia who  
are starting to make some in roads into the industry . 
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Pharmacist Feedback to the Review, Entry ID: 660 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
No. The current work environment is heavily retail based and it disregards the pharmacists basic 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
Being able to conduct Medication management reviews and helping patients with their 
medication management is not feasible anymore after the introduction of HMR caps in 2013. 
There is a lot of room for the qualified pharmacists to manage chronic conditions like Diabetes, 
Hypertension and Hyperlipidemia. Pharmacists working in GP practice is a positive model. 
However accredited pharmacists need to be able to conduct pharmacy services outside the 
pharmacy walls where they are impacted with huge prescription load with barley any time to even 
counsel. 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
Plenty!! Especially during my years working in community pharmacy. I recall plenty of dispensing 
errors, few of which have resulted in hospital admissions. The discount pharmacy model is taking 
advantage of the oversupply in pharmacists by offering wages as low as 25 $ an hour . They 
impose heavy workloads on pharmacists sometimes exceeding 400 prescriptions per pharmacist 
per day (personal experience). 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
Countless! These incidents commonly include  : 1) Enforcing sales of unproven herbal treatments 
on employee pharmacists to increase sales. Pharmacists performance is  reviewed on units sold 
per month. 
2)  PBS fraud by claiming undispensed medications. More common in smaller pharmacies 
especially run by families or pharmacists working in areas heavy with a non English speaking 
patient base (witnessed several times).  
3)Exploitation of Medscheck program by the owners of Chemistwarehouse and other discount 
pharmacy chains by enforcing a minimum number medscheck per pharmacist per day. Often 
pharmacists had to fabricate the checks to avoid being sacked. This was before the caps were 
introduced. 
4) Packing expired medications in blister packs. 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
Direct remuneration to employee pharmacist for clinical services. Pharmacies to be audited 
regularly to slow down the rate of PBS abuse. 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
Lift the cap or a least extend it to at least 40 per month so a consultant pharmacist can make a 
decent living out of it.  
Reimbursements for services like clinical interventions should be directed towards the employee 
pharmacist and not the pharmacy. 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
No. It is one of the reasons why the profession has deteriorated in the last 10 years. The guild is 
only working in the interest of the owner pharmacist. The guild was attempting to scrap penalty 
rates from already poorly paid pharmacists. Employee pharmacists represent the majority of 
pharmacists and they should not be excluded in any negotiations with the government. They are 
the ones who provide the services and the pharmacy guild does not represent that group. 
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What do you think pharmacy practice should look like in ten years’ time? Pharmacists should be 
more involved in medication management. Qualified pharmacist should be able to provide 
consultations to the public and get reimbursed for them. Working more collaboratively with other 
Healthcare professionals. 

Additional remarks 
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Pharmacist Feedback to the Review, Entry ID: 657 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
I have been in the pharmacy industry for 20 plus years & we have never had our pay incrementally 
increased.  
For our many years of study at university & training to finally get paid a manager pharmacist wage 
it is pitiful.  
My day consists of 10 hours straight, I am the only pharmacist on site, I can not leave the 
premises. I can not take a break.  
I am lucky to grab 5 minutes here & there & as soon as you go for lunch someone wants to see 
you & will not wait.  
Customers believe they can see a pharmacist straight away & not have to wait even if they have 
scripts piled up & other customers waiting,  
some customers think it is ok to interrupt & push in. It is a very stressful working environment 
with everyone at you all day with no breaks.  
I get paid $35 per hour which is unbelievably low for a professional job with so much work load & 
responsibility.  
The current working environment of long hours, low pay & no breaks is hard to keep in mind 
better health outcomes.  
It is hard to find time to counsel every customer, to check on every script being processed that 
there are no interactions  
and trying to get time to phone doctors if needed in between customers wanting to talk to you 
immediately.  
With increased cost of doctor appointments I have also noticed more customers wanting us to 
diagnosis illnesses for free  
and also issue sick certificates which all take time on top of our already burdened work load.  
We deserve a pay rise for the essential medical services we provide & working with no breaks. 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
Pharmacist skills are under utilised but we just don't have time to provide much more to 
customers.  
In my community pharmacy I am primary dispenser of scripts, provide counselling on dispensed 
scripts, answer customers queries,  
Diagnosis & select products to help customers, webster pack, manage the stock & reorder,  
manage staff. I am not sure how I would fit anything else in without taking breaks as it is & 
minimal pay. 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
Workloads are excessive & staff is run as low as possible. understaffing is due to the government 
cutting back on pharmacy revenue & owners seem to want more profit.  
The owners run shops & very little staff in my experience, if it gets busy it can get scary! 
Customers can get angry with long waits, there are always rude customers that don;t want to wait 
& make it clear of that.  
It can be very stressful, having a build up of scripts, lots of customers waiting & if eftpos or the till 
goes down it is putting staff in an unfair situation having little staff & huge workloads. 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
Again with cuts in government funding I have seen some instances of returned medicine that has 
been paid for by the customer 
and they have now gone off it being reused if it is not opened. I believe this shouldn't happen as 
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you are not always aware  
how the product was stored away from the shop. Medicine should not be able to be returned if it 
has left the premises.  
At other workplaces when I have been a locum I have noticed the DD books are way out.  
Due to high workload & time restraints this seems low priority to fix, there should be inspections 
of premises for DD balances  
to make sure a shop is complying with writing up dangerous drugs in their register.  
Also again due to high workload & time constraints not all pharmacies are recording codeine or 
pseudoephedrine on the recording sites.  
This recording should be compulsory in every pharmacy as a duty of care to the customer. 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
It seems it is not working the best. Remuneration to pharmacies have to be more substantial not 
being decreased.  
In this way hopefully wages to pharmacists & pharmacy assistants could be raised by the owner 
with better profit. The wages need to be raised in the pharmacy industry. 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
Customers seem to be aware that they can get reviews organised through their GP,  
I think the service is being utilised well & most customers are receiving this if they want one. 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
It is not right the government negotiates solely with Guild & excludes other groups.  
The Guild is a bias organisation made up mostly of pharmacist owners.  
It is within their interest to keep wages low as they own pharmacies to keep the profit high to 
them. 
The guild has never fought for decent pharmacy wages for employee pharmacists, this is  
evident in no decent wage increases over 20 years.  
Other groups such as Professional Pharmacists Australia, even employee pharmacists representing 
our industry  
should be involved in formal agreements that take place between the government & Guild 
specifically wage discussions & trying to increase pay. 

What do you think pharmacy practice should look like in ten years’ time? In ten years rime the 
majority of small independent pharmacies will be gone,  
Chemist warehouse & discount pharmacies will be the main pharmacies.  
They do not offer services to the extent that smaller pharmacies & banner pharmacies do.  
You will be waiting longer for scripts, get very little counselling as workloads will be high in these 
discount pharmacies.  
If pharmacists wages are not improved you will have very little younger pharmacists coming up in 
to the industry  
due to the pitiful wage so it will be hard for pharmacies to find anyone to work.  
You will not get services in the discount pharmacies.  
I believe pharmacies will also make there way in to supermarkets with more push by them, it will 
be a dismal industry. 

Additional remarks 
 Pay needs to be increased to pharmacists & Pharmacy assistants.  
Working conditions need to be looked at, 10 hours straight working without a break is dangerous 
for provision of services.  
Breaks should be mandatory to pharmacists, Shops should close half an hour if needed to provide 
a break.  
The whole industry needs reviewing for fairer pay & conditions. 
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Pharmacist Feedback to the Review, Entry ID: 655 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
more pharmacists per pharmacy are required in order to achieve better  
outcomes for the patient. Pharmacists are required to do too much; answer  
phones, counsel, dispense, etc etc 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
Yes. 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
If script volume increases, owners are more inclined to employ more pharmacy  
assistants rather than pharmacists, thereby keeping us stuck with dispensing  
higher volumes of Rx's 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  

How do you think Medication Reviews could be extended so that more patients can access this 
service?  

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
NO 

What do you think pharmacy practice should look like in ten years’ time?  

Additional remarks 
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Pharmacist Feedback to the Review, Entry ID: 654 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
Pharmacists should also work like a doctor where medicines should be counselled in a separate 
room 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
Make pharmacist more professional like a doctor 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
Workload should be less . Most of the time u don't get time to counsel patient which is a real risk 
as well as number of errors are more likely 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
Should have fair  pay for the pharmacist knowing they are highly skilled persons 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
It should be extended and pharmacist should be paid for the meds check not the owner 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
No 

What do you think pharmacy practice should look like in ten years’ time? It should be more of 
like a Gp practice 

Additional remarks 
 Pharmacist minimum base rate should be $36 per hour or $ 10 per patient  and should be treated 
like other helth professionals and there should be no role of the guild as they only concerned 
about owners 
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Pharmacist Feedback to the Review, Entry ID: 653 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
I feel that there could be improvement in my working environment to promote better health 
outcomes. There needs to be clearer role separations for pharmacists and other staff. 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
Active health and QUM promotion is a role that pharmacists are trained on that doesn't get 
utilised as much as should be. 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
The expectation of pharmacists to work in multiple roles at once is ridiculous. Yes, we are trained 
in the many facets of medication management and education but by stacking on the workloads, it 
is not conducive to the patient's positive outcomes. 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
Proprietors have been put under pressure to look at profit margins more than ever now, with 
price reductions being the main contributor. As such they are trying to squeeze as much 'bang for 
their buck' out of employees by increasing workloads and promoting unethical practices including 
selling expired stock. 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
I feel the CPA does a good job in remunerating pharmacies and proprietors, but not the employee 
pharmacists.  This rarely gets trickled down to the employee as the proprietor channels the funds 
into day-to-day operation costs. 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
Removing or extending the monthly cap. 
Mandatory MMRs upon discharge from hospital. 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
I agree that this needs to change. In the end, the employee pharmacist is the professional who 
operates for the proprietor and hence the Guild. The Guild does not represent us as employees. 

What do you think pharmacy practice should look like in ten years’ time? I honestly don't know 
and I don't plan on sticking around to find out. 

Additional remarks 
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Pharmacist Feedback to the Review, Entry ID: 652 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
No. Current working environment is not good for health outcomes.  
I have worked in many pharmacies and have been subject to  
Intense pressure to sell products with questionable efficacy based on gross profit 
While owners of pharmacies are technically pharmacists they do not have the mindset  
Of a pharmacist but rather of a business owner. There is also too much pressure to sell non 
Health related items such as makeup.  
I think pharmacies should be allowed to exist in supermarkets for a good of the employee 
pharmacists and consumers. 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
I think pharmacists are under utilized. They  
Could work more closely with gps ie have a job at the clinic 
Providing advise and consultations. The gp and patient would greatly benefit 
From such a position as pharmacists provide a different perspective.  
It would be great of there were more opportunity  
For pharmacists to progress in their career ie the opportunity to become pharmacist practitioners  
With prescribing capabilities and work in med centers and nursing homes 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
Pharmacists are overworked and severely 
Underpaid. There is too much pressure from owners on keeping the  
Customer happy; which makes sense from a business perspective but  
Conflicts with making appropriate health decisions. Pharmacists work  
Long long hours often with no break and minimal support staff leading to mistakes 
And near misses 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
I have witnessed owners tell patients to  
Stop taking important cholesterol meds or stomach acid  
Meds and replace it with krill oil or other things. They are very misleading to patients 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
Shares of the money for meds checks etc should be given to the individual pharmacists 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
More money for supplying them and no capping 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
Yes. 

What do you think pharmacy practice should look like in ten years’ time? I would like to see 
more pay for hardworking pharmacists, proper rights for us (pay hasnt increased in 20 years 
barely) 
And pharmacies in supermarkets 
As well as pharmacies in roles in health promotion and med centers with gps 

Additional remarks 
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Pharmacist Feedback to the Review, Entry ID: 651 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
No. At the current time pharmacists are overworked. The amount of scripts dispensed and 
customers coming in for general health ailments before seeing a doctor is overwhelming, 
especially considering the quantity of pharmacists on duty. This results in sub standard delivery of 
care due to lack of human resources. 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
Yes. A majority of job revolves around dispensing rather than educating patients comprehensively 
of their Health conditions, causes for the conditions, their medications and life style changes. 
Further implementation of service based pharmacists or front forward pharmacists would engage 
customers and result in better health outcomes whilst increasing the amount of jobs available.  
 
With the training acquired at university, we would be completely qualified to have follow ups with 
patients in relation to their medications.  
I approve of the current model of pharmacists in the gp, rectifying issues on the spot with 
prescriptions, ensuring patients understand their medications, how to use it and lifestyle changes 
they can make to improve their quality of life. 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
Workloads are extremely high.  
 
As a current intern I am responsible for dispensing ( up to 300 scripts per day), placing daily orders 
through symbion, Api and Pfizer, counselling patients, compounding, Webster packing, assisting 
patients with their general ailment queries, putting transactions through the tills, handling s3 
medication requests, putting stock away, handling stock inventory, sorting through the Medicare 
claims, and front facing the store. This is all within just one day's work.  
Multiple near misses have been witnessed due to the extreme workloads. We are understaffed 
and underpaid which does not help the workload. 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
General practitioners have a significant role in recommending these services conducted by 
pharmacists.  
 
The problem however lies within time. As mentioned in previous responses, we are overworked, 
understaffed and underpaid. Whilst as pharmacists we take pleasure in conducting medication 
reviews and essentially improving health outcomes of our patients, it is very difficult to do so with 
the heavy load already placed on our backs.  
 
Medication reviews could only be possibly be made more feasible and thereby extendable to 
patients if pharmacist work loads are reduced, or if more pharmacists are employed in the field. 
This would however result in lower wages which would not compensate for the add service 
provided. 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
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No. You are talking to the Sharks of the tanks whereas the fish have no say.  
The guild is run by pharmacy owners. They have their best interests in mind, not their employees.  
Currently as a pharmacy intern, I am paid below the pharmacy award rate, because my contract 
states I am under the "guild rates". Is it any wonder that the guild rates (pharmacy owner rates) 
are much lower than those of the pharmacy award ?  
 
In order to rectify issues within pharmacy, we need to discuss our profession as a collective, not a 
minority. 

What do you think pharmacy practice should look like in ten years’ time? We need to move 
away from being dispensing monkeys and more service based health providers.  
 
Discount chemists such as chemist warehouse taint the reputation of pharmacies and patients no 
longer visit us to improve their health but to discuss how we can price match. We need to take 
the initiative to discuss moving forward as a collective as service providers. 

Additional remarks 
 Pharmacists are currently the lowest paid health professionals, yet overworked.  
Amusing considering the long journey of education required to become a registered pharmacist. I 
have completed 5 years of tertiary education and currently completing my intern year. 



53 

Pharmacist Feedback to the Review, Entry ID: 650 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
At the moment, not really...as we work normally as a sole pharmacist...there is not enough time 
we have with patients ...and not to mention working 9hrs without a break sometimes....you get 
sooo tired and frustrated by the end of day. 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
Yes..I believe they are some medications we could prescribe..eg bactroban for school sores, 
pill...some regular medications that a gp initiated. 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
No...I feel like business owners take of themselves...we need a body made up of pharmacist or 
pharmacist advocates that can also be a part of CPA.. 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
I think HMR should be added into the courses during university so by the time students finish they 
are all HMR ACCREDITED...if they was more stuff it would be better to make appointments with 
patients and really have enough time to discuss their medications and concerns..and write letters 
to Gp..because at the moment the reviews we do in pharmacies, if we recommend any 
changes..it's up to the patient to discuss with Gp,,we rarely get feedback. 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
It is not! Pharmacy owners are gaining at the expense of their employees 

What do you think pharmacy practice should look like in ten years’ time? Expanded roles...less 
front shop products like socks. Hats, more of medicated related products..offering many services 
eg pain management..vaccinations 

Additional remarks 
 I would really appreCiate if the federal government review panel could do investigations 
thoroughly on pharmacist working conditions and salaries. Our profession is a trusted one, we 
spend 4 years of intense studying at university, we also keep our selves upto date by doing CPD's, 
our registration fee is expensive. Yet the salary is now a shame, it is different every where..I 
worked in 3 different pharmacy groups, one offered me about 26, the other 27 as base salary but 
was locuming so I got paid 33...the current one is 35...The workloads are much as understuffed, 
sometimes no breaks yet we are entitled to a at least 30minutes break after 5 hours. Other 
pharmacy stuff is a must to take a break but with pharmacist owners seem to think we are super 
humans...of course we get paid but being on our feet, dealing with different enquirers, 
multitasking, trying to meet targets, managing stuff... We need breaks to reboot...our profession 
is risky for us to work tired and frustrated all the time.Our salary does not match our 
education,registration and workloads. I understand owners are trying to make it work, I feel the 
government is not really collaborating well with profession to meet our demands. even though we 
do clinical interventions, medication reviews and other various PPI's the owner benefits not the 
employee. 
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Pharmacist Feedback to the Review, Entry ID: 649 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
No - the current environment, an it has been like this for decades, is a retail shop. 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
Definitely. I came in the top 10% of my HSC year - received the 3 Unit Maths Prize in Year 12 - all 
to be a glorified shop assistant 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
Yes. Every day. 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
Yes - frequently. Proprietors are small business owners - wanting to make as much money as 
possible - health outcomes are not a priority. 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
No 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
Not sure - it has to be tailored to what the consumer wants - not what we think patients need 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
No 

What do you think pharmacy practice should look like in ten years’ time? Only in GP clinics and 
hospitals. All else is a retail shop. 

Additional remarks 
 keep up the good work PPA 
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Pharmacist Feedback to the Review, Entry ID: 648 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
I would like to visit more people in their homes 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
Yes! People need to kjow what we are capable off doing. They are still going to the doctor for 
colds 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
Lunchtime was horrendous and you can tell people to wait but it won't take the pressure off 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
Having letters sent yearly to the patient recommending it. Like an eye review 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
No. We are the ones doing the work and often they are out of touch and purely managerial. 

What do you think pharmacy practice should look like in ten years’ time?  

Additional remarks 
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Pharmacist Feedback to the Review, Entry ID: 647 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
no, absolutely everything 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
yes, we are over worked and underpaid and under appreciated 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
we are over worked and underpaid and under appreciated 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
we are over worked and underpaid and under appreciated 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  

How do you think Medication Reviews could be extended so that more patients can access this 
service?  

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
we are over worked and underpaid and under appreciated 

What do you think pharmacy practice should look like in ten years’ time? we are over worked 
and underpaid and under appreciated 

Additional remarks 
 we are over worked and underpaid and under appreciated 
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Pharmacist Feedback to the Review, Entry ID: 646 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
Legislate a minimum space for private counselling with patients at pharmacy counters. 
Manditory minimum number of pharmacist on duty in Tertiary hospital dispensaries. 
Ev. A pharmacist on the front counter so the checking pharmacists are not interrupted by inquiries 
and handing out meds. Reducing the risk of errors caused by interruptions . 
Mandate that department supervisors must have at least a 2 year succession plan so that loosing 
a staff member does not mean loosing corporate knowledge. 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
Research in hospital pharmacy is under represented as staff are struggling with their daily 
workloads. 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
Yes, almost every day due to the high number of  interruptions. Lunch times there are only 2 
pharmacists on dispensary for an 800 bed hospital. 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
Work closer with patient transition care nurses and services such as "blue care". 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
Make review appointments on discharge from hospital 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
No, but this is a loaded question. 

What do you think pharmacy practice should look like in ten years’ time? More robots, fewer 
dispensing ratios for humans and way more renumeration for speaking to actual customers. not 
focusing on being paid for dispensing. 

Additional remarks 
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Pharmacist Feedback to the Review, Entry ID: 645 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
No as retail managers and even pharmacy assistants have more say than the pharmacist. 
Sometime it appears that it is not a pharmacist who supervise the pharmacy practice it is retail 
manger who supervise the pharmacist, pharmacist in charge and pharmacist managers. Retail 
staff are not held accountable for any of their mistakes and often seen in the dispensary. They 
think s2 and s3 is the biggest qualification to practice pharmacy. A non pharmacist manager in the 
company should not ask how many clinical interventions (CI) a pharmacist has done, they cannot 
set a minimum 5% of CI that pharmacist must do in their shift. CI are now fabricated not found in 
pharmacy practice. 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
yes, we should be doing more clinical jobs and patient counselling. We are given 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
Yes due to untrained staff who just think they know every thing after doing S2 S3 course. 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
Yes, they do nothing if some medicine is missing or lost due to retail manager or pharmacy 
assistants fault. If pharmacist raise these concerns then retail staff stick to gather against 
pharmacist. There is huge tension between professionals and retail staff. Near misses includes 
when S3 medicines are given out by retail staff without involving pharmacist despite giving 
instruction many time. They just say that pharmacist was busy so they gave it out! can pharmacist 
be doing same by giving prescription medicines out without prescriptions seeing that doctor are 
busy too? 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
No, CI and Diabetes med checks (DMC), medicines check remuneration should be paid to the 
pharmacist involved and not to the pharmacy owner. Pharmacist should not be forced by retail 
managers, company general manager (non pharmacist) to do CI, Med-checks and DMC as they do 
not even know the meaning of these things. 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
A pharmacist should be allowed to do Medication Reviews at patient home as GP can visit home 
and prescribe. The annual fee should be reduced for the HMR accreditation. Dr do not get any 
special accreditation to prescribe at patient's home, they can prescribe anywhere even while 
travelling on the road. 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
No guild is not a representative of the pharmacist as number of employee pharmacist are far 
more than owner pharmacists. moreover, owner pharmacist should be asked to practice 
pharmacy and work a set hours per week as normal employee pharmacist, otherwise they will 
lose their all pharmacy practice knowledge. Some of them cannot even tell which information to 
look for and where to look far, as they have not practised as pharmacist for many years but still 
owns the business. 

What do you think pharmacy practice should look like in ten years’ time? We should move 
towards pharmacist prescriber role like NZ, UK and Canada. 

Additional remarks 
 Thanks for letting me express what I think. As the number of PPA members grow, please reduce 
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the membership fee which is at the moment can not be afforded by single earning family man like 
me. 



60 

Pharmacist Feedback to the Review, Entry ID: 644 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
Yes, health-focussed, intervention-driven 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
Spend large amounts of time labelling as I don't always have a trained dispense tech 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
Varied depending on the day. Sometimes plenty of support staff, other days just me and a 15 year 
old with 200 scripts 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
No 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
Unsure 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
Need more accredited pharmacists in the country. Need the course to be funded by government 
or employer 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
Of course not. Guild is rich and therefore powerful. Australian government policy is driven by 
dollars across all sectors. 

What do you think pharmacy practice should look like in ten years’ time? Forward pharmacy, fee 
for service, less beauty and gift 

Additional remarks 
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Pharmacist Feedback to the Review, Entry ID: 641 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
My current working environment is definitely working toward better health outcomes for our 
patients. What I would change about it is push for the pharmacists' role to be more interactive 
with the patients. I find the pharmacy technicians deal with the patients more than pharmacists, 
which shouldn't be the case. 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
Very much under-utilized. Pharmacists study 5 years to become expert in drugs and pharmacology 
for a reason! If we want to gain respect for our profession, we need to earn it. Majority of 
pharmacists I have seen stay inside the dispensary and dispense. This is a tiny facet of what we 
should be doing. Our skills we acquired should be applied outside that dispensing software. We 
need to check for interactions, check patient history, counsel and advise, provide continuity of 
care and make known to the patient what role we have in their healthcare plan that can benefit 
them. If we don't do this- then we are only creating the damage to the industry ourselves. Don't 
fight for higher pay if you don't put in the hard work and prove your worth. 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
I have been fortunate that my current work employs an adequate number of pharmacists and 
pharmacy technicians to work effectively as a team and not feel too much pressure. However, I 
have worked at previous pharmacies where we were severely understaffed and I felt I had to 
compromise my work ethic and role as a pharmacist. I was forced to make decisions based on 
what did I have time for? Rather than what is best for the patient and their health outcome. Piles 
and piles of prescriptions were queuing and it was only me and two pharmacy assistants. I had to 
pass on counseling points as best I could to the pharmacy assistants to tell the patients and could 
only escape the dispensary to counsel on new medications I believed 100% required my 
involvement. Even so, I had to make it a quick consulting and run back to the dispensary. It was 
not a healthy environment. It was draining and I always felt I was not doing my job properly. Not 
to mention eating my lunch on the job. 10 min of shoving what food I could into my mouth and 
then continued working.  
I have witnessed plenty of near misses and I have done some myself. When we analysed how 
these incidents occurred, most of them stemmed from high pressure situations. E.g. The busiest 
period of the day, when majority of staff were on lunch and they didn't have enough help... 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
I cannot think of any I have witnessed working as a pharmacist, but I can mention one working as 
a student at a pharmacy. I have witnessed a pharmacist use expired ingredient to compound 
medications and not use sterilized standards and techniques when compounding. I have also 
witnessed them dispense multiple repeats in the same day, and label medications not to 
pharmacy practice standard. 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
I think so. I can't think of any other way. 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
I think if it is GP referred, then the pharmacist and Doctor need to collaborate before, and after 
the review rather than just sending a report. It needs to be promoted more to doctors so they 
understand the role of the pharmacist and what HMRs can offer. We need to promote that we are 
not here to criticise or defy their choices in therapy, we are only here to provide a different 
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perspective for them- we are drug experts and are giving providing a magnifying glass on areas we 
are knowledgable in - not diagnosis, better therapy options etc. This is important for doctors to 
understand so they can trust our work and work together with pharmacists. The same approach 
needs to be explained to patients. 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
No. Employees need to have a say. 

What do you think pharmacy practice should look like in ten years’ time? More about our clinical 
practice and less on retail and pushing scripts through like they're items on a check out counter. 
We should be at the frontline of patient care in the pharmacy- offering advice, counseling, 
providing quality care. Future of pharmacy should be evolving not going backwards. We need to 
widen our scope of practice e.g giving vaccinations, having some prescribing rights on medicines 
that are within out scope of expertise and can be managed by a pharmacist, working more with 
doctors and nurses to have an holistic approach to healthcare. 

Additional remarks 
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Pharmacist Feedback to the Review, Entry ID: 640 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
No, I dont see any better outcomes, probably less, as the staff numbers are less, so I have less 
time to talk to the customers.  
Need to be staffed so that the pharmacist can remove themselves from dispensing, yet still be 
able to safely check, eg history and be with the customer on the floor.  
I feel the funding for a lot of services just makes pharmacists sit on a computer typing up pretend 
clinical interventions to get the money rather than acutally doing it! 
I would love to be an owner, however with current location rules, etc it is hard to do this. I see 
some pharmacy run so poorly but no one else can touch them as they have the license and the 
location so have no real competition.... 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
Yes.  
I would love to be more incorporated with GP practices and allied health, eg dietitian, physios.  
We keep ourselves so segregated. why can't a pharmacist be in a gp practices as is a nurse. maybe 
knock down the wall between the 2 buildings and really merge. 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
Pharmacists making errors with wrong dose often due to rushing.  
One pharmacy recently gave the wrong webster pack to a man. It took him 4 days to realise the 
medicaiton he was  taking was his and when he returned to the pharmacy, they had not yet 
realised the mistake had occured. 
Inexperienced staff handing out S3 without the pharmacist even knowing as they are busy busy 
trying to dispense, check packs, counsel. 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
Expecting pharmacy assistants to let locums into shops, hold keys and codes. 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
Not convinced. It appears to work of numbers rather than outcomes.  
Eg. CI fee for service is a joke, so many pharmacists just type up a Clinical intervention that never 
happened just for the number. No real benefit for patient. 
There is a lot of wasted money with these proposals that are really half done. 
Can we model on another industry that provides better outcomes and financially better off? 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
Hospital referral pathways, hospital pharmacist referral provided certain criteria.  
A lot of GPs simply do not use this service regardless (seem to be the older GPs) 
Maybe patients could self refer provided they meet strict criteria (not just more than 5 meds)  
And simply if it looks as if the service is being exploited then audit the culprit throughly with harsh 
penalties to prevent a few ruining a good service. 
Remove the cap, let the pharmacists be adequately funded to provide the quality the service 
needs eg. it is hard to subscribe to adequate resources, pay fees, petrol have quality transport, 
professional appearance when maximum funding is not even equal to full time work pay!!!! Yet it 
may be performed better if done as a full time job for some. 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
No, I dont believe it is fair to have a body negotiate for all pharmacy interests when its only actual 
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financial members are pharmacy owners. I would love to see more representation for consultant 
pharmacists. I feel the guild is a bit of a "mens club" and the rest are excluded. Pharmacy needs to 
catch up to the real world. 

What do you think pharmacy practice should look like in ten years’ time? At this rate, owned by 
large groups, eg Ramsay, CW, goodprice, not a lot of smaller owners unless your fortunate enough 
to beat them in. 
Who knows? Not sure if I want to wait and see! 

Additional remarks 
 Remove the Guild from negotiation for pharmacy with government. 
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Pharmacist Feedback to the Review, Entry ID: 639 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
No- pressure to sell herbal crap, heavy dispensing, and the killing off of the caring local pharmacist 
to save a buck is destroying pharmacy. 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
I mainly provide medication reviews and and work par time in a medical centre pharmacy.  Both 
roles provide positive outcomes for patients. I perform the maximum of 20 HMR's per month 
which after costs only makes 25000 a year. THis is not a long term prospect considering my 
experiences, extra studies and postgraduate Clinical Honors. My experience and value is wasted 
dispensing which I could be using my higher skills in th community greatly reducing drug harm. 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
Currently my work load is excellent but I have had many locum experiences doing up to 600 
scripts a day as a solo pharmacist which is not acceptable at all. WIth the rise of discount chemists 
this is becoming the norm.  
BEtter enforcement of pharmacists to scripts would be in everyone's best interests. 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
THe medical centre Pharmacy I work for is ran by to of the owners of the medical practice and has 
a "cousin" who is the silent owner of the business.  This has very apparently effected the business 
with non-pharmacists calling the shots and trying to channel higher prescribing, limit samples for 
patients so the buy everything and even ante to use another medical practice they own as a depot 
for us to drop scripts to. We held firm and will not do anything illegal but their is constant 
pressure. 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
I think the agreement has to have all the stake holders involved which includes employees and 
non-owner pharmacy businesses such as medication review businesses.  
AT the end of the day the long term benefit for the patient has be the aim not protecting bank 
balances but protecting the public. 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
Remove the cap from pharmacists and place it on the GP's. THat way they will select the most 
appropriate patients to benefit.  Pharmacists cannot control the referrals so it is ridiculous to to 
cap them. 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
No as they amount they pay the pharmacies trickles down to our wages. We should be a team 
working together for fair pay for good work with patient care being at the centre of arguments. 

What do you think pharmacy practice should look like in ten years’ time? I think it will be a 
Coles/Woolworth duopoly with marketing manipulating patient care. 

Additional remarks 
 I would like a respectable award wage, the ability for my non-dispensing role as an experienced 
and well regarded HMR pharmacist to be my job as opposed to an expensive hobby.  
I think post graduate studies should be a prerequisite  to highlight the additional skills needed. 
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Pharmacist Feedback to the Review, Entry ID: 638 

Do you think your current working environment is conducive to better health outcomes, what 
would you change about it?  
The time restrictions around pharmacists conducting professional services during business hours 
tends to be limiting. Personally I would like to perform more face-to-face professional services 
(e.g. Medchecks) but feel that to have these reflect the quality I would like to incorporate I am 
limited with the time I have among my other responsibilities. I would either see workloads change 
to better utilize these services or perhaps pharmacists should be more importantly given a higher 
limit for the HMRs that can be performed by an accredited pharmacist per month. 

Are your skills under-utilised? Thinking wider than just the four walls of the pharmacy and the 
current practice model, how could the community better benefit from your skills, knowledge, 
training and experience? 
Pharmacists I think are under-utilized and especially newly graduated pharmacists who have a 
large amount of knowledge and will likely end up in community pharmacy. The clinical teachings 
of their university degree are largely not used. Several things should be occurring in pharmacy to 
better illustrate pharmacists skills. Pharmacists should be in GP practices assessing medication 
usage, prescribing and doing patient education and medication reconciliation. 

What’s your experience of workloads in pharmacy? Have you ever witnessed a near miss, or an 
event of concern?  
Once the pharmacy was busy (this particular day close to 250 prescriptions were dispensed) and I 
was the only pharmacist on duty. We had 2 assistants working but an assistant cannot remotely 
do the same job as the pharmacist and mostly assisted with back counter questioning, and retail 
sales. I prescription was handed to the assistant for handing out and it was for a child's 
phenoxymethylpenicillin 500mg capsules bd but I had made the instructions qid, I realised while 
the customer was signing the scripts at the counter and explained that the was a labeling error 
and promptly corrected the error before any harm may have been done. 

In terms of a proprietor’s adherence to the pharmacists’ code of ethics, have you ever 
witnessed a near miss, or an event of concern?  
Ownership of pharmacies themselves. Many owners are merely owners on paper and rarely visit 
or attend their pharmacies. Other than this some pharmacies have 'pseudo owners' where by the 
owner of the administration company has final say of all operations of pharmacies within that 
banner group. This administration company can also be sold and bought publicly, so much for 
those ownership laws.  As an intern pharmacist I was bullied into making up clinical interventions 
which did not occur for the pharmacy to reach its quota. 

Is the Community Pharmacy Agreement the best way to organise medicine distribution and 
remuneration? What could replace it?  
No. I don't feel as though the agreement as it currently stands reflects the work that all 
pharmacists around the country do, it rewards too few. The agreement that is the basis for the 
majority of ~29,000 pharmacists around the country is negotiated by only a very small fraction of 
guild members with vested interest in the outcome which is not community focused or workplace 
force focused. The remuneration for pharmacists has been reduced while the job itself becomes 
more stressful, intellectual, technical, and time intensive. 

How do you think Medication Reviews could be extended so that more patients can access this 
service?  
Lifting the caps on these services will do that. Doctors who fraudulently mislead medicare are 
punished and same if pharmacists do so when dispensing. If concerns are present about a select 
few pharmacists taking advantage of such a system then penalties should be applied to them. But 
lift the caps on services. 

Is it right that the Government negotiates a formal agreement with the Guild to the exclusion of 
other groups, such as employee pharmacists?  
The Government should negotiate with all professional groups on an equal basis. And not until all 
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agree an agreement shouldn't be finalised. 

What do you think pharmacy practice should look like in ten years’ time? I hope that in the 
future the only people working in community pharmacies are pharmacists. I think that technicians 
and assistants should both be disregarded in order for this to happen as this will employ a greater 
sense of professionalism while improving clinical service introduction. The way this structure 
might work is that there would be a hierarchical structure where by the pharmacist is promoted 
based on experience and further education. 

Additional remarks 

 

  



68 

Appendix 2: Rethinking pharmacy remuneration.  
 
Introduction 
Pharmacy reform must focus on increasing value. This means changing how things are done and what gets 
done.   
 
PPA agrees with the position of the Pharmacy Guild of Australia (PGA) and the Pharmaceutical Society of 
Australia in that the storage and supply of medicines is an integral role for community pharmacies.  
 
This role aligns with the National Medicines Policy of “timely access to the medicines that Australians need, at 

a cost individuals and the community can afford”[1]. 
 
However, there is an additional factor that needs to be considered; that of the Quality Use of Medicines.  
 
As this policy preamble notes1; 

 
“To achieve quality use of medicines, people must be provided with the most appropriate treatment, 
and have the knowledge and skills to use medicines to their best effect. Health practitioners have a 
particularly important role to play in promoting the quality use of medicines, through good treatment 
choices, good communication with consumers, collaboration with other health practitioners, including 
across professional boundaries, the development and implementation of models of best practice, and 
maximising professional roles to provide optimal contribution from the various health practitioners.” 

 
The National Medicines Policy also emphasis the point that previous practice models are no longer appropriate 
and aims to facilitate a shift from “healthcare program inputs to quality health outcomes”1  
 
The National Medicines Policy identified maintaining the status quo as not acceptable even in 2000.  
 
This statement has been subsequently confirmed in several Commonwealth of Australia reports starting with 
the Hon. Peter Costello reporting the social and economic effect of an ageing population by 2050[2].  
 
The framework for payment for services provided by pharmacists in recompense for the storage and supply of 
medicines has altered little since the inception of the Pharmaceutical Benefits Scheme in the early 1950s. A 
common refrain from our members is that with the current method of remuneration, there is too much 
emphasis on prescription throughput to the detriment of patient care. 
 
This submission recommends a significant restructure of the current remuneration paradigm; one that is 
grounded in patient outcomes rather than a process (that is, the supply of a product). 
 
A new framework of care 
In addition to addressing the principles outlined in the National Medicines Policy, there are a number of 
reasons for considering a new framework for pharmacy care. 
 

The Code of Conduct for Australian Health Professionals[3] simply states the following; 
“Care of the patient or client is the primary concern for health professionals in clinical practice. 
Providing good care includes: 

a)      assessing the patient or client, taking into account their history, views and an appropriate 
physical examination where relevant; the history includes relevant psychological, social and 
cultural aspects 

b)      formulating and implementing a suitable management plan (including providing treatment 
and advice and, where relevant, arranging investigations and liaising with other treating 
practitioners) 

c)       facilitating coordination and continuity of care 
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d)      recognising the limits to a practitioner’s own skills and competence and referring a patient or 
client to another practitioner when this is in the best interests of the patients or clients, and 

e)      recognising and respecting the rights of patients or clients to make their own decisions.” 
 

The first principals in the Code of Ethics[4] formulated by the Pharmaceutical Society of Australia places the 
interests of the consumer first; 

THE CONSUMER 
1. A pharmacist recognises the health and wellbeing of the consumer as their first priority. A 
pharmacist will utilise expert knowledge and provide care in a compassionate and professional 
manner. 
2. A pharmacist pays due respect for the autonomy and rights of consumers and encourages 
consumers to actively participate in decision-making. A pharmacist will, through informed consent, 
pay due respect to the dignity and privacy of the consumer including: respecting the consumer’s 
individuality; respecting their right to refuse advice or treatment; and ensuring the privacy and 
confidentiality of the consumer and information provided. 

 

Eleven organisations representing the profession of pharmacy including, the union representing pharmacy 
employers (PGA) and PPA endorsed a vision for the profession[5].  Importantly in relation to the service of 
provision of medicines, the organisations agreed that; 

“Pharmacists must make the transition from a transaction-based, commoditised dispensing model of 
practice to a relationship-based, consumer-centric and collaborative model.” 

The document then describes the preferred model of care as; 
1.       establishment of a professional relationship with the patient or carer; 
2.       a pharmaceutical needs assessment; 
3.       development of a care plan that recognises patient preferences; 
4.       implementation of that plan, including provision of appropriate medication where necessary, and 

patient follow-up to ensure desired outcomes are met. 
Ultimately it is unethical for pharmacists to encourage patients to take medications that are inappropriate, 
ineffective or unsafe. 
 

An alternative remuneration plan 
It is the contention of PPA that the current PBS remuneration stream that is simply based on the supply of the 
drug with no incentive to ensure good patient outcomes is outdated and inefficient, and ultimately costly to 
the health system. The focus of the current system is to maximise the number of prescriptions dispensed to 
maximise the income of the approved pharmacy – no implicit consumer focus at all. 
 

Currently there is no incentive to improve the level and quality of advice and information accompanying the 
dispensed medicine or to monitor patient outcomes whilst taking the medicine.  With the likelihood that 
people will live longer, the burden of chronic disease will increase along with the increasing complexity of the 
interplay between multiple chronic conditions and increasing numbers of medicines. Pharmacists have the 
necessary knowledge and skills to collaboratively manage this complexity, but the current practice model is a 
major barrier to the utilisation of this skill mix. 
 

Any new funding system needs to take into the account of the following; 
 ·         Services should be provided based on patient need 
 ·         The pharmacist’s time to provide service and follow-up 
 ·         Consideration should be given to the accountability of the pharmacist in providing patient care 
 ·         What other costs does the service save the healthcare system? 

In defining any new system, we need to look outside the 50 year old current pharmacy remuneration model 
and consider evolving funding models of other healthcare professionals. 
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The current use of fee-for-service 
The current remuneration scheme is based upon a fee-for-service, requiring a complex formula to arrive at an 
agreed dispensing fee. The fee includes the cost of the drug, (including a mark-up on the price of firstly the 
wholesale cost of the drug added to which is a pharmacy mark-up with five categories based on the approved 
price), a fee for handling the drug in the pharmacy and finally a fee for dispensing the medicine (plus an 
additional fee for handling ling a Dangerous Drug, and an additional fee for an extemporaneously prepared 
medication).  No indication of the importance of patient care in this method of remuneration – it’s all about 
process. 
 

The fee-for-service requires each and every activity of the pharmacist’s work has to be argued as a 
reimbursable service. More importantly, it focusses on what the practitioner does, and takes no account of 
what the patient needs- this flies in the face of the direction in which the health system is moving. Indeed the 
act of caring requires a pharmacist to bring whatever resources are necessary to meet the patient’s needs. As 
such, these services may lie outside of the current remuneration system. As a consequence, it is unlikely that 
such services would be offered to patients where there is no remuneration for the work provided by the 
pharmacist. 
 

Where does the capitation system fit? 
Capitation payment is an alternative to fee-for-service remuneration. This payment remunerates the 
pharmacist with a pre-predetermined amount for a pre-set level of services, paid out on a per-patient basis for 
a fixed period of time. This method has been used as an incentive in the current Community Pharmacy 
Agreement, but not in terms of payment for the supply of medicine. It does have the advantage that the 
payment mechanism focusses on the patient and as such is not dependent on the pharmacist’s activities. 
 

The Resource-based Relative Value Scale system 
A third alternative is the Resource-based Relative Value Scale system (RBRVS)[6] that is used in the USA to pay 
for physicians, occupational therapists, nurse practitioners, midwives, clinical psychologists, pharmacist 
practitioners, and clinical social workers. Instead of basing payments on charges, the federal government 
established a standardized physician payment schedule based on a resource-based relative value scale 
(RBRVS). Payments for services are determined by the resource costs needed to provide them. In the case of 
the US, the cost of providing each service is divided into three components: physician work, practice expense 
and professional liability insurance. Payments are calculated by multiplying the combined costs of a service by 
a conversion factor (a monetary amount that is determined by the Centers for Medicare and Medicaid 
Services). Payments are also adjusted for geographical differences in resource costs. 
 

RBRVS use in pharmacy 
This method has been adapted for use in the USA for the payment of Medication Therapy Management 
services (roughly equivalent to the accredited home medicines review service in Australia) provided by 
practitioner pharmacists. The use of the RBRVS system is based on the intersection of the current workload 
(defined as patient complexity) values for each patient encounter and the Current Procedural Terminology 
(CPT) (time based) codes approved in 2005 and used by pharmacists in billing for medication management 
services[7]. The CPT codes are published by the American Medical Association. The CPT manual defines the 
parameters of the service and allocates codes which specify a time block for provisions of the service. 
The service is defined as; 

“Medication therapy management services describe face-to-face assessment and intervention as 
appropriate, by a pharmacist on request. MTMS is provided to optimize the response to medications 
or to manage treatment related medication interactions or complications. MTM includes the following 
documented elements; review of pertinent patient history, medication profile (prescription and non-
prescription), and recommendations for improving health outcomes and treatment compliance. These 
codes are not to be used to describe the provision of product specific information at the point of 
dispensing or any other routine dispensing related activities.”[8] 

For example, MTM code 99605 is defined as: MTM service(s) provided by a pharmacist, individual, face-to-
face, with patient, with assessment and intervention provided; initial 15 minutes new patient. 
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MTM code 999606: Initial 15 minutes with an established patient 
 

Plus 99607: Each additional 15 minutes, list separately in addition to code for primary service. Use 99607 in 
conjunction with 99605 and 99606. 
 

In the Medication Therapy Management Services RBRVS grid (Figure 1)[9], there are five levels of payment. 
The resources required, the complexity of the patient’s case and the levels of reimbursement are defined by 
three components; 

 ·         Number of medical conditions being managed with pharmacotherapy 
 ·         Number of drug therapy problems identified and resolved 
 ·         Number of medications involved. 

 

Figure 1: MTM reimbursement grid based on RBRVS. Note that reimbursement amounts ($US) are based on 
the Minnesota Medicaid Program 
 

Medication therapy management services: Resources-based relative value scale 

Level of service 
provided 

Level 1 Level 2 Level 3 Level 4 Level 5 

Assessment of 
drug related needs 

Problem focussed 

 
1 medication 

Expanded 
problem 

 
2 medications 

Detailed 
 

3-5 
medications 

Expanded 
detailed 

 
6-8 
medications 

Comprehensive 
 

>9 medications 

Identification of 
drug therapy 
problems 

Problem focussed 
 

No problems 

Expanded 
problem 

 
1 drug therapy 
problem 

Detailed 
 

2 drug 
therapy 
problems 

Expanded 
detailed 

 
3 drug 
therapy 
problems 

Comprehensive 
 

>3 drug 
therapy 
problems 

Complexity of care 
planning and 
follow-up 
evaluation 

Straightforward 
 

1 medical 
condition 

Straightforward 
 

1 medical 
condition 

Low 
complexity 
2 medical 
conditions 

Moderate 
complexity 

 
3 medical 
conditions 

High 
complexity 
> 3 medical 
conditions 

CPT codes 99605 initial 
consultation with 
new patient 

 
99606 for all 
follow-up 
encounters 

99605 (or 
99606) 
 

and 
 

99607 

99605 (or 
99606) 
 

and 
 

2 x 99607 

99605 (or 
99606) 
 

and 
 

3 x 99607 

99605 (or 
99606) 
 

and 
 

> 3 x 99607 

Face-to-face time 15 minutes 16-30 minutes 31 - 45 46 - 60 >60 minutes 
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minutes minutes 

Amount: initial 
follow-up 

$52 
$34 

$76 
$58 

$100 
$82 

$124 
$106 

$148 
$130 

 

 

 

Payment by the RBRVS is calculated at one of these levels, is based on documented patient need and is 
calculated at the lowest level where all components intersect. For example, a patient taking three medications, 
has two medical conditions and has no medication therapy problems, the payment is made at Level 1.  Where 
the same patient has three medication related problems, the payment would be at level 2. Where a patient 
has 9 medications for 4 medical conditions and the pharmacist found 4 medication related problems, then this 
interaction would be paid at level 5. 
The nature of the work provided by the pharmacist working to this model is the same, namely; 

 ·         Assessment of medication related needs 
 ·         Identification of medication related problems, and 
 ·         The nature of the risks and complexity in care planning and follow-up evaluation. 

What differs is the different intensity of work across the five levels. 
The scale used here always yields a patient need at the lowest level of the three criteria (assessment, 
identification and complexity of care planning and follow-up). 
 

The time allocation is based on the average of face-to-face time required to provide that level of service by the 
average practitioner. In the case of the MTM services in the US, the CPT codes are based on 15 minute face-to-
face interactions. Face-to-face is defined as time the pharmacist spends with the patient/carer/agent and 
includes the time taken to perform the assessment, identifying medication related problems, preparing a care 
plan and providing the patient with individualised information. Time spent working before (eg reviewing 
records and tests) or after the interaction (eg arranging for follow-up and communication with other 
professionals) are not included in the face-to-face time estimate.  
 

The allocation of dollars to Level 1 would equate to a baseline reimbursement for work – it covers a straight-
forward level of complexity which takes a minimum amount of face-to-face time (but also covers the cost of 
the background work required for the interaction).  The higher reimbursement for subsequent levels reflects 
the sum of all of the resources used to deliver care at the respective levels. 
 

This process has been implemented and funded in the State of Minnesota, USA through the Minnesota 
Department of Human Resources[10] for some years now (See Appendix 1). 
 

How would RBRVS system be used in the remuneration of pharmacy clinical services? 
Under the current Community Pharmacy Agreement, the Australian Government funds the following services; 

 Pharmacy remuneration (including dispensing fee, pharmacy and wholesale mark-up, 
extemporaneous prepared and dangerous drug fees, premium free dispensing incentive and 
electronic prescription fee) (89.5% of total CPA funding) 

 Community Services Obligation (6.2%) 
 ·         Programs and Services (2.5%) 
 ·         Additional programs to support patient services (1.8%) 

 

All pharmacy profession organisations agree that; 
“Pharmacists must make the transition from a transaction-based, commoditised dispensing model of 
practice to a relationship-based, consumer-centric and collaborative model.” 
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Therefore maintaining the current definition of pharmacy remuneration is no longer an acceptable option to 
the profession. There needs to be a shift from input parameters to patient outcome parameters. This can only 
be achieved by altering the basis of remuneration from one that rewards inputs to one that rewards outputs. 
All pharmacy profession organisations agree that the preferred model of care is;  

1.         establishment of a professional relationship with the patient or carer; 
2.         a pharmaceutical needs assessment; 
3.         development of a care plan that recognises patient preferences; 
4.         implementation of that plan, including provision of appropriate medication where necessary, and 

patient follow-up to ensure desired outcomes are met. 
 

Maintaining the current remuneration focus on inputs around dispensing without any form of outcomes 
monitoring (follow-up) does not satisfy this model of practice.  
 

In addition, the service should be provided fulfilling the following conditions; 
1.       The service should satisfy patient need  

o   The patient has the right to choose the service level he/she feels appropriate for the 
time 

2.       The service should have measurable standards of care[11] 
o   The pharmacist observes the consumer’s right to privacy and confidentiality at all 

times 
o   The pharmacist promotes the judicious , appropriate, safe and effective use of 

medications at all times 
o   The service should have electronic documentation to allow for good patient care, 

billing, auditing and quality improvement 
o   The pharmacist obtains or updates and records personal details and a complete 

medication and relevant medical and social history from the consumer 
o   The pharmacist identifies, records and considers the consumer’s suspected and 

known adverse drug reactions, precaution and contraindications when dispensing 
o   The pharmacist ensures the consumer has adequate dosing instructions and fully 

understands how to safely use, store and dispose of dispensed medicines 
§  The pharmacist is available at all times to provide counselling to all consumer 
§  The pharmacist utilises a range of communication methods to ensure that 

counselling is effective 
§  The pharmacist provides counselling according to the needs of the consumer 
§  The pharmacist uses written information or other suitable materials to 

supplement oral counselling 
§  The pharmacist adequately explains and/or demonstrates the use of 

therapeutic devices to the consumer 
§  The pharmacist systematically records counselling events that are considered 

clinically important (including recommended actions and timelines for 
follow-up) 

§  Where a need is identified, and with consumer agreement, the pharmacist 
initiates and continues a Dose Administration Aids Service and records the 
service in the patient notes. 

o   The pharmacist routinely monitors the patient for safety, effectiveness and the 
ability/willingness to adhere with the medication plan devised by the consumer’s 
health practitioner. 

 

The principles and standards outlined above have informed the prescription clinical service remuneration grid 
based on RBRVS (see fig 2).   
 

Figure 2: The clinical dispensing service remuneration grid based on RBRVS (per prescription dispensed) 
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Level of 
service 
provided 

Level 
01 

Level 1 Level 2 Level 3 Level 4 Level 5 

Assessment 
of medication 
related 
needs2 

Nil 1 medication 1-2 medications 3-5 medications 6-9 medications > 9 
medications 

Complexity of 
care 
planning3 

N/A Straightforward 
 

1 medical 
condition 
Medicine label 
reinforcement4 

Straightforward 

 
1 medical 
condition 
Medicines 
consultation5 

Low complexity 

 
1-2 medical 
conditions 
Medicines 
consultation or 
Medicine label 
reinforcement 

Moderate 
complexity 

 
2-3 medical 
conditions 
Medicines 
consultation or 
Medicine label 
reinforcement 

High complexity 

 
≥ 3 medical 
conditions 
Medicines 
consultation 
or 
Medicine 
label 
reinforcement 

Complexity of 
follow-up 
(Monitoring 
of 
therapeutic 
effect6) 

N/A Nil Nil Medical 
condition 
monitored 

Medical 
condition 
monitored 

Medical 
condition 
monitored 

Face-to-face 
time7 

N/A 1-2 minutes <5 minutes 5-8 minutes 9-12 minutes > 12 
minutes 

Patient care 
fee8 

$x9 $x + 0.3y10 $x +  0.7y $x + 1.5y $x + 2.1y $x + 2.6y 

Notes 

1. Level “0” acknowledges the fact that not all consumers want to speak with the pharmacist, but simply want to 
pick up their prescriptions. This level respects the right for consumers to choose their level of health care. The 
pharmacist would check for legality and safety. 
2. The term “Medication” means current PBS medicines prescribed by a health professional. However, an  up-to-
date medication reconciliation should be recorded on the pharmacy computer for each new consumer at the 
pharmacy. 
3. “Complexity of care planning” relates to the number of medical conditions identified for each patient and two 
levels of verbal information (definitions from Raynor D, Time to redefine counselling, IJPP 1996;12:185-6) 
4. “Medicine Label Reinforcement” requires the pharmacist to provide information at the time of collection 
about the name and purpose of the medicine, dosage instructions and advisory warnings. 
5. “Medicines Consultation”  requires the pharmacist to explain and advise the consumer on the name and dose, 
purpose and benefits, how to take, special precautions, adverse events, expected outcomes and lifestyle advice 
utilising appropriate communication tools (pamphlets, CMI, video etc) as per patient needs. 
6. “Monitoring of therapeutic effect” requires the pharmacist to collect and record information about safety and 
effectiveness which may involve the monitoring for clinical signs and symptoms and/or monitoring for laboratory 
parameters techniques to ascertain whether expected patient outcomes are being achieved. 
7. Estimated times (open for negotiation) 
8. A dispensing fee plus other fees as per CPA5 have been replaced with an all-encompassing “patient care fee”, 
the level of which relates to the relative value of the work undertaken by the pharmacist. 
9. Basic fee set at a level of supply of medication in the case of Level 0 requiring no direct patient contact. 
10. Additional fee for involving patient on conversation at increasing degrees of complexity across the levels. 

 

The remuneration of a number of professional services currently funded under the 5CPA, namely all PBS 
prescription fees, Clinical Intervention by Pharmacists, and Medication Continuance services have been 
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bundled into one patient care fee that relates to the work required of a pharmacist and shifts the focus from a 
transaction-based, commoditised dispensing model of practice to a relationship-based, consumer-centric and 
collaborative model. 
In this model there are 6 levels of complexity possible, with Level 0 established for consumers who do not see 
a need for any interaction with the pharmacist. While this would not be seen as ideal by the profession, 
ultimately the profession needs to respect consumer choice.  It will be up to the profession to encourage 
consumers to understand and accept the importance of working with pharmacists to help them get the best 
from their medicine. The remuneration at this level would for the basic level which would be increased across 
each level as the complexity of the work undertaken in conjunction with the consumer increases. 
 

The scale always yields a patient need at the lowest level of the three documented criteria.  Patient needs will 
need to be identified before the prescription/ prescriptions is/are processed as will any changes to patient 
information (including any changes to the number of medications currently being taken). There may be 
differing patient needs for each of the prescriptions submitted. 
 

Defining the clinical dispensing service (Levels 0-5) 

a)   Collecting relevant patient information 

The pharmacist will be required to start a patient history for each new patient (with then patient’s 
approval). Patient information would include; 

·         the current administrative requirements (name, address, concession status etc) 
·         telephone number 
·         Gender 
·         Date of birth 
·         List of all prescription and non-prescription drugs with their indications 
·         List of drug doses, directions and intended use 
·         List of all relevant medical devices 
·         List of all dietary supplements, herbal products 
·         Alcohol and tobacco use history 
·         List of environmental factors that impact the patient 
·         Allergies 

Extra time would be required to collect and record patient information prior to dispensing this person’s 
first prescription. A code would be established to compensate for such this extra time for example at 
twice the base patient care fee. 

b)   Assessment of medication related needs 

The pharmacist undertakes the following checks for the each medication;  
 Determining if the medications are dosed appropriately to meet goals of therapy 

 Identifying adverse effects caused by medications 
 Determining if the medications are dosed excessively and causing toxicities 
 The pharmacy technician processes each prescription. 

 

c)       Care planning: The provision of medicines related information and education 
The pharmacist undertakes the following steps; 

 Final checks for dispensing accuracy 

 provides verbal education and training designed to enhance patient understanding and 
appropriate use of the patient’s medications 

 provides  information, support services, and resources designed to enhance patient 
adherence with the patient’s therapeutic regimens 

 documents the care delivered, and 

 communicates essential information to the patient’s other primary care providers if 
appropriate 
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d)      Monitoring for outcomes 
The pharmacist monitors and evaluates the patient’s response to therapy, including safety, 
effectiveness and adherence including; 

 Monitoring clinical parameters, for example, levels of pain, anxiety, mood changes, 
inflammation; frequency and severity of cough, bleeding, seizures, sleep disturbances and 
shortness of breath; for a rash, alterations in size, colour itching and inflammation 

 Monitoring laboratory parameters such as blood pressure, blood glucose, serum lipids, 

 Ability of patient’s ability to take or use, or to continue to take or use correctly, prescribed 
dosage form, and 

 Communicates essential information to the patient’s other primary care providers if 
appropriate. 

Remuneration 
Remuneration is based on the relative value of the work undertaken.  
In the case of Level 0 where the patient chooses to have the prescription dispensed without seeing the 
pharmacist, there is minimal pharmacist input – the usual checks such as legality of prescription, necessary 
patient details for the PBS reimbursement and safety check would be required as “usual practice”, and a 
checking of the accuracy of the dispensing at the end by the pharmacist.  
“Medicine Label Reinforcement” requires the pharmacist to provide information at the time of collection 
about the name and purpose of the medicine, dosage instructions and advisory warnings. This is quite basic 
information necessary for the patient to be able to take the medicine correctly. The manner of the 
conversation is often one-way ie the pharmacist as an instructor. 
“Medicines Consultation”  requires the pharmacist to explain and advise the consumer on the name and dose, 
purpose and benefits, how to take, special precautions, potential adverse events to be aware of and what to 
do if they happen, expected outcomes and lifestyle advice utilising appropriate communication tools 
(pamphlets, CMI, video etc) as per patient needs. The conversation would be more two-way, with the patient 
encouraged to participate and ask questions. 
“Monitoring of therapeutic effect” requires the pharmacist to collect and record information about safety and 
effectiveness which may involve the monitoring for clinical signs and symptoms and/or monitoring for 
laboratory parameters techniques to ascertain whether expected patient outcomes are being achieved. This is 
the critical step of this novel funding approach. Here the pharmacist undertakes a range of relevant clinical 
tests to ascertain if the patient’s condition is well managed (or cured for acute conditions), improving, partial 
improvement, no change or worsening. Based on the finding, the pharmacist can encourage the patient to 
continue with the medication plan, or intervene to provide suggestions on how to assist with progress or an 
early referral to the prescriber. The focus of payment has shifted towards monitoring outcomes in addition to 
the safe supply of medications. 
The patient care fee  ($x) therefore acts as a baseline for the patient care fees for levels 0-5, with level 0 the 
least complex level and level 5 the most complex. A relative value of “y” above the base value of “$x” is used 
for this calculation. (The relative proportions are for negotiation). 
Where the Australian Government wishes to implement a specific policy around medication use, for example 
wanting to promote the use of generic medicines over originator brands, then this needs to be funded 
separately using a different funding system such as a capitation fee. 
IT support 
There would be the need to standardise the software system to support this service that would link the 
pharmacy with the Medicare (or equivalent) and PCEHR systems. An example of such software support is 
provided by US based, Assurance SystemTM   developed by Medication Management Systems Inc. This system 
utilises the RBRVS in relation to the provision of medication review services in a number of countries. This 
system also has the capacity to evaluate quality metrics, performance tracking, claims review, and with 
documentation, auditing is feasible. A process mimicking the Veterans MATES program should be established 
as a quality improvement tool. 
 

A strategy for the development, implementation and evaluation would need to be developed as a priority, 
with the aim of introducing this patient care system within 2-3 years of the start of the CPA. Indeed, much of 
the intellectual work has been done and the major step will be adapting this knowledge to the current IT 
environments. 
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Further options relating to dispensing 
Increasing the time for repeat prescriptions 
In this model, ambulatory patients with chronic conditions who agree to monitoring by the pharmacist and 
who are stable should be given the option to collect greater than one month’s supply of medication (eg two or 
three months’ supply). 
Routine access to laboratory test data 
Where patients agree to monitoring by the pharmacist, pharmacists should be provided with access to 
laboratory results. In order to optimise outcomes for patients, pharmacists should ensure that the drug and 
dose are appropriate for the individual and should monitor for adverse effects. Being able to routinely access 
laboratory test data is necessary for this aspect of care. Pharmacists can therefore intervene early if a 
medication related problem is found, including a timely referral to the prescriber. This approach creates 
efficiencies for the health system though reducing patient harm and associated costs with treating that harm. 
 

Further, a pharmacist can be given the responsibility alter the dosage, formulation, duration or regimen 
without prescriber consent but with patient consent, and follow up with an update to the prescriber 
(compensated for this process at level 4-5).   This initiative has been implemented in a number of Canadian 
provinces as part of the Canadian Pharmacy Services Network[12]. Such an approach can facilitate an efficient 
and effective health care system by optimising the use of health human resources and has potential for cost 
containment and cost avoidance for the overall healthcare system. 
 

Summary 
 

1.    This patient care model shifts the focus of care from one that is about drugs and drug supply to one that is 
concerned with patient outcomes and early interventions, of which the provision of drugs is just one 
important component, and that remuneration should encourage quality patient care. Pharmacists should be 
paid on a relative work value system for the care of patients needing medicines to refocus care onto the 
quality use of medicines. 
 

2.    Funding for services such as Medicines Use Review, Diabetes Medication Management Service, Medication 
Continuance, Clinical Interventions by Pharmacists and Staged Supply Support Allowance be subsumed into 
the funding pool for the provision of this patient care service. 
 

3.    Remove pharmacy from discussions on drug pricing. The Department resume responsibility for oversight of 
the costs of medication from purchase through to supply. This will remove lobby groups from the 
negotiation process around drug pricing (see Pharmacy Guild of Australia response to accelerated price 
disclosure). The 5CPA Pharmacy Practice Incentive Program be modified to cover rent and other items 
associated with the requirements to store medicines legally. 
 

4.    Responsibility for oversight of CSO payments and obligations should be resumed by the Department. 
Payment under CSO should only be for the distribution of medicines into rural areas. 
 

5.    Documentation of patient care services is integral to a quality improvement paradigm in patient care. IT 
services for patient through pharmacy need modernising to allow QI and auditing to occur. 
 

6.    The Department shall audit electronic records that link the movement of PBS medicines from wholesalers to 
pharmacies and from the pharmacy to the patient to manage fraud. 
 

Appendix 1: The MTMS patient documentation requirements. 
The Minnesota Department of Human Resources has specified the elements of the service as follows;  
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MTMS Patient Documentation 
Pharmacists must document each patient encounter. Documentation must include, but is not limited 
to: 
Patient information 
• Recipient’s full, legal name 
• Address and telephone number 
• Gender 
• Date of birth 
• Current medical conditions 
• Resolved medical conditions 
• Allergies 
• Primary physician and contact information 
Other information 
• Date of encounter 
• Location of patient if using interactive video 
• Date of documentation 
• Time spent with patient 
• List of all prescription and nonprescription drugs with their indications 
• List of drug doses, directions and intended use 
• List of all relevant medical devices 
• List of all dietary supplements, herbal products 
• Alcohol and tobacco use history 
• List of environmental factors that impact the patient 
• Assessment of drug problems identified, including but not limited to: 
• Determining that the medications are appropriately indicated 
• Determining if the recipient needs additional medications 
• Determining if the medications are the most effective products available for the conditions 
• Determining if the medications are dosed appropriately to meet goals of therapy 
• Identifying adverse effects caused by medications 
• Determining if the medications are dosed excessively and causing toxicities 
• Determining if the recipient is taking the medications appropriately to meet goals of therapy 
• Evaluating effectiveness and safety of current drug therapy 
• Written plan including goals and actions needed to resolve issues of current drug therapy 
• Evaluation of success in meeting goals of medication treatment plan 
• Information, instructions and resources delivered to the patient 
• Content of pharmacist’s communications to patient’s other health care providers 
Service coverage 
Medication therapy management services include: 
• Performing or obtaining necessary assessments of the patient’s health status 
• Face-to-face or interactive video encounters done in: 

• Ambulatory care outpatient setting 
• Clinics 
• Pharmacies 

• Face-to-face encounters done in: 
• Recipient’s home if the patient does not reside in a skilled nursing facility 

• Formulating a medication treatment plan 
• Monitoring and evaluating the patient’s response to therapy, including safety and effectiveness 
• Performing a comprehensive medication review to identify, resolve, and prevent medication-related 
problems, including adverse drug events 
• Documenting the care delivered and communicating essential information to the patient’s other 
primary care providers 
• Providing verbal education and training designed to enhance patient understanding and appropriate 
use of the patient’s medications 
• Providing information, support services, and resources designed to enhance patient adherence with 
the patient’s therapeutic regimens 
• Coordinating and integrating medication therapy management services within the broader health 
care management services being provided to the patient 
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The Pharmacist Services Technical Advisory Coalition has developed new HIPAA-compliant Medication 
Therapy Management CPT codes for pharmacists to bill Medicare and other third party payers for 
MTMS. MHCP is using these codes to reflect the estimated time to perform the service, as follows: 
• 99605: A first encounter service performed face-to-face with a patient in a time increment of up to 

15 minutes; $52.00 
• 99606: Follow-up encounter use with the same patient in a time increment of up to 15 minutes for a 

subsequent or follow-up encounter; $34.00 
• 99607: Additional increments of 15 minutes of time for 99605 or 99606; $24.00 

Underpinning these care requirements is the need for IT software support for documentation of the service, 
which in turns facilitates good patient care, remuneration claiming and auditing of the service, and the 
potential for quality improvement (similar to the Australian government funded Veterans Mates program[13]). 
An example of such software support in the US is the Assurance System[14]. 
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