


 

 

limitations of the MBS, adding a major new category such as pharmacist remuneration will 
have a direct impact on the already-insufficient pool of funding, and may have significant 

negative impact on other medical services. It may even hasten the demise of the MBS as we 
know it. 

Second, the value for public or government money is also very questionable. In particular, 

administration costs will likely be extremely high, adding to the pressures on the MBS as 
discussed above. Furthermore, overseas experience suggests1 that if a pharmacist is going 

to charge for advice, then there may be medico-legal issues, especially in regards to 
inappropriate or incorrect advice. 

Regarding ophthalmology in particular, the suggested model would not work for 
ophthalmology due to the need for specialised equipment for patient diagnosis. Experience 
shows that changing certain medications from prescription-only to over-the-counter (thus 
making pharmacists the main gate-keepers for their use) may increase the uptake of use, 
which may have some undesirable side-effects. For example, since chloramphenicol was 
made available as over-the-counter medication, the volume of use in Australia has spiked2. 
This increased the population risk of systemic side-effects and ocular surface disease. 

 

Scope of practice 

The question of remuneration is directly linked to the question of scope of practice. While 

the discussion paper stops short of suggesting that community pharmacists should be 
allowed to prescribe schedule 4 medications, it is of note that the Pharmacy Board’s 
submission3 directly discusses its proposal to increase prescription powers of pharmacists. 

The role of doctors in prescribing medications is crucial to maintain, in order to ensure that 
patients receive the best evidence-based care, by the most appropriately-trained members 

of the health workforce. When a medication is prescribed, the doctor prescribing it gives 
important advice, taking into consideration the patient’s medical record, family history, use 

of other medications, and other considerations. This is particularly relevant to 
ophthalmology, where the complexity of eye conditions mean that diagnosis and 
management of conditions require specific examination skills and diagnostic equipment. 
Ophthalmologists need to train for five years in addition to a full medical degree before they 
are allowed to treat patients and dispense ophthalmic medications. The role of the 
pharmacist in dispensing prescription medication therefore is more limited. 

RANZCO notes that there is a significant issue of oversupply of pharmacy graduates in 
Australia today. However, it is imperative that any changes to current scope of practice are 

done in order to optimise patients’ outcomes, and to provide patients with the best-trained 
workforce possible. RANZCO fears that the suggestion to increase scope of practice puts 
current workforce needs above patients’ needs , and may risk adverse health outcomes to 
Australian patients. 

 



 

 

Community pharmacists may have a role in feeding back information regarding medications. 
For example, they may be able to identify toxicity to eye drops and provide feedback to the 

treating practitioner, duplication of agents in the same therapeutic class, or a possible 
interaction with a systemic medication or condition which had not been identified by a 
patient's medical practitioners. However, given the complexity of eye conditions in 
particular, this needs to be done in an appropriate collaborative framework which includes 
proper training and supervision. It is imperative that changing the scope of practice of any 
health professions is not be done as a stop-gap measure to address workforce issues.  

RANZCO also wishes to state our support of the submission made by the Australian Medical 

Association (AMA)4 to the Review. In particular, the AMA submission’s discussion regarding 
pharmacists’ scope of practice and its possible implications, is in line with RANZCO’s views, 

as detailed above. 

 

For further information regarding this submission, please contact RANZCO Policy Officer Guy 
Gillor on . 

 

Kind regards, 

 

David Andrews 
RANZCO CEO 
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