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To the Members of the Pharmacy Remuneration and Regulation Review Panel, 

I have been a practising Pharmacist for 29 years.  Having trained and registered in Western 

Australia, I have worked in both the hospital and community, including 7 years in the hospital 

sector in the UK. 

I am currently a Pharmacy owner (and have been for the past 13 years) and have been an 

accredited Pharmacist for the past 14 years. 

During this time, I have seen the ongoing issues surrounding how to appropriately reimburse 

pharmacists for both their clinical and technical skills as a single ‘dispensing fee’.  With the 

erosion of the additional income many pharmacies had been able to generate through the 

negotiation of discounts on generic medications through the advent of the PBS reforms on 

1st April 2012, the ability of many pharmacies to provide the so called ‘free’ services became 

unsustainable.  The 5cpa did seek to address this to some extent with the incentive 

payments for services (which many pharmacies had been offering previously) under the 

categories of screening & risk assessment, disease state management and health 

promotion.  Yet with the implementation of 6cpa, incentive payments for these areas were 

removed, and once again the highly accessible local pharmacy is left providing services for 

no fee, but now with a significant reduction in their PBS reimbursements.  What other health 

professional provides advice for ‘free’ and without an appointment, yet this is what the public 

expects and values from their local pharmacy. 

Understandably, the PBS and models of funding for community pharmacy since the 

introduction of the PBS in 1950 have had to evolve with the ever increasing introduction of 

newer, innovative and increasingly expensive medications.  The PBS has always been 

viewed with envy by other countries as being one of the most cost-effective models for 

providing access to prescription medicines, and the principles behind it reflect those of the 

NMP.   

I would like to address, in this submission, some of the questions from the discussion paper 

which I feel fall within my areas of experience. 

Question 3: Maintaining the ‘atmosphere’ of a health care setting does not necessarily 

equate to delivery of better health outcomes or a higher level of service.  

The ratio of retail space should be left out of remuneration, as this in no way impacts on the 

ability of a pharmacy to deliver the appropriate level of service required when dispensing 

medications.  This is  

The minimum requirements of maintaining an appropriate professional services area and 

access to private consulting areas which protect patient privacy and confidentiality should 

continue to be part of the accreditation process of QCPP, which then links ongoing access to 

CPA program funding based on whether or not the pharmacy is duly accredited. 

Question 4: The business model adopted by any particular pharmacy is irrelevant to their 

ability to deliver professional services associated with dispensing prescriptions. If a business 

owner can run a successful retail business in conjunction with providing the services of 

dispensing prescriptions, why should they be penalised for this?  This is purely in response 

to market conditions.  
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Does the MBS differentiate the payment made for item 701 based on whether it is bulk billed 

or the patient has to pay a gap, and yet aren’t these two different business models? 

 

Demographics will dictate the type of business model most appropriate in a certain area, and 

by linking reimbursement to this, may discourage diversity in the types of pharmacies in an 

area and therefore potentially reduce the services available.   

 

Question 7: The CPA should remain exactly what it says it is – the Community Pharmacy 

Agreement.  The professional programs have been designed to reimburse community 

Pharmacists for the services they have traditionally provided to consumers to provide better 

health outcomes, but without seeking additional payment. 

 

Questions 16 & 17: To differentiate between the initial and repeat dispensings somehow 

signifies that there is a lesser level of professional service provided at a repeat dispensing.  

However, as the example in Figure 12 (patient scenario 2) provided in the discussion paper 

demonstrates, it is not until the repeat prescriptions are being dispensed in this example that 

a problem with overuse, and possibly suboptimal management of the condition, is identified.  

When the initial dispensing is done, it is often a new prescription for an existing medication 

and therefore the customer has recently visited the GP for a review.  However, upon 

dispensing each repeat, the pharmacist has now become the custodian for monitoring and 

reviewing how the customer is managing with that medication and therefore the level of 

service required from the Pharmacist may in fact be higher.  Therefore, the use of an 

average fee for service (not a tiered fee for service) must continue to be the most 

appropriate method for reimbursement. 

However, it is important that the average fee for service adequately reflects what is an 

average encounter / interaction with the consumer and does not undervalue a Pharmacist’s 

professional input. 

 

Question 26: Pharmacists by the very nature of their standards are required to ‘facilitate the 

quality use of therapeutic products based on the best available evidence and the patient or client’s 

needs’.   

Increasingly there is evidence to support the use of complimentary medicines which 

Pharmacists are best placed to advise on. They are just that – complementary medicines 

and to be used in conjunction (i.e. complement) with traditional medicines and we in no way 

are advocating the use of them as alternative medicines.  As such, Pharmacists are the best 

placed to assess the risks that may be associated with the use of the complementary 

medicine in combination with their prescribed medications.   

These medications are not ‘sold’ alongside prescription medicines, as there is a clear 

distinction within pharmacies between the dispensary and the retail area in which 

complementary medicines are available.  

The statement in this question reduces the transaction of dispensing a prescription to the 

level of a purely retail transaction, which it is not it, and undervalues it.  Most consumers 

would see the dispensing of a prescription as much more than just a retail transaction. 

 

Questions 29, 30, 31: Separating the remuneration for dispensing and advice will lead to a 

disjointed system with the potential for lower levels of service being provided by the 

pharmacist, as they are not being paid to provide advice on medications when they are 

dispensing them – where does the line end between counselling associated with dispensing 

of the medication and other advice which may be required (e.g. lifestyle advice).   

This may lead to the misconception that only the counselling is important – how the do we 

then differentiate if an interaction is found and resolved with minimal counselling of the 



consumer, or if a dose error is corrected with the prescriber.  The professional service fee is 

not just linked to the amount of counselling required, and there is a lot more that goes into 

dispensing a prescription than just attaching a label with the directions on how to use it. 

Any separation of the funding streams will also lead to an increased burden in administrative 

costs at all levels. 

Consumers expect to be given medication advice when they have their prescriptions 

dispensed and will not value it any differently just because the funding comes from a 

different pool of money. 

 

Question 32: Community pharmacies have always been able to adapt their health services 

to meet the needs of the local community.  We regularly see innovative models of health 

services and its delivery which has been tailored to a local community needs in the finalists 

and winners of the Guild POTY awards.   

Pharmacy is in the ideal position to be able to identify prevalence of certain disease states 

through the volume of various classes of medications dispensed and provide increased 

services as necessary in response to these patterns. 

We have seen the recent implementation of flu vaccination services by Pharmacists achieve 

great success, due to ease of accessibility and cost.  The publication of the results of a 

survey of WA pharmacies providing Pharmacist administered flu vaccinations in 2016 in 

Pharmacy News on 21st September clearly demonstrated safety and a high level of 

consumer acceptance of this service – this type of service, where a public health initiative is 

being provided for consumers who may be otherwise healthy and time poor and in no need 

of an appointment with their GP surgery, is ideally suited to the walk-in, walk-out business 

style of a pharmacy. 

 

Question 34: The move to restrict the number of HMRs and the frequency with which they 

can be undertaken has seriously affected equitable & timely access to this service. While 

this was seen as a move to sustaining the service from a financial aspect, this capped 

approach does not allow for access by all those that meet the requirements for and would 

benefit from an HMR.  It is like a lottery, as if you meet the requirements for an HMR, but are 

referral number 21 for the month, that is just bad luck – this certainly doesn’t uphold the 

principles of the NMP, and does not facilitate timely access to this service, as it is not always 

possible to find another available accredited Pharmacist at short notice. 

Referral from the GP remains the most important referral pathway for initiating an HMR to 

maintain the collaborative team care approach to health care.  However, other sources of 

referral pathways with regard to the hospital discharge process are imperative, as 

medication management issues after discharge still remains a significant issue1.  In my own 

experience, I have had to attend consumer’s homes several days after they have been 

discharged from hospital on a number of occasions to assist them with their medication, only 

to find they have no understanding of the changes or new medications that the hospital has 

initiated.  In these instances, it is only because the consumer has phoned us as their local 

community pharmacy to help them as they have become distressed by their inability to 

manage their medications, not because the hospital has notified us of their discharge from 

hospital.  This is undertaken with no referral and therefore without the ability to undertake a 

comprehensive review or access any funding to support the need for the home visit.  While 

the implementation of yet another pilot program designed to investigate medication 

reconciliation in the home under the 6cpa has been proposed, surely accredited Pharmacists 

are already ideally suited to do this under a timely, coordinated hospital referral process 

when education as well as reconciliation is required for the consumer’s medications. 

As an accredited Pharmacist I can easily undertake the 20 HMRs per month currently and 

still be receiving referrals for more than this.  For a large proportion of these consumers, 



there is an ongoing need for follow-up, but the current restriction to a one off visit with no 

repeat HMR for 2 years is not ideal. 

 

 

 

I am passionate about the provision of high quality clinical services and advice to consumers 

to enable safe and optimal use of medicines, and hope that that appropriate levels of 

remuneration can continue to be provided to community pharmacists within Australia to be 

able to uphold the principles of the NMP. 

 

I thank-you for being given the opportunity to provide feedback on the discussion paper 

andtaking the time to consider my submission. 

 

Yours sincerely 

 

 

 

Fiona Gardiner B.Pharm, MPS, AACPA 
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