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

I have debated long and hard about which of the 140 questions in the discussion paper I would 

address and which held the greatest importance to the profession of pharmacy and the public that 

we serve.  No doubt everyone has a differing view and bias as to the correct solutions.  However as I 

reflect and think about the reasons that I wake up every day and do what I do it comes down to the 

people that I help in my community.   Yes I am a pharmacy owner, still in the earlier part of my 

career and yes I need to make ends meet like any business in Australia.  However strip everything 

away and what makes me most proud to call myself a pharmacist is that we have time for people, 

we listen to people, we are available to people and there is no stopwatch on a consultation which 

means we offer real health solutions to people.  

I just want to share with you an anecdote from my time in the pharmacy last Saturday which 

demonstrates why in a lot of ways the current model and remuneration of pharmacy has worked 

thus far.  I am not naive and understand that this is not a transparent or sustainable way forward for 

the government, tax payers or the pharmacy industry, especially now that the impacts of WAPD are 

being felt.  

"A customer came into my pharmacy on  Saturday morning, he is an elderly gentleman well known 

to myself and my pharmacy assistants.  He requests an OTC tablet for indigestion to help with the 

pain.  Discussion ensues and I discover that this pain has been intermittent over the past week and 

severe enough for him to call the local GP.  He was told the earliest appointment was ten days away, 

that was three days ago.  His self reported pain score is a seven out of ten whilst talking to me.  

Upon checking his medication dispensing history I note he is already taking esomeprazole 40mg 

daily, a reflux medication. After a another few minutes of discussion things are not adding up to an 

indigestion diagnosis.  I advise him that he should present to accident and emergency at the local 

hospital, but I do not think his symptoms warrant the use of an ambulance.  I am concerned about 

him driving (he has driven himself to the pharmacy), so I offer to call a taxi and his wife to let her 

know what is going on.  My pharmacy assistant helps the gentleman into one of our consulting 

rooms and onto the bed.   My assistant stays by his side whilst we wait for the taxi.  Unfortunately 

the taxi is about 30 minutes arriving at the pharmacy.  Over this time I come to check on the 

gentleman's wellbeing and symptoms three times.  He has started to feel nauseous and is dry 

retching intermittently, the pain has become intermittently worse but then subsides again, this 

continues throughout the waiting period.   I prepare a print out of his medication history for the 

hospital.   After several calls to the taxi company we decide that my pharmacy assistant will drive 

him down to the hospital in our delivery car.  Just as they are preparing to leave the pharmacy the 

taxi arrives.  I do one last check on the gentleman and am satisfied that he is fine to leave in the taxi. 

We hear nothing further until the gentleman's son comes into the pharmacy to collect medications 

(for his mother) on the Wednesday and informs us that his father was admitted to the Launceston 

General Hospital on the Saturday and is still currently in hospital.  He mentions that the gallbladder 

and gall stones were the cause of the his pain" 

Now the above anecdote demonstrates several points.  

1) The importance of medications be they scheduled or unscheduled sitting in the domain of

pharmacy.  This gentleman could very well have gone into the supermarket and picked up some 

Mylanta further delaying his presentation to accident and emergency.   
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2) He presented to the pharmacy as he could not get into the GP for several days.  This just 

strengthens the argument that pharmacists are a very accessible part of the healthcare team.    

3) This interaction was paid for by the dispensing "swings and roundabouts" of the current 

remuneration system.   There was no timer on my interaction with this gentlemen, no Medicare 

scheduled fee and the consultation was not hurried.  Did the pharmacy sell a product to this 

gentlemen - clearly not, did we dispense a prescription for which we were paid - no we did not.  Did 

we directly get paid for the advice and wages spent for my pharmacy assistant to sit by his side and 

monitor him for 30 minutes - no we did not.  Would we do this all again or several times a day for 

our customers - yes without hesitation.  

My concern is that in the governments need for transparency (which don't get me wrong I believe is 

admirable and understandable) we may be sacrificing the very thing that allows pharmacists to play 

their role in providing advice and health solutions to the public of Australia.  I do not consider myself 

to be a luddite pharmacist as I am only at the ripe old age of 36 and have been blessed to work with 

some very innovative mentors in the industry.  However I fail to see how you can improve the 

system without the very real risk of  jeopardising it.  Everyone in the industry understands that 

profits made on generics have allowed businesses to run sustainably and allow the above mentioned 

circumstances to occur.  Although not transparent it allows the health needs of the Australian 

community to be met via easy and quick access to a knowledgeable health professional without cost 

to the consumer.  Change in this model which is already starting to occur through the price 

disclosure cycle is impacting on our ability as pharmacists to provide the very health service that the 

community of Australia needs.  Yes we could introduce another service scheme but then how would 

this be funded?  Through private health funds which would cut out some of the socioeconomic 

disadvantaged areas that need it most.  Or would it be funded by the government but with an 

unrealistic service fee paid to pharmacies which makes the model unsustainable?  My concern is 

that you may spend 10-15minutes on the interaction with the consumer and another 10 minutes 

substantiating your evidence to demonstrate that the interaction was indeed a health solution.  I 

have no problem doing so but we must realise that this 20 minutes should be paid for adequately.  In 

the drive to get value for money is the government going to then spend more money than they 

currently are paying to pharmacists to complete administrative tasks and employee auditors to 

check that service quality and consistency are occurring? 

How are the government or an independent evaluator going to work out from the current swings 

and round abouts what is required to maintain the current level of consumer satisfaction and service 

levels provided currently by Australian community pharmacy? 

I have heard the view throughout the consultation process that pharmacists/pharmacy are the only 

player in the healthcare sector that have remuneration linked to selling product.  Therefore there is 

a vested interest and a potential conflict of interest.  I think that the above interaction with myself 

and the gentleman demonstrates the exact opposite.  Yes as an owner you are a business person but 

first and foremost you are a pharmacist and as such the consumer comes first and their health 

comes first.  It is almost a daily occurrence that I interact with several consumers and provide advice 

with no product sale at all.  My concern is that if pharmacy location and ownership rules are opened 

up to create a more competitive environment that the honour code of pharmacists will no longer 

exist and unfortunately the consumer will be the loser as the large supermarket chains look for 



profit only and KPI's for their pharmacists to reach (placing further stressors on pharmacists which 

could affect their quality of service delivery). I am not naive enough to believe that this does not 

already occur to some degree in the current environment but on a much smaller scale.  We talk 

about needing competition in the pharmacy sector and hear comments of being the only industry in 

Australia that is a "closed shop".  Well I think over the past five years Chemist Warehouse alone have 

demonstrated that within that "protected environment" they can cause disruption just as Uber has 

to taxi's.  We do have competition in the pharmacy sector.  I think that this competition has 

strengthened some pharmacies and their value proposition to consumers.  Rather than going down 

the discount model many pharmacies have embraced the full service model which has provided 

consumer with a larger breadth of local service with regards to their medication and advice.  

However, this full service model is still being propped up by the "swings and roundabouts" of 

dwindling dispensary profit.  I applaud the government's efforts in rolling out several programs like 

the Medscheck and Home Medicines Review programs but they are not sustainable business 

propositions.  The remuneration for these programs needs to be revisited.  I believe that the 

Medicines Review in the UK is not as rigorous as the business rules for the same service here in 

Australia.  In the UK where a consultation is expected to take 10-15 minutes pharmacists are paid  28 

pound (approx 48AUD).  Due to the need to provide a full list of medications in the Australian model 

(not required in the UK) as well as an action plan for a normal Medscheck, this will quite often take 

at least 30 minutes with the consumer (especially if they are taking >7 medications +OTC items).  I 

am not expecting to make ridiculous profits off these services but the current remuneration and 

service caps are not sustainable to provide a standalone business model and high quality of service 

for consumers.  Additionally if you are paying your employee pharmacists a reasonable wage above 

award the current Medscheck service fee of $62.99 is not adequate.  The same applies for the HMR 

service, which has been proven to reduce medication misadventure and hospitalisation amongst 

consumers in several studies across several countries.  The program has resulted in improved 

medication outcomes for the consumer with an equally large cost saving for the government.  

However rather than embracing this proven service it has been reduced by placing caps and 

restrictions on the service that can be offered to consumers. I am not in the camp in favour of 

cutting GP's out of the system in an aim to make it a more timely process, except in the instance of 

hospital discharge or there is an urgent clinical need and the patient cannot present at the pharmacy 

for an MUR. I believe that to work effectively as part of the team everyone in that team needs to be 

on board from the consumer to the pharmacist to other health professionals and the GP.  So the GP 

is a vital element, if reasonable medication changes are suggested in  a HMR they will not be 

implemented if the GP is not on board and this will disadvantage the consumer.  If GP's are on board 

with the process and are just having issues with the process of timeliness with paperwork then this is 

a different story. If this is indeed the case maybe a discussion with several GP bodies can create a 

change in the business rules for the HMR program.   

You may equally say why does the referral have to go through a community pharmacy rather than 

direct to the accredited pharmacist? Many say this is just the Guild keeping its strong hold on 

funding.  If viewed from another angle where the consumer is central to best outcomes we can think 

that the community pharmacist is accessible and known to the consumer and most often a trusted 

advisor to the consumer.  As countless studies have demonstrated community pharmacists interact 

with consumer several times more during a year than the consumers GP.  There is a definite 

advantage for the accredited pharmacist who provides the HMR to also be the community 



pharmacist that normal advises the consumer.  You may say that this does not happen currently in 

Australia as several community pharmacists contract these services out to consultant pharmacists, 

which is true.   So how can we make community pharmacists also the accredited pharmacist and 

prevent contracting of services.  Should the government consider a tiered payment fee structure to 

incentivise the community pharmacist to also be the accredited pharmacist?  Should the accredited 

pharmacist have to demonstrate that they work a substantial amount of hours per year in that 

particular community pharmacy  not just in the role of accredited pharmacist in the pharmacy they 

are claiming HMR's for?  This type of scheme would then no doubt be met by opposition saying that 

individuals are differing in their degrees of clinical skill which could affect consumer outcomes.  If 

this is the belief then make the accreditation and reaccreditation process more robust with higher 

standards to ensure consistency of service delivery?  Whilst ensuring that not just clinical skill 

assessment is important but the art of interview, data extraction and collation of information is also 

assessed to provide best practice consumer outcomes. 

 

 

During forum discussions debate ensued regarding pharmacy graduate wages and low wages in 

general compared to other professional occupations in Australia.  Employers were urged to submit 

information regarding wages  to the panel for review and to request this be commercial in 

confidence and excluded from public viewing.  I wish for the following information to be treated as 

strictly confidential and as such not published for public viewing but for the panel Professor Stephen 

King, Ms Jo Watson and Mr Bill Scott only. 

Our pharmacy in Launceston Tasmania would be classed as a full service pharmacy and independent 

banner group.  We are open Monday to Friday 8:30 till 6pm and Saturday 8:30 till 2pm, closed 

Sunday and Public Holidays.  Our wages to pharmacists are as follows: 

Intern/Graduate pharmacist wage is as per the award wage for 1st and 2nd half of the year.  

However our business pays for all other required fees associated with the intern year.   This includes 

provisional APHRA registration fee, intern training program fee and examination fees.  We also allow 

study time each day (up to 1 hr) for the intern which is paid and pay wages where the intern attends 

workshops as part of the intern training program (approx 5-6 days over 12 months). The preceptor 

also attends an ITP induction workshop, reviews interns training plans, submits 3x formal written 

assessments, reads and provides feedback on two major lengthy assignments, reads and provides 

comment on the  entire intern portfolio and meets with the clinical tutor at site visits. All the 

preceptor time is money paid by the business in the form of wages. 

Current fee pricing for 2016 intern year is (total $3629 - $3724): 

APHRA provisional application fee $110 

APHRA provisional registration fee $164 

Guild intern program $1855 or PSA intern program $1950 

Australian Pharmacy Council Written Examination Sitting Fee $595 



Australian Pharmacy Council Written Examination Admin Fee $80 

Pharmacy Board of Australia Oral Examination Fee (Practice) $405 

Pharmacy Board of Australia Oral Examination Fee (Law and Ethics) $225 

First Aid Course through PSA as non member (if not currently valid) $195 

I am not sure how many other pharmacies across Australia are doing the same as above for interns 

but if they are this would not be reflected accurately in the wage data that is being discussed at 

present. 

Other pharmacist wages in our business are based on experience levels.  The business pays for 

pharmacist  APHRA annual registration fee, first aid course/CPR refresher course, immunisation 

course, accreditation/reaccreditation fee for HMR accreditation and wages for mandatory training 

events: 

 

 

 

 

 

 

If supply of pharmacists in the workforce exceeds demand then it stands to reason that some 

pharmacy owners in the sector will be taking advantage of this, the result of which will be lower 

pharmacist remuneration.  This could be mitigated by decreasing the number of pharmacy graduates 

across Australia annually.  This means reduction in pharmacy university course numbers and 

locations.  Price disclosure and tightening of margins has no doubt led to some pharmacy business 

models reducing employee pharmacist wages as a cost saving mechanism.  As this pressure of WAPD 

continues and inadequate remuneration for other 6CPA programs we will no doubt see a further 

decline in pharmacist remuneration.   

 

 

I would now like to take the opportunity to specifically answer several of the discussion paper 

questions. 

16. Should dispensing fee remuneration more closely reflect the level of effort in each individual 

encounter through having tiered rates according to the complexity of the encounter? For example, 

should dispensing fees paid to pharmacists differ between initial and repeat scripts? 

While this is an admirable idea and would provide the transparency that the government wishes to 

place into the system.  It seems an unrealistic expectation. Who would decide the complexity of the 

encounter and how would this be standardised?   



To police this adherence would no doubt require additional resources at additional cost to the sector 

and would the gain be beneficial enough against the current system?.  The example listed above of 

differentiating dispensing fees based on what number repeat is being dispensed shows a lack of 

understanding about the current levels of advice and counselling that pharmacists provide.  The 

basic process that a pharmacist goes through when dispensing a prescription whether it be an initial 

or repeat supply has several common hallmarks. Consumers do not just encounter or issues with 

their medications when a particular repeat is being dispensed, unexpected complications can occur 

at any stage when taking a medication and the fee for advice should reflect this eventuation.  Often 

in community pharmacy you may not even be dispensing a medication and a consumer will ask for 

advice on a medication or possible symptom they are experiencing (that may be a medication 

adverse effect). How would a pharmacy be paid for this advice and how would the value of that 

advice to the consumer be quantified and remuneration claimed?  The risk with this type of tiered 

payment is the propensity for certain dispensing to have more value placed on them, when the same 

process should be followed for each dispensing when assessing patient suitability, adverse events 

and imparting information and advice to the consumer. 

26. Should there be limitations on some of the retail products that community pharmacies are 

allowed to sell? For instance, is it confusing for patients if non-evidence based therapies are sold 

alongside prescription medicines? 

In our pharmacy we have actively tried to reduce our retail presence of commodity items and have 

refitted our store at considerable cost to improve our professional service offering including ease of 

access to a pharmacist for advice on all aspect of medication management. 

How do you determine whether herbal or complimentary therapy is non-evidence based, given that 

these types of products are only required to be listed with the TGA in Australia and not registered.  

Just as correlation does not equal causation, lack of good quality studies does not equal lack of 

efficacy but may result in a lack of evidence.  Is the government/TGA to blame for the lack of 

evidence related to efficacy of complimentary medications.  Why does the government not insist 

that these products are registered? Most likely because the cost involved in registering a product 

would be too prohibitive for the product to enter the Australian market.  

I would personally prefer that a consumer has advice from a pharmacist when purchasing a 

complimentary medication rather than purchasing online or in the health food shop without advice.  

It is commonly accepted that complimentary medications can have untoward interaction and side 

effects.  Therefore it stands to reason that they should be placed in the pharmacy setting where 

medication advice is provided.  I would also go as far as to say they should not be available in 

supermarkets or health food shops but then that would be classified as anti-competitive. 

 

27. Would a community pharmacy that solely focused on dispensing provide an appropriate or 

better health environment for consumers than current community pharmacies? Would such a 

pharmacy be attractive to the public? Would such a pharmacy be viable? 

As discussed above the same thing applies, if pharmacy only had a dispensing role who would 

provide appropriate advice on schedule 2 and schedule 3 medications to consumers.  



 In this type environment I think the consumer would be heavily disadvantaged.  The range of 

services in the current community pharmacy would be diminished. For the pharmacy to be viable in 

that state it would require adequate remuneration for dispensing and clinical service programs and 

no cap restriction on those services. 

33. Are pharmacy services accessible for all consumers under the current community pharmacy 

model? If not, how could pharmacy services be made more accessible? 

6CPA services are accessible for consumers to some degree. The introduction of capped service 

number per pharmacy, particularly for HMR and MUR services has impacted service provision to 

consumers.  HMR's are an internationally recognised program that has been proven to be cost 

effective by reducing medication misadventure and its associated costs.  Discussion in this review 

paper and at forums has focussed on health outcomes for consumers in a cost effective and 

measurable manner.  Is this not what HMR and MUR's are? If so why have we prevented consumers 

accessing these services by placing caps on pharmacies who are able to deliver the service?   

35. Are there non-medicine-related services that pharmacists can or should provide to consumers 

due to their expertise as pharmacists or for other reasons (e.g. consumer ease of access to 

community pharmacies)? If so, why are these services best provided by community pharmacy? 

Those that make up the 6CPA (DAA, staged supply, HMR, MUR,) 

Vaccinations for adults (influenza & dTPa) 

A compliance or device check service 

A minor ailments  and triaging scheme 

Travel Vaccinations and advice 

General Health checks (cholesterol/bsl/BP) 

Weight management and lifestyle modification programs (preventative health programs) 

As already discussed throughout ease of access would be the number one reason, followed closely 

by pharmacist expertise and consumer trust. 

 

37. Is cost a barrier to accessing worthwhile health services offered by pharmacy?  

In the future if remuneration for some pharmacy services is based on a user pay model this could 

severally disadvantage some consumers with a definite clinical need in lower socioeconomic areas .  

However, I am not totally opposed to a user pay model or a "co payment" for some services that 

may be funded by the government or private health funds. Unfortunately the perception of 

consumers when entering a pharmacy is that health advice is free and should be free, after all this is 

the way it has always been.  The message is slowly changing with some pharmacies now charging a 

small fee for service (often not covering the cost of the service) but it is helping to change the 

consumer perception.  But we have a long way to go in educating  the consumer with regards to 

pricing. 



38. If particular health services were deemed to be of clinical value and delivered good patient 

outcomes, what other mechanisms could allow these programs to be disseminated around the 

country to relevant communities and groups on an affordable basis?  

see answer to question above. depending on the exact nature of the service I am not opposed to 

the use of the MBS or PBS online for payment purposes rather than several separate entities like 

the Pharmacy guild/6CPA portal. 

99. What services should a consumer expect to receive from a community pharmacist who dispenses 

their medicines? Why should the consumer expect these services?  

Pharmacists have a high level of knowledge with regard to medicines.  They are integral to providing 

advice to consumers regarding safe and effective medication use.  For this reason the role of 

dispensing can never be fully separated from the role of advice giver and as such the dispensing fee 

should be a reflection of this. 

100.What are the minimum services that consumers expect (and should receive) at the time of 

dispensing? Do these differ between initial and repeat prescriptions? Are these services being 

provided by all pharmacies?  

See question 16 

104.Is there a variation in service standards between different pharmacy models?  

Most definitely, much like there is across any industry.  However the core service standards for each 

government funded program should be the same.  How this could be measured would be a complex 

proposition and no doubt require regular auditing of service provisions, which in itself is a costly 

exercise. Consumers may prefer a particular type of service model and as such prefer to have a 

choice of pharmacy be it discount or full service models. 

 

105.Do community pharmacies that offer discount medicines provide lower levels of service? If so, 

what evidence is there available to support this?  

I personally have never worked in such an environment but anecdotally other pharmacists have 

mentioned incredulous things to me.  I have been told by a local hospital pharmacist that he is often 

surprised when consumers mention they get OTC items from the Chemist Warehouse in town but 

always get prescription items from their usual pharmacy as they want the advice. 

116.Should complementary products be available at a community pharmacy, or does this create a 

conflict of interest for pharmacists and undermine health care?  

answered in 26 

117.Do consumers appreciate the convenience of having the availability of vitamins and 

complementary medicines in one location? Do consumers benefit from the advice (if any) provided 

by pharmacists when selling complementary medicines?  

answered in 26 



I would like to thank you for taking the time to read my submission and your visits to the Launceston 

area as part of the consultation process. I wish you the best of luck in the tedious process of 

reconciling all the submissions and look forward to viewing your recommendations to government. 

Kindest Regards 

Melissa Verbeeten 




