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Communiqué 
Number 5, 2019  

This communiqué is issued by the Victorian Pharmacy Authority (the Authority) to keep stakeholders 
informed about the Authority’s regulatory activities.  

2019 licence and registration renewals 

Renewal notices will be sent by email shortly for: 

1. Pharmacy, pharmacy department and pharmacy depot premises registration, and 
2. Licences to carry on a pharmacy business or pharmacy department. 

 
Renewal notices are sent to registered premises only. They are not sent to individual 
owners. Pharmacy owners and pharmacists in charge need to ensure appropriate distribution of 
renewal notices to ensure payment. 

Please ensure that you have notified the Authority of the current email address for any registered 
premises and received all your renewal notices. 

Registration and licence renewals must be received with payment by 30 June 2019. There is no 
provision in the Pharmacy Regulation Act 2010 for late payments. If a licence or registration lapses 
there may be serious professional and/or legal obligations for licensees and pharmacists practising in 
unregistered premises. 

New for 2019-20 

This year, each pharmacy registration renewal will require a licensee to make a declaration 
regarding changes to pharmacy business commercial arrangements. 

Any changes that have not been notified will be required within 30 days of renewal.  

Licensees should refer to the standard licence condition requiring notification of any changes to 
pharmacy business commercial arrangements (e.g. trusts, partnership agreements, franchise 
agreements, licence agreements, service agreements and leases). The condition has been in place 
since 1 July 2018. 

Certificates and tax invoices for 2019/20 renewals will be emailed to registered premises in mid-July. 
These can also be downloaded from the VPA website after payment by clicking Self Service Renewal 
Certificate and entering the premises email address. 
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Cold chain management 

At its meeting on 14 May 2019, the Authority stressed the importance of good cold-chain 
management in pharmacies. 

The Authority’s Guidelines require all drug refrigerators to be dedicated to the storage of medicines 
and equipped with a temperature data logger. Inspectors will continue to ensure temperature data 
loggers are maintained and that procedures have been implemented for temperature monitoring and 
steps to follow in the event of a potential cold chain breach. 

A suggested procedure is included in Appendix 5 of the VPA Guidelines. 

The Authority expects written procedures to include monitoring minimum and maximum refrigerator 
temperatures on a daily basis and investigating any temperature readings outside 2°C to 8°C using a 
data logger to ensure the integrity of the cold chain. 

For vaccines, a cold chain breach includes exposure of vaccines to temperatures outside the 
recommended range of 2°C to 8°C, excluding fluctuations up to 12°C lasting less than 15 minutes 
when restocking, cleaning the fridge or stock taking. Exposure of a vaccine to freezing or a 
temperature of 25°C or over for any period constitutes a breach. 

Further information on cold chain requirements for vaccines can be found in the National Vaccine 
Storage Guidelines ‘Strive for 5’ available here. Pharmacist immunisers should also refer to the 
Victorian Pharmacist-Administered Vaccination Program Guidelines available here. 

Recent panel hearings 

In April 2019 there were five panel hearings into allegations that licensees had failed to meet their 
responsibilities to comply with the Act and/or good pharmacy practice at registered premises. A 
summary of a selection of these hearings follows. 

Case 1 

A non-pharmacist staff member accessed the pharmacy prior to opening for business and when a 
registered pharmacist was not present. Pharmacy keys and entry devices were not restricted to 
registered pharmacists. These are breaches of the Pharmacy Regulation Act 2010. 

There were deficiencies in mandatory references, inadequate labelling of dose administration aids 
and failure to maintain a temperature data logger in the drug refrigerator. 

The licensee was reprimanded. 

In this case the licensee maintained that the staff member obtained keys and entry to the pharmacy 
without the licensee’s knowledge. The Authority reminds all licensees and pharmacists in charge that 
access to closed pharmacies and pharmacy departments by a person in the absence of a registered 
pharmacist is an offence under the Act for which they may be liable.  

Case 2 

The licensees allowed a person to undertake complex compounding as a separate business in the 
pharmacy without Authority approval. Further, the compounding was undertaken without a laboratory, 
a powder containment cabinet and appropriate personal protective equipment, exposing staff to 
potential harm through exposure to hazardous substances such as hormones. Eye drops were also 
compounded in the pharmacy which did not meet standards for the preparation of sterile products. 

There were widespread discrepancies in recorded balances of Schedule 8 poisons when compared to 
stock on hand. A drug refrigerator was not equipped with a temperature data logger. Dose 
administration aids containing substances listed in Appendix K of the SUSMP were not labelled with a 

https://www.pharmacy.vic.gov.au/index.php?view=guidelines&item=0
https://beta.health.gov.au/resources/publications/national-vaccine-storage-guidelines-strive-for-5
https://www2.health.vic.gov.au/public-health/immunisation/immunisers-in-victoria/pharmacist-immunisers/guidelines
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sedation warning label. The dispensary was not dedicated to dispensing and consumer information 
was identified in discarded documents. 

The licensees were reprimanded. 

Case 3 

There were not adequate arrangements in place to ensure that medicines are not re-used after 
dispensing and after they have left the pharmacy. Returned and unwanted/expired medicines were 
not quarantined in a secure manner and disposed of regularly in accordance with good pharmacy 
practice. 

There were discrepancies in Schedule 8 poisons and dispensed S8 medicines held for packing dose 
administration aids were not stored securely. The dose administration filling area was not maintained 
in a clean and hygienic manner. 

The privacy of dispensed medicines was not maintained in the pharmacy and confidential information 
was present in discarded records and containers. 

The licensee was cautioned. 

 

 
David McConville 
Chair 
29 May 2019 


