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Review of Pharmacy remuneration and regulation - Submission by 

Queensland Health 

Queensland Health is pleased to make this written submission in response to the Discussion Paper, 

to supplement the information given at the meeting on August 25 between the Review team and 

representatives of Queensland Health (QH) . 

QH's response will necessarily focus on medicines regulation, and pharmacy remuneration insofar as 

this intersects with public hospitals and the Pharmaceutical Reform Arrangements entered into by 

Queensland and all other jurisdictions apart from NSW and the ACT. 

1. General comments 

There are a number of statements in the early part of the discussion document that need comment 

or clarification> 

• The role of hospital pharmacists is significantly broader than stated at the foot of page 7. 

Advice given to health professionals is certainly not limited to clinical trials, but is an integral 

part of normal business in managing medicines through a patient's admission from initial 

admission through to discharge back to the community. Pharmacists will take medication 

histories, formulate medication action plans, intervene at any point of a patient's therapy if 

assessed as sub-optimal, counsel patients on discharge and organise discharge mediation 

information for the patient and their community practitioners. 

• Page 8: The consultation on the 6CPA (and earlier agreements) is solely between the 

Commonwealth and the Pharmacy Guild. This has been a bone of contention for some time 

for other pharmacy organisations, such as the PSA. The secondary care sector has not been 

involved in any way. 

As the agreement is primarily related to community pharmacy, then it is right and proper 

that the Pharmacy Guild assumes major stakeholder status. In 6CPA, however, arrangements 

were made for chemotherapy compounding fees that have a significant effect on hospitals, 

including public hospitals. There was no engagement with public hospitals or State and 

Territory jurisdictions. The arrangements were known to jurisdictions only a week before 

their introduction. The proposed administration of the arrangements then involved a 

protracted period of discussion and negotiation, which could possibly have been avoided 

with earlier engagement. 

• Page 9: Para 1.d) alludes to the funding structures that may be needed. QH believes that a 

fundamental review of the Pharmaceutical Reform Agreement is required, and this may be 

precipitated by the current issue of the Risk-sharing ceiling and Hepatitis C prescribing. Any 

review of funding will, however, need to be significantly wider than the hepatitis C issue, as 

there are a number of elements to the agreement that are now obsolete. These will be 

addressed in reference to specific questions in the discussion paper. 

• Page 12: The discussion paper asserts that Section 100 Aboriginal and Indigenous supplies 

do not pass through Section 90 (Community) pharmacies. This is not entirely true in 

Queensland, as the community pharmacy on Thursday Island makes these supplies to clinics 



in the Torres Strait and Northern Peninsula area. A community organisation in Cape York has 

also contracted with a community pharmacy for supply. It is also understood that 

community pharmacies are involved in other jurisdictions. 

• Page 24: Table 4 details the various mark-ups available, but omits to state that the 7.52% 

mark up for community pharmacies is limited to the first $930.66 of value (i.e a $70 mark

up) 

• Page 32: Section 94 Hospital Authorities can only claim PBS reimbursement for day patients 

for chemotherapy received. 

• Page 47: The co-payment for general patients is not a flat rate of $38.30 per item; rather, it 

is the cost of the medicine, capped at $38.30 

2. Response to specific questions 

Pharmacy Remuneration for Dispensing: 

22. Should the timeframes for payment settlements for very high cost medicines be lengthened 

throughout the supply chain and mandated by Government? 

Yes, this has been a significant impost on community pharmacies. 

24. Given that very high cost drugs are likely to become more common on the PBS, should this 

remuneration structure for hospitals change to more closely reflect the remuneration structure of 

community pharmacy? 

QH would be open to this proposition, and indeed would expect this to be part of the review of 

PBS funding agreed to in principle at the AH MAC meeting on 26 August 2016. Any such review 

should also include the application of dispensing and other fees to Section 94 hospitals, as the 

higher mark-up compensates to some degree for the lack of fees paid to hospitals for low-to

moderate cost items. If we are to have a level playing field, it should be truly level. 

25. As medicine specialists, what are the professional programs and services that pharmacists 

should or could be providing to consumers in order to best serve the consumers? 

This issue arose when vaccination was introduced into community pharmacies in Queensland. 

While it may be appropriate for some professional activities to be undertaken by pharmacists it 

would seem, at least at present, that these should relate to medicines management. There 

would need to be considerable consultation with the other health practitioner groups notably 

nursing, medical practitioners and physiotherapists before any professional activities would be 

widely accepted as the role of pharmacists outside of the medicine space. 

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? 

While this is not a regulatory matter, it does seem difficult to reconcile the pharmacy providing 

non- evidence based therapies for patients along with prescription medicines. There is also the 
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issue of professional services provided by the pharmacist, such as blood pressure checks, 

diabetes care, weightless management and how these are reconciled against retail sales within 

the pharmacy. 

30. Would it be preferable when a medicine is dispensed if advice given to consumers is 

remunerated separately; for example, through a MBS payment? Would this be likely to increase 

the value consumers place on this advice? 

This would be desirable, but I doubt the appetite of the Government to pay for services that can 

be subsidised by retail sales, and this is the economic trap that pharmacy finds itself in. Any 

scheme would need to be closely audited to avoid the type of rorting allegedly indulged in, on 

the Medscheck program, by a discounter chain. I am not sure that consumers would be aware 

of the payment process for advice related to their medicines and therefore unsure as to what 

value they would place on it being remunerated through MB5. Other professional services 

provided by the pharmacist may be able to be remunerated through the MB5 payment system, 

however, again a stringent auditing process would need to be in place to ensure there was no 

rorting of the system. 

32. What are appropriate ways for pharmacies to identify and supply the health services most 

needed by their local communities? 

Increasing the ability of pharmacies to work with the local PH N's would be helpful and more 

integration with local medical practices may also be helpful, provided it is clear what roles each 

of the health professionals has in the arrangement. 

34. How should government design the provision and remuneration of new programs that are 

offered through community pharmacy to ensure robust provision, value for taxpayers and 

appropriate supply for patients in need? For instance, should all patients be entitled to an annual 

HMR? Should HM Rs be linked to a health event, such as following hospital discharge? Should 

they only occur following referral from a medical practitioner? 

From a regulatory perspective related to 58 medications then the ability for pharmacists to have 

a more active role in activities such as HM R's would be of benefit. For 58 medications this would 

assist in managing the ever increasing risks associated with 58 medicines being used 

inappropriately, provide an opportunity for disposal of unnecessary medicines and give an 

opportunity for discussion with other health professionals to rationalise medication for 

individual patients. It may be helpful to link this to a medical practice and possibly triggered by 

specific health events such as discharge from hospital. 

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? 

Vaccination has been identified as one of the non- medicine related services that can be easily 

and safely provided in the community pharmacy setting. It has been shown to provide increased 

access despite the cost of the service. Again such services need to be carefully assessed and 

managed with regard to other health professionals and the most appropriate roles for each 

health professional group. 



134. It is unclear to the Panel that there is any therapeutic difference between chemotherapy 

medicines provided by TGA licenced compounders and non-TGA licensed compounders. Is there 

any therapeutic difference, if so, what are they? If there are no therapeutic differences, should 

the payment of chemotherapy compounding be the same regardless of whether the provider is 

TGA licensed? If there are therapeutic differences, why should the Government continue to 

subsidise sub-optimal medicine? 

There should be no therapeutic differences. The reality is, however, some hospitals have 

insufficient infrastructure to compound cancer chemotherapy drugs. The preparation of the 

product is a technical matter, which can be adequately managed either on-site or off-site . The 

advantage of on-site preparation is immediacy and flexibility, so medicines that have a short 

shelf life after preparation can be managed, as can last minute adjustments to therapy. 

136. If it is appropriate to have differential payments for chemotherapy com pounders, what is 

the best way for those payments to be made? What should form the basis of the difference of the 

payment? 

QH is content with the current arrangement (reached after much agonising over alternatives) 

whereby the payment is paid via PBS Online. 

138. Should non-TGA licensed public hospitals be allowed to provide chemotherapy compounding 

services to other public and private hospitals? 

No. If not licensed, hospitals should be restricted to supply to its own patients, as they are 

operating a non-commercial venture . 

139. Chemotherapy patients benefit from the ability of local chemotherapy manufacturing 

facilities to provide more timely medications to patients locally. These facilities generally do not 

hold a TGA licence. Is there a need for additional standards for non-TGA licensed compounders? 

The Clinical Oncology Society of Austral ia provides comprehensive guidelines for the provision of 

oncology services. Observation of these should be adequate, and could be audited. 

Regulation 

3. In your opinion, should there be a maximum ratio of retail space to professional area within 

pharmacies to maintain the atmosphere of a health care setting for community pharmacies 

receiving remuneration for dispensing PBS medicines? 

This was a consideration when Queensland implemented the Pharmacist Vaccination Program. 

Part of the requirements was that there was sufficient space for professional (clinical) care of a 

patient. Therefore if pharmacies are to undertake such activities there needs to be a clear 

definition of the space required for retail and the professional activities undertaken within the 

pharmacy. 

8. Is it appropriate that the Government continues to negotiate formal remuneration agreements 

with the Guild on behalf of, or to the exclusion of, other parties involved in the production, 

distribution and dispensing of medicines? If so, why? If not, why not, and which other parties 
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should be involved? Is there currently an appropriate partnership with these other parties, 

including consumers? 

The process of negotiating the community pharmacy agreements seems contrary to government 

policy which would indicate that consultation should be robust._ Therefore we would suggest 

that much wider consultation needs to be entered into with consumers, hospitals, medical 

bodies and regulators as well as the PGA to ensure a wide variety of views on medicine 

distribution within Australia. This may also pave the way for discussion about other models that 

might provide better outcomes for consumers than the present partnership arrangement with 

the PGA 

10. Is the current system of dispensing of medicines in Australia, that focuses predominantly on 

community pharmacies operating as small businesses, the best way to achieve the objectives of 

the NMP? Should there be alternative approaches for the dispensing of PBS medicines beyond a 

community pharmacy, such as through hospitals or different pharmacy arrangements? If so, 

what could these alternative approaches look like? 

Hospital do dispense, and do so in line with the Pharmaceutical Reform Agreement. This allows 

full PBS supplies to be given to hospital patients on discharge, thus improving the transition of 

the patient back into the community. 

Many hospitals, however, do not see routine outpatient dispensing as their core business, 

preferring to focus on inpatients and their transition from admission to discharge. Routine 

outpatient work can be directed, via PBS prescriptions, to community pharmacies. This benefits 

all parties. 

57. If hospital pharmacies were able to complement the services provided by community 

pharmacy, should all pharmacies be able to access similar purchasing arrangements? 

Purchasing of pharmaceuticals, and provision of professional services are entirely different 

activities and should not be linked. In any case, private businesses should not benefit from the 

purchasing decisions of taxpayer-funded organisations. Also, public hospitals supply many 

medicines which are not PBS-reimbursable, and thus from their own budgets, so advantageous 

purchasing arrangement save the taxpayer money and/or reserves resources for other services. 

58. Should hospitals be able to open dispensing pharmacies in the community? Should hospitals 

be able to contract with specific community pharmacies? Under these arrangements, should 

community pharmacies be able to access medicines through hospital supply arrangements ? 

No on all counts. The hospital and community sectors should collaborate and communicate, but 

should remain separate. 

59. Should hospital pharmacies be able to establish limited dispensing arrangements, either in

pharmacy or through a delivery or mail order service, to enable post-discharge services and 

continuity of care to patients in the community setting? 

60. Could dispensing arrangements by hospital pharmacies to patients be extended to the 

broader community to complement access to medicines through community pharmacy? 



The answer to both these questions is "Only in strictly limited circumstances, where 

organisational arrangements dictate" . The cu rrent Pharmaceutical Reform Agreement does not 

allow dispensing of private practitioner's prescriptions. This was possibly put in place to assuage 

fears from the community sector that hospitals would attract business away from them. In fact, 

the traffic has overwhelmingly been away from hospitals and towards the community. 

Nevertheless, it would be beneficial to patients if a hospital could dispense and claim a private 

practitioner's prescription where there is difficulty in sourcing supply in the community. 

62. Although s100 AHSs are able to fund the employment of a pharmacist from their primary 

health care budget, there are no specific funds to employ a pharmacist to conduct Quality Use of 

Medicines activities and manage the s100 program with in the AHS. Do these arrangements 

impact on health outcomes? 

Funds are available through the Section 100 Support Allowance, although they may not, on their 

own, be sufficient to fund manpower for patient-focussed QUM activities. This route may, 

however be a vehicle to supplement allowances for carefully designed and monitored programs 

68. Would it be desirable if remote s100 Aboriginal Health Services were also able to write CTG 

scripts? 

69. Could the arrangements for s100 and CTG co-payments be merged to allow Indigenous 

people who travel to access both s100 while they are at home and CTG co-payments when they 

travel? 

Yes. This is a source of confusion and frustration for remote indigenous people and the staff 

dealing with them, when they are transported to a major centre for treatment. This commonly 

occurs in Cairns for people living in remote Cape York communities. Indigenous people living in 

these communities should be registered (where eligible) for CTG or their SlOO eligibility should 

follow them outside their home area for a discrete period of time. 

71. Should hospitals be allowed to write CTG co-payment scripts for out-patients? 

Absolutely YES. This is a major problem and source of inefficiency. For example, in Cherbourg, 

members of a largely indigenous community often choose to utilise the hospital service rather 

than the AHS. They then need to have prescriptions rewritten at the AHS before they can be 

dispensed at CTG rates in a neighbouring town. It also causes issues for indigenous patients who 

might be referred to a larger centre for specialist treatment. 

Wholesaling, Logistics and Distribution Arrangements 

76. Should slOO and RPBS items be included in normal wholesale arrangements and in the CSO? 

If so, why? If not, how do the current arrangements support consumer access to all PBS and RPBS 

items? 

Yes. At the very least, items on the SlOO Community Access Program should be included in the 

CSO. Discussions with community colleagues suggest that the exclusion of these items caused 
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significant difficulty when the HIV medicines were transferred to the Community Access 

Program in July 2015 

89. The Review Panel notes that state and territory governments already tender for the supply of 

medicines to public hospitals, should the Commonwealth and state and territory governments 

work together for a single tendering model for relevant public hospitals and community 

pharmacy in the relevant state? If so, should it be for all medicines or specific medicines (e.g. 

biosimilar or generic medicines}? 

On balance, no. Consolidating purchasing might have economies of scale, but will reduce 

competition in the longer term. There might be some potential for strategically fostering 

diversity of supply, such as with intravenous fluid contracts in the UK NHS. 

Consumer Experience 

108. Has the $1 discount had an impact on the access and affordability of PBS medicines? Has 

the introduction of the $1 discount been a successful implementation of policy? 

Many hospitals have engaged in a strategy of positively encouraging community dispensing 

which includes not applying the $1 discount within hospital pharmacies, which allows hospital 

staff to devote more time to their core business. 

115. Does the availability and promotion of vitamins and complementary medicines in 

community pharmacies influence consumer buying habits? 

There is possibly the potential for consumers to believe that because it is being sold by a health 

professional, then there is some evidence behind the products. This highlights the difficulty for 

pharmacists in determining the retail vs health professional activities in a community, effectively 

retail, pharmacy setting. 

118. Does the 'retail environment' within which community pharmacy operates detract from 

health care objectives? 

It would appear that in some pharmacies the retail environment is much larger and more 

pronounced that the health care aspects of the pharmacy. In comparison, hospital pharmacies 

are solely a health care setting with medication management the only service provided . 

122. What is the objective of the co-payment? Is it to ensure patients use PBS medicines 

appropriately, by setting a price signal? If so, is this objective enhanced or undermined by 

allowing co-payment discounts? 

The price signal ensures that patients use PBS medicines appropriately and the objective is 

undermined by allowing co-payment discounts. If a price signal can be reduced, it clearly will 

reduce the effectiveness of it. 

123. Should pharmacists be able to discount the co-payment by more than one dollar if they 

choose to do so? Would such competition benefit or harm consumers? If competitive discounting 

is expanded for the co-payment, should any limits be placed on the potential discounts? 



This should not be encouraged, as pharmacies are the only losers in this scenario. Bear in mind 

also that, for patients who are likely to reach safety net, the co-payment reduction makes it 

harder to reach the safety net figure and so overall is of almost zero benefit to the patient. 
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