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Submission to the Review of Pharmacy Remuneration and Regulation 

My apologies for the informality of what I am submitting, but I thought it best to get it down in point 

form rather than not at all. My background includes being an Australian graduate, working in the UK 

and Ireland as a community pharmacist, with IVF clinics and in hospital and I’m now in my 6th year of 

pharmacy ownership. In no particular order: 

CSO Wholesalers – the direct delivery method from Pfizer has undermined the delivery of PBS 

medicines for the sake of increasing the profits of one drug company. That they were allowed to do 

this is an insult to the system in place, tax payers, patients, etc. The framework and contracts in 

place between Medicare/PBS, CSO wholesalers and community pharmacies needs to work as 

efficiently as possible to maintain the current standards we all have and it is ludicrous that Pfizer was 

allowed to place that system in jeopardy for their own gain. As it stands, CSO wholesalers have 

already had to cut staff and services. Pfizer should never have been able to dictate the terms of their 

involvement in our health system, but should instead conform to rules set out by the PBS in a “like it 

or leave” scenario. They would quickly change their tune if made to conform. The difficulty in a 

system such as what we have is finding a balance between having profitable businesses that provide 

a stable system vs spending tax dollars wisely to get the most efficient outcome. How does Pfizer 

going it alone help that? 

Should we change the CSO rules and allow some meds to be delivered within 48/72 hours and 

supposedly save money? No, we need to accept that the answer shouldn’t always be “How can we 

cut costs?” Decent health systems cost money and there are a number of other areas to target for 

savings. Undermining and compromising the CSO isn’t one of them. 

 

$1 co-payment discount – even more ludicrous than allowing Pfizer to look after their own interests 

is the idea of the ‘optional’ $1 discount on scripts. Community pharmacy has suffered from regular 

price disclosure discounts which has seen the stock on our shelves devalued on a regular basis over a 

number of years. And it hasn’t stopped yet. However, it is hard to look a tax payer in the eye and ask 

for sympathy when they can see the savings to the bottom line. Is the technique of price disclosure 

brutal and inefficient? Yes. Has it got results? Yes. Does piling the $1 discount decision on top of 

price disclosure provide any extra benefit to the system, to tax payers, to efficiencies, to the ability 

of community pharmacy to change business models away from relying on dispensing fees to survive? 

No. No. No. No. It’s illogical, harmful, confusing to patients and serves no positive purpose. Cut it. 

 

Prescription remuneration – it would be easy to just stand behind a computer screen and pump out 

600 scripts a day without talking to anyone, then hop in my European sports car and drive home in 

the evening. If that’s the business model available to me (as it was in the past) then it would be hard 

to ignore it. What would be my motivation to create more work for myself with little or no 

remuneration and provide the services that my training allows and that my community needs. Sure, 

there have been pharmacies that have put the extra effort in to look after their community without 

expecting payment in return, but the system needs fixing if we’re not rewarding those pharmacies 

and instead rewarding production lines. The opposite extreme is to pay next to nothing for 
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dispensing and expect pharmacists to make their money from services, consultations etc. Difficult to 

get the general public to pay for these services if they have become accustomed to visiting their 

local pharmacy without making an appointment and without paying a fee (is there another 

profession that would allow that, repeatedly?) Herein lies the problem. Prescription profits have 

been and continue to be cut – should I mention the $20 000 Hep C drugs that bring in a paltry $70 

profit, but cost me way more than that in interest lost? I will come back to that, for sure – but we 

absolutely must move away from the model which rewards production line dispensing and ignores 

service. Whether that means remuneration for scripts drops another 10-20% to allow funding to be 

redirected to pay for services, maybe. I would be more inclined to say price disclosure is doing its job 

of reducing medicine costs and that some of THOSE savings should be used to help with the 

transition to more service based funding. BUT the two issues I would suggest pharmacy owners and 

the industry as a whole would justifiably fear are that the transition would be handled poorly, 

rushed to occur nearly overnight or before an election or whatever the case may be and secondly 

that the decision would be reversed or adjusted or changed in some way because the initial 

transition wasn’t handled correctly. If you’re confused, look at HMR funding and other similar 

policies. Pharmacists spent money on training and set themselves up as genuine businesses and 

service providers in order to embrace a new area where they might forge a career only to be told a 

few years later that the model wasn’t working (due to the proverbial few bad apples who tried to 

game the system) and that restrictions would be placed upon the number of HMRs completed each 

month and the regularity in which patients could receive them. The genuine service providers had 

the rug pulled from underneath them with around 1 month’s warning due to the minority who took 

advantage and who could quite easily have been audited and penalised for fraud like most other 

industries would have. This is what we fear for other policies moving forward. If change is to be 

made, set it out clearly and give it a minimum time frame to work out the kinks, protect the genuine 

majority from the few cowboys who might try to game the system and allow good ideas to work. ON 

TOP OF THAT if you’re going to remove X millions of dollars from dispensing, then there needs to be 

an agreement that those same $Xmillion will be poured back into pharmacy services. We’ve already 

given up millions (billions?) of dollars through price disclosure while being the only area of the health 

budget that has reduced their costs, so if we are going to further transition away from dispensing 

remuneration to services then we need a guarantee that it’s not another funding cut wolf in sheep’s 

clothing. It’s also high time that other areas of the health budget had a bit of a reality check to give 

pharmacy a bit of a breather. There’s a lot of fat to be trimmed elsewhere. 

I would also suggest that while it is still the legal responsibility of pharmacists to ensure accurate 

dispensing and delivery of medications to patients (which I believe it always should be, some might 

disagree with me) you can’t cut the dispensing fee too far. Again, which other industry would 

perform such an important task for such a small fee? Reduce the fee too far and then where is the 

motivation for a pharmacist to do anything other than stick a label on a box and tell the patient that 

if they want to know anything about what they are taking they need to book in for a Medscheck? 

As a side note, for anyone who wants to compare Australia’s system to other countries: we are 

dramatically cheaper than the USA, just for perspective. New Zealand is often quoted as being 

cheaper than us, but has a national tender system that severely restricts patient choice, and 

available medications can change on an annual or bi-annual basis via the tender process, regardless 

of how that might destabilise patient care. The UK has severely cheaper wholesale costs, but also 
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uses a system of parallel imports where medications can be imported from factories across the 

European Union with varying standards of production. There are more negatives, but this is to give 

you an idea that a race to compare ourselves to other systems while ignoring their faults is a race to 

the bottom. 

Hep C medication – how dare community pharmacies make a little bit of extra money dispensing 

otherwise OTC items like aspirin or Panadol Osteo, but when it comes to medications costing over 

$20 000, here’s a roughly $70 fee to ‘reward’ you, which is less than the interest I would have made 

if I refused to dispense the script and kept the money in my bank account. In the few months they 

have been available on the PBS I have had two patients who went to multiple pharmacies before 

finding one (mine) willing to dispense the extremely high cost Hep C drug at a financial loss. No, 

neither patient brought any other business to my pharmacy to counter the loss made on providing 

their Hep C therapy. I also haven’t seen them since they finished treatment. I couldn’t turn them 

away, but I knew it would cost me money when I agreed to dispense the scripts. 

Even if a high cost item ONLY costs $2000, a patient can frequent my pharmacy for 2 years, 

expecting me to have the item in stock at all times, providing me with around $1700 of profit from 

24 dispensings and $48 000 worth of stock, only for them to move pharmacies, have that therapy 

ceased or sadly pass away, leaving me with a $2000 item that I can’t easily recoup my costs on. So 

there’s 3 scenarios – all that have happened to my business within the last 5 years – where a couple 

years of work is ‘rewarded’ by wiping out all of the profit gained and then some. Could you imagine 

another profession that would put up with that? But no, focus on complaining about the low 

hanging fruit of Panadol Osteo and aspirin that might balance out some of the losses we incur and 

the services we provide for free, because nobody has ever made a bad judgement call with a narrow 

focus. Except economists, but they mostly like to target community pharmacy by complaining about 

our ‘anti-competitive’ ownership rules. If pharmacies were owned by big corporations like 

supermarkets, they would never have agreed to supply Hep C meds at a loss the way we have. Not a 

chance. 

 

Pharmacy ownership – community pharmacy is pretty unique in that it is the biggest, most 

accessible bricks and mortar network across Australia. Banks, Post Offices, GP surgeries, even 

newsagents are less accessible. Before listening to certain small picture economists and opening 

ownership rules to supermarkets and other large businesses I would stress the value of having this 

network and what other services pharmacy could provide in the future when you combine our 

history as an industry of embracing technology and the (slow and steady) roll out of the NBN. You 

could say that my argument to keep pharmacy ownership in the hands of pharmacists was self 

serving, but I would accuse you of short sightedness if you ignored the potential of maintaining this 

one last reliable network across a country as big as ours, particularly with the low population density 

outside of our major cities. For an academic study on what can (and probably will) go wrong if the 

rules are changed I refer you to a study by the OECD on the effect of competition rules in various 

pharmaceutical distribution models within the European Union: 

http://www.oecd.org/officialdocuments/publicdisplaydocumentpdf/?cote=DAF/COMP/GF/WD(2014

)32&docLanguage=En  

http://www.oecd.org/officialdocuments/publicdisplaydocumentpdf/?cote=DAF/COMP/GF/WD(2014)32&docLanguage=En
http://www.oecd.org/officialdocuments/publicdisplaydocumentpdf/?cote=DAF/COMP/GF/WD(2014)32&docLanguage=En
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The short version is that even in a country as small as the UK, services became concentrated within 

larger population areas and diminished in the countryside while the market was dictated by the 

bigger players rather than being controlled by the relevant government body (as anything that is tax 

payer funded should be). Now imagine how that would affect such a geographically large country 

like Australia with around a third of the UK population and then how hard it would be to put the 

genie back in the bottle once large businesses took over and results became shareholder instead of 

health outcome driven. I think the current system continues to work extremely well, but even if you 

disagree, it could be much worse. Just ask the UK. 

 

Pharmacists minimum wages – my very valuable dispensary technician is paid above the award rate 

for her role because I have made a business decision that she is worth that much and I’d like to keep 

her on as long as I can convince her. My sister in law is an experienced qualified pharmacist and gets 

paid a lower hourly rate (elsewhere) than my dispense tech. How? Because the minimum wage for a 

qualified pharmacist is so ridiculously low that when we reach the point we’re at now with too many 

graduates flooding certain markets, some end up having to take that hourly rate just to get a job and 

start paying back their university fees. It would be inhumane to expect someone to study for 4 years, 

complete a low paid internship and then carry the responsibility of managing a pharmacy on slightly 

more than their intern wage, providing services such as the opioid substitution programme, 

supplying a nursing home, counselling on medications, while also studying in their spare time to gain 

further qualifications (at their expense) to provide HMRs and then maybe continuing training after 

hours to be able to provide specialised services in compounding, CPAP therapy, 

Diabetes/BP/Cholesterol monitoring and whatever else the industry asks them to do all while 

earning less than what my dispensing technician of 6 years experience earns. Or a PA might earn. Or 

a delivery driver. Or a number of other careers where they didn’t have to spend $20 000 and 4 years 

to become qualified. My suggested solution is tied into my last point. 

 

The future of pharmacy – we have progressed so far from mixing lotions and creams and counting 

out tablets to being a sort of poor man’s doctor that we are today, screening patients, helping where 

we can and directing them to GPs, physios, etc when necessary. There are justifiable concerns that it 

would be a lot to ask low paid pharmacists to provide a higher level of services in an effort to reduce 

the strain on GP and hospital waiting times, but that is where our future lies. I have mentioned a 

number of comparisons where I say “you wouldn’t see that in another profession” and I think 

another one of those that we are actually missing is the chance of career progression. Other than a 

few extra lines on my face, there’s nothing to really distinguish myself from a pharmacist that 

qualifies this year. In the future, I see dispensing pharmacists and HMR qualified pharmacists as well 

as specialist Diabetes or Cardiac or Asthma educators, existing alongside warehouse style 

pharmacies (as much as I don’t like them) that offer the no frills dispensing and 

vitamin/perfume/shampoo offerings that compete in a similar space to other large retailers. Much 

like butchers, hair salons, grocers and other retail industries have split into budget (supermarket) vs 

specialist I think there’s room for that in our industry. You can go and get a script, ask a basic 

medical question as you can now, but you can also get a medical certificate, vaccination, and could 

have a consultation about your blood sugar levels or cholesterol and have your therapy or diet 
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reviewed and either sorted out or forwarded on to the GP and/or dietician for further review. 

Patients that are stable within certain BP/cholesterol/diabetic parameters could have repeat 

prescriptions issued by pharmacists, maybe with annual limits to ensure they are otherwise directed 

to their GP before they can get a new script. Certain ‘prescription’ items might be moved to S3 or be 

able to be dispensed by more qualified pharmacists. These extra services might also be facilitated by 

higher qualified assistants that have been able to gain minor nursing qualifications so that they are 

properly accredited to test blood pressure or take blood glucose samples, for example. (That basic 

nursing training could be available to all assistants in medical practice such as pharmacy, dentistry, 

GP, etc and also give them a career path to maybe become an EN and/or RN, thus encouraging a 

more highly trained workforce and allowing these industries to take pressure off the hospital 

system. The possibilities are wide ranging, as long as there is a plan.) 

Of course, all of this is connected by an IT system (made possible by the NBN we’ve spent so much 

money on) which seamlessly tracks a patient and their medical history from public or private 

hospital to GP and pharmacy, to referrals for follow up with the physio, community nurse, 

radiographer, specialist or other with a single patient file 100% accessible by the nominated GP or 

GP practice and maybe with certain sections accessible to each relevant medical professional. We 

have the capacity – within both the pharmacy industry and the greater healthcare system – we just 

need someone to do a thorough review of where things are heading and set out a realistic 

timeframe for transition, with a clear direction and giving all of the players confidence that the rug 

won’t be pulled from underneath them in a year or two with a change of government or budget cuts 

or whatever other short sighted ‘policy’ that someone makes up on the run. 


