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Simon Sponza. Bpharm – Paddington Central Pharmacy  

14
th

 September 2016 

Dear Mr. Stephen King Ms. Jo Watson & Mr. Bill Scott.  

My name is Simon Sponza, aged 32 years old and I am a partner in a pharmacy in the inner city 

Brisbane suburb of Paddington. I passionately believe in the community pharmacy model. I have 

travelled around the world, and obviously been drawn to other pharmacies and have always walked 

away with the feeling the Australian system, both in terms of the accessibility of medications 

(Through the PBS), and the accessibility of pharmacies (largely due to current location rules) is world 

best. That is not to say improvements can’t be made and after listening to you speak during the 

Brisbane forum, I believe you have a very deep understanding of the issues facing our industry at the 

moment – that is not to say I agreed with everything you said.  I think the discount model has been a 

win for consumers in terms of price, however it has been detrimental to the value of pharmacy 

service. As time goes on, and more and more smaller pharmacies close, the monopolies created will 

lift their margins, as they have done in every other industry and consumers will lose out on price and 

value (Service).  Our pharmacy has a great relationship with our local doctors and allied health and 

does our upmost to service the health needs of our locals.  

Pharmacy Remuneration and Review Discussion Paper Questions 

2. If it is desirable for the ratio of community pharmacies to population to increase or decrease in 

some areas, what in your opinion is the best way to encourage this? 

The current location rules give ample considering to population growth, areas of need (medical 

centres) etc. There is currently a good spread of pharmacies around Australia catering to the needs 

of the consumers. Should there be a decrease? I think consumers traveling more or having less 

choice is not beneficial to their health needs.  

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? 

There shouldn’t be a maximum ratio of retail space. Who decides what a “retail” product is or what a 

“health product” is. How would this be enforced? Who would enforce it? How would someone 

define the “space”? How would this benefit consumers? For every rule there is an opportunity for 

someone to abuse it, or exploit it. Would a pharmacy in an industrial area (big box discount 

pharmacy) be able to have a large retail space due to cheap rent and large footprint, whilst a smaller 

inner city pharmacy cannot? Would this discriminate against patients who live in inner city areas, or 

whose pharmacies have a small shop? 

An example is Cetaphil  Cleanser / Lotion. Both are designed for sensitive skin. I class this as a 

dermatological product. Now that it is in Woolworths, does it make it less health care related?  The 

down scheduling of medications and products from pharmacy only to available in supermarkets does 

not make these products not health related.  Should I recommend a product to a patient for free, 

only for the sale to go to a multinational company? How does less choice benefit consumers? 
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This rule would hamper innovation. Does the government stop GP practises calling themselves sun 

clinics? Travel doctors? Female health centres? Does it stop travel clinics selling medications, travel 

packs, first aid kits?  The more regulation you put on an industry, the lower the innovation and the 

less choice for consumers. If the idea of this review is to make sure consumers are happy, why not 

leave it to the consumers to choose where they shop and what type of pharmacy they deem 

appropriate.  Even big box pharmacies have their place on the landscape.  

Why do I sell  dollars a year of front shop products that my patients can purchase 15m away 

in Woolworths? The answer is service, advice, price and trust. We are constantly the second most 

trusted profession. Even though I am not a discount pharmacy we usually beat Woolworths on our 

front shop pricing, and offer consumers choice.  

4. Should Government funding take into account the business model of the pharmacy when 

determining remuneration, recognising that some businesses receive significant revenue from retail 

activities? 

How does one define the business model of a pharmacy? Can a pharmacy offer great health services 

as well as a retail model? I believe so.  This would create disincentives to grow parts of the business 

and create distortions in the marketplace. Would people stop trying to grow their retail business if 

they lose funding elsewhere? How would this help employee more people? How would this help the 

pharmacy innovate and offer new solutions to consumers? I believe this proposal would lead to a 

fracturing of the industry. The way to differentiate funding would be via specific programs. If a 

pharmacy does HMR’s, medchecks, and other soon to be announced health programs, it gets paid. A 

government would not pay GP’s less if they made money selling vaccines etc. That is not to say that 

pharmacies in areas of need (Aboriginal areas, or rural) should loose incentives they need to 

operate.  

5. Is the CPA process consistent with the National Medicines Policy? Is it consistent with the long 

term sustainability and affordability of the PBS? Is it consistent with good government practice in 

terms of value for money (for both patients and taxpayers), clarity, transparency and sustainability? 

Value for money 

Overall the CPA offers great value for money. The previous CPA’s introducing price disclosure; have 

certainly given tax payers value for money. The cost of MOST medications, even the vast majority of 

drugs have dramatically dropped, not only for the government (and taxpayers) but especially for 

consumers.  The entrance of Hep C drugs, and other high cost items are currently the driving force of 

increase in the PBS. 

Sustainability  
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The sustainability of the PBS is an interesting question. In terms of government funding, then yes the 

latest CPA has allowed the cost blowouts previously budgeted to be avoided. The severe cuts to 

medication prices have allowed the government to put expensive medications on the PBS. However 

is 50% of the PBS budget going towards 2% of the population sustainable or fair? I will leave that 

question to the Pharmaceutical benefits advisory committee.  Further, once the “spike” of Hep C 

drugs are dispensed and conclude I am a firm believer that the total cost of the PBS will decrease, 

not only per capita, but total dollars spent. There isn’t another part of the healthcare budget where 

this has occurred.  

 The $3.50 handling fee has put a floor under the remuneration, and mostly delinked pharmacy fees 

from price disclosure (Excluding drugs over $180). This has definitely helped the sustainability of the 

community pharmacy model. Obviously the trading terms lost is a significant burden on pharmacies, 

however, now we have a “floor” price, we can better budget the impact of further price reductions 

on business viability.  

The lack of handling fee for wholesalers puts the CSO at risk, and was a terrible mistake of the 

government. 

7. Should the CPA be limited to dispensing and professional programs provided by community 

pharmacy only? If so, how can contestability and effectiveness are ensured in professional 

programs? If not, why not? 

Should the Community Pharmacy Agreement be limited to community pharmacy only? It’s in the 

name isn’t it? Otherwise it would be part of another government program (CTG, Medicare, etc)? I do 

think the COMMUNITY PHARMACY AGREEMENT should be for programs undertaken by community 

pharmacy. If you talk about contestability; surely the government would not put a program onto the 

CPA unless it does its due diligence. Perhaps a PBAC type committee to establish the cost benefit of 

government funded pharmacy programs. In terms of the health budget, no other health professional 

is singled out the way you are signalling out pharmacists; doctors nurses and other allied health are 

not subject to contestability; they are respected and recognised for the individual and qualified 

professionals they are. In fact may government bodies do not even count man hours or wages in 

their cost benefit models.  

Where is the MBS review on flu vaccines? Pharmacies are vaccinating for significantly less then 

doctors. (For their normal mark-up instead of claiming a Medicare rebate) Should all MBS items be 

opened up to other health professionals? A doctor’s Item 23 ($43.20 for child or $37.05 for an adult 

for a vaccine) – Has the government offered to tender this aspect of health? I’m sure one of the 

152,430 (2015) federal public servants could be used to ensure programs are cost effective. 

9. Should the Government move away from a partnership arrangement? If so, what would take its 

place? For example, should the Government move to a more standard contracting or licensing 

approach with individual pharmacies or groups of pharmacies? How would such alternative 

arrangements be implemented? 

The current community pharmacy models serve the government and consumers very well. However, 

it is based on 5500 small businesses. Businesses need certainty to invest, to innovate and budget for 

future growth.  I believe we need a base funding to continue to grow and offer consumers the best 
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service. Dispensing is, and should remain the bedrock of the community pharmacy agreement. 

Whilst economists may not like cross subsidies, every aspect of business involves some form of cross 

subsidies. In fact, I think if you split dispensing and counselling you run the risk of distortions; 

unintended consequences that would negatively affect consumers. The low wages paid to 

pharmacists is a direct result of government costs cutting, and discount pharmacy models. The 

pittance some pharmacists are paid is an insult to the profession, and as the quality of pharmacists 

decline (due to the lowing of entry scores and graduates leaving the profession) the quality of 

service offered to the public would decrease. Having a long term stable floor in remuneration would 

offer the certainty needed to invest, pay staff more, and offer consumers a better outcome, instead 

of constantly looking for ways to cut costs.  Further, the dispensing of drugs in a monthly format, 

enables pharmacists to better track patients compliance of their medications and allows more 

contact between pharmacist and patient. Overseas models of dispensing a number of months 

medications at once, has led to medication misadventure (when people keep taking medications 

they were meant to cease due to having 2-3 months dispensed at once), duplication of medications 

taking different strengths of a medication that was meant to be changed, and a multitude of other 

negative consequences. Whatever money the government may save in dispensing fees, would more 

than be made up for hospital admissions, GP visits, etc.  

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? 

The community pharmacy model works incredibly well. Limiting the number of pharmacies someone 

can own has led to increased competition, innovation to keep customers, lower overheads, and a 

range of business models that cater to different consumers.  Remember, these small businesses 

have pioneered computerised dispensing, electronic scripts, medadvisor, sms reminders, project 

stop, etc. The federal government has spent billions trying to get ehealth records to work (fail) and 

the QLD state government spent 1.2 billion fixing a software issue and couldn’t pay its own staff. Do 

you really want to give more power to these people? The fact we have smaller business and great 

competition between them, has allowed innovation to flourish, most certainly in the consumers 

favour. We pay $100 a month to provide our patients with a free (to the consumer)  app that 

reminds them to take their medications, allows them to order scripts, and track their repeats; a 

great outcome from small business. This innovation will lead to better medication compliance 

(saving the government untold fortune), medication histories (for doctors, emergency departments 

and paramedics); a great win for consumers and tax payers.  

Hospitals shouldn’t have PBS pharmacies; there should be better integration between hospitals and 

community setting. For one, would the state governments try to shift medication costs to the federal 

government putting the PBS at risk?  

 

13. Is this requirement a significant impediment to online ordering and remote dispensing? If so, 

should this impediment be removed? In this scenario, what compensating arrangements would need 
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to be implemented to ensure that there is appropriate oversight and control over dispensing and 

patient choice of pharmacy? 

As technology increases and video phones / skype become more regular, the ability to properly 

counsel patients remotely will be greatly enhanced. This will not doubt be a great boost for rural and 

remote patients. However, the majority of customers want face to face access to health 

professionals and I don’t believe that online ordering will ever become the mainstream for health 

conscious people. Remote or price conscious patients will no doubt love it. The greatest hindrance to 

online ordering is the redundant paper based prescriptions. Pharmacy has been pushing for 10-15 

years for online prescriptions, which would dramatically cut waste (Extra doctors’ appointments to 

get new scripts when old ones lost etc).  

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? 

I do not believe so. It would be very hard to check when someone’s initial purchase is. Does the 

follow up on the second repeat matter less? How about muscle pain or weakness caused by 6 

months on a statin? Not worth the time to counsel? Dispensing medications is a very complex 

process, and is never “easy”. Each and every dispensing warrants the same level of commitment and 

professionalism, and should be remunerated as such.  

Higher fees for first dispensing would create distortions in the market. Pharmacies next to medical 

centres would get the 1st dispensing more often than not, with or without an increase in counselling.  

All you would do is increase the value of those businesses. 

A standard dispensing fee works well, and is a great base for community pharmacy remuneration, 

allowing pharmacies to offer a high level of service for consumers.  

18. Currently community pharmacists have discretion over some charges. For subsidised PBS 

prescriptions, should community pharmacists be able to charge consumers above the ‘dispensed 

price’ for a medicine in some circumstances? Should community pharmacists be allowed to discount 

medicines in some circumstances? If so, 

There is the allowable fee that pharmacist can already charge. If the question is should this fee be 

increase this, then yes, I believe it is appropriate to allow some increase in how much they charge. 

What that figure is, I am not sure, however a ceiling charge is needed for PBS items to ensure the 

affordable access to healthcare, and transparency for consumers. The fee needs to be fair, to both 

pharmacies and consumers. Higher allowable fee would allow business to increase staff levels, hire 

another pharmacist, increasing access to consumer etc. If someone increased prices without an 

increase in service customers would protest by finding a better serviced pharmacy. 

I do not think the discounting of scripts below the claimable amount does anything for the 

profession. One of the great “own goals” of the 6CPA, an ideological win for the LNP… lower 

services, lowers standards, why not give script away for free?  Discounting scripts removes the price 

signal, and could potentially encourage pharmacists to dispensing unwanted medications, or 

consumers to take medications they do not need. This is definitely not in the consumers interest, 

and health care would be lowered. 
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20. Is the Electronic Prescription Fee achieving its intended purpose of increasing the uptake of 

electronic prescribing and dispensing? 

I have not seen a pharmacy that does not use electronic prescribing. We have been begging doctors 

for years to install the software. Electronic prescription is a win for consumers due the legibility of 

scripts and transcribing errors have dropped dramatically. The biggest hurdle to electronic 

prescriptions are doctors (especially specialists). The long term goal would be to have completely 

electronic scripts, which a pharmacy would be able to “download”.  

21. Is the Premium Free Dispensing Incentive achieving its intended purpose of increasing the uptake 

of generic medicines? Are there better ways to achieve this? 

At an industry average of between 70-80% substitution, then yes it seems to be working well. The 

greater incentive to swap was the trading terms offered by generic companies, but since the price 

disclosure mechanism has significantly cut this rebate. As the rebate from generic discounting drops, 

the PFDI will become more important to make sure pharmacists continue to push generics, and the 

government reaps savings through price disclosure. Without the PFDI, give a year or two there will 

be no benefit to pharmacists from swapping from brands to generics, and therefore no savings for 

government and consumers.   

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

throughout the supply chain and mandated by Government? 

I think allowing manufactures or government to wear the cost is fair. However putting the pressure 

on wholesalers would do nothing to improve access to medications for consumers, as wholesalers 

would fund this through cuts elsewhere. Improving payment times for medications from the 

department on health would significantly help the provision of these drugs and improve access for 

consumers.  

23. Are there better ways of achieving patient access to very high cost medicines through 

community pharmacy that reduce the financial risks to the supply chain and facilitate consumer 

choice? 

Speeding up the PBS payments to pharmacies, and removing GST from medications would 

significantly help smaller pharmacies manage the cash flow of higher cost items.   

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? 

Yes. It’s a joke that hospital pharmacies are paid significantly more for the exact same drug. This 

should be addressed as a matter of urgency. With private hospitals fishing into community setting 

through their “franchises” – See Ramsey Health, how do you stop channelling of scripts from 

hospitals to their local community pharmacy, and conversely, channelling scripts from community 

pharmacies to hospitals. Removing these distortions would limit the incentive to “game” the system, 

and also save taxpayers millions of dollars a year. There should be an increase in dispensing fee for 

high cost items too. $70 gross profit on a $22,000 is not a fair remuneration for the risk involved in 

dispensing that medication.  
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 The number of high cost items put through hospitals is massive, and the savings for state and 

federal governments in reimbursing them the same as community pharmacies is astronomical. 

Perhaps public hospitals need some contestability put into their funding agreements.  

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? 

• Childhood vaccinations 

• Diabetes screening 

• Chlamydia screening (trial in the UK where patients paid to get tested and if positive can 

dispense antibiotics) would be able to go to universities, high school, aboriginal areas and 

offer these services.  

• Genetic testing 

• Screening for fertility -> refer to doctor if abnormal results 

• INR testing. 

• Asthma testing 

• Allergy testing 

• DAA’s 

 

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? 

There are already limits to what products can be sold in pharmacies. We don’t sell tobacco, we don’t 

sell alcohol. Who defines what evidence is required to have a product in a pharmacy. If the question 

is, should complementary medicines be regulated further, then yes. (Please send your submission to 

the TGA). But banning them from pharmacies is ridiculous. When the latest study in Vitamin B3 

showed a decrease in sun spots/ cancer, the first patient to purchase this product from me was a 

dermatologist. Should this product have been banned beforehand? Having CM’s under the watch of 

a pharmacist is a great way to ensure patients have access to, and information regarding these 

products. Even homeopathy which I despise is good in a pharmacy. If a patient asks me about it, I 

will tell them it’s useless and does nothing but placebo. However, if these products are only available 

in a supermarket, what would the 16 year old sweeping the floor tell the patient?  

Having these products under supervision of a pharmacist is certainly in the consumer’s best interest, 

as is the choice to purchase these products or not.  

The implication of this question is that you don’t believe pharmacists are ethical enough to sell a 

product or decide when it’s in a patients best interest, or rather, we would “push” these products 

only for profit I take umbrage to that. Speaking for an independent pharmacy whose model is based 

on service; my patients come to me because they know we will not lie to them or sell them products 

unnecessarily. Every day, multiple times a day, my staff and I tell patients they do NOT need a 

certain product, and send them away empty handed (with free advice and a smile). Pharmacists are 

constantly rated in the top 2 trusted healthcare professionals; for this reason.  
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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? 

The best community pharmacy setting for a patient is the one they choose. My shop relies on 

consumers that desire good service, and personal attention. They come to me because we know 

them; we know their doctors and know their conditions. That matters to them. Some consumers go 

to discount pharmacies because they are price conscious and service means little. Choice is an 

important part of consumer rights, and dictating what their pharmacy looks like, or behaves like is 

not in their interest. We don’t live in the 1970s Soviet Union.  

A dispensing only pharmacy would not be viable. I would need to increase the volume of my 

government prescriptions by 219% to make the same gross profit. Closing half of all community 

pharmacies to achieve this would not be in the consumer’s interest, or the taxpayers. Limiting choice 

for products, and significantly less pharmacies and access to pharmacists would certainly not be in 

the interest of consumers. The free advice from the large number of community pharmacies should 

not be underrated, and any mass closing of pharmacies would lead to an increased burden on the 

taxpayer from hospital admissions and GP visits.  

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?  

A committee made up similar to the PBAC would give sufficient oversight. As a side note, so would a 

committee for MBS items for doctors. 

41. What does innovation look like in community pharmacy? Is there sufficient scope and reward for 

innovation embedded in the current remuneration model? How could this be achieved? 

Innovation is the bedrock of small business. SMS reminders, medication management apps, remote 

consultations for GP’s in pharmacies (through skype), electronic prescribing, health promotions, etc 

are all parts of the innovation that have occurred because of community pharmacy. A new 

dispensing system has emimms integrated allowing easy access to interactions etc. People are 

moving into genetic testing, which in the future will be able to tell which medications work for which 

group of people. While in its infancy, private groups are pushing this into the mainstream. The 

government has lagged terribly in initiating innovation programs in pharmacy. 

42. Would the removal of the location rules with the retention of the current state ownership rules 

for pharmacies increase or decrease access and affordability for pharmaceuticals to the public? 

Decrease; initially the number of pharmacies may increase (with a corresponding increase in price 

competition) but as the bigger groups move into “prime” territory and monopolise the industry, 

smaller pharmacies would close, and the larger pharmacies would increase their margin, increasing 

costs for consumers, whilst decreasing their choice in independent shops and associated 

competition. 

 Again, the bigger players would dominate and price smaller guys out of the “desired” areas. This 

would allow the larger chains to monopolise areas and increase margins, detrimentally affecting 
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both consumer choice and prices. Consumers in Australia are served very well with the current 

competition limiting pharmacists to 5 pharmacies per state and the ability for smaller pharmacies to 

maintain access to markets through current locations rules. The government is looking to change the 

affects test to allow smaller players to compete with larger chains; allowing smaller companies to 

compete. Recently a large chain purchased the premises of a rival chain and kicked them out. Surely 

this is an example of what would happen in the future if location rules in the inner city were 

removed. 

An interesting article written by a well-respected economist wrote; 

“Australia has many concentrated markets, dominated by a few big businesses. Should these 

businesses be required to actively promote competition? ... Or does a business with market power 

owe a “duty of care”? This means it doesn’t need to actively help competition. However, the 

business needs to ensure it doesn’t harm competition, either intentionally or accidentally, through 

its conduct” … For example, if a big business drops its price, undercutting rivals so that they exit, and 

then raises its price above the original level, harming consumers, is this illegal? 

According to legal precedent, both here and overseas, it depends. A business cannot price “too low” 

or it breaks the law. But undercutting competitors, even if this leads to higher prices later on, is not 

necessarily illegal. 

* The Conversation 5/8/16 “Stephen King 

 

I think being in the country with the highest grocery margins, and the largest concentration of 

market share in the world would serve as a good warning to what monopolies would do once 

location rules are opened up.   

43. Would the removal of pharmacy location rules in urban areas with their retention in other areas, 

particularly rural and remote areas, increase or decrease access and affordability for 

pharmaceuticals to the public? Why and for what reasons? 

Same as above.  

44. Would the removal of the location rules in urban areas with their retention in other areas, 

particularly rural and remote areas, discriminate against rural and regional consumers or benefit 

those consumers relative to consumers in urban areas? Why or why not? 

It would do neither; the bush wouldn’t benefit from increased competition, but the monopolising of 

inner city would see prices rise not just for medications, but for front shop products too.  

45. If the states and territories were to amend the ownership rules so that any party could own a 

pharmacy, subject to requirements for dispensing only by a qualified pharmacist, how would your 

response to the full or partial removal of pharmacy location rules change? 
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They should stay the same. Coles and Woolworths do not need to destroy another industry, 

especially one which is healthcare.  Removal of ownership rules would destroy the community 

pharmacy model, at great detriment to consumers. 

49. It has been suggested to the Review that pharmacies should be allowed to enter new locations 

subject to the payment of an appropriate approval fee to Government to prevent excessive entry to 

the pharmacy market. Any pharmacy then having been competitively impacted by a new entrant, or 

who would prefer to exit the market, would be able to receive compensation for surrender of its 

own approval number. Would such an approach be desirable or undesirable? 

This is a terrible idea. This would price smaller players out of the game, and allow big chains to 

cannibalise the market. If you look at Taxi licence “compensation”, the government will NEVER pay 

fair value for licenses. When you have chains purchasing buildings for 6-7 million dollars, the money 

spent on a fee, no matter how high would not be a disincentive for them to purchase new licenses. 

The concentration of bigger players would monopolise inner city areas, and again lead to higher 

prices, and less choice for consumers. If discount chemists monopolise inner city areas, where do 

consumers that want or need service shop? How would this be beneficial for consumers.  

50. It has also been put to the Review that by limiting competition for existing pharmacies, the 

pharmacy location rules raise the profitability of some or all community pharmacies. Is this a 

reasonable expectation of the effect of pharmacy location rules? Please provide examples to explain 

your reasoning.  

I don’t believe this is a fair assessment. Sure if there were 10,000 pharmacies in Australia the profits 

would drop on average compared to current levels, however it would not be viable to have that 

number of pharmacies, so this is a hypothetical question that can be easily manipulated by either 

side of the argument. I think that currently many pharmacies are struggling, and if you allowed an 

opening of location rules, you would get more large box discounters in the inner city, and they would 

destroy the competition. Does 1 big box discounter doing 10 million turnover give the same level of 

service, care and accessibility that 4 communities pharmacies turning over 2.5 million each does? I 

don’t believe so. In fact the opening up of location rules would lead to the closure of pharmacies, 

robbing patients of choice and I believe health services. Currently many pharmacies are struggling 

(Some wholesalers speak of 7-10% of their accounts on Cash on delivery); this shows the stress 

pharmacies are under at the moment. I wouldn’t say the rules have grossly benefited these people. 

What the rules have done is allowed a system in which pharmacies know they can invest in an area 

and be viable. This is most definitely in consumer’s interest.  

51. Should an approved pharmacy operating in an area for which the pharmacy location rules 

preclude the operation of a second pharmacy be required to provide a minimum level of services in 

addition to the dispensing of PBS medicines? Should such pharmacies also be required to maintain 

minimum opening hours in addition to those typically offered by community pharmacy? 

The minimum level of service should be dispensing medications. That is what a section 90 pharmacy 

is! Minimum opening hours should not be mandated while we have some of the largest penalty 

rates in the country. If I was forced to open longer, I would need to put prices up dramatically to 

offset the wages / utilities increase. This would not be beneficial for consumers. In almost every local 

area there is a day night pharmacy, some opening to 11pm daily. They do this because other shops 
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are not open and they get sufficient patronage to justify the costs.  Access to pharmacies after hours 

is already catered for by the market. There is already a 24 hour pharmacy in Brisbane.  

53. Recognising that restrictions on co-location of pharmacies and supermarkets exist under state 

and territory legislation, would the removal of this restriction from the pharmacy location rules be 

desirable or undesirable?  

Completely undesirably. How could you let a duopoly like Coles and Woolworths get into healthcare 

when a large portion of their business is tobacco, alcohol and gambling. How would a sterile 

environment of a supermarket suit the needs of a healthcare setting. A number of questions in the 

review talk about limiting retail aspect of pharmacy, and yet this question discuses putting them in a 

supermarket? There is a large difference between a small pharmacy filled with mostly health related 

retail items, and a 2400m2 supermarket.  

54. Could hospital pharmacies complement medicine dispensing and related services currently 

provided through community pharmacy or other public and private hospital pharmacies? 

No. Why waste tax payer dollars on increasing the scope of the public hospitals and the profits of 

private hospitals when a system is already in place that serves the needs of consumers. Ramsey 

Healthcare turnover is someone near 7 billion a year. How could small business compete with this 

juggernaut? Again it would monopolise the industry and restrict access to local pharmacies.  

 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. There is no benefit to consumers from allowing hospitals to open community pharmacies. There 

is an incentive for private hospital pharmacies to open community pharmacies and then dispense 

medications purchased through the private hospitals at state tendered prices (instead of PBS prices), 

but that benefit is for private hospitals profit bottom lines, not consumers.  

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? 

A greater connection between hospital and community pharmacy would allow the same outcome. If 

the aim is to allow the hospitals “one more prescription sale” then this does not benefit the 

consumer. Currently, the discharge summary faxed to the local pharmacy and GP allow us to update 

their medication profiles, make notes about ceased medications (To prevent future medication 

misadventure). By “Cutting” community pharmacy out of the discharge process you would end up 

with a worse situation for consumers, and their healthcare needs.  

70. Should access to electronic patient health records be required for all health professionals 

treating Indigenous patients across all locations? 

No. It should be required for all Australians. The eHealth record is the most important project the 

government should work on. Just the savings in medicine misadventures in having all allergies in 
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once place would fund half of it. An opt out system should have been introduced. Had a small 

business designed and constructed the heath platform, it would be operational and under budget.  

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

Yes 

75. Pfizer supply direct and do not provide their medicines for supply through the CSO. Should all 

PBS medicines be available through the CSO, or is it appropriate for a manufacturer to only supply 

direct to the pharmacy? 

Yes they should. Pfizer’s terrible decision is still regarded as a terrible decision.  The lack of 

availability of medications / deliveries caused by them going alone has caused worse outcomes for 

patients, and great frustration for pharmacists and consumers. There have been occasions when we 

had a “run” on a particular medication and ran out, and due to early cut off the patient had to wait a 

number of days to get their medication. The big fear is that if other companies follow Pfizer’s model, 

then pharmacists would spend hours a day managing stock and orders, instead of caring for patients.  

This would also affect the wholesalers CSO funding, and profitability, something which would be 

passed onto consumers through higher prices.  

77. Have recent changes to the CSO, such as the extension of the guaranteed supply period and 

introduction of minimum order quantities, had an impact on consumer access or choice? If so, what 

evidence is available to demonstrate this? 

Not yet. The wholesalers have not enacted this for my shop yet. What the future brings will depend 

on if the government fairly remunerates the wholesalers. Any continuing “freeze” will see significate 

drop in their services.  

80. In the 6CPA there was a change in the CSO requirements relating to 72-hour delivery for the 

1000 highest volume medicines. Was this a desirable change? What impacts has this had and is there 

evidence available to demonstrate this? 

No. Whilst no changes have been forced on community pharmacy yet, the future cutting of margin 

to the wholesalers means this is more likely to happen. What happens if my brand of a medication is 

unavailable, and I have waited three days for it, only to have to wait 3 days to get another 

substitute? It was NEVER in consumers interests for this to occur, and in the next few years will 

become a serious problem impacting the availably and timely access of medications for Australians.  

81. CSO wholesalers can require minimum ordering amounts for specific medicines. This is likely to 

reduce the cost to the wholesaler while increasing inventory costs and wastage for the pharmacy. Is 

this desirable or undesirable? Are there other parts of the wholesaling arrangements that create or 

encourage cost shifting that are undesirable for community pharmacy or consumers? 

For some lines it makes sense. For others it does not. More and smaller pharmacies will stop 

stocking rarely used medications if this is forced on them. This is NOT in the consumers best interest.  

84. Is a percentage mark-up paid by the pharmacist an appropriate way to compensate wholesalers? 

Would an alternative compensation arrangement be preferred? If so, please provide details of 

preferred arrangements. 
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A handling fee would have been fairer. The wholesalers were the biggest losers in the 6CPA and the 

government should rectify this to ensure a robust and sustainable wholesale network.  

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 

No. Tendering will not work in Australia. In NZ, amoxycillion 125mg was unavailable for 7 months, 

impacting the access of this medication to consumers. When comparing other countries that tender 

such as the UK or NZ, the size of the country (NZ, UK) and the population (UK) need to be factored 

into the equation. Also, if we only had one “generic” and it went out of stock… how long would be 

need to wait for a substitute to come in, considering we are the other side of the world. The current 

system of multiple brands offers a greater resilience to out of stock medication, and offers 

consumers choice. It would be a terrible tragedy if the government tendered medications. Very little 

reduction on the price of medications, but a HUGE risk of medications going out of stock, or limited 

supply etc.  

91. Are there any existing regulatory arrangements that are unnecessary or overly burdensome? 

1. Why are we still mailed HIC remittance forms, usually 2 weeks after we are paid. Surely they could 

email them straight away and save paper, time, resources and postage! 

2. Concession cards and Medicare cards should be able to be accessed by healthcare professionals 

with a special code. (Instead of ringing the HIC). Why am I, as the second most trusted professional 

forced to call Medicare to check the patient’s eligibility? If PBS online is down, and a patient shows a 

seemingly valid card, which has since been revoked by Centrelink, we will not get paid. That either 

means pharmacists will charge patients the full price of scripts, and direct them to Medicare for a 

refund, or wear the cost of the system error. Neither is in the patient’s interest. Access to this 

database would speed and simplify the process for consumers.  

Safety net details should be recorded though the HIC / online claiming so that consumers tally all 

their scripts from different pharmacies. This would increase the amount of people reaching the 

safety net (who see multiple pharmacies and do not keep track). This would be a huge win for 

consumers; however the government will never do it, because it would want to restrict the number 

of people reaching the SN (See the budgeted reason for the $1 discount) 

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

Yes. As a small independent, my model is based on personal service and going the extra mile. (Free 

daily deliveries, offering credit to patients short of money, offering staged supply and opioid 

treatment programs, counselling patients on all scripts etc.  

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

what evidence is there available to support this? 

Yes. This is hard to quantify, but the anecdotes from my customers are enough to let me believe the 

service offered by some large discounters is pathetic. I had radiation a few years back, and stopped 

at a discount pharmacy (whilst gritting my teeth) to get a new medication. No acknowledgment of 
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my new medication, no asking of allergies, no counselling on how I should take the medication.. but 

around $2 less than I would have charged doing the above. I was mortified that someone would 

dispense a new medication (usually used for chemotherapy nausea, arthritis, hormonal imbalances 

etc) without properly counselling. I put it down the pharmacist being under pressure to “pump” 

scripts out because his boss wouldn’t hire another pharmacist. (Maybe if he didn’t discount his 

scripts; he would be able to) 

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? 

This was not a good policy. Knee jerk reaction from a health minister over her head who wanted to 

pretend she was helping consumers. It has led to inequitable access of the discount, confusion over 

SN totals, a further hit to the bottom line of pharmacies, associated with lower wages to 

pharmacists, less staff, less service offered for consumers. Meanwhile, independents like myself who 

refused to be bullied by Susan Ley into offering the discount have seen patients leave, further 

eroding our ability to offer free services, and support our local community. A “win” for discount 

chains who saw volume growth, but overall loss for consumers whose local independents had to cut 

services to make up for the shortfall (caused by either losing customers or discounting the script)  

112. In your experience, do community pharmacists provide appropriate advice for schedule 2 and 3 

medicines?  

Only speaking for WA and QLD where S2 and S3 medications MUST be kept behind the counter in a 

professional area then yes I believe so. Jurisdictions which allow S2 medications to be in the shop 

front are not in the consumer’s interest (example NSW). I think all S2 and S3 medication should 

follow the QLD regulations.  

113. Are the current restrictions on the sale of schedule 2 and 3 medicines an appropriate balance 

between access and health and safety for consumers? If not, how could this balance is improved? 

Sure is! It’s the best system in the world. In the US and parts of Europe there are prescription 

medications and non-prescription. These schedules allow easier access for medications that would 

otherwise be prescription only, increasing access to medications for consumers. I see S2 and S3 

medications as a pharmacist prescribed medication. Something requiring healthcare input, but not 

necessarily a script. In fact, while some pharmacists push for “prescribing” rights, I feel the way to go 

would be to down schedule medications deemed safe for S2 or S3.  

In fact in the US, many drugs available over the counter here in Australia are on script only at a huge 

cost to consumers and taxpayers (dispensing fees, doctors’ visits etc), with associated lack of access. 

Further, some medications that are unscheduled are potentially unsafe and consumers would 

benefit from pharmacists oversight.  

The system of S2 and S3 medications is a fantastic system for both consumer access, and consumer 

health oversight (by pharmacists). The three tier system (Script only, Pharmacy only and open sell) is 

a far more appropriate than a two tier (Prescription only, Open sell) model.  

114. Is the sale of schedule 2 and 3 medicines an important contributor to the income of community 

pharmacies?  
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Yes.   

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

pharmacies influence consumer buying habits? 

No. It allows consumers access to a health professional who can give suitable 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? 

Yes they should. As I discussed earlier, greater labelling rules from the TGA is needed, but I am 

suitably qualified to tell a patient if they need a CM or if it’s just expensive urine. This question again 

implies we are untrustworthy to dispense advice. Consumers are savvy, have information at their 

fingertip (iphones etc). If we “pushed” products on them, they can easily see this and we would lose 

a customer. In the age of information, the incentive to keep consumers happy is to give them correct 

and relevant advice; something pharmacists are incredibly good at.  It can only be of value if 

consumers are taking control and an interest in their health.  

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? 

Yes. Canstar blue study 2016 showed “The research revealed that 94% of shoppers trust the advice 

of their pharmacist. “It’s perhaps this reason that 83% of Australians prefer to buy their medicine 

from the pharmacy rather than the supermarket,” Canstar Blue. 

118. Does the ‘retail environment’ within which community pharmacy operates detract from health 

care objectives?  

No. The majority of items in the retail shop are some way or another health item. Just because you 

can buy your Listerine in Woolworths doesn’t mean I cannot recommend or sell it? Should women 

be forced into a supermarket for their tampons or condoms. Who will advise the nervous father of a 

14 year old which product to use in a professional and understanding manner?  Toothpaste used to 

be pharmacy only. Do I need to stop selling it now? The fact that many retail products have a health 

care benefit is the reason they are kept in pharmacy. This gives pharmacies the INCENTIVE to give 

advice to consumers.  

QCPP accredited pharmacies have a good base to ensure there are suitable counselling areas, rooms 

for injections/vaccinations when provided, etc. 

120. Is the PBS Safety Net adequate to address the needs of low income consumers who face high 

pharmaceutical costs and other medical-related costs? If not, what other strategies can be employed 

to ensure access to cost-effective health care is protected and promoted? 

No. The PBS safety net has been bastardised by the continuing increase in the scripts and dollars 

needed to reach it. It has also been devalued by the dollar discount. It is further worsened by no 

central database of script numbers linked to a Medicare card. The SN has morphed into a shadow of 
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its former self, merely a “show” for government to pretend it cares, at the expense of consumers 

with chronic illness.  

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? 

It is a price signal. It would definitely be decreased by allowing a discount. If medications are allowed 

to be given for free then watch the PBS volumes explode, some pharmacists unethically dispensing 

medications not required medication misadventure; an incredibly negative outcome for both 

taxpayers and consumers.  

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? 

No. It would lead to unethical and unwarranted dispending of medication. Patient’s would end up 

with medications they didn’t want, or don’t need. This is the worst of all ideas, and the Health 

minister erred terribly in allowing a discount as this created distortions in the marketplace, not in 

line with healthcare objectives. It “commodified” medications instead of putting the patients 

healthcare first.  

124. Is it reasonable for consumers to expect access to medicines outside of standard business 

hours? If so, why? What arrangements could be made to improve consumer access? 

There are late night pharmacies all around Australia. If the government (Like in VIC trial), helped 

cover the cost of security and penalty rates, this could help. But realistically, there is not much need 

for medication from 11pm until 5am… If there was, someone would be open already. Most capital 

cities have one or two 24 hour pharmacies which is sufficient for emergencies.  

 




