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Dear Panel 

 

Submission for Pharmacy Remuneration and Regulation Review 

 

Thank you for accepting my submission. I am a proprietor pharmacist in my mid thirties who 

has been in a partnership in a community pharmacy for the past 6 years. I have experience 

prior to this in public hospital pharmacy and in the United Kingdom in both community and 

hospital pharmacy. 

My pharmacy is medium sized metropolitan strip centre business that is open from 7am to 

8pm every day of the year (except reduced hours on Christmas Day) We operate with a high 

proportion of pharmacist to non-pharmacist staff to ensure our pharmacists are always 

available and we are able to take up all available health services.  The business has two full 

time working proprietors ensuring the majority of the time one is present. I believe this is 

the best way to ensure our patients are offered the best possible service and advice every 

time. 

 

Question 8 and 9. 

Negotiations on remuneration for dispensing and provision of health services within a 

community pharmacy should continue to be conducted with the Guild. The privately owned 

network of community pharmacies is an important resource and it is important that the 

government ensures this remains viable. The Pharmacy Guild of Australia is the only 

organisation which represents the majority of these pharmacies and the only organisation 

able to negotiate on the behalf of pharmacists who have invested in this network.  It is 

important negotiations are conducted for all pharmacies and there is a set funding structure 

for every pharmacy across Australia. A move to negotiating with individual parties would 

disadvantage particular areas if they did not have access to a pharmacy involved in the 

negotiation. This would also encourage a “who can do it cheapest” environment which 

would have detrimental flow on effects to service. 

 

Question 10. 

The current arrangements whereby access to pharmacists is through a privately owned 

network of pharmacies has resulted in a network that is extremely accessible. A large 

number of pharmacies are open 7 days and extended hours, providing referrals, advice and 

treatment. Access to most other health services is limited out of hours and usually at an 

additional cost to patients. Most general practices I know charge additional rates out of 

hours but I have never come across are pharmacy which charges a patient more because it 

is a weekend. I am unsure if this is nationally but is WA there is a free locum GP service 

which attracts very high subsidies from Medicare with the intention of keeping patients out 

of hospitals. Why is there no financial incentive for pharmacies to remain open outside 

regular hours given that many of our patients would present at Emergency Departments for 

minor ailments if it was not for their pharmacist being available. 
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Question 14 and 42. 

Community pharmacy is not like any other sector and as a result cannot be treated the same 

way. The current location rules have ensured a relatively even distribution of pharmacies 

across Australia, ensuring ease of access. Pharmacy is also not like most other industries in 

that the government sets a maximum allowable charge for a PBS item, of which the majority 

of dispensed items are. This in itself creates an abnormal market so it is not unusual for 

other regulation to be in place. 

 

Earlier in my career I spent some time working as a pharmacist manager for a large chain 

pharmacy in Cranleigh, Surry United Kingdom. While being a small village Cranleigh had 3 

community pharmacies all owned by the same company. None of these pharmacies were 

open after 6pm and only one was open on a Sundays and public holidays and this was for 

just 1 hour. Clearly a lack of both ownership and location rules has not increased access to 

pharmacies out of hours in the UK but the emphasis is definitely more on high volume 

dispensing rather than counselling and positive health outcomes. The small community 

pharmacy I managed was staffed with one pharmacist, one dispensary assistant and one 

pharmacy assistant and we would process 400-500 prescriptions per day. I also completed 

locums at community pharmacies for a number of large chains and at its busiest a pharmacy 

I completed a shift in dispensed 1400 prescriptions in a single day with only 2 pharmacists 

rostered on. I feel removal of location rules would only encourage this “big box” model and 

would result in reduced service levels. 

 

I don’t believe it is location rules which are preventing young pharmacists from being able to 

purchase a pharmacy of their own but rather the lack of ownership regulation.   

 

 

 

6CPA 

The 5CPA introduced payments for some professional programs including Clinical 

Interventions and Dose Administration Aids. However, there is no set remuneration for 

these services and remuneration varies greatly between different claim periods as it is 

determined by a number of factors. While it was a fantastic initiative to introduce payments 

for these important interactions we have on a daily basis and recognition of the important 

health benefits we provide there needs to be set remuneration levels. This would be an 

opportunity to introduce a MBS payment. Some examples of clinical interventions we 

provide on daily basis include identifying duplication of treatments which may have a 

detrimental effect on health, identifying over/under dosing on prescription and non- 

prescription medications, detecting misuse/over use and providing counselling and referral 

to appropriate practitioners. 
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Question 21. 

The premium free incentive does achieve its aim as it provides pharmacy with a financial 

incentive to proactively promote generic substitution. PBS expenditure has been reducing 

for several years despite a number of high value new listings. Given the budgetary savings 

the Government continues to receive as a result of the increased generic substitution and its 

effect on the mean weight average of a molecule and subsequent PBS price reductions it 

should remain. 

 

In the United Kingdom prescriber software automatically defaults to the drug name rather 

than brand name. Implementation of a policy such as this would remove one barrier that is 

preventing generic substitution being higher. My experience in working in the UK was that 

generic substitution rates were higher than in Australia but I assume the panel has access to 

data such as this. 

 

Question 23 and 24 

The current remuneration structure for high cost items does not reflect the risk involved in 

stocking, ordering and dispensing them. Most pharmacies would have at some point had 

the experience of being presented with a prescription for a high cost item which they are 

have proceeded to order in for the patient only for the patient to then not require or not 

collect. There are also costs of maintaining stock on hand, risks of products expiring, power 

failures affecting fridge lines and risks in the requirement to retain the paper prescription 

for payment. A $70 profit margin on an item which costs thousands of dollars does not 

reflect this risk and I cannot think of any other industry that would accept such a low margin 

on a high cost item. 

 

Question 29. 

What is being proposed in terms of pharmacists in general practice is not actually going to 

lead to any better health outcomes. Currently in my role as a community pharmacist I 

already do most roles being proposed for a pharmacist in general practice such counselling 

on new medications, helping with adherence and monitoring inhaler technique. 

 

Why is there a need to duplicate these services when they are already done well in most 

community pharmacies where pharmacists are more accessible than they would be in 

general practice?  And if they are not currently being provided to a high standard in all 

community pharmacies then this is a separate issue that needs to be addressed. 

 

Question 34. 

Many states have legislated pharmacist administered influenza vaccinations. This has had a 

large uptake and positive response by patients and a major reason for this is ease of access. 

In my pharmacy we have 3 pharmacists qualified to provide this service on a booking or 

walk-in basis 6 days per week. I have no doubt this has increased vaccination rates in our 
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community which has provided a health and economic benefit without any government 

funding. When this service is being provided by general practitioners and nurse practitioners 

a claim for payment is made to medicare for essentially the same health outcome. This is a 

scenario where pharmacists should be able to claim a MBS payment.  

 

Section 100 Program, Access to PBS items through the CSO and Question 75. 

Since it is the PBS that is paying for items listed on its schedule they should all be made 

available through CSO wholesalers. A few years back Pfizer made a commercial decision to 

make its products only available when ordered directly and removed them from CSO 

wholesalers. This effectively reduced supply of these items as deliveries are only made 5 

days per week, with significant longer lag times and caps on the number of free orders 

allowable per month. Pharmaceutical companies should not be able to modify 

arrangements for the supply of PBS medications purely for their own financial gain. The 

benefit of the current CSO arrangement is that it streamlines ordering of items made by 

different manufacturers. PBS remuneration is not sufficient to allow a small community 

pharmacy to order from multiple suppliers. It is important the integrity of the supply chain is 

maintain by preventing further companies monopolising this. I have included a latter which 

was sent to my local federal member of parliament in 2011 regarding this issue. 

 

There is a serious problem with the ability of a community pharmacy to purchase Section 

100 Highly Specialised Drugs at the price listed in the Schedule of Pharmaceutical Benefits. I 

have included a letter which was sent to the Pharmaceutical Benefits Advisory Committee in 

December last year which a solution has not been implemented as yet.  It details a scenario 

where by ordering an item from my CSO wholesaler and dispensing the medication my 

pharmacy made a loss of approximately $90. The current solution for ordering this item is to 

contact the manufacturer and order directly. This is very time consuming as they are often 

uncommon items so take time to investigate, make the phone call often being put on hold 

for an extended period and delivery takes longer than regular PBS items. Ultimately the cost 

of going through this process to order an item is not financially viable for a business based 

on current margins. As community pharmacies are going to be expected to dispense more 

section 100 items these items should be moved to the general schedule so they are covered 

by the CSO.  

 

Another issue with dispensing of S100 items is that a community pharmacy is paid a 

proportion of the maximum $40 mark up when dispensing a smaller quantity than the 

maximum quantity listed in the schedule. This week I dispensed 1 box of 6 Neupogen 

syringes for a patient with a wholesale cost of approximately $825. Because the maximum 

schedule quantity is 2 boxes of 6 syringes my markup was only $20 given me a total margin 

of approximately $26. $26 for an item of this value does not reflect the financial risk in 

supplying it. 
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I cannot see any justification for public and private hospitals receiving a different 

remuneration structure that results increased mark up compared to the same item when 

dispensed by a community pharmacy. 

If $40 or $70 is considered appropriate remuneration then hospitals should not be making 

thousands on the same items. 

The introduction of PBS reform over the last decade has created a scenario where state 

funded public hospitals are using the PBS as a revenue source which is taking a large share 

of PBS expenditure which is not going through the community pharmacy channel. 

Compared to public hospitals, community pharmacies are more accessible, provide much 

shorter waiting times and provide continuation of care. 

Although data shows PBS expenditure is reducing slowing there is a large increase in S100 

expenditure which is predominantly dispensed in hospitals. The proportion of PBS 

expenditure that is going is actually reducing as remuneration to hospitals is increasing.  

 

I thank you for your time in reading my submission and if you require any further 

clarification I can be contacted on … 

 

Chad Arnold 

Doubleview Chemmart Pharmacy 

Shop 5, 181 Scarborough Beach Rd 

Doubleview WA 6018 

2015 Chemmart Pharmacy of the Yeay 

 


