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My current appointment is the Professor of Pharmacy and Discipline (of Pharmacy) Leader at the 

Queensland University of Technology (QUT).  However, I write this submission as an independent private 

pharmacist and the opinions expressed herein should not be taken to reflect on any organisation with 

which I am currently, or previously have been affiliated. 

I have had an extensive and expansive career in pharmacy with the following experience: 

 Australian Army (4 years);

 Community pharmacy proprietor (8 years);

 Pharmacy Guild Queensland Branch Committee member (3 years);

 Independent consultant pharmacist (20 years);

 Drug information [hospital and consumer] (5 years);

 Academia (10 years); and

 Pharmaceutical Society of Australia ACT Branch Committee member (5 years) including 3 years as

Branch President and 2½ years as a National Board member.

I have not responded to all questions raised in the review discussion paper, rather I have focussed on 

those where I have the most experience and feel most able to provide informed comment as an 

experienced but unbiased industry insider. 
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1. In your opinion, is the ratio of community pharmacies to population optimal? What data would you

use to support this opinion? 

A gross measure of pharmacies to population on a state or national level is too blunt a measure from 

which to derive any meaningful data.  The issue is not about national or state ratios, but rather it is about 

the adequate service of Australians in the communities in which the live.  As a former rural pharmacy 

owner, I saw first hand the lack of services provided in toto to people in rural areas.  This also applies to 

community pharmacy services in communities where a business owner needs to make a decision about 

commercial viability, regardless of his/her opinion about their ability to service the local community and 

who would fill that void if not themselves.   

Cities and larger towns are overserviced with pharmacies compared to rural areas which skews the 

national statistics on blunt instruments such as pharmacies per head pf population.  As far as I am aware, 

there are no publicly available breakdown data on pharmacy locations by PhARIA and pharmacy to 

population ratios using these measures.  Governments looking to provide equitable access to health 

services to the population regardless of their location should look at these narrower measures, rather than 

using blunt national instruments and extrapolating that the entire population is similar. 

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? 

Following on from the above, pharmacy services in rural areas can be difficult to justify using commercial 

retail criteria for an independent ‘for profit’ business.  If the current model of independently (from 

government) owned community pharmacies is to be maintained, the rural business model should be 

investigated to encourage additional services to be provided from the pharmacy, thereby making the 

pharmacy the health hub on the community.  This could involve support to increase allied health services 

by providing rooms for hire, allowing the pharmacist to leave the pharmacy to perform services (for 

payment) at the local hospital and other activities.  Such support for pharmacies should be limited to 

specific PhARIA groups to ensure the services are targeted to the areas most in need and do not get 

hijacked by pharmacies in cities and large towns to boost already healthy bottom lines in comparison. 

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?  

In my opinion, this is a great ideal to strive for.  However, as an industry insider, I know that whatever 

rules are put in place, there will be a range of pharmacy operators who will stretch, bend and even flaunt 

the rules/laws to ensure they maximise retail space available.  As ‘for profit’ business entities, there are 

already incentives for pharmacies to maximise the space to services and/or products that are the most 

profitable.  If the space allocated to the most profitable products/services does not maximise that profit, it 

is just bad business.  Therefore, if the professional services are deemed not to be a major profit centre, 

legislative measures may need to be taken to establish that any approved pharmacy must have a 

minimum of x square metres or y% of floorspace allocated to a designated professional services area.  Any 

such move would require strict business rules and an enforcement regime with significant penalties 

attached, or else it becomes another rule to be “managed”. 

I believe a better approach would be to direct any money that would be spent on developing and 

implementing such rules into a public education campaign directed at patients of pharmacies to educate 

them what they should expect from a “good” pharmacy and to vote with their feet if they do not 

experience these things at the pharmacy they normally frequent.  There are 2 main ways to drive change – 

using a ‘push’ ie changing the rules to push pharmacies in a certain direction, or a “pull” method to 

encourage pharmacies down a particular path.  Another method is the “nudge” where a subtle stimulus is 

applied and then driven by client preference. 



If the publis education program is implemented, there does not need to be a hard and fast rule about 

square metres or percentage of floorspace.  Patients in a pharmacy will not be pulling out tape measures 

to verify such measurements, but will frequent the pharmacy(ies) where they believe the service best 

matches their needs.  Therefore adopting the ‘nudge’ approach of the demand for a designated 

professional service of appropriate size to deliver an appropriate service to the pharmacy’s customer base 

will be judged and accepted or rejected by that customer base.  This saves the government having to 

perform enforcement activities and allows the client base to drive how each pharmacy delivers services. 

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? 

I do not believe the Government should change its funding based on the business model or sales mix of a 

pharmacy.  Such a mechanism would encourage some operators to skew their business model to appear a 

certain way to maximise their business return.  It would also require a significant infrastructure at the 

Government end to monitor and ensure compliance.   

I would prefer to see such funding targeted at the communities in need such as rural and remote areas, 

where pharmacy services are scant and may not be able to be supported in a stand-alone commercial 

manner.  This could be via additional support through the rural and remote support allowances, or other 

mechanisms to ensure that smaller communities have a community pharmacy that can act as the health 

hub for the area. 

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

only? If so, how can contestability and effectiveness be ensured in professional programs? If not, why 

not?  

I believe the CPA should be limited to the supply (dispensing) functions of community pharmacies only. 

Using the CPA to be the omnibus package for bundling all pharmacy services delivered in a community 

setting is stifling innovation and not providing the surety the profession requires to truly innovate and 

deliver improved patient outcomes. 

Home Medicine Reviews (HMR) and Residential Medication Management Reviews (RMMR) were two 

innovations brought to market through the CPA process.  However, they have languished in the CPA cycle 

dependent on funding being secured for services essentially delivered outside community pharmacies.  

The Guild has repeatedly told the profession that without it “defending” these programs, that they would 

not be funded as there is no way the Government will fund them under Medicare, however, it appears not 

to support these programs through the CPA processes.  The 5CPA was an interesting example where the 

funding allocated to HMR was reduced and MedsChecks were introduced with (according to industry 

experts) very generous funding amounts.  This appears to someone outside the negotiating process (the 

vast majority of pharmacists) to smack of self-interest because payment for HMRs is not made directly to 

the accredited pharmacist and is not channelled through a community pharmacy (as it was previously), 

whereas MedsCheck funding is only available to community pharmacies.   

The restriction on the numbers of services is another area of concern in some parts of the profession.  

When the restrictions came in, many, including myself, believe the Guild showed its true colours.  It openly 

stated that the aim of the CPA was to support community pharmacists and Guild members should not 

subsidise other services. However, if the Guild allowed a fixed allocation to be apportioned for reviews – 

an area that it would never allow for dispensing fees!  The argument for dispensing fees would go 

something like “The number of prescriptions is something over which the Guild and pharmacists have no 

control.”; yet it is the same situation for medication review and other professional services.  If the Guild is 

prepared to accept a fixed funding allocation for one area of professional services, it should be prepared 

to accept the same “ground rules” and fixed total funding model for all services provided under the CPA. 



As pharmacists start to work in GP practices, MedsChecks could be conducted in this environment with no 

different criteria to those conducted in community pharmacies and possibly generate better results as 

they could feed straight into a GP consultation at the same point of care.  However, the program rules 

restrict this funding solely to approved pharmacies.  Through this process, the Guild is looking after its 

members (community pharmacy owners), however, it could be asked if the Guild’s primary aim is to 

channel funds to its members’ businesses, or to gain the best health benefit for Australians?  If it is the 

latter, surely there could be no valid reason for a program such as MedsCheck not to be opened up to 

providers who were not situated in an approved pharmacy? 

The Guild alleged rorting of the medication review services, and according to some of the industry reports 

I have seen, that could be the case.  However, despite repeated calls for an audit of the large providers, no 

audit eventuated.  Industry information I have come across indicates that the Government refused an 

audit because the cost of the audit would well outweigh the cost of the alleged rorting and 

“overpayments”.  Therefore, to “have its cake and eat it too”, the Guild rhetoric changed to tar all 

medication review service providers with the rorting tag and nothing was done about it except to punish 

all providers by imposing caps on service provision.  This disadvantages patients, removes a viable non-

community pharmacy career option for pharmacists and actually encourages rorting!  I will deal with each 

point individually: 

 Patient disadvantage: Capping services reduces patient access to these services.  The caps were 

ostensibly introduced because alleged rorting of services was going to exhaust the available (fixed) 

budget for these services before the expiration of 5CPA.  Patients are now disadvantaged as 

pharmacists are limited to claiming 20 services (HMR and MedsCheck/Diabetes Medscheck) per 

month.  This means pharmacists either exhaust their quota quickly, or ration their services to 

those they determine (using their own formula) to be most needy.  I have personally heard that 

pharmacists are developing “work arounds” to minimise the impact of the caps on their service 

delivery. 

 Reducing pharmacist career options: Medication reviews (RMMR and HMR) were seen as viable 

career options for pharmacists to not be involved in dispensing roles.  Some pharmacists (myself 

included – until I completed my PhD) have developed business structures to become full-time 

consultant pharmacists.  The introduction of the caps has stifled such opportunities.  Some 

industry figures have said that the RMMR/HMR programs were never intended to provide a full-

time career structure, but some innovative pharmacists made this work.  These monies were not 

flowing to or through Guild members’ pharmacies and pharmacists working in such areas may not 

have been seeking employment in community pharmacy.  Therefore, the pool of potential 

employee pharmacists for community pharmacy owners was being reduced.  A cynic could 

conclude that the Guild has no interest in sending CPA monies outside its members to provide full-

time employment and at the same time reducing potential employees for Guild members.  When I 

was a Queensland Branch Committee member of the Guild, the stated aim was to increase 

graduate numbers to generate an excess of pharmacists vying for every job to generate downward 

pressure on wages and swing the employment market in favour of the employers (Guild 

members).  This one move by the Guild has had a major effect on the viability of alternate career 

options for pharmacists wanting to work in their own business outside the confines of community 

pharmacy, with all its restrictions and enormous entry costs. 

 Encouraging rorting: The MedsCheck and Diabetes MedsCheck program was capped at 20 per 

month combined.  Given the Diabetes MedsCheck is paid at a rate approximately $30 more than 

an ordinary MedsCheck, it would make commercial sense for a pharmacy to solely perform the 

Diabetes variant.  This cap, therefore, encourages selecting diabetic patients for MedsChecks 

which can be crammed into the standard MedsCheck timeframe for smart business operators.  It 

also could reduce access to MedsChecks for non-diabetic patients! 



Moving forward, a more viable option for professional services would be to utilise the existing MBS model 

and allocate pharmacists provider numbers.  The provider numbers could be “rationed” to only those 

pharmacists working outside community pharmacies, or introduce rules that only certain item numbers 

(MedsChecks/Diabetes MedsChecks) could be claimed within a community pharmacy.  I have heard 

through industry sources that the government does not like this idea because it moves these professional 

services out of a capped budget into an uncapped one.  The government needs to determine if these 

pharmacist delivered services deliver improved health outcomes and are therefore worth the investment.  

It is no different to any other item offered through the MBS – indeed, all MBS items should be reviewed 

for cost effectiveness and retained, price adjusted or deleted based on the outcome of that review.  

Having an uncapped budget is not a major issue if the return on investment justifies the investment – 

perhaps health should be viewed more globally as a government investment, rather than a cost – 

especially preventative services such as medication review as opposed to treatment services. 

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 should be involved? Is 

there currently an appropriate partnership with these other parties, including consumers?  

In a word – No.  The Guild is the industrial organisation (or “union”) representing community pharmacy 

owners, therefore it has a vested and even stated interest to protect the interests of its members, and 

cannot negotiate on behalf of the entire pharmacy profession working in primary care.  Whilst the Guild 

maintains rhetoric about representing “pharmacy”, its actions do not demonstrate it is interested in 

protecting the interests of other pharmacists who are dependent on remuneration flowing from the CPAs, 

as discussed above.  Furthermore, I believe the Guild is stifling innovation that can be achieved in 

community based medication management and the development of innovative programs that may or may 

not be delivered through community pharmacies. Any program developed through a Guild negotiated CPA 

needs to have a bias towards community pharmacy (or be solely delivered through this vehicle) to attract 

funding. 

As an alternate model, I would like to see all pharmacist professional services remunerated through the 

Medicare model and move funding out of the CPA to the Medicare system with pharmacists having 

individual provider numbers.  This would provide surety for pharmacists away from a 5 year rolling model 

and provide incentives for true innovation in pharmacist delivered services.  An MSAC review of 

pharmacist professional services has commenced under this CPA, however, this is only to secure 

continued funding for existing services provided through the CPA funding mechanism. 

From a government perspective, a rolling CPA that provides a fixed 5-year term where the government (of 

whichever political flavour) essentially doesn’t have to worry about pharmacy as the deal is done is the 

preferred option.  Furthermore it allows the government to allocate a fixed budget for services it knows 

have a variable demand  The government also knows that it holds all the aces in bargaining with the Guild 

as they only need to threaten to remove the Guild’s “holy grail” of ownership restrictions and the Guild 

will capitulate.  Naturally, such discussions occur behind closed doors and only a sanitised version is 

publicly released, however, the government would have to be monumentally stupid or at best naïve not to 

utilise this leverage.  I suspect the government would like to have a similar deal for medical services where 

the deal could be renegotiated each 5 years and pressure applied to ensure medical practitioners 

complied. 

To move forward with a mechanism for providing “appropriate” funding mechanisms for pharmacist 

services to be delivered in primary care environments, I would like to see a hybrid CPA-MBS model.  

Dispensing services ciuokd (and should) be provided through a CPA mechanism as this allows the Guild 

and government to negotiate on service delivery and other aspects relating to the Guild’s stated “core 

business” for community pharmacy – dispensing.  Professional services should be funded at the ‘provider’ 

level through the MBS as per current arrangements with medical practitioners, nurse practitioners, 



psychologists, etc.  This provides separation of the dispensing and professional service functions of 

primary care pharmacists, provides surety for pharmacists to engage in business and employment outside 

community pharmacies and encourage innovation in primary care pharmacy services without being 

restricted to the confines of fixed location ‘bricks and mortar’ community pharmacies or the business risk 

of having arbitrary caps imposed by an organisation with a vested interest in pharmacists working in 

another area of pharmacy. 

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?  

I believe the CPA should be conducted as a pure business arrangement in standard contracting or licencing 

terms where all terms, conditions, payments and negotiations are transparent.  At present, the Guild-

Government negotiations are conducted completely in secret and details are not released.  While not all 

details of the negotiations could or should be made public, I believe some more transparency is required 

in how various funding was allocated, the starting positions of the Guild and government compared to 

what was finally agreed upon and how negotiations progressed. 

There should also be much more transparency in how the Guild acts as an agency for the government.  For 

example, as the cap on HMR and MedsChecks was announced, a new payment system was implemented 

where the Guild was the administering and approving agency for the funds to be paid on behalf of the 

Government.  The Guild would not be doing this for nothing, yet I am unaware of any details of this 

arrangement being made public in a transparent manner. 

The CPA affects many more pharmacists than just Guild members, yet the Guild manages to effectively 

shut other pharmacy bodies out of the negotiation process.  The involvement of the Pharmaceutical 

Society of Australia (PSA) in meetings to determine the Guild’s negotiating position is tokenism at best and 

not true engagement.  It begs the question of what the Guild is trying to keep secret?   

12. Do current arrangements under the 6CPA lead to the appropriate creation and distribution of

information relating to the use of medicines? If so, how and why? If not, why not and how could the 

distribution of this information be improved?  

The current CPA arrangements encourage “battery hen” dispensing.  There is no incentive for a pharmacist 

to leave the dispensary and provide information to a patient.  I have personally experienced this in many 

pharmacies as have members of my family.  Indeed, there have been occasions where I have provided 

information to a patient in a pharmacy because the pharmacist and pharmacy staff did such a poor job – 

and I was in the pharmacy as a patient myself!  Furthermore, I have had pharmacy students tell me of 

their experiences in pharmacies where they have undertaken placements or their workplace where the 

pharmacist taps his/her watch if they speak with a patient for more that 30 seconds or 1 minute 

depending on the pharmacy.  This is not patient care, it is a throughput model. 

My local pharmacies do not provide large amounts of patient information and the only reason my family 

and I use them is convenience as my family knows that I will provide any information that they require.  

However, this does nothing to inform and protect the rest of the population using these pharmacies. 

The dispensing fee component of the PBS price historically included a component for “patient 

counselling”.  I have tried to find any reference to this in newer (4, 5 and 6) CPAs to no avail.  The fees 

seem to have been “simplified” to solely provide a total fee for delivering the “package” service of 

dispensing.   

Pharmacists can and should provide a range of information to assist their patients in achieving the best 

QUM possible, however, it appears that the profession is falling short.  One solution would be to 

incentivise this with additional fees, however, this has been tried in the past, such as the CMI payment, 



with pharmacies taking the payment, but not always delivering the service that it was intended to support.  

The best method to generate change in a consumer driven environment such as community pharmacy is 

to educate patients on what to expect.  If patients attending a pharmacy were aware of the service level 

that could and should be provided, many would vote with their feed=t and this would drive service 

standards up to ‘acceptable’ levels and hopefully include drivers for ‘excellent’ service levels.  This would 

require an information campaign that would need to be driven by government.  Unfortunately I do not 

have the faith that pharmacy organisations could do a suitable job in this regard.  The Guild has a vested 

interest in representing an protecting its members.  The PSA appears to not want to ‘rock the boat’ and 

present a ‘united front’ with the Guild, which is usually the Guild opinion.  Ideally, the PSA, as the recently 

appointed “Peak Professional Body” representing pharmacists should perform this task, but unfortunately, 

the Board contains too many people sympathetic to any Guild position.  It is also worth remembering that 

pharmacy in Australia is a small profession (only 26,743 fully registered pharmacists as at March 2016), 

therefore the tendrils of influence can run deep – even into apparently independent organisations. 

15. Is the ’swings and roundabouts’ approach to remunerating pharmacists for dispensing appropriate? 

Does it lead to undesirable incentives?  

The ‘swings and roundabouts’ approach is in theory a useful approach.  However, it can also be seen as a 

unitary payment for each prescription, leading to reduced service and the maximum service level set at 

the amount of a single payment.  For example (and round numbers have been used for the sake of 

argument), if a business owner costs their dispensing pharmacist at $60 per hour, each minute of the 

pharmacists time would be costed at $1.  If the dispensing fee for each item was $5, then the owner would 

conclude that the pharmacist should spend a maximum of 5 minutes on any prescription to be in a “break 

even” position (I will leave out the argument that the hourly costing of the pharmacist should include a 

profit margin).  Therefore, many business owners would encourage this pharmacist to produce 

prescriptions in a maximum of 5 minutes to avoid “losing money”.  A maximum of 5 minutes would ensure 

each prescription was at worst ‘break even’, and any time less than 5 minutes would increase profits while 

any time in excess of 5 minutes would generate a loss.   The ‘swings and roundabouts’ approach would say 

if one prescription took 3 minutes, the next one could take 7 minutes and the cost would still average to a 

‘break even’ position and no harm would be done to the pharmacy’s bottom line. 

However, a business owner using the unitary approach would view each prescription as a discrete event 

and seek to maximise the profit from each item.  Therefore, this is where the ‘good in theory’ approach 

may not live up to the ‘real world’ test.  Unfortunately, data on such approaches do not exist, therefore 

owners, and their representative organisation, the Guild, can claim the benefits of the ‘swings and 

roundabout’ approach.  However, some of the examples given above (personal experience and student 

feedback) demonstrate the unitary approach may gave pervaded pharmacy practice. 

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?  

Pharmacists should be much better utilised (and remunerated as practitioners) through the health system 

to maximise preventative health measures.  Pharmacists are often the “unseen” ones in the health 

system.  Most patients believe pharmacists work in a community pharmacy and don’t do anything else for 

health.  However, pharmacists work in many areas, unseen, improving health for everyday Australians.  

There are also many “unseen” things that occur in community pharmacies every day that are also not 

remunerated. 

However, there is also a limit to how much government can (and should) fund. Pharmacists can offer a 

range of professional programs to educate the public and attempt to elevate their health and medicine 

literacy.  Increasing both the factors will better inform consumers about medical and medicinal claims and 

how to interpret the plethora of advertising and also advertising masquerading as “news” they are 

assaulted with each day, most of which contains (at best) dubious claims. 



Encouraging pharmacists to set up such enterprises without any initial support will not occur.  Pharmacists 

are generally risk averse and any such business opportunity would require initial seeding to demonstrate 

its worth to consumers and the proprietor(s).  The other problem in Australia, is consumers have an 

expectation (fuelled by pharmacists) that advice in a pharmacy is “free”.  The profession only has itself to 

blame, having used cross-subsidies from historical lucrative dispensing margins and over the counter sales 

to subsidise the “free” advice.  However, with declining dispensary margins and discounter pressures on 

OTC prices, pharmacists are now seeking remuneration for such services.  From a business perspective, 

they do not want to ask their customers to pay, so they seek government funding.  

31. If an MBS payment for professional pharmacy advice was introduced, what level of service should be 

provided? Should the level of payment be linked to the complexity of particular medicines? Should it be 

linked to particular patient groups with higher health needs?  

This would be difficult to implement, however, it would be no different to the current medical model 

where a patient’s medical practitioner decides how the patient will be billed and what constitutes a short, 

standard or long visit (I haven’t seen any patients visiting their GP with a stopwatch!).  However, if such a 

system was implemented, it would require a large consumer awareness campaign to educate consumers 

about what they were signing when they signed to say they had received whichever degree of counselling 

or other service.  I expect there would be some exuberant claiming from some pharmacies, just as some 

GPs claim exuberantly, and this would require a degree of auditing.  I believe the pressure for 

“exuberance” would be greater in a community pharmacy as there is a much more pervading “retail 

mentality” about maximising profit, whereas the majority of medical practitioners focus on a professional 

service approach. 

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 HMRs be 

linked to a health event, such as following hospital discharge? Should they only occur following referral 

from a medical practitioner?  

I believe the government should design the provision and remuneration of new programs NOT around 

community pharmacy, but around patient service delivery.  The Guild is fond of saying community 

pharmacy provides approximately 5,000 sites around the country to roll out programs.  However, if 

pharmacists had provider numbers and could deliver professional services across the country without the 

constraint of being limited to a maximum of 5,000 community pharmacy sites, I believe the delivery of 

professional services would have a much greater reach. 

Furthermore, such services should be adequately funded based on a realistic independent health 

economic analysis of likely uptake and service delivery.  If we take HMR as an example, the cap of 20 per 

month restricts pharmacists making HMR their sole income stream.  This can deny services to remote 

areas as it is not viable to run a business on an income capped at approximately $4,000 per month, when 

working at capacity, it could potentially be at least $20,000 per month at capacity for a single provider.  

These economies of scale allow some ‘swings and roundabouts’ funding for some practitioners to provide 

services in remote locations on a visiting basis and also to iron out the more and less complex patients. 

92. What data is already available in pharmacy and other parts of the health system that could be used 

to inform the monitoring and assessment of standards of delivery and health outcomes? How might a 

patient’s existing My Health Record be used to support this?  

There is a range of data available in pharmacy to support evaluation of these programs, but the data from 

widespread use of the My Health Records would be invaluable.  However, the My Health Record is yet to 

be implemented on a scale that would enable any meaningful cross-sectional and representative data to 

be extracted.  One dataset that is available that covers the ‘whole of health’ is the Veterans Mates 

program run through the University of South Australia.  However, this dataset is limited to Veterans only, 



but could be useful for ‘whole of health’ economic analyses rather than the current silo approach to cost-

benefit evaluation. 

On a side note, I note that all the professional programs in the CPA are being subject to evidence-based 

evaluation to ensure they achieve outcome measures and are not misused.  However, the Guild rhetoric 

around the development of 6CPA was to talk about dispensing as a professional service (rather than a 

medication supply service) to boost its perceived importance and hence the professional fee it attracted.  

If dispensing is also considered a professional service, it is interesting that dispensing through pharmacies 

is not also subject to the same rigorous and robust evidence-based economic evaluation as the other 

professional services in the CPA. 

95. Are consumers aware of what programs and general pharmacy services they are entitled to? Is there

enough information available regarding the services for which they are eligible? 

In short – no.  Consumers only receive information about the service(s) a particular pharmacy wants to 

implement and promote.  Consumers are not even aware of their rights and responsibilities around having 

medicines dispensed, let alone other professional services.  More education for consumers based on 

independent awareness raising infomercials would go some way to improving this information chasm. 

96. If they are not receiving the relevant service, do consumers know the avenues for feedback or

complaint? Are these feedback mechanisms adequate or should they be improved? If so, are there ways 

of using technology to provide better feedback?  

Again – no.  Various campaigns could be designed to utilise technology deliver these messages, however, 

they would need to originate from an independent information source. 

97. Is the ability for the consumer to choose their pharmacist, and change pharmacists if they are

dissatisfied, the appropriate or best mechanism to provide feedback? 

Yes.  It would be a complete travesty if patients were locked into a particular pharmacy.  It would likely 

reduce the incentives for competition and improving service to attract consumers from other sites.  This 

would stifle innovation and lead to all the negative outcomes of restricted trade practices. 

98. Are there appropriate standards for the dispensing of medicines and delivery of services by

community pharmacy? If so, are these standards being upheld? If not, how could the current standards 

be improved?  

There are appropriate standards, but my experience is that it is easy for individual pharmacies not to 

uphold these standards as they have little chance of being called to task because of it.  The new national 

Pharmacy Board appears to have little interest in what they might call “minor” infractions.  However, if 

minor infractions go uncorrected, it can become a slippery slope to more major infractions.  Generally, 

consumers are not aware of what the standards are, and therefore are blissfully unaware of the service 

level they should receive. 

The current standards rely on pharmacists being professional and responsible for their behaviour to 

uphold the standards.  The vast majority of pharmacists are professional and adhere to the standards, 

however, the small percentage that do not, appear to flaunt the standards with impunity and have no 

adverse consequences … unless there is a major negative outcome or publicity. 

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

medicines?  

In short – no.  The vast majority of pharmacies I have visited for S2 and S3 products (in multiple states & 

territories) do NOT provide appropriate levels of advice.  In several cases, my family members or myself 

personally have received no advice of the particular product apart from the question “Have you had this 

before?”.  My personal experience is that pharmacy staff (invariably these products are not supplied by a 



pharmacist) appear to want to close the transaction as quickly as possible and if any advice is given, it is 

usually glib dosage instructions from the packet. 

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?  

I believe pharmacies should be able to discount the co-payment in a competitive manner without any 

artificial restrictions.  However, pharmacies should equally be able to increase the co-payment by any 

amount at their discretion also.  This model would then follow the Medicare model for medical 

practitioners charging for their service regardless of what the schedule fee on the MBS may be.  This is a 

free market and the price point is determined by the market.  Patients know there is a degree of 

government subsidy, but the actual price they pay is determined by the business they are in and the level 

of service provided.  There may be a variety of reasons for charging above the PBS fee, just as there may 

be a variety of reasons for discounting – it is up to the market to determine this and also the extent to 

which they are willing to pay for additional services such as counselling, home delivery, etc.  Having said 

this, there should be a minimum enforceable (and enforced) service standard because medicines are not 

ordinary items of commerce and pharmacists have a set of professional obligations to the patient. 


