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Dear Panel 
My name is Douglas Roberts. I have been a community pharmacist for thirty years and a 
pharmacy owner for the past twenty years. During this time I have owned medical centre, 
tourist strip and day/night pharmacies. I am currently the principal partner of a day and 
night pharmacy in outer suburban Brisbane. My pharmacy has been servicing it’s community 
for over fifty years. We provide the full suite of pharmacy supply and professional services in 
a generally lower socioeconomic area which is carrying a large and growing chronic disease 
burden. 
 
During my career I believe I have placed the care of patients at the forefront of my practice. 
For this, all I have asked is that services be adequately remunerated so that I can in turn 
adequately remunerate my staff at reasonable(above paltry award) rates and myself, given 
my training, experience and significant investment. For the most part this has been the case 
all be it at significant personal cost and the fact that I have had to incur large borrowings(and 
all the associated risk) to achieve this. Adequate remuneration allows me to provide high 
quality pharmacy services reducing the burden of disease in the community, improving 
quantity and quality of life to individuals. 
 
I have been closely following the review process and watched the recent webinar. I was very 
impressed with the level of consultation that the panel members have obviously undertaken 
and their  breadth and understanding of the issues facing the profession. I am however 
fearful that you will struggle to come up with major structural change due to the number 
and complexity of questions posed. Each is contentious and worthy of investigation and 
review but will this lead to change resulting in better outcomes for the community? I have 
an opinion on each of the 140 questions but I wish to focus on what I see as the two of main 
problem areas created by the current regulatory environment which threaten our ability to 
provide services on a daily basis. Firstly the use of aggressive prescription medication price 
discounting and secondly the drop in dispensing profitability which is impacting on our 
ability to provide a plethora of cross subsidised “free” services of high value to patients. 
 
I recently asked my staff what the most stressful aspect of their job was? They all replied, 
questions, queries and arguments about price. What we are seeing in all the major 
population centres is the proliferation of a number of corporate models where discounting 
of prescription medicines is being used as a “loss leader” to generate store traffic, in the 
same way that coles and woolworths are using $1/l milk. There is no way that any rational 
analysis of the dispensing of an antibiotic for $6.20 can conclude that a profit is being 
generated unless the associated labour costs are too low, inadequate professional services 
are being offered or the pharmacy is receiving some form of rebate or it is being cross 
subsidised through the sale of other products. These other products are often expensive 
complementary medicines of spurious therapeutic benefit. The general public are being 
duped into spending money on such products which would be better spent on good quality 
food or lifestyle intervention. 
 
Is this all a bad thing if people are getting cheaper medicines, which they may not have been 
able to afford before? If the pharmacies are providing a “full service” model, paying their 
staff appropriately and not threatening public safety by having pharmacists working in 
“sweat shop” dispensaries then fair enough. But is this happening? It is my view that we 
should not be competing on price when it comes to the supply of medicines but we should 
be competing on service. I have the following wish list: 

 Co-payments for concessions a flat $5 and absolutely no $1 discount(an ideological 
brain freeze which adds to the above) and lower the safety net back to 52. Co-



Review of Pharmacy Remuneration and Regulation 
Submission #101; 20-Sep-2016; Douglas Roberts 

 
payments are currently too high for many poor patients. On a daily basis people are 
making decisions about whether to eat or pay for medicine. 

 Co-payments for non-concessionals  two tiered $15 and $25. The working poor 
suffering chronic disease are really struggling. People are having to wait until pay 
day to buy their medicines. Make it cheaper and keep them in work longer. 

 Legislated penalties for discounting of prescription medicines. 

 Legislated bans on the use of advertising slogans like “Stop paying too much”, “Is 
this Australia’s cheapest chemist”  “50% off prescriptions” . These have created 
poor public perception and lowered expectations of pharmacy service 

 Ownership should be limited to pharmacists only being able to have a financial 
interest in 2 stores. This should be covered under commonwealth law not state. 
What we have seen is corporatisation by stealth and this is not conducive to good 
pharmacy practice, community safety and patient health.  

 Location rules are generally working well. There are pockets of ridiculous over 
servicing like 17 pharmacies with 5km, half of which is ocean but they are all 
surviving. 

 
The reduction in dispensary profitability in real terms primarily as a consequence of price 
disclosure is putting ongoing strain on our ability to provide a large range of “free” services 
which we currently cross subsidise. Professor King rightly points out that we are the only 
profession that derives its income from the sale of a product but the cost of the professional 
service component has always been built into the price. With prices being eroded the ability 
to pay for the professional service is also eroded. 
 
My pharmacy provides up to 100 deliveries per week to the very elderly, disabled and those 
with poor mobility. Our delivery staff member is one of our most experienced and 
frequently comes back to us with issues regarding patients that require intervention. We 
frequently organise doctors appointments, liaise with other carers and family members 
when we determine that help is needed. Many of these patients are suffering social 
isolation and the pharmacy interaction is often one of the few contacts the patient receives. 
It is impossible to come up with hard data on the benefit of such  a service but I know from 
experience that it has kept people out of hospital and out of nursing care. This is a win, win, 
win situation. Good for the community, good for the government, good for the patient and 
if we can maintain reasonable remuneration good for the pharmacy. 
 
DAA provision is another service which will be difficult to maintain if there is further erosion 
of dispensary profitability. The processing of changes, we often have 10 a day, hospital 
discharge follow up and clarification (we had 3 yesterday), prescription 
management(getting patients to doctors and getting them to write prescriptions) All of 
these involve significant cost and without providing them the service would fall over and 
patients would end up in hospital and nursing care earlier. Provision of funding through the 
CPA’s has been good but it would be good to have a concrete amount per pack provided. It 
is hard to run a business model when you don’t really know what your income per 
transaction is going to be. The same applies to clinical interventions. We can build a 
business case and model when we know what we are going to be remunerated. 
 
I hope you can glean from my submission that I am very passionate about the services that 
pharmacy provides and has the potential to provide. I do not think that massive change is 
needed even though a number of my suggestions appear quite radical. They are reflective of 
what I am observing and feeling at the coal face. I eagerly await your recommendations and 
am confident after watching the webinar that you will all put aside your inherent biases to 
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formulate pragmatic suggestions on the future of a profession which has an important role 
to play in the health of the Australian community. 
 
Kind Regards 
 
Douglas E. Roberts BPharm  MPS AACPA 
 


