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Review of Pharmacy Remuneration and Regulation 

 

Before I respond to the questions raised, I would like to comment on the terms of reference and opening 

comments of the discussion paper. 

 

The very name of the paper puts aside the core issue of community pharmacy delivering quality use of 

medicines to Australian consumers (Online Data Management) and focuses on cost to government and 

regulations to reduce cost to government (transaction based - entitlement check for level of co-payment 

and completion of payment). Dispensing Software is transactional not customer relationship management. 

 

The core issue is what is the business model(s) for community pharmacy to deliver Quality Use of Medicines 

(positive health outcomes), where, for the majority of business units, the PBS is 70% of their turnover paid 

for by one customer that "negotiates" (manipulates) the cost of goods and remuneration to the distribution 

chain from a position of absolute power. And then, like a multi-national company sifting profits offshore, 

banks the rebates from manufacturers into a separate bank account (Federal Treasury) to inflate the cost of 

goods - perhaps even misleading the Federal Parliament on the true cost of the PBS. 

 

Not quite what is described in the paragraphs below. 

 

"The objectives of these Agreements have also evolved over time, with the current Agreement seeking to 

ensure that pharmacists receive fair and adequate remuneration for the supply of pharmaceutical 

benefits and that a stable network of accessible and viable community pharmacies and related services is 

maintained throughout Australia, including in rural and remote areas. 

 

Importantly, all Agreements since the third agreement have also sought to ensure positive health 

outcomes for the Australian community through the efficient delivery of patient-focused professional 

programs and services." 

 

With pharmacies going into receivership at an alarming rate, pharmacy owners working longer hours to 

reduce costs, loss of capital twice a year (April and October) and government restricting access to funded 

health services, I feel that the state objectives are not being meet to the levels that could be achieved with 

some strategic planning. 

 

From 1978 and during the life of the First and Second CPA, community pharmacy standardised its operation 

including computerisation, the introduction of a quality assurance process (QCPP), and trialed e-Health 

programs that became Online dispensing in 2007. See attachments "Pharmacy Standardisation Presentation 

2000". This was funded by community pharmacy owners, the Pharmacy Guild and a reduction in 

remuneration to community pharmacy provided by way of government grants. 

 

Included in the Presentation is the 7 Pathways Strategic Plan. First presented by the Guild as part of the 

development of PBS Online in 2000. It included the mapping of the Dispensing Process detailing the 

consumer interaction and systems integration required to generate what is now called My Health Record 

with the consumer controlling access. 

 

The core argument in the 1990s was who owned the data. Medicare and the Government claimed they did 

because they paid for it. Doctors claimed they did because they generated it. Consumers said they did 

because it was about them. Pharmacy agreed with the consumer and said they would help manage it. 

 

The Government has now spent over $1billion for what result. 
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The Strategic Pathways have never been developed, but are still valid today: 

 

 1.  E-Commerce enabled dispensing - this took 10 years to become Online Dispensing and saved the 

Government ~$60million in entitlement checks is the first year and more each year as it changed the 

business rules. Why 10 years, when it is essential the same technology as an ATM? Essentially, Medicare 

software was and still is transactional not up to date and political influence and interference delayed the 

process. Reference the stories of the last Federal election. 

 

 2. Evidence based reporting and Quality Use of Medicines - An opportunity to collect information 

during the dispensing process of drug interaction, under dosing and over dosing, same or similar drug, with 

date of birth and gender prompts about pregnancy and geriatric implications etc. This is now known as 

Clinical Interventions but collects less detail in a separate database and claiming system. 

 Prompts for Medication Reviews should appear during the dispensing process and record the data. 

 Not achieved limited health outcomes. 

 

 3. Value Added Services in Disease State Management Programs - still separate programs not 

integrated into the dispensing process nor prompted by the dispensing process e.g. Diabetes, Mental Health 

and Asthma. 

 

 4. Wellness and Proactive Health Management - Once a stable state has been achieved by medical 

intervention, prompts for wellness and quality of life programs, such as Weight and Exercise, sleep apnea 

programs. These are separate programs with no reference back to the dosage and / or strength of 

medications during the programs. 

 Quality of Health Outcomes are currently difficult to measure. 

 

 5. Access in an E-Commerce World - SMS reminders and online ordering are not yet integrated into 

the dispensing process. Most e-commerce in pharmacy is online shopping for price. 

 

 6. Co-delivery of integrated solutions - so hello to Medicare Local and now PHNs. How much 

government expenditure has been wasted so far? Or are they political stunts to keep doctors on side and 

bureaucrats in a job? 

 

 7. Supply chain management - Current integration is Pharmx and the CSO- neither very efficient. 

 

This should become the business model of community pharmacy delivered in the various retail settings that 

community pharmacy presently i.e. where the consumer currently shops. 

 

 

"The PBS as a government funded ‘community resource’." 

 

The government does not fund the resource i.e. infrastructure investment. The government pays per item 

dispensed and per government program delivered THERE IS NO CAPITAL CONTRIBUTION FOR 

INFRASTRUCTURE. 

 

Pharmacy owners, like other small business owners, have their homes on the line for every investment 

decision they make. Ask your local bank manager what security a pharmacist and their family puts up as 

security for their loans. 
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If, after discussion with a consumer about a prescription item, the item is not dispensed, until recent years, 

there has been NO PAYMENT to the community pharmacy and NO COST to government. In the Fifth & Sixth 

Agreements this may now constitute a Clinical Intervention with a payment of between $1.76 up to $5.00 

depending on a non-transparent formula agreed between the Guild and the Government. Assuming this is a 

long term medication, the community pharmacy has foregone a monthly payment of the AHI plus 

dispensing fee of greater than $13.00 per month for at least the life of that prescription. The prescribing 

doctor would be paid for writing the prescription. 

 

This occurs at least once a day in my pharmacy = $13.00 x 365 x 12 supplies = $56,940 lost revenue  

vs say $3.00 x 365 = $1,095 for clinical interventions. I wonder which option a more commercial, profit 

driven entity would choose.  

 

The more consumer / pharmaceutical care a pharmacist takes, potentially the less the community 

pharmacy business is paid - the employed pharmacist is still paid. 

 

 

"In addition, a short online questionnaire – targeted at both consumers and pharmacists – will be 

available to collect responses to the Discussion Paper from these key stakeholders. The questionnaire will 

be available from the Review website and will be open until 18 September 2016. Respondents are invited 

to complete the surveys." 

 

I have completed the questionnaire and I co-opted 4 others - one intern pharmacist, one employed 

pharmacist, one junior partner pharmacist and one consumer under the age of 30 years. 

 

There is no option for a pharmacy assistant to choose. 

 

No one could complete the survey in the 20 minutes suggested. It took up to 60 minutes. 

 

No one was comfortable, after completing the survey, that it expressed their opinion accurately. 

 

There is no opportunity to "reflect on and / or review” the answers -   a requirement to claim CPD points. 

 

There is no back button, no comment boxes. If you log off the site and return on the same computer, you 

CANNOT begin again. 

 

THERE IS NO TRANSPARENCY TO THE DIRECTION YOU ARE LED IN ANSWERING THE QUESTIONS. 

 

It could be construed that the questionnaire is constructed with a pre-determined outcome in mind. 

 

What brief was given by the Review Secretariat to the company that developed the questionnaire? 

 

"Extensive consultation will be held following the release of the Discussion Paper, including public forums 

in each state and territory (including metro and regional centres), briefings at industry conferences and a 

public interactive live webcast. Further advice on the Review and its progress, including details of all 

public consultations, will be posted regularly on the Pharmacy Review Website." 

 

NSW has about 40% of the Australian population.  The majority of the NSW population lives OUTSIDE the 

CBD of Sydney. 

I don't believe that one meeting in the centre of Sydney on a Thursday night and meetings in Broken Hill, 

http://www.health.gov.au/pharmacyreview
http://www.health.gov.au/pharmacyreview
http://www.health.gov.au/pharmacyreview
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Wagga and Albury represents any sort of extensive consultation in NSW. 

 

To expect consumers who are highly dependent on community pharmacy to navigate into the centre of 

Sydney on a Thursday night and return home after 9.00pm verges on irresponsible. 

 

 IN FACT, I BELIEVE IT IS AN INSULT TO THE PEOPLE OF NSW. 

 

I was one of 5 people who drove for two and half hours from Newcastle to the Menzies Hotel on Thursday 

25th August and returned that night to work the next day in community pharmacies. 

 

"The appropriate level and structure of remuneration for community pharmacy for the dispensing of 

medicines under the PBS” 

 

The CAPITAL cost of price reduction of stock on hand in every pharmacy every April and October is born 

solely by community pharmacy. The HANDLING cost of inefficient minimal orders, to minimise this 

capital loss, is born solely by community pharmacy. 

 

Manufacturers and wholesalers are similarly affected which leads breaks in supply of key items and a 

time lag to re-stock the entire supply chain. 

 

The consumer is affected by items not being available as pharmacy seeks to minimise the lost by de-

stocking in March and September. The first of October this year is the Saturday of a long weekend.  

 

The drug Coveram and its generic equivalent has a price reduction across 4 strengths of ~$5.50. My 

pharmacy dispenses 35 items a month, approximately 1 per day. From Friday until Wednesday we need 6 

packets which will generate a capital loss of 6 x $5.50 = $33.00, assuming we have perfect stock control 

and only one consumer per day. I believe seven generic brands delist on 1st October. The only generic 

brands left will be Reaptan and Apotek. The Apotex brand is currently not available. 

 

I anticipate my business will lose $15,000 to $20,000 over-night on 30th September, as it has done each 

April and October for the last two years. 

 

Presented below is a complete listing of the questions posed in the Discussion Paper, arranged in the 

context of the key areas of the Review Terms of Reference. 

 

Pharmacy Remuneration for Dispensing 
 

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? 

No. The cost to Government is the same per prescription item. The success of the retail activities 

depends on consumers' acceptance of the retail offer. The design and staffing of the 

professional area determines the volume of scripts dispensed and the quality of 

pharmaceutical care and health programs provided. 

 

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

appropriate?  

 

Yes. You cannot predict when an event will occur in relation to a medication - a side effect, a 
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supply issue, under dosing or over dosing. Often an original prescription for a new medication 

results in information overload and it is the repeat script that generate the questions and 

understanding. 

 

Attached is a document (Turnkey Pharmacy Dispensing Process) prepared in 2000 leading to the 

introduction of Online dispensing. It shows the various steps, 54 steps, involved in the dispensing 

of a medication. Whilst some of the steps have been automated, whether the script is an original 

or a repeat, dispensing is still a very technical process involving many decision points in supply, 

recording, consumer interaction and reimbursement.  

      Also attached is a description of the steps, "Method and system for dispensing pharmaceutical 

items". Pages 6 to 16 describe the steps. 

     Does it lead to undesirable incentives? 

 
For supply only, perhaps depending on the motivation for profit or these days survival of the 

pharmacy. 

Medicare remuneration is still transaction based (entitlement and payment) and not data 

management (Transition no.1 in "Pharmacy Standardisation Presentation 2000"). This was first 

identified in the late 1990s during the Better Medication Management System Trials. 

 

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? 

 

 The dispensing fee remuneration does not cover the current cost of supply (when the steps 

 above are costed at a fair wage for pharmacists) and a fair return on investment. There should be 

 an additional fee for higher levels of involvement - a Clinical Intervention fee should be 

 incorporated into the dispensing process and the data collected for QUM purposes. 

 

17. Are the current fees and charges associated with the dispensing of medicine appropriate? In 

particular, do they provide appropriate remuneration for community pharmacists? Do they 

provide appropriate incentives for community pharmacists to provide the professional services, 

such as the provision of medicine advice, associated with dispensing? 

 

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, what limits should apply to pharmacist pricing discretion? If 

not, why not? 

 

19. Is the RPMA the best way to encourage pharmacies in locations where they would not otherwise be 

viable? Is community need a more appropriate measure than geographical location? 

 

20. Is the Electronic Prescription Fee achieving its intended purpose of increasing the uptake of 

electronic prescribing and dispensing? 

 

 The 15c per item fee paid to community pharmacy is passed on entirely to eRx and / or 

 Medisecure. There is no incentive for community pharmacy. The supposed time saving is more 
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 than taken away when you consider the time taken to identify and fix mistakes in the scanned 

 data. 

 

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? 

 

 No. It generates animosity from consumers to everyone in the supply chain and especially to politicians 

 and bureaucrats of the department of health. The consumers who pay the premium see it as an extra 

 tax. 

 "I have paid my taxes all my life and now the bloody government slugs me again". 

 

 The generic discounts that were available before Price Disclosure to community pharmacy drove the 

 uptake of generic dispensing. Price Disclosure has transferred these discounts to Government. 

 

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

throughout the supply chain and mandated by Government? 

 No. Normal trading terms are sufficient, as long as Medicare pays on time i.e. Friday 10 days after the 

 claim closes on the previous Wednesday night AND community pharmacy claims its BAS refund 

 monthly and the ATO pays on time. On second thoughts, this never happens on time. Yes, we need 

 an extra 30days credit. 

 

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? 

 Yes. The government takes the financial risk and pays the manufacturer directly. The items are 

 delivered to the consumer with the appropriate fees in the normal manner.  

 

 I am sure panel members are aware of the sort of trading terms available for major retailers in other 

 sectors. Why has the government negotiators not done a similar for high cost items. Could it be that 

 this financial benefits has been traded for even higher rebates back to the Federal Treasury? 

 

 I currently have two items - Lantus Vials (cost ~$400) and Samponi injection (cost $1,500) = that were 

 ordered in for consumers on prescription. Each patient returned over a week later to say they no 

 longer required the items. Both were outside the trading terms for return to the wholesaler. Neither of 

 my pharmacies have ever dispensed these medications before. If a consumer does not present a 

 prescription before the expiry date they will be written off. I have to hold the stock until the expiry 

 date before writing them off. A capital loss of almost $2,000 that I must hold until expiry. 

 

 Perhaps my pharmacists should have dispensed the medications on the valid prescriptions provided 

 and then disposed of the medications in the Return Unwanted Medicines Bin - that makes commercial 

 sense to me. 

 

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? 

 

 Hospitals in NSW currently get a 10% mark-up on high cost items. Why not extent this to community 

 pharmacy? 

 

25. As medicine specialists, what are the professional programs and services that pharmacists should or 
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could be providing to consumers in order to best serve the consumers? 

 

 "Services and programs consumers value from community pharmacy" 

 

 Home delivery - usually free to consumer - no cost to & no investment from Government 

 

 Syringe exchange in NSW - free to consumer when a syringe container is returned 

 

 Return Unwanted Medicines - free to consumer 

 

 NDSS - National Diabetes Supply Service - essentially free to consumer 

 

 Dose Administration Aids -Webster packs - supplied below cost to consumer 

 

 Clinical Intervention - free to consumer 

 

 Meds Check & Diabetes Meds Check - free to consumer 

 

 Home Medication Review - free to consumer 

 

 Medication Profile - free to consumer - no cost to & no investment from Government 

 

 Minor ailments 

 

 Vaccinations 

 

 Sick Leave Certificates 

 

 Gene profiling 

 

 And more........... 

 

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? 

 

  No. Community pharmacy is best placed to decide which items to carry in stock - certainly Aust L  

  and Aust R items. Consumers very quickly let you know which items to carry in stock. Pharmacy is 

  the appropriate place to discuss the benefits or otherwise of the items they carry. Non-evidence  

  bases therapies may well have a long history of traditional use without clinical trials. 

 

 

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? 

 

 There are many different sizes, locations and business models of community pharmacy. The 

 consumer already chooses which ones they patronise. Would it not be anti-competitive to put 

 such restriction on small businesses? 
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28. More generally, is there a need for new business models in pharmacy? If so, what would such a 

model look like and how would it lead to better health outcomes? 

 

 Yes.  See attachment "Pharmacy Standardisation Presentation 2000" for the steps and transition in 

 thinking that is required. A complete copy of the report is available if needed. It was presented to 

 the Better Medication Management System committee in 2000 by Pharmacy Guild representatives. 

 So much for forward thinking and innovation!! 
  

29. Is it appropriate that the PBS links the remuneration for the provisions of professional advice to 

the sale of medicines? 

 

 YES. And provide appropriate funding. 

 

 Doctors get remunerated per visit to diagnose and write prescriptions, if appropriate. If the 

 consumer never takes the doctors' advice or the medication prescribed correctly, how is the 

 health outcome measured? 

 

30. Would it be preferable when a medicine is dispensed if advice given to consumers is remunerated 

separately; for example, through a MBS payment? Would this be likely to increase the value 

consumers place on this advice? 

 

 Yes. Remunerated through a separate program item number for the time involved and outcome 

 agreed with the consumer. 

 

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? 

 

32. What are appropriate ways for pharmacies to identify and supply the health services most 

needed by their local communities? 

 

 Medicine management parameters including compliance and adherence measures, observation 

 of possible side effects, often only observed over time, and, discussion and education with the 

 consumer about health outcomes and goals.  

 

 Does the 75 year old patient has early onset Alzheimer's Disease or is it a side effect of a long 

 term medication that is no longer effectively metabolized and therefore the patient is actually 

 exhibiting overdose effects? A regular HMR should pick-up this sort of reaction. 

 

33. Are pharmacy services accessible for all consumers under the current community pharmacy model? 

If not, how could pharmacy services be made more accessible? 

 

 There is no one pharmacy model, in fact, not all pharmacies have a PBS approval number. 

 Currently community pharmacy is a national network of mostly small to medium businesses, about 

 80% of which are linked by membership of a union called the Pharmacy Guild of Australia which 

 negotiates every five years with the Federal Government a contract for supply. Some are also 

 members of franchise groups controlled by public companies whose motivation is shareholder 

 profit and management remuneration. Some franchises are absolutely compliant models where 
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 the franchisor dictate the services provided. Some are loosely connected marketing and buying 

 groups and some are totally independent. 

 

 The provision of pharmacy services is subject to consumer demand, funding models, the skill sets 

 of team members and location. 

 

 Political willingness and bureaucratic support are essential to develop national programs. Health 

 outcomes often come second in consideration. 

 

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? 

 

 See attachment "Pharmacy Standardisation Presentation 2000". 

 In dealing with Government (politicians and departments) I am often reminded of the saying 

 "Hindsight is a wonderful thing, unfortunately, for some, it was fore-sight but no one was 

 listening."  

 And the lyrics "That you don't know what you've got. Till it's gone." 

 There is a process, currently not well understood, of Clinical Intervention, MedsCheck  and 

 Diabetes Medscheck, and HMR. This process needs to be adequately funded and supported. 

 

 The frequency of these processes depend on the needs of the consumer and there should be 

 suitable criteria for the timing of delivery. It maybe after every change of medication or treatment 

 for an acute event. There is currently no limit on how often a patient can see a doctor. There are 

 restrictions on how often a doctor can order certain tests. 

 

35. Are there non-medicine-related services that pharmacists can or should provide to consumers 

due to their expertise as pharmacists or for other reasons (e.g. consumer ease of access to 

community pharmacies)? If so, why are these services best provided by community pharmacy? 

 

 Because of ease of access, community pharmacy often provided triage for referral to other 

 health professionals including doctors. From minor cuts to wounds requiring stitches, minor 

 allergic reactions to a potential anaphylaxis reaction, cough to asthma, muscle strain, these 

 events happen on a daily basis. 

 

36. Would any of these remuneration models be generalizable to other medicine services offered by 

pharmacies? Why or why not? 

 

37. Is cost a barrier to accessing worthwhile health services offered by pharmacy? 

 

 Yes, but not always - define "worthwhile". Is it an event where the consumer would otherwise 

 go to a doctor or hospital if the pharmacist was not available? 

 

  Is it cost driven for the transaction or outcome driven for the consumer? 
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38. If particular health services were deemed to be of clinical value and delivered good patient 

outcomes, what other mechanisms could allow these programs to be disseminated around the 

country to relevant communities and groups on an affordable basis? 

 

 All other health professional are paid for their time, usually by appointment, either by 

 governments or private health insurance. Community pharmacy has both the health professional 

 readily available and the appropriate products to provide a complete treatment - this is a huge 

 benefit, but perhaps, will be seen as a conflict of interest. The consumer currently makes this 

 decision in consultation with the community pharmacy. 

 

39. Should both direct consumer remuneration and government-based remuneration be applied for 

particular services or access arrangements? 

 

 Yes. 

 

40. What pharmacy services should be fully or partially PBS funded and what is best left to market or 

jurisdiction demands? 

 

41. What does innovation look like in community pharmacy?  

 In 1990, I invented the Breath-a-tech asthma spacer with optional masks, after listening to 

 patient stories. There was no government funding or support. In fact, Government gave a grant 

 to Glaxo Smith Kline around the same time to build a nebule making factory in Victoria. Breath-

 a-tech captured 65% of the Australian market and was licensed to the Healthscan in the USA 

 (now a division of Phillips). Spacers replaced nebulisation as first line therapy. 

 

 The death rate from asthma dropped from around 900 a year to around 400 a year during the 

 1990s. 

 

 In 1999, I was a co-author of the "Guild Patent" which today would describe My Health Record. 

 The Pharmacy Guild of Australia was pressured, during the "negotiation" for the Third Guild 

 Government Agreement to hand the patent to the Government, which it did. The government 

 did nothing with the patent and it lapsed. This was world first technology and the then Federal 

 Government did NOTHING. 

 

42. Is there sufficient scope and reward for innovation embedded in the current remuneration model? 

 

 No. There never has been. 

   

How could this be achieved? 

 

 Unfortunate for some it was foresight, but no one was listening. 

 

 

Regulation 
 

1. In your opinion, is the ratio of community pharmacies to population optimal? What data 

would you use to support this opinion? 

 

 I fully support the Guild Geo-Spatial Data Report. 
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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? 

 

 Whether the location is rural or urban, there are barriers to access for some consumers. 

 During the April 2016 storms in Newcastle, my daughter's elderly neighbour in a suburb of 

 Newcastle ran out of his medications, milk and bread. He had no power, no candles, no 

 telephone service, did not have a mobile phone, his local pharmacy was under water. My 

 daughter brought his empty medication packets to the pharmacy (and used the pharmacy 

 power to re-charge her phone) and we organised refills with his doctor. 

 

  The current rules and ratios seem to be working. 

 

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? 

 

 I think there should be a minimum ratio of dispensary and professional area to retail 

 space, not the reverse. How many consulting rooms - we have two? Perhaps up to a 

 reasonable size. 

 

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? 

 

 No. No. No. There is no transparency. The government abuses its market power in 

 negotiations and manipulates the market by refusing to begin the process within agreed 

 timeline. 

 

 Only time will tell, if the PBS is sustainable for community pharmacy. I don't believe it is. 

 

6. What would be a preferable approach? Why would this be preferable? 

 

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? 

 

 Yes. Develop decent software that measures health outcome during the dispensing process. 

 

 Community pharmacy is where consumers come at least once a month to collect their 

 medicines, consumers on multiple medications often come in weekly. It is the ideal time to 

 have discussions about their medicines. Community pharmacy has the ability to collect 

 usage data and recommend changes to enhance health outcomes.  

 

 Given that compliance drops to around 50% within the first six months of the first supply, 

 programs must be developed for community pharmacy raise health literacy and therefore 

 compliance and therefore the health outcome. 
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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? 

 

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? 

 

 It is hardly a "partnership arrangement", when the government uses its market power and 

 negotiation techniques, that in another environment would be called “abuse of market power" 

 and not dissimilar to recent cases of Coles and Woolworths negotiations with small suppliers. 

 

 With no certainty of the agreement negotiations, I had to negotiate two new leases of seven years 

 with Westfield, two re-locations and new fit-outs or walkout after 40 years of business, write-off 

 $450,000 of investment, retrench 70 staff including 12 with more than 10 years of service. The 

 government under Minister Peter Dutton refused to start the negotiation. The agreement 

 negotiation was completed in May 2015. Not really the moral and ethical attitude a small 

 business should have to endure from a government that purports to support small business. 

 

 Would any other formal arrangement be any better? 

 

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? 

 

11. Is the 6CPA achieving appropriate ’access to medicines’ as defined in the NMP? If so, why? If not, 

why not and how could access be improved? 

 

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 to be implemented to ensure that there is appropriate oversight and control over dispensing 

and patient choice of pharmacy? 

 

42. To what degree is it appropriate that community pharmacies be protected from the normal 

operations of consumer choice and ‘protected’ in their business operations? Is such protection 

required to achieve the NMP objective of access to medicines? If so, why? If not, why not? 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? 

 

 Location rules and ownership rules are an instrument of governments, not a protection for 

 pharmacy. Pharmacy operated quite well before the agreements and location rules arrived. 

 

 Medications are not ordinary items of commerce - I cannot bulk stack a supply of blood pressure 
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 medications to increase their sales. 

 

 If the current rules did not exist, government would have to create a whole new set of 

 regulations to try and achieve the same outcomes. 

 

 Not sure. I agree with Guild's Geo-spatial Study. My guess would be decrease access and 

 affordability or move the cost of access to the consumer. 

 

The End, I have run out of time to complete the rest of the questions. 


