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My responses to the review are below. 

#3 – yes 

Needs to be restricted too many pharmacies bastardise our profession by focusing on 
completely non pharmacy related items like cosmetics, detergents, shoes etc etc.  The point 
is there should be a limit – e.g. 10% of floor space or non at all.  There should be stricter laws 
on professional areas in particular mandatory constructed consulting and professional 
areas.  I think remote areas should have less restriction as they may provide some items not 
sold in the area.  All of this is contingent upon more adequate remuneration of what we do 
for free at the moment – provide advice and outcomes, keep people out of hospital or 
nursing homes, reduce adverse medication events and collaborate with other health 
professionals. 

#4 – yes 
If there is no restriction on what space is allocated then I think it is fair that pharmacies that 
are more focused on professional activities/services be remunerated accordingly.  We aren’t 
doing ourselves any favours with the retail aspect of the professional.  It is necessary so 
there should be a limit as opposed to full restriction. 

#8 
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Yes it is.  The guild mostly represents the pharmacy industry well.  The only ones who 
disagree are the larger groups who have there own agendas and do not necessarily 
represent the professions best interest.   
 
#9 
This would disadvantage people like myself – a small independent with no experience in 
negotiating such remuneration with a government body…. The guild while not perfect 
provides a level playing field for the industry as a whole. 
 
#10 
There are large hospital groups that would love this for there own agenda.  I know from 
experience certain groups that try to run community pharmacies like a hospital and it does 
not service the community well.  Community pharmacies have enough competition to 
ensure opening hours are ample to service the community needs, plus there are 24 hour 
stores opening.  This is just big corporates trying to get a slice of the pie outside the hospital 
environment to please shareholders, not patients. 
 
#14 – re location rules 
These were implemented by the government and there is so much evidence to support how 
accessible pharmacies are to consumers.  I don’t even know why this is raised.  It prevents 
congregation of pharmacies in desirable locations. 
 
#15/16 – dispensing fees 
How can and do you determine a level of effort??  This assumes there is a different level of 
effort put into each script!  The amount of effort that goes into an original is and can be no 
different to the “effort” that goes into a repeat.   The one constant with medication and 
disease is that is there is no constant.  Things change and often.  If a repeat prescription 
comes in and we are paid less than the original does that mean we refuse to dispense 
it  because there is a change in effort level required from the script on that occasion?  The 
other thing that really annoys me is that no one seems to take into consideration that 
dispensing fees allow us to do other things for nothing – like talk to customers about there 
medication in general and problem solve and liase with other health professionals.  If 
dispensing fees are continually stripped back then this will stop.  The argument that 
dispensing should be separated from counselling is laughable and shows a true lack of 
understanding of one of the key aspects of pharmacist – readily accessible !  People that 
have to go to a medical clinic for this advice would result in an enormous reduction in 
medical intervention – the result being more pressure on medicare and hospitals.  Unless we 
are adequately paid for each consultation like other health professional the dispensing fee is 
appropriate.  The paper trail for me to record 200+ conversations a day regarding 
interventions and counselling also makes this scenario nonsensical also. 
 
#17  
Following from the above – no – price disclosure was necessary but has gone too far.  The 
AHI fee+disp fee is a step in the right direction but is probably 10% too low (just my 
opinion).  We are not adequately renumerated for the medical advice provided.  Things such 
as Clinical Interventions are a step in the right direction however the paper trail is too 
cumber sum.  E.g. I may claim 50 a week however the real number is more like 500 because 
it would take me all week to record them. 
 
#18 
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Discounting is tough as it boils down to buying power.  If I had the buying power of the big 
groups I could afford to pass it to consumers.  Im an independent store – so I cant.  Its not a 
fair deal for all.  The same as all other industries- the big groups will get bigger, the small 
ones will disappear. We need protection and help as there is a rule for us and rules for them.  
 
#21 – generics 
No its not.  The single biggest hurdle is the Dr’s.  They are not encouraging patients enough 
to swap.  Drs should also receive a small additional rebate from medicare if they prescribe 
generic medicines.  The cost benefit of that would still warrant them getting something, until 
they do  - they wont actively do it.   
 
#23/24 – access to high cost goods 
This needs urgent review - $70 for a $22,000 item…. Carries with it the risk of ordering, 
supplying to patient.  Not many professions in the world would work on that margin for a 
$20,000 product.  Remuneration of high cost items in general needs reviewing.  Hospitals 
apparently get much more for these products and that should be consistent with community 
pharmacy. 
 
#25 programs/services 
HMRS, medscheks, staged supply, webster packs/DAAs are all vital.  They all produce huge 
customer benefits and fantastic outcomes.  All of them (except HMRS,medscheks) are 
significantly under compensated for the time needed and also in terms of significance of 
outcomes  
 
#26 – yes 
Pharmacy needs to cut out all the rubber ducks and detergents so I do think there should be 
restrictions on all non-medical lines or a restriction on floor space allocated to it. 
 
In terms of non-evidence based items – experience tells me that a lot of the product I sell 
don’t have “evidence” but the outcomes I have seen and experienced warrants the 
use.  Who are we to deny them of that?? I don’t like or sell homeopathy but if it works 
because of placebo, then the pharmacist should be able to recommend if they wish.  Placebo 
effect is still producing outcomes and does even with script items. 
 
#27 –  
This is an example of a scenario that would significantly disrupt the great work we do to help 
relieve the medicare and hospital burden.  Simply, people would not come to us, they do not 
like overly clinical settings, they like freely accessible settings with the option to go to a more 
private area like a consulting room, which we have several of.  We have one end of the store 
that is dispensing and the other end is private consulting rooms/clinical.  I believe all 
pharmacies should have this along with restrictions on what they can stock.  In addition, we 
need OTC product (S2/S3) to aid us in doing our job.  To remove those would not be in the 
best interest of the health care system.  We are medication and minor ailment 
specialists!  We need less red tape and greater powers on treating minor ailments! 
 
#30 
You cannot remove medicine dispensing from medicine advice.  They go hand in hand.  MBS 
payments should be available to us for additional services above and beyond that e.g. device 
techniques, some sort of chronic disease program monitoring, vaccinations, minor ailments 
etc etc. 
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#31 
Should be based on time and complexity similar to Dr rebates – initial long consult vs short 
follow up.  It would be very difficult to grade complexity according to drug or health 
need.  Who would determine that? 
 
#34 
HMRs should not only be initiated on Dr request.  I find that some GPs just don’t like them 
because they feel threatened.  We do it for the patient benefit but sometime that doesn’t 
happen due to ego .  If we have done everything at our end , it is then up to the Dr but they 
shouldn’t have the right to flatly refuse it if all HMR criteria are met.  As mentioned before, 
things change all the time so it shouldn’t be just event driven e.g. after hospital discharge. 
 
#37 
Yes – generally the funding for it is inadequate to make it viable however prior to price 
disclosure I was happy to do it for the greater good of the patient.  Now we don’t because I 
need to cut expenditure as margins erode through price disclosure.  The patient loses 
because of this.  Any future services/programs need better funding.  We have a great 
potential for screening services but cannot do it as they can go to a Dr for “free” and they 
are renumerated through medicare. 
 
#40 
Health screening services for diabetes, cardiovascular disease and vaccinations should be 
government funded.  The economic burden for these conditions are huge.  We should also 
be able to intervene to give better results/outcomes and be funded for this.  Need 
restrictions on who/where this can be done e.g. consulting rooms (must be built in and not a 
screened area), appropriate/additional training etc. 
 
More appropriate funding for DAAs also. 
 
 
I apologise for the grammar, this ended up being longer then anticipated and I ran out of 
time!  Thankyou & good luck. 
 
 
Steven Reid 
Director 
Reid’s Pharmacy 
Coburn & Reid Pharmacy 
 
 


