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21/9/16 

To the Panel of the Pharmacy Remuneration and Regulation Review, 

 

My wife Rachel and I are community proprietor Pharmacists operating in a shopping strip in Glen 

Waverley, an Eastern suburb of Melbourne. We are an independent pharmacy since 2001. We are 

heavily involved in a service orientated model, including some 90 dose administration aids for the 

community, have a custom built compounding lab, and private consulting room. We look after two 

retirement villages and four accommodation houses for people with disabilities, housing in total 20 

to 30 residents needing special care. We also work very closely with local GPs and will have a shared 

arrangement for a Diabetes Educator in the Pharmacy offering free consultations for patients with 

Diabetes. 

I was at the presentation at APP and the road show in Melbourne. I have read the discussion paper 

and there are lots of provoking thoughts, which I welcome. I am not an Economist, but undertook a 

special interest and studied Health Economics as part of my MBA at Monash University. One of the 

fundamental lessons I took from it was that applying pure economic theories and market forces 

often do not translate as a benefit to patients. I have experienced that first hand in my twenty two 

years in pharmacy. Economic rationalisation have limitations when applied to health and patient 

outcomes. The point is – BE CAREFUL with “sanitising” or stripping the great intangible services and 

benefits pharmacy currently offers to the community.  

 

Remuneration 

Professor King mentioned that remuneration should be transparent and Pharmacists paid for what 

they do. That sounds reasonable. It’s what we DON’T get paid for that needs to be addressed. The 

Panel may remember in the Melbourne forum I told of the great lengths in a typical day of liaising 

with the local GP to organise and deliver IV antibiotics to a patient that prevented hospitalisation, as 

well as organise his diabetes strips through NDSS. This is what that episode cost: 

Discussing treatment options with Dr. – 15minutes 

Ringing the patient and explaining the outcome, organising delivery of antibiotics – 30minutes 

Organising Diabetes strips and ensuring patient understanding – 30 minutes 

The labour costs alone for the pharmacy: $60.00. Not to mention the financial loss of providing NDSS 

strips, delivery costs, etc. The only remuneration to the pharmacy was the AHI and dispensing fee for 

the antibiotics. The benefit to Government: Thousands of dollars saved from hospitalisation. 

This is just one example that happens every day. Yesterday I spent 45 minutes with a patient on 

blood thinners who cut his leg open on his car door, stopping the bleed, calling his Dr then driving his 

wife back home. Today, we organised discharge from hospital for a dose administration aid. It took 

an hour and fifteen minutes.  I could go on and on – these incidents are not an exception as they 

occur every day and Pharmacists get paid nothing for them. 

At present, these services are only financially feasible because there is still some cross subsidisation 

from prescriptions and over the counter preparations. The idea that Professor King wants 

transparency and only pay for what Pharmacists actually do, means payment for the above needs to 
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be addressed. The discussion paper floated the idea of MBS payment – I am all for it, and it will be 

essential if further cuts are made to remuneration. Either allow for some cross subsidisation or pay 

for the extra services we do.   

 

Dispensing Fees 

The idea of paying less for a repeat prescription shows a misunderstanding of what we do. Often it is 

the repeat script that the conversation about “how the medication is going” gets started. Discussions 

about side effects or changing clinical conditions are addressed. Patients often need reassurance 

that their medication is appropriate for them. Repeat dispensing is equally important and involves as 

much time and effort as a new prescription.  

 

Pharmacy Guild representing Pharmacists in Negotiations with 

Government 

The Guild represents the most diverse number of Pharmacies in the country. They are balanced in 

their approach and are thorough in their delivery of evidence supporting pharmacies across the 

nation. Big entities claiming they should negotiate based on their market share or cost savings to 

Governments are only concerned about profits, with no regard for patient care.  

 

Pharmacy Location rules 

The term “Protection” used for pharmacies because of the location rules is viewing it purely from a 

commercial sense. The location rules are there or should be there to ensure even distribution of 

Pharmacies across the nation for accessibility by all.  

In recent years, some Pharmacies moved to more central and populated areas for commercial gains 

via “loopholes” has further enhanced competition, to a point of saturation. For example, in a busy 

shopping strip of Whitehorse Road, Balwyn there were already two large Pharmacies – and a small 

community Pharmacy within a kilometre strip. The Big Yellow Box discounter arrived having 

purchased an approval number from afar and “hopped” over several years to open up right in 

amongst the three existing Pharmacies. There was no clinical need for them to be there – they were 

only interested in commercial gain. Opening a large discount pharmacy meant another pharmacy in 

a less concentrated area had to close.  

The above example was happening throughout the country, so there is now ample competition and 

choice for patients in the most populated areas. Therefore I do not accept the reference in the 

discussion paper that location rules have limited completion. The cost of that increased competition 

is that many smaller Pharmacies no longer exists in more remote and regional areas as they were 

bought out. Equitable access to Pharmacies in some regional areas have been compromised. 

It is now time for the Government to tighten the regulations so that the location rules can achieve 

what they were intended to do – the spread of Pharmacies for access by all. Stop the concentration 

in already densely populated areas and ensure Pharmacies are accessible in regional and rural areas.  
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Pharmacy Models 

I believe we have as close to a service model in our Pharmacy as we can. The theory of only 

dispensing and providing scheduled and “R” registered medicines is really appealing. It would be an 

excellent experience for our patients, who already do not want the “supermarket” experience of the 

discounters. It would enable our Pharmacists to further maximise time with patients. However, the 

current remuneration would not make this a viable option. There needs to be a payment for service, 

to be able to sit down and discuss with patients their health care needs. An MBS type billing 

arrangement would be a natural progression. Currently, patients are used to getting medical services 

from their GPs without paying because of bulk billing. Bulk billing stifles innovation of Pharmacy 

services. 

 

Discounted Co payment 

The optional dollar discount is causing much confusion for patients, especially those who are 

reaching their safety net. 

 A lot of our time is spent explaining the difference between reaching the safety net by paying $5.20 

versus $6.20. It wastes valuable time that we could be spending talking to patients about their 

medicines. Patients are having to decide at the beginning of the year whether it is more beneficial 

for them to pay $6.20 or $5.20, based on whether they are or are not likely to reach their safety net. 

Many are unable to understand the concept and take the $5.20 option only to realise later that it 

has disadvantaged them.  

 

Patient voicing their opinions 

I have encouraged a number of our patients to fill the survey and or make a submission to this 

review. Some are able to do so, but the vast majority of patients who utilise our services and who 

benefit most, are unable or cannot respond. They are either too old, mentally incapable, cannot use 

a computer or would be overwhelmed by the questions asked. How does the panel allow for the 

representation of these patients?  

 

There are many more issues raised in the discussion paper I would like to address, and I hope that 

my colleagues will contribute to it. Thank you for the time taken to read my submission. 

 

Kind regards, 

 

Paul Li 

 

 

 


