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2. Is it desirable for the ratio of community pharmacies to population to increase or decrease in some 

areas, and in your opinion what is the best way to achieve this? 

 

Looking at the statistics provided in the discussion paper the ratios look to be average based on 

other countries. This would indicate that the number of pharmacies is about right. However the 

obvious difference in the countries presented is that the Australian population is spread over a much 

greater land mass. 

 

Australia is ranked 236/244 in terms of world population density.  

 

(https://en.wikipedia.org/wiki/List_of_countries_and_territories_by_population_density) 

For example Australia has 3 people per square km (psqkm) to the United States 33 and the top 100 

countries by population psqkm all above 100 people per square km. 

 

This represents significant geographic challenge which must be considered throughout all of the 

aspects of this review. I feel that pharmacy location laws have been effective in ensuring a fair 

distribution of pharmacies throughout Australia and preventing a concentration in urban areas at 

the expense of rural areas. Not all pharmacy policy is consistent with this approach however, the 

allowing of $1 co-pay discounts unfairly punishes consumers in rural areas where there is not the 

aggressive competition that exists in urban areas. 

 

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? 

 

No. This seems to be excessive regulation and does not take into account the many shapes, sizes and 

practicalities that retail space comes in. The reality is that a shopping centre pharmacy cannot pay 

staff and rental costs from script gross profit alone. Nicola Roxon as Health minister was noted as 

saying to a former Guild president that community pharmacy needed to retail well in order to 

survive. The current pharmacy remuneration model is not sustainable for dispensary only 

pharmacies trying to operate in convenient (higher cost) locations. 

 

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? 

 

From the previous answer it is clear that the Government do already take this into account. I do not 

feel that they should. At its very core the profession of pharmacy is about services as opposed to the 

delivery of product. However, the two are entwined and I do not think possible to separate as the 

majority of the services relate to the product. I feel that this leads to market manipulations and large 

scale ‘gaming’ where patient outcomes are compromised by retail models that are constructed with 

the sole aim of profit maximisation and market share growth at the expense of patient outcomes. 

Having a first class logistics chain that drives costs out of delivery and then putting those costs into 
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marketing that is price centred does not improve patient outcomes. Paying pharmacists $22 per 

hour and discounting professional fees only ensures that the professional services attaching to the 

product will not be delivered (as it is not the lowest cost/highest profit outcome). Advertising that 

consumers are paying too much elsewhere or 50% off scripts is disingenuous and de-values and dis-

respects the profession. Pharmacies have different cost structures and service offerings. 3 second 

grabs do not adequately explain this to consumers, many of whom are elderly, and are left confused 

and miss-informed by slick marketing that is often ethically compromised. 

 

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? 

 

The CPA process has delivered affordable medicines in a sustainable way since its inception. The CPA 

process has delivered the taxpayer significant dividends in lowering the cost of patent expired 

medicines aggressively. These dividends have been re-invested in the system in the form of new PBS 

listings which have opened access to new therapies and treatments. As both a taxpayer and a 

pharmacist I feel the system works. 

 

My concerns are that the acceleration of the price reduction mechanism caused by Kevin Rudd’s 

government (with no consultation) caused significant economic shocks and pain to the industry that 

pharmacy unfairly did not have time to manage. This has created unfair financial pressures in 

community pharmacy and in my experience resulted in many job losses/hours reductions as owners 

had no other way to ensure sustainability. As a community pharmacist and taxpayer I think it is 

important to make the point that changes need to be introduced in such a way that allows 

businesses time to manage the changes. Massive overnight price movements are the stuff of third 

world countries and as a developed country I think it is fair to expect much more of policy makers 

and change economists. 

 

I noted recently that several manufacturers are ceasing cephalexin supply due to the costs exceeding 

the price they are able to charge. I think price reforms are pushing too far and shortages are coming. 

 

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 feel strongly that whilst the core of the CPA should be focused on medicine delivery that the many 

other services offered by pharmacy need to be recognised and remunerated. Many pharmacists 

provide advice that does not result in any income being earned but does result in healthcare savings. 

There needs to be a mechanism to recognise and remunerate the many services that are currently 

provided and not remunerated. Whilst the guild has been successful in starting programs and whilst 

the majority of pharmacies are responsible in the application of these services there is unfortunately 

an element that ‘games’ the chances of additional revenue against the spirit of why it was 

introduced. One example I can think of is a pharmacy claiming several thousand interventions in a 

single day. Where it is obvious that a pharmacy/ pharmacy group is abusing professional service 

allowances they should be banned from taking part in the program. 
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Measurement should be a key part of professional service delivery. Random audits need to be 

performed to ensure those claiming the fees are actually performing the services. Two strikes and 

you’re out policy. 

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? 

Yes. Whilst the pharmacy guild continues to represent the majority of pharmacy owners they are the 

best body to negotiate for community pharmacy. I am aware that some other ‘vested’ interests are 

putting forward arguments that they need a seat at the table so they can push their own agendas. 

Those agendas need to be researched and understood by this panel. There are large groups in this 

country that make no secret of their goal to grab a lot of market share, lobby for deregulation and 

then effect a trade sale to Colesworths (sic) or other listed entities that trade on many more times 

the multiple of earnings of pharmacy. This would result in making all pharmacists employees of 

Colesworths and corporate cost minimisation and profit maximisation would be the next step. This 

will ensure that pharmacists no longer are allowed to talk to patients and back room sweat shops 

would be the future of the profession. The first vestiges of this can already be seen in some of the 

larger extreme cost focus banners. 

 

The top products sold by Colesworths in terms of volume and value are cigarettes. How could this 

possibly be aligned with health outcomes for consumers? This is just one example. There are many, 

many more. 

 

With regards to what is an ‘appropriate’ partnership with other parties including consumers then the 

question would appear to be asking if government fairly represents its constituents which is quite an 

odd question. Without calling to question the constitution or suggesting that third parties are 

controlling the Government then I think it’s safe to assume that the Government fairly represents its 

consumers/constituents in CPA negotiations. The Government together with the Guild has a 

successful track record in lowering medication costs, improving access to medications and ensuring 

funding for access to new therapies as they are released. 

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? 

A contracting or licensing approach with individual pharmacies sounds like an incredibly fragmented 

and convoluted approach that would require significant public resources. How this would achieve 

better patient outcomes is uncertain. Given the demonstrated successful track record of the CPA’s it 

is hard to imagine a better system delivering better results. 

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 Review of Pharmacy 
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these alternative approaches look like? 

The Government and Health Department have been very vocal about getting patients out of and 

away from hospitals. They have gone so far as to enable bulk billed after-hours doctor visits to keep 

hospital costs at sustainable levels. To get rid of a widespread network of community pharmacies in 

favour of very few hospitals for medication dispensing seems quite ridiculous and counter intuitive 

to the direction of health policy. 

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? 

What has become clear in our business is that there are increased shortages of medicines since the 

implementation of the 6th CPA. This could be due to many factors including the decreased 

attractiveness of the Australian market for medicine suppliers as the price mechanism ratchets 

down. I believe that there is evidence of this happening in New Zealand. We need to be careful that 

as the Government look for savings they don’t throw the baby out with the bathwater. There is little 

sense in driving prices so low that suppliers desert the market. This would be a disaster for patient 

outcomes. I believe the government need to be sensible and put a hard floor on medicine prices to 

ensure that suppliers provide our country with reasonable supply. Given the 6th CPA puts a hard 

floor on prices for pharmacy I point out that my concerns are not for pharmacy revenue but for 

stable supply of medicines for consumers. 

 

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?  

They do if pharmacies are ethical and follow the guidelines. As a rule the Guild Quality care 

programs ensure that guild members are compliant with the information requirements. Whilst the 

Guild and its members are effectively self-regulating in this regard many other pharmacies are not 

compliant. You will find that pharmacies that are cost focused and profit maximisation driven are 

spreading their resources so thin in the aim of bringing the best price to the consumer that they 

compromise on the delivery of quality medicines information. The logistics simply do not allow 

pharmacists on award wages to adequately counsel and provide information given the volumes they 

are expected to process daily. I’m not sure if there are any questions in this review that address 

pharmacist wages and volumes they are expected to process. If not – there certainly should be. 

 

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? 

 

The Guild and Medicare have been instrumental in the development of electronic/cloud/ internet 

dispensing. I feel that this is coming and like all technological improvements will be valuable and 

useful in the future. When I look at the technology changes and the speed of those changes in the 

last 10 years then this is a reasonable expectation.  
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14. 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? 

 

Location laws provide stability to small business as well as ensuring equitable geographic distribution 

of medicines. I have seen the rise of market power in larger groups that have used predatory 

practices despite location laws. The independence of pharmacy and fragmentation of the industry 

are inherent in ensuring that there is fair competition. A review of taxation records will demonstrate 

that the majority of pharmacies, (if not all), are not making super profits. Pharmacy retail mark-ups 

are very much less than takeaway food mark-ups. If you want to see some outrageous mark-ups on 

medicines look no further than your local vet. A month’s course of anti-inflammatory medication for 

a dog costs $120. The exact same medication (chemically) is sold in a pharmacy for approximately 

$10 for a month’s course (same dosage, same molecule, same manufacturer – Boehringer® 

Meloxicam). 

Vets have no ‘protection’ in the form described that pharmacies have and this is how they charge. I 

do not think that location laws contribute to abnormal profits or market inefficiencies. I feel they 

positively contribute to improving the outcomes of the market mechanism for a social equity point 

of view. 

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

appropriate? Does it lead to undesirable incentives? 

It has been effective to date but I have very real concerns about it going into the future which I’ll 

address below. Extreme care should be exercised in general statements about ‘dispensing’. This is 

because every patient is different. The same drugs can be used to treat different conditions – as such 

the advice delivered with the drug will be different in each case. Two patients may receive the same 

drug and yet the counselling required will be very different based on their age and what other 

medications they are taking or what other conditions are present. I firmly believe that there is not a 

one size fits all for effective dispensing and as such there is not a mechanism that can separate a fee 

on a fair and equitable basis – it cannot be per patient and it cannot be per medicine. Thus in the 

absence of a practical solution to measure what is equitable with regards to dispense fees we are 

left with a one size fits all. 

 

 I would like to make two further points: 

 

1. Not all pharmacies provide advice in keeping with the correct professional standards. They are 

generally the sweatshop style low cost operations where they are not measured and thus do not 

comply. They often discount professional fees and the fact that they are able to do this and pay their 

pharmacists so poorly is a strong indicator that quality advice is not being received by consumers. 

2. The listing of medicines such as the Hepatitis therapies are where the one size fits all starts to 

disintegrate. The stocking cost of these versus the return and the cashflow consequences are a 

bridge too far. What other retailer in this country would stock a $20,000 item that they make $70 

out of? It is unfair to place this burden on community pharmacies that are already struggling. If new 

listings take this shape and form into the future pharmacy is in big trouble. The government/this 

review needs to come up with a fairer way to distribute these medications without placing unfair risk 

and cost onto community pharmacy. 
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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? 

 

From a theoretical point of view this sounds fair but the reality once again does not match theory 

that attached to a perfect world. Sometimes a repeat can take just as long to counsel on as the 

original. By way of example if the patient has manifested with an additional condition or changed 

medications. Whilst on the balance of probability there will be less counselling involved with a 

repeat a policy that provided for reduced fees would end up being unfair in many circumstances and 

this would be difficult to manage statistically because it would vary even between locations. 

 

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? 

As a community pharmacist more fees are always going to be better because you think of what you 

could improve upon with more revenue. I guess the reality is that the response from this question 

will probably be skipped if the response is from a pharmacist so rather than state the obvious line I 

would make the following points about my concerns: 

 

1. There is an oversupply of pharmacists and whilst this is for external reasons to pharmacy 

(Universities chasing fees) I am always worried when I hear of pharmacists being paid $22-$26 per 

hour and used in sweat shop businesses where no real professional services are performed. It angers 

me to think that 6 years at secondary school and 4 years at university results in a job where the 

pharmacist works in a back room and can barely ever hope to recover those educational costs with 

the wages they are paid let alone afford a family and a mortgage. I worry that the profession will 

become very unattractive to students in the future as a result of these practices. I think 

remuneration has to be considered in terms of time spent in education and contribution towards 

society. Pharmacists need to be remunerated better. If the profits are not being made in the 

operation of stores (and it’s hard to see where they are except for the very large scale businesses) 

then something needs to change. The government needs to understand that when they screw down 

the inputs (medication prices) then the output is professionals that are not valued fairly or equitably 

with other professions. 

 

2. Whilst the incentives for professional services are moving in the right direction I feel they need to 

be strictly audited and measured to ensure compliance. It is too easy for many pharmacies to take 

the low cost road and yet still claim these fees. If the service is not performed it should not be 

remunerated – fraud penalties to apply to those that abuse the system. Business owners that think 

“how can I get that money with the least amount of cost” need to be called out and refused this 

service revenue. Business owners that think “how can I make sure I am providing that service 

effectively” need to be encouraged and rewarded. 

 

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? 
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No. This is my personal opinion but I find it interesting to note that the Government does not allow 

this regardless. What is interesting is the fact that most doctors charge above the scheduled 

fee/Medicare benefit with impunity and obvious economic success. 

 Should community pharmacists be allowed to discount medicines in some circumstances? 

No. When a pharmacy discounts a professional fee the chances are that the service is being 

discounted (read not happening) as well. The lowest price operator needs to be the lowest cost 

operator and this does not and cannot improve patient outcomes. If the government expects all 

patients to get the same value (price + advice) then fix the fee hard with no movement allowed and 

audit to ensure that the value (price + advice) is being delivered. Bring in some real penalties for 

those that abuse the system with or mislead with advertising. 

 If so, what limits should apply to pharmacist pricing discretion? If not, why not?  

 

Not applicable. 

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

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

   

Absolutely. We need to support and ensure that rural communities do not suffer health 

disadvantages where possible. 

 

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

electronic prescribing and dispensing? 

 

Yes. Technological efficiencies require constant change and usually come with pain. They need to be 

encouraged and compensated for where possible. I think the Government have this right. 

 

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? 

Yes this is something that needs to be there. I cannot comment on the economics of it because the 

economics are complex. My thoughts are that under the price disclosure rules that with the benefit 

of hindsight pharmacy might be better off never having dispensed a generic medicine. Margins on 

originators would still be intact and I have little doubt that pharmacy would be better off financially. 

It would be a disaster for the taxpayer however as the economic benefit of patent expiries would not 

have flowed through the system and then been used to fund newer and wider ranging therapies. It is 

easier to dispense an originator as it does not require a switching conversation. Many doctors are 

still writing scripts that don’t allow substitution – this is costing the taxpayer a lot of money. 

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

throughout the supply chain and mandated by Government? 

Yes. The current system is not equitable. 

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? 
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There has to be. Where the loss of one medication can result in a double digit reduction in net profit 

the system is broken. The government need to manage these risks instead of asking the supply chain 

to wear them. 

 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? 

Perhaps the remuneration of pharmacies should change to match the private hospitals given that 

the private hospitals can achieve a markup that scales with cost. I think a better way would be to 

remove the government component of cost at the front of the transaction instead of the back. i.e I 

mean that the government pay for the drugs upfront – maybe direct to manufacturer. 

 

 

 

 

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? 

I guess the question is phrased in terms of ‘as medicine specialists’ indicating that the question is 

scoped only towards medicine related services. There are many examples of valuable services that 

are performed by pharmacists for patients that improve patient outcomes or prevent negative 

outcomes from occurring. HMR’s are one good example. One service our pharmacy has recently 

launched is DNA analysis to understand and improve the efficacy of medicines before a script is 

written. We have been working closely with doctors to test patient’s metabolic traits to scientifically 

recommend medicines that will work better for them. This removes the guess and check 

methodology that has dominated therapy for much of history. By way of example there are many 

different molecules used to treat depression. It has historically been a case of trying various 

medications, titrating them up via slow introduction to get to therapeutic levels over the course of 

weeks and then seeing how the patient responds. If the response is poor it’s then a case of titrating 

them down and then starting a new therapy. This is costly and inefficient and now there is a better 

way by performing DNA analysis to look for gene traits and then matching the medicine for 

guaranteed positive results from the start of therapy. 

 

In terms of non-medicine related professional services it seems inefficient to send bowel screening 

kits via Australia post to people aged 55. Most of these kits end up in the bin. Wouldn’t it make more 

sense to send 55’s a letter saying they can pick up their free kit at the local pharmacy? This way all of 

the kits that get manufactured get used plus a trusted pharmacist can advise the patients face to 

face on the correct testing procedures. In this example the government is leveraging the network of 

well distributed health professionals that are placed in convenient locations. Our pharmacy would 

be pleased to take on extra services like this to help assist with reduction in dispensing revenue. 

 

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 
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alongside prescription medicines? 

  

Yes. I think it is morally and ethically wrong for pharmacies to sell cigarettes and alcohol or any other 

products that do ‘harm’ to people’s health. I think health professionals should be health 

professionals and this means only selling therapeutic goods. Vitamins and health supplements are 

therapeutic goods supported by data and at the least have positive mental ‘placebo’ effects. At the 

very least they do no ‘harm’. There are many vitamins that have strong clinical and scientific based 

evidence supporting them and they provide clinical benefits. Retail lines that offer consumers 

convenience are also important such as cosmetics and fragrance, water, gifts etc 

 

The reality of the current environment is that pharmacies could not currently survive on non-retail 

revenue streams. Whilst consumers demand these products then they will fulfil that demand 

whether it is serviced by pharmacy or supermarket. Many consumers report success of alternative 

therapies when clinical therapies have failed. Sometimes a placebo effect can work wonders to 

overall health as positive mental attitudes can make a very big difference. I would hate to see 

pharmacy reduced to a level where they had to sell everything (including things like cigarettes that 

make people sick) to simply survive. I feel that this is where the US model has got it wrong. 

 

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? 

 

No. There are many more services and products demanded by consumers from pharmacists that go 

beyond dispensing. Whilst you could make such a pharmacy viable it would need to be very small 

and be located in a less convenient cheaper rental location.   

 

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? 

New business models will emerge if there is consumer demand for them. Technology will bring 

changes and the industry will evolve and change to meet consumer demand and take advantage of 

new technologies. I do not think pharmacy is ‘broken’ and in desperate need of new business 

models. 

 

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

the sale of medicines? 

 Yes. What needs to happen is compliance auditing to ensure the professional advice is actually 

delivered. 

 

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? 

 

If it leads to better compliance and fair remuneration it may work. If the process was visible to the 
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consumer then the consumer would logically assist with compliance and it would create an 

expectation from the consumer that the advice was separately valuable. Discounters tend to take 

advantage of the fact that most consumers do not even realise they are getting a professional 

service when their medication is dispensed. By advertising cheap box prices and then 

discounting/waiving/not performing professional services they put out a perception that their box 

price is best and pharmacies that charge more are taking advantage of consumers. Consumers then 

start to expect no service and a cheap price and unwittingly think they are better off as a result. 

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? 

 A sufficient level of service should be provided. Consistent with my previous comments every case is 

different and it is not possible to link time and advice to either medications or patient groups.   

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

needed by their local communities? 

Pharmacists need to be customer facing. If they are engaging with the community then this is the 

best way to identify what services are required and deliver them. Too many high volume business 

models use the pharmacist as a back room person and do not get them engaged with the 

community.  

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

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

Yes. I feel that 99.999% are serviced under the current model. Location laws ensure geographic 

distribution and many independent pharmacies offer delivery services. Technological improvements 

will continue to drive innovations in service and product delivery. 

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? 

The unfortunate reality is that the minority will often abuse a great initiative and this is what 

happened. Whilst I think the Guild do a great job at self-regulation and ensuring value right across all 

stakeholders the Guild are not a regulatory authority and there are a percentage of pharmacies that 

are not members and not accredited, as such they are not bound by the same ethical standards and 

they will look for economic advantages. For these programs to be effectively delivered they need to 

be audited with harsh penalties for abuse or non-compliance – groups and individuals should be 

locked out of accessing the service the moment they are found to be abusing it. 

 

There can be many triggers for a HMR, they should all be considered – a one size does not fit all. But 

once they are set they need to be compliance checked. 

 

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? 
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Yes absolutely. I mentioned the bowel screen tests earlier. Why mail these to people and have 95% 

end up in the bin. Why should the taxpayer fund this wastage! Send a letter encouraging a visit to 

community pharmacy to pick up the kit and receive instructions for its use from the pharmacist.  

Of course pharmacists have been providing free health advice for as long as pharmacy has been 

around. I feel that where that advice leads to better outcomes for consumers and less health 

problems that they should be remunerated for that. Community Pharmacy has a great geographical 

distribution and of course this is a great reason to provide these services. 

 

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

pharmacies? Why or why not? 

Possibly. A fee schedule for services would work with a provider number. But once again the 

government would need to audit and penalise if there was found to be non-compliance. 

 

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

It shouldn’t be. Our services are competitive with the same services offered around the world for 

similar values. The question does have a social responsibility element however, and I think Australia 

is an excellent model worldwide for providing health services to the poor and dis-advantaged.  

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? 

I guess the government of the day has responsibility of spending the health portion of the taxpayer’s 

money with the goal of delivering the best outcomes. I’m certain that the benefits versus the costs 

of a weight loss program are worth exploring. Many people are treated for and die of complications 

arising from being overweight – heart attack, diabetes, stroke and cancer to name a few. There 

would have to be a strong argument that prevention is better than cure. Rather than just subsidising 

the cost of a blood pressure medication, a preventative spend earlier in the cycle may deliver better 

outcomes for the patient and the taxpayer. 

 

There are many other chronic conditions that may be prevented by early intervention government 

funding i.e smoking cessation. 

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

particular services or access arrangements? 

Maybe it could be means tested. I feel a patient contribution often leads to a “skin in the game” 

approach that may improve compliance and outcomes of any such programs. 

 

42. 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? Why 

and for what reasons? 

I have always rejected the idea that the current location laws stifle competition. Pharmacies are well 

distributed as a result of location laws and 99% of the population can easily access several 

pharmacies. With the degree of advertising on price differences between pharmacies I would argue 

that pharmacy is one of the most competitive retail environments. I think there is less competition in 
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the grocery market than the pharmacy market. I think the removal of location laws would have the 

following effects on pricing to the public. 

 

A. An aggressive bout of competition in the first instance as large and well-resourced groups moved 

into a territory and advertised strongly to grab market share from the incumbents. This would be 

similar to the way that Colesworths use predatory pricing to push out small suppliers who cannot 

sustain the losses that come with below cost pricing i.e fruit and vegetables. 

 

B. The second stage is when the smaller retailers are sent broke as they do not have the resources to 

fight a below cost price war. Many will close and/or be bankrupted. 

 

C. After the area has been ‘cleansed’ of poorly resourced, independent retailers then the new 

incumbent has the power to make prices whatever they want them to be. Data shows that 

Colesworths set their prices per store based on the level of competition in the area. If there is only 

one supplier or the postcode is more affluent then consumers pay more for their groceries than 

otherwise. 

 

Setting up a pharmacy has always required a large capital investment. The destruction of this capital 

would be an economic Armageddon for the industry, its financiers and its landlords. 

 

43. Would the removal of pharmacy location rules in urban areas with their retention in other areas, 

particularly rural and remote areas, increase or decrease access and affordability for 

pharmaceuticals to the public? Why and for what reasons? 

It follows that the location law changes made in 1990 improved rural access to pharmacies then the 

removal of location laws would have the opposite effect. The reason that regulation is introduced is 

to improve discontinuities in the marketplace. There is no evidence that the factors that led to these 

discontinuities do not still exist. 

45. If the states and territories were to amend the ownership rules so that any party could own a 

pharmacy, subject to requirements for dispensing only by a qualified pharmacist, how would your 

response to the full or partial removal of pharmacy location rules change? 

 

The response would be the same with the addition of the comment that I think the concentration of 

ownership would obviously and dramatically increase leading to a lot less owners. I think that this 

would lead to less competition in the long run similar to what has happened in the grocery markets 

where there are very few players. 

 

46. Is the short distance relocation rule appropriate? Please provide examples to explain your 

reasoning. 

Whilst I can see that aggressive owners/groups can use short distance relocation laws to concentrate 

ownership in an area providing less distribution for consumers there still needs to be a way to move 

a pharmacy to a more optimal position or lower cost base if and when leases expire. The removal of 

such a provision would hand incumbent landlords massive price setting power. The rules maybe just 

need to be tweaked to prevent unsatisfactory outcomes. 

 

47. It has been suggested to the Review that this creates unintended consequences in locking 
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pharmacies into specific shopping centres and transferring effective ownership of the pharmacy 

approval number to the shopping centre. Is this a reasonable assessment of the effect of the location 

rule regarding short distance relocation from a shopping centre? Should this rule be modified, and if 

so, why? If not, why not? 

 

See the previous answer. 

 

48. A similar requirement exists with the same rule for relocation of pharmacies from within medical 

centres. Is this requirement for medical centres desirable or undesirable? 

 

It does not seem fair or reasonable that a pharmacist could deliberately get an approval for a 

medical centre and then move that into a shopping centre location after two years when there is 

already a pharmacy in the shopping centre. Whilst it might not be possible to make a rule against 

every opportunistic example perhaps a submission for ministerial decision/review board based on 

the input of the pharmacist and the other local pharmacies that are effected would be fair. 

 

49. It has been suggested to the Review that pharmacies should be allowed to enter new locations 

subject to the payment of an appropriate approval fee to Government to prevent excessive entry to 

the pharmacy market. Any pharmacy then having been competitively impacted by a new entrant, or 

who would prefer to exit the market, would be able to receive compensation for surrender of its own 

approval number. Would such an approach be desirable or undesirable? 

 

The ‘fee’ would have to represent fair value of the incumbent’s existing pharmacy. The pricing 

mechanism would then be the major determinant. However, the question that has to be asked is 

how does this help or improve the outcomes for the consumer. Allowing concentration why? There 

is already plenty of competition. 

 

50. It has also been put to the Review that by limiting competition for existing pharmacies, the 

pharmacy location rules raise the profitability of some or all community pharmacies. Is this a 

reasonable expectation of the effect of pharmacy location rules? Please provide examples to explain 

your reasoning.  

 

No it is not a reasonable expectation. Most consumers have access to many, many pharmacies. I 

commute 60 minutes a day and pass by 30+ different pharmacies all of whom are price competitive. 

Remember I made the point earlier that Vets charge 15 times more for the same anti-inflammatory 

medications. Why is the same drug more valuable to pet owners than pensioners?? 

 

Pharmacy profitability is not a secret. Look at Guild and Industry reports. Super-normal profits are 

not being reported in pharmacies. 

 

51. Should an approved pharmacy operating in an area for which the pharmacy location rules 

preclude the operation of a second pharmacy be required to provide a minimum level of services in 

addition to the dispensing of PBS medicines? Should such pharmacies also be required to maintain 

minimum opening hours in addition to those typically offered by community pharmacy? 

 

On the face of it this sounds like over-regulation but as a consumer with young children that 
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sometimes needs medicines in the evening I am attracted to the minimum opening hours for some 

pharmacies. The difficulty is that from a business owners perspective opening times need to be 

economically viable. Paying a pharmacist a fair wage for working till 9pm only make sense if there is 

enough demand and revenue to meet the costs.  

 

I do feel strongly that approved pharmacies should be held accountable to minimum service 

standards. There is an increase in pharmacies cost cutting and not meeting acceptable service 

standards as a result of cost and price pressures. 

52. The current pharmacy location rules do not preclude a pharmacist from operating more than one 

pharmacy within a particular area. To the extent that this may allow an approved pharmacist to 

restrict local competition by opening a second pharmacy in the same area, should the rules be 

amended to support choice and value for money for consumers? 

 

I don’t see evidence of this happening. I work in a group that has multiple pharmacies in close 

locations and I can say categorically that the prices in those pharmacies are exactly the same as all 

other metro and rural pharmacies for all sku’s. 

 

53. Recognising that restrictions on colocation of pharmacies and supermarkets exist under state and 

territory legislation, would the removal of this restriction from the pharmacy location rules be 

desirable or undesirable? 

 

I stated earlier that supermarkets highest volume and value lines are cigarettes. This would be 

followed by alcohol and gaming. I do not believe that supermarkets put any value on the health of 

their customers. Supermarkets take part in predatory pricing and profit maximisation pricing that 

see some suburbs pay more for groceries than others. Consumers do not trust supermarkets in the 

same way that they trust their local pharmacy. Co-locating or co-branding with supermarkets will 

weaken health outcomes for consumers. 

 

73. Is the current approach to CPA negotiations, as adopted in the 6CPA, an appropriate way to meet 

wholesalers’ needs? If so, why? If not, why not? 

 

I think so. The advantage with the wholesalers (well two of them anyway) is that they are public 

companies reporting their revenue, costs and profits publicly. If the sharemarket judges an 

appropriate return on capital is being achieved then this is reflected in the share price. It is a relative 

easy exercise to monitor their performance. It is very important that wholesalers are not pushed so 

hard that they fail.  

 

74. Are there alternatives to the current CSO rules that would enable wholesalers to improve the 

efficiencies of their services without detracting from the consumer experience and access? 

I don’t think so. Wholesalers could improve their economic performance significantly if they cut out 

5% of the markets that cost a lot more to service. The only way to guarantee service to this market is 

to appropriately compensate wholesalers for doing so. I strongly believe these costs need to be 

appropriately indexed. 
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75. Pfizer supply direct and do not provide their medicines for supply through the CSO. Should all PBS 

medicines be available through the CSO, or is it appropriate for a manufacturer to only supply direct 

to the pharmacy? 

I do not believe the direct model has been good for pharmacy or consumers. It weakens wholesalers’ 

revenue bases and forces their business models to deal with less revenue to meet their costs. If 

more suppliers employ direct models it will weaken the system further to the point where it breaks. 

 

79. Should CSO wholesalers have such discretion, or should they as part of the CSO arrangements be 

required to provide minimum terms and conditions for PBS items? 

 

There comes a point where over-regulation becomes so much that the wholesale business is not 

governed by any business strategy, tactics or free choice. The government needs to be careful that 

they may be headed to a point where they may as well step in and supply medicines themselves 

because they are effectively controlling every decision anyway. 

 

80. In the 6CPA there was a change in the CSO requirements relating to 72-hour delivery for the 1000 

highest volume medicines. Was this a desirable change? What impacts has this had and is there 

evidence available to demonstrate this? 

 

This is simply a compromise offered by the government to allow wholesalers to reduce their costs 

and provide the government with an avenue to not increase wholesaler funding. The end result is 

that it increases the stock holding costs of pharmacies and makes it statistically less likely that a 

pharmacy will always have an item within 24 hours which is what consumers have come to expect. It 

adds risk to the supply chain and pharmacies and consumers are most likely weaker for it. 

 

81. CSO wholesalers can require minimum ordering amounts for specific medicines. This is likely to 

reduce the cost to the wholesaler while increasing inventory costs and wastage for the pharmacy. Is 

this desirable or undesirable? Are there other parts of the wholesaling arrangements that create or 

encourage cost shifting that are undesirable for community pharmacy or consumers? 

 

It allows wholesalers to reduce cost. It increases pharmacies costs. The logic that follows is that the 

government is weakening its commitment to consumers regarding the availability of PBS medicines. 

Whilst the changes are small (to start with?) a person wonders where this approach may stop. Will it 

become a regular tactic of government to trade cost against delivery timeframe/availability? 

 

83. Does the current CSO arrangement lead to strategic variation in trading terms by wholesalers 

that is detrimental to some community pharmacies and patients. If so, how? How could the current 

system be modified to remove such undesirable strategic behaviours? 

 

The question once again suggests an action that removes the ability of wholesalers to make ‘normal’ 

business decisions. At what point does the regulation of wholesalers reach a point where they all do 

exactly the same things and achieve exactly the same outcomes within the tight confines of their 

regulations? If the degree of control by government is so much then the question has to be asked 

whether the government should compensate shareholders, and takeover the businesses and do it 

themselves.  
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84. Is a percentage mark-up paid by the pharmacist an appropriate way to compensate wholesalers? 

Would an alternative compensation arrangement be preferred? If so, please provide details of 

preferred arrangements. 

The CSO is an alternative compensation arrangement if it was extended to also remunerate for 

markup. Wholesaler discounts are on the way to being completely wound back regardless of any 

review taking place. As of October 2016 many pharmacies will have zero trading terms with their 

wholesalers and the ones that do will have very much less than a few years ago. With large groups 

forming and being controlled by a few individuals or a corporate structure there will come a time 

when it becomes economic to wholesales one’s own business.  With more and more regulation ideas 

being put forward one has to wonder at the future of pharmaceutical wholesale. It’s hard to imagine 

that if they didn’t already have significant infrastructure investments whether they would choose to 

enter the market as a new player. 

85. Could the Government provide either improved wholesale medicine delivery or equivalent 

wholesale medicine delivery at a lower cost to consumers and taxpayers by moving from a broad CSO 

system to an alternative system? 

 

It’s hard to imagine what that system may be. As I’ve pointed out several times consumers and 

taxpayers pay much less for human medication than veterinary medication (that is manufactured 

from the same ingredients in the same place and even branded the same). The current system is a 

system that works pretty well. 

 

86. Should the onus for the delivery of medicines to community pharmacy around Australia in a 

timely fashion (e.g. 24-hours) be imposed on the manufactures as part of their listing requirements 

on the PBS? 

This is obviously transferring logistical costs onto manufacturers. The first point I would make is that 

manufacturers are specialising in manufacture and not logistics. Increasing the distribution points 

from a few to a many thousand will greatly increase their costs. Does ‘onus’ in this context mean 

responsibility and cost or just responsibility? If it is responsibility and cost then that would be a 

major increase in the cost structure for Australia versus countries that do not come with the same 

‘onus’. This means that Australia would slip down the list of priorities for manufacturers as it 

becomes too expensive and too difficult because of the cost structure. I cannot see how this would 

improve access to medications or timely delivery, I expect it would have the opposite effect. 

 

If ‘onus’ does not include costs then those additional logistic costs would be passed on to 

pharmacies and of course there is no mechanism to pass them to consumers. This would be yet 

another squeeze on pharmacy resulting in decreased sustainability and poor patient outcomes as 

services and staff are cut to compensate. 

87. Should the onus to negotiate the delivery of PBS medicines from manufacturers be placed on 

community pharmacies, either individually or as collectives? Would this be desirable or undesirable? 

I cannot see how this could possibly work. It’s like a consumer negotiating with Golden Circle for the 

supply of pineapple through supermarkets. Surely the supermarkets might prefer to negotiate 

around their own logistics and pricing? 
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88. Would an improved approach to wholesale medicine delivery involve the Government tendering 

delivery on a nation-wide basis to one or two wholesalers (with appropriate redundancies)? Should it 

be done on a national, state or local basis? Should tendering be limited to only Pharmacy 

Accessibility Remoteness Index of Australia (PhARIA) 2, 3 and 4 locations, with open competition in 

PhARIA 1 areas? 

The problem with any tendering process is the lowest bidder wins. This is why tendering for brain 

surgery is not widespread. The process and scoping document would have to ensure processes that 

resulted in quality outcomes. I make the point again that the wholesaler’s books are open given the 

public nature of their structures. They are not posting super normal profits – I would suggest that 

their retailing activities probably support their compliance activities with regard to the CSO. A 

tendering process could probably be used to support the basis for costs in the current system. A 

federal system would save duplicated administration. Any tendering process should certainly take 

into account our geographical challenges. 

89. The Review Panel notes that state and territory governments already tender for the supply of 

medicines to public hospitals, should the Commonwealth and state and territory governments work 

together for a single tendering model for relevant public hospitals and community pharmacy in the 

relevant state? If so, should it be for all medicines or specific medicines (e.g. biosimilar or generic 

medicines)? 

There is an argument that a tendering process may result in lower cost medicines at a per unit level. 

I guess the first concern is to ensure that quality is maintained as manufacturers compete in the race 

to the bottom price wise. The second point that I would make is that a winning tender be decided on 

ability to supply together with track record bona fides (and contract that supply) with guaranteed 

volumes. I also think that risk mitigation would require the supply be divided amongst the winning 

tenders once again to guarantee supply which is ultimately significantly more important than price. 

 

 

90. Are there any other regulatory arrangements that should be introduced to promote high 

standards of delivery and accountability amongst pharmacies, wholesalers, manufacturers and other 

entities receiving funding under the PBS? 

I firmly believe that all pharmacies that are approved to dispense PBS medicines are accountable to 

fundamental quality standards. In the absence of self-regulation then the government must perform 

compliance audits to ensure that this is happening. There needs to be penalties when the standards 

are not met. 

91. Are there any existing regulatory arrangements that are unnecessary or overly burdensome? 

No. I feel the current system is working well. I would argue that there needs to be an increase in 

regulation from a compliance perspective to ensure all market participants are compliant. 

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? 

The move towards an integrated e-health record is important. There is a wealth of data available in 

pharmacy dispense computer systems that can be useful as part of an integrated patient record. A 
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very worthwhile project is the integration of the disparate systems in a secure and private way. 

 

93. Is there a role for pharmacists to work with patients and other health professionals, possibly 

relating to individual medicines or specific conditions, to better create the data to analyse the health 

outcomes for that particular patient or group of patients, including through the use of a patient’s 

existing My Health Record? 

Absolutely. The potential benefits of E-health are huge. Just as the internet has accelerated the 

speed of thought and the sharing of ideas to progress research and development at ever increasing 

speed resulting in improved living standards and health improvements both at diagnostic and 

treatment levels, E-Health promises the same collaboration benefits which can improve patient 

outcomes at personal and individual levels.  

94. If this data collection and analysis is desirable, would funding be needed from Government or 

from another source? If so, what would be the avenue for such funding? 

I believe the benefit to the taxpayer would far outweigh the costs. This is a clear winner for any 

government with the vision to see it through. The source of the funding could be via an increased 

Medicare Levy on a short term basis which then was wound back as the dividend was realised. 

 

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? 

As a general rule they may not be. But education has to start somewhere and if this information is 

not getting to consumers then a better way needs to be found. Perhaps an online service directory, 

perhaps a print campaign or advertising is what is required.  

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? 

Perhaps not. I strongly believe in the concept of compliance auditing for community pharmacy to 

ensure it is providing quality service and contributing to quality outcomes. 

 

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 works the same way as doctors and other specialists. Most consumers have the ability to 

choose based on what provides them with the optimum results and satisfaction. 

 

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? 

The Guild have implemented great self-regulated and funded standards. Not all pharmacies are 

Guild members and QCPP accredited however. A mechanism needs to be found to ensure non guild 

members meet the same standards. I also believe the government should ensure that professional 

standards are being met by all PBS approved pharmacies. 
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99. What services should a consumer expect to receive from a community pharmacist who dispenses 

their medicines? Why should the consumer expect these services? 

All customers should expect to speak to a pharmacist. The pharmacist should be checking their meds 

and explaining the best way to take them and what potential side effects they may experience. The 

pharmacist should be looking at the patient’s compliance and suggesting ways to improve it if it is 

lacking. The pharmacist should be using their clinical knowledge to ensure that there are no 

circumstances that may have changed or could compromise the medication protocol. The customer 

should expect these services because the taxpayer is paying to ensure that they do receive them. If 

they are being discounted or not provided then the consumer is not being looked after 

professionally. 

 

100. What are the minimum services that consumers expect (and should receive) at the time of 

dispensing? Do these differ between initial and repeat prescriptions? Are these services being 

provided by all pharmacies? 

All customers should expect to speak to a pharmacist. The pharmacist should be checking their meds 

and explaining the best way to take them and what potential side effects they may experience. The 

pharmacist should be looking at the patient’s compliance and suggesting ways to improve it if it is 

lacking. The pharmacist should be using their clinical knowledge to ensure that there are no 

circumstances that may have changed or could compromise the medication protocol. 

It may be different for repeats but given the incidence of medication compliance errors it would be 

interesting to see how many of these are for repeat medicines. There are also concerns with repeats 

when other medications have changed or perhaps when the patient has become older and less 

mentally able with regards to correct regimes and dosage protocols. 

 

101. What does ‘transparently cost effective’ mean for consumers in the context of remunerated 

pharmacy services? 

Consumers should be made aware of what they are paying for and then they can also judge whether 

they are getting fair value. Medication cost needs to be separated from professional fees. Many 

customers complain about higher prices in full service pharmacies and they simplistically think they 

are paying for a box and NOT the advice that comes with it. I think the best way to ensure that 

professional services and advice surrounding a dispensing are carried out is to not allow them to be 

discounted and/or not provided. 

 

102. In your experience, are community pharmacies generally delivering these services? 

Most pharmacies do deliver these services but not all of them do. Compliance auditing needs to be 

completed with penalties for non-compliance. 

103. Are there currently some programs that are viewed as additional to dispensing which should be 

included as part of the service provided by a pharmacist when a prescription medicine is dispensed 

(for example, a medicines check or review)? If so, how should pharmacists be remunerated for 

providing these services? Should such services be included each time a prescription is filled or should 

‘initial’ and ‘repeat’ prescription dispensing involve different services? 
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All services are case by case and even the level of service required for a repeat dispense will vary per 

medication and patient. I don’t think it is possible to set a simple algorithm to cover all possibilities 

given the amount of medications and conditions that can be present. The professional skill in 

pharmacy is reviewing all of the information and factors available and then making decision or 

recommendations based on that information. The irony of the retail model is that it is quite common 

for a professional pharmacist to refuse a sale on professional grounds (think Pseudoephedrine). 

Whilst this may prevent crime, improve patient safety and have a lot of other benefits to society it 

provides no economic reward to the pharmacist. 

 

104. Is there a variation in service standards between different pharmacy models? 

Absolutely. Where costs are driven out of the model in order to lower retail prices and fund 

advertising then wages are pushed to extremely low levels and it is simply not possible to provide 

professional service.  

 

105. Do community pharmacies that offer discount medicines provide lower levels of service? If so, 

what evidence is there available to support this? 

I would say yes because it is logical to conclude this. When the costs are being driven to extremely 

low levels to fund discounts and advertising then it follows that there is less time for patient advice. 

From an evidence point of view one only needs to visit the different types of pharmacy to see this in 

action. I have also noted that pensioners (who pay the same for scripts regardless of discount) have 

much higher market shares in full service pharmacy models (NAB credit card data analysis). 

 

106. How do we measure the level of service provided by the pharmacy? 

Secret shoppers that audit the service standards of NHS pharmacies. 

 

107. What do consumers expect from community pharmacy in relation to their medicines? 

There are many different types of consumers and expectations. Different pharmacy models meet 

different expectations. As a rule most consumers want the correct medication and to be advised 

about what to expect when taking it and methods to ensure its optimal efficacy. In terms of life 

priorities the majority of people rank their health (and their family’s health) at no 1. They want to be 

looked after. 

 

108. Has the $1 discount had an impact on the access and affordability of PBS medicines? Has the 

introduction of the $1 discount been a successful implementation of policy? 

At the surface level it would appear that concession scripts are now 20% cheaper but when the 

safety net delay that attaches to those meds is factored in then it makes very little difference to 

most consumers. If a consumer starts a new medicine towards the end of the year and they would 

have reached the safety net if not for the $1 discount then they will be worse off. The $1 discount 

has not been good for pharmacy. With average gross profit and fees per script at about $10 it 

represents a 10% discount. It has to be offered to stay competitive and the end result is that 

pharmacies have to find more savings in wages which results again in less service being available. I 

don’t think this policy is consistent with the medicines standards that government say they want to 

encourage. 
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109. What examples can you provide of variation in prices for regular PBS prescriptions? 

Under general co-pay general scripts can vary by as much as $5 to $10 between discount pharmacies 

and full service pharmacies. All price reductions come with cost and service reductions like locating 

in less convenient locations, employing less staff and providing less service. 

 

110. How informed are consumers of the scope of medicines and related services that can be 

provided by pharmacists without referral to a General Practitioner?  

 

The consumers (and their relatives/carers) that need the services are generally well informed about 

them. Forward facing pharmacists are key to getting these services taken up. 

111. To what degree do current advertising restrictions limit the ability of pharmacies to promote 

medicines and related services available to consumers? 

I agree with the government’s position of restricting advertising on medications. Big retailers that 

continuously demonstrate a lack of regard for professional standards and ethics will mislead 

consumers given the opportunity. They have demonstrated this many times. “50% off prescriptions”. 

As I have been at pains to point out what they are discounting are the professional services that 

attach to the script. And yet they do not advertise with slogans such as “we give you absolutely no 

service and take no responsibility for your safety”. Whilst the end result is the same the 

communication is obviously different. 

 

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

medicines? 

The vast majority of community pharmacies do. Yes. 

113. Are the current restrictions on the sale of schedule 2 and 3 medicines an appropriate balance 

between access and health and safety for consumers? If not, how could this balance be improved? 

 

Yes. 

114. Is the sale of schedule 2 and 3 medicines an important contributor to the income of community 

pharmacies? 

Yes. The current remuneration model is dependent on it as a key component. 

 

115. Does the availability and promotion of vitamins and complementary medicines in community 

pharmacies influence consumer buying habits? 

 

Yes. However all retailers sell vitamins. Colesworths has dedicated sections for them. At least in full 

service pharmacies the customer has the ability to get advice with the product. 

 

116. Should complementary products be available at a community pharmacy, or does this create a 

conflict of interest for pharmacists and undermine health care? 

It makes sense to me that pharmacies sell all health promoting products. This makes more sense to 

me than Colesworths selling cigarettes, alcohol and vitamins! Many complementary medicines have 
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clinical studies to support their use. 

 

117. Do consumers appreciate the convenience of having the availability of vitamins and 

complementary medicines in one location? Do consumers benefit from the advice (if any) provided by 

pharmacists when selling complementary medicines? 

 

In our stores we have dedicated vitamin consultants. It is rare for a pharmacist to recommend a 

supplementary vitamin with a medication and this would only happen if there was strong clinical 

evidence that there was a benefit. 

 

118. Does the ‘retail environment’ within which community pharmacy operates detract from health 

care objectives? 

 

I don’t think so. There are many examples of pharmacists in our stores refusing to supply 

medications that may compromise someone’s health. There are many examples where a phone call 

to a doctor has been made that results in a medication not being sold because of a contra-indication. 

Pharmacists are trusted individuals that deserve the trust the community puts into them. 

 

119. Are the current consumer payments for the supply and dispensing of PBS listed medicines 

transparent? Are they appropriate? 

 

I think so because all of the information is easily and freely available if someone is interested enough 

to look. In my experience however most people don’t take the time to understand how the PBS 

works. They just accept that it is what it is. Hitting a safety net is a bonus that brings some well 

needed respite from health costs for most. 

 

120. Is the PBS Safety Net adequate to address the needs of low income consumers who face high 

pharmaceutical costs and other medicalrelated costs? If not, what other strategies can be employed 

to ensure access to cost-effective health care is protected and promoted? 

 

I think so. As a parent with children I have hit the safety net some years and it’s a big relief when we 

do. I firmly believe that Australia has a great system in the PBS and it’s positioned well from a 

balanced social cost point of view. There will always be lobby groups and people that may fall 

through cracks but on the whole I think it’s a great system.  

 

121. What do consumers expect for the value of the PBS co-payment, noting it is intended to 

contribute to the price of the medicine, supply to pharmacy, a pharmacy handling fee and a 

professional dispensing fee? 

 

It is also intended to contribute to the costs of a pharmacy review of remuneration. At the end of 

the day it is a government mandated fee that ensures that customers get their medications in an 

efficient and affordable way. I think the vast majority of consumers would agree that it is fair and 

that it works. 

 

122. What is the objective of the co-payment? Is it to ensure patients use PBS medicines 
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appropriately, by setting a price signal? If so, is this objective enhanced or undermined by allowing 

co-payment discounts? 

 

I have long held the opinion that most people respect a product less if they get it for free. I think a 

co-payment attaches increased value to medication and will result in less wastage. For these reasons 

the co-payment should not be able to be discounted as discounting undermines this value. 

 

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?  

 

No. Allowing discounting encourages market share growth for less convenient lower service 

pharmacy models. Discounting health leads to cost lowering and by logical extension service offering 

reduction. Lower service levels will result in poorer patient outcomes. 

 

124. Is it reasonable for consumers to expect access to medicines outside of standard business hours? 

If so, why? What arrangements could be made to improve consumer access? 

 

I think so. This has traditionally been provided by day and night pharmacies. I’m fairly certain that 

the economics of staying open late are marginal at best. However, most areas have a day and night 

pharmacy. I’ve seen that in smaller country towns the local pharmacies take it in turns to provide 

later trading hours. This is obviously a community service as the trade cannot meet the costs. It’s a 

good example of the ‘community’ in community pharmacy. 

 

125. What services do consumers expect and value from pharmacists outside of standard business 

hours? Are there other settings or mechanisms that could deliver these services after hours? 

 

It is mainly late night medication. The government is spending a lot of money in after-hours bulk 

billed medical services to keep people away from overcrowded emergency rooms. It would make 

sense for the doctors to have a supply of medication that can get a patient through a night or 

perhaps enable them to do deals with pharmacy to enable supply. 

 

127. Is it reasonable for consumers to expect that all community pharmacies provide these specialist 

services? If so, why? If not, why not? 

 

No. Not all pharmacies have the infrastructure to provide all services. Just as all retailers cannot 

provide all goods or all doctors cannot provide all services pharmacy can only do what it has the 

resources and expertise to do. The aim would be to continuously expand the capacity of pharmacies 

to provide the most demanded services so that more pharmacies can meet more people’s needs. 

 

128. Would it be desirable to align the delivery of specialist services to population need in local 

communities? If so, what is the best way of coordinating appropriate and relevant services for 

populations of need? 

 

Once again I don’t think a one size fits all. There is more value in ensuring that as many pharmacies 
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as possible are able to be the instruments that deliver better health outcomes through expanding 

programs and network utilisation. 

130. Are there other inequities in terms of access to and quality use of medicines? If so, how should 

those be addressed and what population groups could be targeted? 

 

Yes there are. Full service pharmacy models like ours commonly address these issues by providing 

delivery services. These services are under threat as script gross profits decline against increasing 

wage and rental costs. I do think that Government should look at funding delivery services for those 

in need. 

131. What can be done to increase public awareness of available pharmacy programs and services, 

particularly specialist services? 

Funded advertising. 

 

132. How can we encourage and support consumers to engage more with their local pharmacy and 

what specific patient groups require more general awareness about available pharmacy services? 

 

Funded advertising. GP awareness campaigns. 

 

 


