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Dear Members of the Pharmacy Review Panel, 

By way of introduction, I am an independent community pharmacist. For a little over 30 years I 

have owned and practiced in the same pharmacy. I work fulltime hours and am at the coalface 

with my other pharmacists and assistants. 

I welcome the Pharmacy Review and hope the review will address some of the difficulties the 

profession struggles with. I found myself challenged by some of the discussion questions posed 

by the review and despite my many years of practice and all the changes I have seen over 30 

years, I am undecided about the most progressive way forward. So I will limit my discussion to 

the areas I feel certain about: 

Price Disclosure has successfully provided great value to consumers and taxpayers. 

Unfortunately manufacturers are finding it no longer viable to continue with the supply of some 

of their medicines, at the new lower remuneration levels. We are now seeing some 

manufacturers removing these medicines from the PBS. I would suggest that the Price 

Disclosure mechanisms be reviewed to consider an acceptable minimum price, at which, no 

further reductions would apply, before we see the complete removal of some medicines from the 

PBS by the manufacturers. There is also a suspicion in pharmacy that the lower prices now 

being paid, have seen manufacturers prioritise their supply to more profitable overseas markets 

and this is contributing to shortages like we have never seen before. The pharmacy’s 

remuneration has also been reduced and whilst the introduction of the AHI, partly addresses the 

matter, overall remuneration remains unrealistic. I also note that the number of AHI fees payable 

is being tapered by the new PBS listings of multiple quantities of items which in the past were 

single quantities only.  

The timing of the Price Disclosure triggered price drops is often very difficult for us to deal with, 

for example the drops triggering on 1 October 2016, occur on a Saturday and in Queensland it 

is a Public Holiday on Monday 3 October, so as a day & night pharmacy we will have to have 

sufficient medicines (purchased at the higher costs) on hand to cater for our community’s needs 

until our first order at the new prices arrives Tuesday evening 4 October. During this long 

weekend we will incur some significant losses on some of these medicines. I would suggest a 

fairer mechanism would be to have the Price to Pharmacy drop one month prior to the drops in 

PBS reimbursement. The ‘swings & roundabouts’ would see some irregularly dispensed 

medicines would still incur losses, but be offset by higher volume medicines purchased at 

reduced costs prior change in remuneration. 

Staff Wages are inadequate remuneration for the dedicated assistants and pharmacist who 

work long hours, often with challenging patients and undertake lots of additional training to 

ensure their skills are the best. Yet they work for nothing more than what they could earn as a 

retail assistant or store manager. I am embarrassed by what they are paid, yet I can afford 

nothing more, as we battle with the current PBS remuneration model. In an environment of 

continuously rising expenses and reducing PBS remuneration, to remain sustainable, we have 

had to reduce staff hours. This adds strain to each staff member’s shift and regrettably we are 

finding we are compromised with the amount of time we would ideally like to spend with our 

patients.  
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Incentives for Independent Quality Care Compliant Pharmacies or ‘Clinical’ Pharmacies would 

assist the independent community pharmacy’s survival and the services only an independent is 

willing to provide. Ultimately I would like to see a pharmacy model that is primarily centred on 

the supply of medicines, therapeutic products and clinical services (no beauty, gift, convenience 

products).  

While there is clearly a demand by consumers for the discount model, equally there is a 

demand for the traditional comprehensive model (especially by those most in need, the frail, 

elderly and mentally ill). We would be willing to tweak our pharmacy to remove our limited range 

beauty & convenience products (anything else considered non-clinical) to establish a 100% 

clinical pharmacy, if our PBS (or MBS?) remuneration were to reflect an incentive.  

Unfortunately as an independent, we have many of the same fixed costs (Vaccine Fridges, 

Computer software/hardware/support/security, Insurance, Dispensing Equipment & Reference 

Libraries) as the large discount models, but without the economies of scale. Unlike the some 

discount pharmacies, we do not refuse to provide low revenue services. We would hope a 

practice incentive, would allow us to continue providing a full range of clinical services (including 

opioid replacement, vaccination, staged supply). 

After Hours services are remunerated at a higher rate in most other professions. Pharmacies 

paying award wages to their staff are paying double time on Sundays and double time and a 

half on Public Holidays to name the most expensive shifts, however PBS remuneration remains 

fixed and does not reflect the higher costs of providing after hours services. It seems inequitable 

when contrasted to the MBS arrangements. 

Extemporaneous Dispensing is a grossly under remunerated by the PBS at $9.06 (at just an 

extra $2.04 compared to $7.02 for ready prepared dispensing). I would suggest the $7.02 

should be retained for the activity and counselling attached to the act of dispensing and an 

additional fee of $40 be made to realistically remunerate the pharmacy for the 20 minutes 

labour, specialised equipment and wastage attached to compounding. I would also comment 

that we are constantly approached by patients presenting deferred supply prescriptions from 

one of our local discount chemists which would suggest the discounter views the activity as 

unprofitable too and simply refuses to compound these products. 
 
PBS access and price equality is something I believe the community values and is perhaps a 
rare thing in today’s world, regardless I would like to see the principles retained at both the 
wholesale and pharmacy level. 
 
A Dose Administration Aid is an invaluable tool allowing patients to live in their own home 
longer, it minimises medication misadventures and provides and an unofficial weekly 
assessment of the patient’s well being by the pharmacy. With dispensing remuneration 
decreasing it is becoming less viable for independent pharmacies to provide this vital service. 
While this service could be provided cheaper by third parties, third party supply involves 
unacceptable delays at times, and is best provided in-house by the patient’s pharmacy. $10 per 
week per patient (same as DVA DAA), plus and additional $5 per week if pack requires delivery, 
would be a fair remuneration for the investment in DAA systems, packaging and labour costs. 
An authority prescription similar to DVA DAA could be introduced to allow the GP to determine 
eligible patients to receive a subsidised DAA and if required delivery too. We would recommend 
introducing two PBS items, DAA $10 and DAA Delivered $15. 
 
Pharmacist only ownership has until recent years served the community well. The concept was 
simple, the pharmacist should know how to practice and manage the pharmacy ethically to the 
benefit of the patient and the wider community. In the rare instance, where a pharmacist failed 
to practice appropriately, they would be disciplined and if necessary deregistered. If a 
deregistered pharmacist owned a pharmacy, they would have to dispose of it, quickly putting a 
stop to inappropriate practices. 
If a non-pharmacist, who is not subject to the same disciplinary actions, owns or manages 
pharmacy operations, professional standards can be diluted in pursuit of sales targets and profit 
over care and ethics. With the advent of large pharmacy groups, we now have non-practicing 
pharmacists who own the pharmacy on paper, but rarely (if ever) set foot in their pharmacy, 
instead pursuing ambitious management in the pursuit of profit, I regard that the true spirit of 
pharmacy ownership regulations has been lost. I would be very interested to see how many 
pharmacies would pass an audit into their current ownership arrangements and how many 
hours some proprietor pharmacists spend overseeing their pharmacy’s day to day operations. It 
might be a huge challenge to rewind the current arrangements, but it might remove some of the 
practices rumoured to have crept into today’s industry, including issuing  instructions not to use 
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Medsassist (in case it results in reductions in their pharmacy’s analgesic sales), rorting of 
Medscheks, cherry picking to only provide the most profitable pharmacy services.  
Despite our current loose arrangements, they are better than complete deregulation, where I 
would anticipate supermarkets would continue to consider fines for misconduct simply a cost of 
doing business and their pharmacists expendable. Don’t assume it will just be corporations 
interested in ownership either. Recent reports of ‘bikie gangs’ showing interest in owning pubs 
and clubs will be nothing compared to their excitement at the prospect of owning a pharmacy 
full of prescription opiates and amphetamines. Equally I would have concerns some 
corporations owning medical practises or hospitals seeking to set up adjacent pharmacies to 
their clinics to channel prescriptions to their pharmacies. It also has the potential for the 
corporations to pressure their employees to overprescribe for the benefit of their pharmacies 
profitability (at the expense of the PBS budget). 
 
Hep C and other high priced medications are inadequately remunerated, the current 
remuneration is inadequate to compensate the pharmacy for the commercial risks and 
insurance attached to providing these medicines and the time required to screen the patients for 
interactions with prescribed and illicit medications they may be using. The taxpayer has made a 
huge investment in these treatments and they will be wasted if the patient fails to take them in 
the correct manner. 
 
S100 & S85 Private vs Public hospital authority system is a bureaucratic nightmare, if the 
patient is considered eligible for treatment and Medicare is willing to subsidise the medication, 
remove the bureaucracy and allow the patient the convenience of obtaining it at either the 
hospital or their local community pharmacy. 
 
Hospital Admissions and Discharges create extra demands on the pharmacy to provide verbal 
or written medication summaries upon admission and often the need to deal with a confused 
patient seeking medication clarification upon discharge. This valuable work bridging the 
patient’s care from the community to hospital and back involve the important, but unrecognised 
effort, by the pharmacy to communicate medical histories that allow informed decisions to be 
made by hospital staff and to minimise misadventure and maximise compliance upon discharge 
to minimise risk of readmission to hospital. All this goes unremunerated. 
 
Staged Supply Incentives are inadequate and do not reflect number of patients participating, 
Discounters generally won’t touch staged supply and pharmacies operating longer hours are 
most likely to provide the best access to staged supply services. As such, we see multiple 
(challenging) patients daily for this service, yet are renumerated the same annual fee as a 
pharmacy who states they provide the service yet never do. 
 
A Medschek is a worthwhile service, but in my experience not that commonly needed. When it 
is necessary, it usually takes us at least 90 minutes to conduct in a thorough manner. 
Conducted properly, it certainly provides education, clarification and improved patient 
compliance. Remuneration should be increased to be commensurate with the time it takes and 
regular audits undertaken to penalise pharmacies over servicing 
. 
The NDSS arrangements are unrealistic. The remuneration of $1 is unrealistic for all the 
investment, risk, education, administration of the NDSS scheme. The NDSS scheme should be 
scrapped and all the items listed on the PBS to provide a dispensing fee plus give pharmacy 
ability to control their own inventory and adjust according to demand trends rather than be 
automatically replenished with an item which may expire of their shelves. 
 
Vitamin and Nutritional Products were mentioned amongst the review’s questions. I would be 
delighted to see homeopathic products banned (whilst I can acknowledge an argument for the 
placebo effect in adults, I think it best the profession distances itself from these products, 
similarly claims made by some other nutritional products are unrealistic - probably fraudulent). 
However where do we draw the line? Some products like Vitamin B12, Calcium and Vitamin D 
are considered vital for some patients and accepted by all main stream medicine providers. 
 
The CSO & Manufacturers. Manufactures should as a condition of their listing agree to supply 
via all CSO wholesalers to return some efficiency to Pharmacy’s ordering logistics, The non 
supply of Osteomol and direct supply only option, by Pfizer, create extra work and supply issues 
for pharmacies. 
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HMRs should be a three party process involving the doctor (to initiate, provide medical records 
and review), the dispensing pharmacy (to provide dispense records and update patients 
pharmacy records where further information is obtained from the referral or the resultant HMR) 
and the HMR pharmacist (ideally a fresh set of eyes independent of the dispensing pharmacy). 
All three parties play a separate role and should be renumerated separately. 
 
In summary we need to progress the pharmacy profession in an honourable manner that fulfils 
the needs of our most needy and disadvantaged patients, compliments and completes services 
provided by our health colleagues and hospitals whilst at the same time being remunerated 
sufficiently to be sustainable and encourage retention of quality personnel. 
 
I have tried to be concise – please do not hesitate to contact me if you would like me to clarify or 
expand on anything further, 
 
Peter Evans 
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