


Pharmacy in Australia.

Question 1. Rx to population ratio:

Impossible to state an ‘optimal’ Rx/population ratios. it is access to what is needed that is
important. Different populations, communities and demographics display varying levels of
health, ill health and hence demand on health care services, incl pharmacies.. In addition
some pharmacies are bigger than others. A more meaningful question might consider the
number of pharmacists required to service the healthcare needs of a population.

Question 2. ratios

Assuming ‘supply’ will respond to ‘demand’, then the level of services required by a
population will grown and contract as required, However, in sparsely populated areas of
Australia, and possibly in other more challenging areas to work, pharmacies, pharmacists
(and other healthcare workers) may be in short supply.

The only way to encourage pharmacists (and other healthcare workers) into less desirable
areas t work is with attractive pay & conditions.

Question 3 trading space ratio

NO: the ratio of ‘retail’ to ‘professional’ space/area, to maintain ‘atmosphere of health care
setting’ is a nonsense.

I would argue that the creation or existence of any ’atmosphere of a health care setting’ is
not necessarily related to the proportion of space allocated to ‘retail’ and ‘professional’
activities.

A pharmacy with large retail’ space can have a very professional ‘health care setting;’
atmosphere, and similarly, there are plenty of small ‘dispensing only’ pharmacies that
display a very ‘unprofessional’ atmosphere. Many pharmacists would argue that the entire
pharmacy reflects a health care setting. Trying to determine or artificially create an
‘atmosphere of a health care setting’ by virtue of regulating ratios of space is a nonsense.

Question 4. Government Funding vs ‘business model’.

NO. Another nonsense question that displays a complete lack of understanding of the PBS
as a subsidy to patients to offset the cost they pay for (some) medicines.

Pharmacies have always generated revenue through the sale of medicines and other goods,
mostly, but not necessarily, related to health and welfare, as demanded in any consumer
driven business. The review claims to be focussed on the ‘consumer experience’ and it is the
consumers that determine what range of goods a pharmacy sells.

The PBS is not ‘Government funding’ for pharmacies, but IS ‘Government funding’ to the
public. If a pharmacy satisfies the criteria necessary to be granted an approval to dispense
PBS medicines, then what else that pharmacy does in regard to generating other revenue, is
up to them, and their consumer base.



If Government was to determine that pharmacies with ‘too much’ retail activity were
somehow unworthy of approval to dispense PBS medicines, then that would be a decision
for Government, and a decision that Government would have to justify to consumers.

Regulatory Landscape

Question 5: CPA and NMP

a) Is 6CPA process consistent with NMP? As a ‘cooperative partnership’: YES;
‘supporting timely access to medicines’: YES: ‘cost should not be a substantial barrier
to peoples’ access medicines’; possibly NO as the co payment for general patients is
getting so high, that it can be a barrier to access.

b) 6CPA process and sustainability and affordability of PBS?: YES: 6CPA continues to
slow the rate of (if not the actual) growth of the cost of the PBS at least as far as the
cost of pharmacy dispensing is concerned.

c) 6CPA consistent with good government practice’: value for money :YES, cost
continues to fall and is in line with international norms; clarity: YES ;it’s all
documented in plain english; clarity (as opposed to transparency?): YES: all
documents etc made public. Sustainability: CPA must pass muster with cabinet;
finance and treasury, and satisfy the Minister, so we can only assume they are
satisfied with the sustainability of the process.

Question6: Alternate approach:

a) Government owned and operated PBS dispensaries in every town and suburb
across the country, stocked from Government stores, staffed by Government
employed staff 24hrs a day; 7 days a week. This would undoubtedly result in a more
efficient way to organise medicine distribution.

b) mail order only from public/Government owned and run dispensaries. Mail order
would save the cost of real estate.

Question 7: community pharmacy only?

Non community Pharmacy delivery of CPA: This would fundamentally re write the rule book,
and would no longer be the community pharmacy agreement; but would be the PSA (Petrol
Station Agreement) or whatever.

‘Contestability and effectiveness’ of programs can only be ensured the way they always are,
through rigorous academic analysis, customer satisfaction surveys, and multi decade
longitudinal studies. (and via the courts if things go wrong)

Question 8: parties involved in CPA agreements.

YES, it is appropriate that the PGA negotiates CPA agreements as it represents the people
who invest in the infrastructure needed to deliver the PBS, and who actually put the PBS ‘on
the ground’



Wholesalers do make their won representations to Government , as does the manufacturing
industry.

Consumers are represented by their duly elected representatives in the Parliament in the
Westminster system, as well as by the Government itself, through the Minister and his/her
advisers.

Consumers ultimately control the outcome via the ballot box.. if voters don’t like what they
get, they vote in someone who will give them what they want.

Question 9: Should Government move away from partnership?:

‘partnership; infers some mutually agreed form of cooperation to deliver an outcome with
shared risk. Why would Government want to move away from that? An alternate ‘take it or
leave it’ model; or a ‘tender process’ could be used, but it would necessarily introduce
increased risk (of the failure of delivery through over zealous under tendering), increased
uncertainty for consumers (who has the contract this week/month/year?); and would result
in healthcare being treated the same as the construction of a tunnel. How would this be
implemented? Probably under the same cloak of secrecy, vale of political corruption and fog
of corporate espionage that surrounds the awarding of many large Government contracts.

Question 10: Alternate Systems of dispensing medicines:

see Question 6: Yes, you could conceivably dispense medicines from a the back of a van or
from a Petrol Station, and you could conceivably perform an apendectomy in a public toilet.
but would you want to?

Question11:Is CPA providing access as per the NMP?

There appears to be a pharmacy in most suburbs and towns in Australia, even if many are
located in less than easily accessed semi industrial/bulky good retail estates which require
access by private transport.

Some small and remote towns however, do not offer access to pharmacy, but neither do
they offer access to many other healthcare or medical (or other) services. Pharmacy
arguably has better access in remote areas than many other ‘essential’ services, so to that
end, YES 6CPA is doing as good a job of access as any other ‘program’.

That said, Government could establish dispensaries in isolated areas, staff and supply them
in accordance with NMP.

Question 12: the ‘creation’ and ‘distribution’ of medicines information under 6CPA:

The ‘creation’ of medicines information is largely undertaken by the manufacturers of those
medicines, and also by clinical and academic research into medicines. To that end, 6CPA
does NOT lead to creation of medicines information.

The ‘distribution’ (and interpretation) of such information however, is the preserve of the
pharmacist. The 6CPA does provide for a ‘dispensing fee’ which includes time for



information to be given to patient, as well as programs like HMR; medscheck etc which are
(among other aims) designed to improve the distribution of information relating to the use
of medicines.

Ideally funding would be available that would allow for every patient to have a timely and
full appointment with a pharmacist to distribute such information.

Question 13: e scripts

A point of clarification for the panel: Yes, ‘Friendly Societies’ do ‘dispense medicines’ but
they do it via a pharmacy which is owned by the friendly society. Essentially, these
pharmacies are ‘community pharmacies’.

Is the paper prescription an impediment to online and remote dispensing? Well, YES I
suppose it is, but paper also offers some security against fraud that may be able to be
carried out in an effort to illegally obtain restricted substances.

That said, if ‘cybersecurity’ can guarantee the authenticity and security of prescriptions, and
the electronic script is fully portable, then I see no problem with going ‘digital’.

Question 14: Location Rules, ‘access’ and ‘protection’.

Location rules were introduced because Government (and its advisors) believed that the
‘uncontrolled’ ability to open pharmacies wherever a pharmacist wanted to had resulted in
an oversupply of too many supposedly ‘inefficient;’ pharmacies and that as a result, the cost
of the PBS was artificially and unnecessarily high. Government then restricted the ‘supply’ of
pharmacies via location rules, thereby creating the so called ‘protection’ refereed to in this
question. In other words, the current system was created to increase efficiency in the PBS,
and as such YES this is in line with NMP aims.

So, NO, ‘protection’ is NOT required, but according to Government limiting supply of
pharmacies IS required, and that results in this so called ‘protection.

That said, in the current environment of abundant and aggressive completion in the
medicines market place, both physical and online, no pharmacy is ‘protected’ at all. In that
sense, the question is a nonsense.

Pharmacy Remuneration for Dispensing.

Questions 15: Dispensing fee ‘swings & roundabouts’ and ‘undesirable incentives’:

This odd question displays a distinct lack of understanding of the dispensing process by the
writer, let alone the inference that some ‘undesirable’ outcome is resulting from current
payment models. Insults aside, the dispensing process, and practice of pharmacist
counselling associated with it is an inherently difficult activity to measure and quantify. Is it
measured by quantity or quality? If it is to me ‘measured’ (to ascertain payment) how would
this occur? Past attempts to quantify/measure/analyse/ the dispensing /counselling
paradigm have failed spectacularly (eg database and similar surveys/studies commissioned
by the Pharmaceutical Benefits Remuneration Tribunal (PBRT) in the pre CPA era. eg.. how



would a session of after dispensing phone counselling be measured and remunerated? How
would a counselling activity undertaken NOT at the time if dispensing be remunerated?

So, as flawed as it may appear, the ‘swings and roundabouts’ ‘flat fee’ structure is as
appropriate as any other, is low cost and efficient.

As far as ‘undesirable incentives’ are concerned, the panel needs to clarify what exactly they
are inferring in this question. Assuming there is an incentive to supply a minimal dispensing
service, then the opposite may occur if extra money was paid for extended service/time/, eg
that may result in an incentive to ‘over service’ for extra money, an accusation made of
other healthcare providers who are paid different amounts for different (ie more time
consuming) services.

Question 16: payment vs effort/ tiered dispensing fees

Yes, in a perfect world reward should be dependent on effort and expertise. The world is
not perfect however, and in most professions, and especially in health, ‘average’ fees are
paid for services in an effort to simplify payment, and average out costs for patients. For
example, a surgical procedure (like say a lens replacement by an ophthalmic surgeon)
usually attracts a standard fee and is independent on how long it may take compared to
‘average’, or on how complex the operation becomes. It is no different with dispensing fees.

Other professions are able to charge for time, but these are usually where the time units are
in 15min chunks.. probably not appropriate for pharmacy.

If a tiered approach was adopted, where would the ‘cut off’ be, and how many tiers would
there be?.. repeat vs original?, one disease state versus another?, number of medications
being taken? level of interaction with patient? Language barriers encountered?; number of
patient questions? Level of health literacy of patient? etc.

A tiered approach could introduce another set of decision pathways in the mind of the
provider, ie ‘how much am I getting paid to talk to patient A vs patient B?.. or ‘it’s only a
repeat, so I wont bother spending the time with this patient’.. not a ‘professional’ approach,
but payment models can influence the practice of the professional.

The concept of ‘original vs repeat’ prescription oversimplifies the situation and displays a
lack of understanding on the part of those proposing such a split. There is no reason why a
pharmacist may end up spending as much time with a patient having a repat dispensed as
an original script. Often problems are encountered after time on therapy, and when repeats
are being filled, ditto detection of poor medication adherence, and the counselling required
at that time.

In academia this would be akin to being paid differing rates depending on how ‘difficult to
teach’ or ‘complex’ your students were.

‘Noteworthy’ comment: in the paragraph following question 16 the panel states that the
proportion of PBS expenditure (30%) going to community pharmacy is ‘noteworthy’, but
fails to explain why, and whether it is noteworthy for being ‘high’ or ‘low’. Is it ‘noteworthy’
that 71% of PBS expenditure is going to manufacturers? I would appreciate some
explanation form the panel as to why it considers this noteworthy?



Question 17: Are current dispensing fees & charges appropriate?

The appropriate level of dispensing fees has been the ‘bone of contention’ between
pharmacists and the commonwealth basically since the PBS began. Because pharmacists are
not permitted to charge above the patient co payment, (unlike other health care providers
like doctors), pharmacists have no opportunity to fill the ‘gap’ for under funding by their
government payer.

In the past, low dispensing fees have been cross subsidised by mark ups on cost of goods,
and for some time, by supplier discounts, however these ‘income streams’ have now ‘dried
up’.

As dispensing fees are now ‘flat’ (no mark up component) it is even more important that
those fees be adequate to allow pharmacists to spend the time needed to provide an
appropriate level of care to patients.

Pharmacists have responded to low fees by adopting technological solutions to stream line
the dispensing process, as well as using technicians to carry out much of the ‘process’ work.
There is an increased commitment on the part of pharmacists to adapt their practice to
increase engagement with patients.

In adequate remuneration forces pharmacists to increase throughput to produce adequate
income to run a business. Low fees also flow through to low wages. If pharmacists are
forced to ‘overwork’ then the level of service and care will be constrained.

My understanding is that the the current level of fees in 6CPA is set at the average of the
remuneration in the 5CPA, it being assumed that the 5CPA remuneration was ‘appropriate’.
If that is the case, then yes, the current level of fees Is appropriate, however business costs
are, I suspect higher than during 5CPA, so effectively remuneration is lower than 5CPA.

Other Fees Payable Under the CPA

Question 18: pricing discretion by pharmacist.

Since the inception of the PBS pharmacists have not been able to either discount the patient
co payment, or charge more than the patient co payment (unlike most healthcare provider
schemes).

This has produced the universality of cost Australia wide that the Australian public have
come to expect from the PBS, and is one of the features of the PBS in that patients have the
confidence that no matter where they live or shop, they will pay the same price. It takes one
of the stresses of medical treatment away and helps patient feel that they are being treated
fairly, and the same as everyone else.

In recent years this universality has been unravelled by pharmacist discounting of under
general co payment prices, and now the change that allows the patient co payment itself to
be discounted (including the pensioner co payment). Aggressive discounting of co payments
has introduced a level of ‘fear’ among pharmacists who feel compelled to ‘meet the market’
and match prices or face the possibility of losing customers.

At the same time however, pharmacists are still not allowed to charge above the co
payment, a somewhat hypocritical stance by the Government in my opinion.



Time will tell how this new era of discounting of co payments plays out. I am unsure how
government will react over time when it is asked to spend taxpayers money increasing
dispensing fees, that pharmacist then turn around and voluntarily discount.

Government encouragement of ‘limited’ discounting seems to be satisfying some
philosophical need to ‘do something’, but has ended up being a piece of flawed half done
policy. If the government truly believes that pharmacists should be able to adjust their fees
depending on their business model, then prices should be totally deregulated, (ie free to
charge more or less) and should be prepared to wear whatever the result of that may be in
so far as co payments will be a dogs breakfast, universality of access will vanish, patients will
be confused and concerned, and the PBS will fail to meet the aims of the NMP.

If a co payment is a considered amount arrived at through thorough analysis by government
wisdom, with the aim of delivering health and economic outcomes, then it should not be
fiddled with. Government should not set rules, then change them (a bit)..

Question 19: RPMA and Community need.

The alternative to support for otherwise unviable pharmacies in remote locations is for
Government to provide the service itself (arguably at increased cost to taxpayer) or for
remote communities to miss out. Using geographical parameters is easily measured and
assessed. ‘Community need’ is a much more abstract concept and may be more difficult to
assess and need. If Government has some way of measuring and assessing community need
that will result in equitable access to pharmacy services, then that may well be a satisfactory
way of allocating support for otherwise unviable pharmacies in such communities.

Question 20: Electronic prescription fees

Yes: Pharmacists are charged to use electronic prescription services. In an effort to increase
the uptake of e medicine Government has paid pharmacists to use these services resulting
in a cost neutral exercise for pharmacists. The scheme has been quite successful, arguably
the only success story in the e health space. (Government has wasted billions of dollars
achieving nothing in other areas of e health).

Behavioural change only comes when a tangible benefit can shown, and sometimes that
benefit is monetary, at least in the first instance. In short, a ‘win win situation has to be
established.

Question 21: Premium Free Dispensing Incentive

When we talk about ‘generic’ drugs, what we really mean is ‘cheaper branded (off patent)
drugs;’ as opposed to ‘original’ and usually more expensive brands of drugs.

No doctor really wants to prescribe generic drugs, no pharmacist wants to dispense them
and no patient really wants to take generic (branded) drugs.

Prescribing of generics can be encouraged via prescribing software prompts (maybe), or if
prescribers know that the patient will pay less for generic. Even then, many prescribers have
a philosophical (or other) objection to prescribing generic brands.



Dispensing of generics from prescriptions written for ‘branded’ drugs (ie ‘switching’, or
‘generic conversion’) almost always occurs at the suggestion of the pharmacist (at least in
the first instance). Pharmacist initiated ‘switching ‘ is a time consuming and potentially
difficult exercise, which can lead to conflict and negative pharmacist/patient exchanges.
Pharmacists will therefore only be inclined to take on this role if there is some incentive.

Consumers may switch to save money, but often are suspicious of the process. (‘just give
me what the doctor ordered’)

Whenever I have explained to patients that taking generic brands saves the government
money, they just laugh and say they don’t care about saving government money and want
whatever costs government the most.. they feel they have paid for it anyway via tax etc.

With no incentives, there will be no generic drugs used. Government has the pharmacists of
Australia to thank for the uptake of generics in this country.

The premium free incentive incentive is ONE way to compensate pharmacist for the effort
involved in generic ‘switching’, and does encourage pharmacists to increase uptake of
generic medicines.

Better ways?.. outlaw prescribing by brand, take branded products off the PBS.

Question 22 & 23 High Cost Medicines

Pharmacists cannot be expected to take huge financial risks, and face serious cash flow
problems due to medicines that cost literally tens thousands of dollars, especially when the
return on this risky ‘investment’ is so small. (0.3%).

Payment timeframes may solve the cash flow issues, but still not the risk that a pharmacist
ay hold a drug and never dispense it (or order stock for a patient only to have the patient
fail to collect due to death, change of therapy etc).

The financial risk could be solved by government taking on the risk by paying direct for
these high cost items,. Ie wholesalers invoice the commonwealth for such items, (or they
are supplied to pharmacy from government stores)

Question 24: Hospital S100 vs pharmacy S85 remuneration for expensive drugs.

It does appear anomalous (and unfair) that the PBS pays hospitals so much more than
community pharmacy for dispensing the same PBS drugs.

Community pharmacy is paid TOO LITTLE to dispense these drugs. If its good enough to pay
hospital a more realistic price for dispensing, then the same should be paid to community
pharmacy.

Question 25 Professional Programs & Services

The most obvious role(s) for pharmacists revolve around optimising ‘medication
management’ from both a patient benefit aspect (health outcome/ convenience/ ability to
manage doing schedule etc); and ‘value for money’ aspect (best therapeutic bang for buck).
Pharmacists



Pharmacists could also have a role in disease state risk assessment (eg stroke and CV risk),
vaccination, wound care and contraception.

Medication management:

1. Comprehensive Medication Management Review (preferably in home/ aged care
residence)

2. Diabetes medication management review.
3. Anti coagulant review and monitoring
4. Medication Unit Dosing systems (eg DAA or ‘webster’ packing)

Risk assessment:

1. Cardiovascular risk assessment marker review (eg BP; Lipids; lifestyle)
2. Simple Stroke risk assessment
3. COPD assessment

Vaccination:

1. Influenza
2. Adult triple antigen
3. ‘travel’ vaccination
4. Occupational hazard vax (eg hepatits)

Wound care:

1. Ulcer care
2. Simple acute wound care

Contraception:

1. Continuation of uncomplicated oral contraceptive therapy.

Alternate Business Models for Pharmacy

Question 26: Limitation of products sold in pharmacies

No.

Pharmacists must be able to make their own professional judgement to decide what
products they do and do not sell. Indeed some pharmacists make ‘stock’ decisions base don
religious and other beliefs.

It was not so long ago some pharmacists did not sell contraceptives for personal religious
reasons.

The sale of ‘non evidence based therapies’ does not necessarily ‘confuse’ patients, as often
it is the patients who firmly believe these products offer them benefits and pressure
pharmacists into stocking such products. The major decision for a pharmacist must make is
that such products ‘do no harm’.

In my own experience, I have often advised patients that the products they request or select
have no evidence of effect, yet people make their own decisions to use such products. That
is ‘consumer choice’, pharmacists can only guide and advise.



If pharmacists are prevented from selling such products, the public will certainly source
them from elsewhere (which they already do anyway), but without the opportunity for
receiving professional advice, which they can choose to ignore if they wish.

Question 27: ‘dispensing only pharmacy’

There are already pharmacies that are ‘soley focussed on dispensing’, for example,
pharmacies located in or close to medical centres etc.

These pharmacies can certainly be viable if volume of prescriptions and cost structure
equation ‘stacks up’.

Whether such pharmacies they provide a ‘better health environment’ is in the eye of the
beholder.

The public are often attracted to such pharmacies, in the first instance especially, mainly
due to their location often close to prescribing doctor. Often ‘first dispensing’ of
prescription is at convenient medical centre pharmacy, after which repeats are dispensed at
the patient’ usual pharmacy, presumably closer to home or usual shopping area.

Question 28:Models of pharmacy.

The panel has noted that there already exist differing ‘models’ of pharmacy, arguably as
many different models as there are pharmacy owners.

Variety is the spice of life, necessity the mother of invention, and both of these clichés apply
to the practice of and ‘models’ of pharmacy. Pharmacists have proven to be innovative,
industrious and entrepreneurial, ready to adapt to new technologies, economic conditions
and consumer demands of the times.

Presently there is a growing interest in a less ‘goods supply’ model of practice to a model
that provides patient ‘services’ fro which income can be generated. If patients appreciate
this model it will be supported and will flourish.

If Government and policy makers wish to support one model of practice over another for
the purpose of supporting its own agenda or belief that it will deliver ‘better health
outcomes’, then that is a matter for government to justify to itself. All Governments
‘meddle in markets’ where they see a case, and pharmacy is no different to myriad other
regulated industries.

Alternative Remuneration Arrangements.

Question 29: PBS remuneration linked to sale.

The Pharmaceutical Benefits Scheme is a scheme of which offer the public a subsidy on the
price they pay for certain medicines, with the aim of making medicines affordable for the
public so that they need not go without essential medicines due to inability to pay.

In that sense, the ‘remuneration’ to pharmacists is necessarily tied to the ‘sale’ or
‘dispensing’ of a ‘pharmaceutical benefit’, ie a medicines listed on the schedule.



A major part of the dispensing process is, and always has been, the supply of advice and
counselling needed for the correct usage of the medicine being dispensed to the patient.

Pharmacists have always provided ‘free’ ‘over the counter’ advice to patients/customers
often without concurrent sale of any product. That’s just part of the business of pharmacy
practice, and is arguably what attracts the public to pharmacy and pharmacists.

Could pharmacists be remunerated for ‘professional advice’ that does not involve the
dispensing of a medicine?.. of course, but the methodology of recording of ‘advice’ and
payment may be problematic.

Question 30:MBS payment for pharmacist advice.

At present a ‘dispensing fee’ is part of the remuneration for dispensing a medicine. This fee
includes time taken for advice given to consumers, (or it should!)

The payment of such advice from MBS instead of PBS is of little interest to consumers.

The ‘value’ of advice given to ‘consumers’ is arguably related to what they pay, but more
likely linked to the quality of the advice given. I am a consumer, and if I receive ‘advice’ that
I feel I have paid too much for (Ie do not feel is of value) , I feel I have been ‘ripped off’.
Value is an equation of quality of advice vs cost.

Australian consumers have an expectation that ‘price’ (paid by them) for health services and
advice is somehow controlled by Government via subsidies or direct price controls (eg the
PBS).

Answer to question: No, consumers would not ‘value’ advice any more or less if it was paid
from another government pot of money.

Question 31: service payment link to level of service/ complexity etc.

Ideally, the level of payment for professional pharmacy advice should be linked to the
quality of the service, the level of expertise/training/skill required to provide the service,
and the time taken to deliver the advice/service (as is supposedly the case with other
professions).

In an effort to ‘categorise’ or ‘organise’ or quantify advice situations, (so payment can be
quantified) then complexity of medicines/ disease states etc could be used, but equally , so
could the skill needed to assess health literacy of a patient and skill in communicating with
said patient in an effective way….

Question 32: Identify and supply most needed health services.

I am not sure it is the role of ‘pharmacies’ to ‘identify and supply the health services most
needed by their communities’, as the question implies. Pharmacies may certainly be able to
identify needed services (eg obstetrics or dentistry), but may not be able to supply such
services.

Pharmacies, and the staff within them, deal with their communities on a daily basis, and
spend all day hearing about their patients’ experiences’ of the ‘health system’. Similarly,



pharmacist advice is often sought by the public regarding what health services are available
or required, and as such, are often in a good position to identify unmet public need.

Regarding health services that could be met by pharmacists/pharmacies, these may be
supplied if a model of payment can be developed. Where the money comes from is
essentially a matter for who is prepared to pay, ie the patient. health insurers or the public
purse.

Question 33: access to pharmacy services.

No. Some pharmacies offer more services than others, depending on demand, ability for
pharmacy to deliver, and pharmacy business model.

Some services are delivered by some pharmacies ‘free of charge’ (eg free DAA packing; BP
testing etc), as these pharmacies use the free offer as a business building strategy. Other
pharmacies charge for the same services, arguably making them less accessible, and some
pharmacies do not offer such services at all.

Universal access to pharmacy services could be achieved if provision of such services was an
integral part of a PBS approval (in approved pharmacies), and if a model of remuneration
and payment was available that did not prevent access due to cost (eg like the PBS).

Question 34multi faceted questions in 3 parts incl Home Medicine Review (HMR)

a) Design of new programs: When venturing onto ‘new ground’ in the design and
provision of new pharmacy patient services, all stakeholders need to accept that the
chance of ‘getting it right’ first time around is small. Experience has shown that
programs need to be designed around patient need (as much as that can be
assessed), need to be supported by doctors, patients and pharmacists, and need to
be monitored for signs that they are being ‘abused’ or ‘gamed’ by ‘greedy’ providers.

Programs also need to be ‘promoted’ within the medical professions for their benefit
to patients. It is reasonable to expect pharmacists to act responsibly and honestly in
the application of such programs, and that any ‘bad apples’ are identified.

It is not in patients’ best interest to cease or modify access to programs merely
because there are holes in the design of the programs, in other words, that the baby
is not thrown out with the bathwater.

b) should all patients be entitled to annual HMR?: .
I have been providing HMR for over 15 years.

There is an enormous need for HMR for many patients, and les of a need for others.
There are patients who struggle with relatively ‘simple’ medication regimes and who
would benefit for HMR, and there are others with more complex regimes and
medical conditions, who manage very well and may not need HMR.

It could be argued however, that if a patient feels they would benefit from an HMR,
then they should be entitled to one (say, annually). HMR is all about optimizing
medication management and drug therapy, and small changes can make a big
difference.



Existing HMR funding models are ‘finite’ and therefore require ‘rationing’ of some
sort. The original criteria and model of HMR referral and provision was
fundamentally sound. Its only ‘problem’ was that uptake was slow (unsurprising for a
radically new service which required extensive training and investment by
participating pharmacists) and was not well supported by doctors.

In my case I had one local GP who loved HMR and sent literally hundreds of referrals
annually, and other local GP’s who never referred patients for HMR. So here is a case
with essentially the same patient population (my town) where patients of one GP
are being referred for HMR, and patients of other GP’s missing out. One GP told me
he was ‘too lazy’ to refer patients for HMR.

There is a problem with GP’s perception and/or knowledge of HMR.

c) Linking of HMR to health event: If GP’s are ‘tuned into’ the benefits and purpose of
HMR , then this would happen as a matter of course.

Pharmacists supervision/intervention of some sort following hospital discharge is an
idea that has been talked about for years and is a desperately needed as almost
every patient who is discharged from hospital has medication changes, often that
they are unaware of. Often their GP is also unaware of changes, for a time at least. It
is often the pharmacist who is left ‘sorting out the mess’ as patients turn up with
new scripts (usually around 5:00pm on a Friday night), and no idea of how their old
regime has been changed. Often patients go home after discharge and recommence
their old medication, instead of or in addition to their new medications, or a mixture
of both. Every pharmacist will have stories of the ‘dogs breakfast’ that is hospital
discharge.

HMR after discharge is a no brainer.

d) HMR following referral form Doctor: HMR has two main audiences. One, the patient
and secondly the prescriber/doctor. The information, education and assistance given
by the pharmacist to the patient during HMR does not necessarily involve the
prescriber.

The HMR report to prescriber, however does require ‘buy in’ from the doctor to be
of benefit to the patient. If a prescriber refers a patient for an HMR, then there is a
degree of buy in already and so an increased chance that the patient will receive
maximum benefit from the HMR program.

It needs to be understood that the HMR program involved a major cultural shift in
the minds of both referring doctors and accredited pharmacists to the extent that
it was a new paradigm of pharmacist involvement in patients drug therapy and
treatment. Viewed in this context it has been a resounding success, the benefits of
which have probably not yet been seen.

At this time, I feel that prescriber referral increases the effectiveness of HMR.

Question 35: non medicine related services

Yes there are. Most services best provided in pharmacy because that where the pharmacist
is, and is expected to be. Others (eg HR) best provided in the home.



Question 36: Unsure what remuneration models question refers to?.. PHN?.. also is there
such a word as ‘generalizable?..

Question 37: Cost barrier

Cost can be a barrier to access to anything for which a fee is charged.

Question 38:mechanisms for dissemination of programs.

Other than community pharmacy and perhaps GP practices, there is little existing
infrastructure in place (Australia wide) to deliver health services. If Government thought it
‘affordable’ it could establish medical centres (eg hospitals or similar) in every town in the
country.

The question does not define ‘affordable’ (even the Government cant define ‘affordable’..

Question 39: who pays?: Private vs Government

Current Government philosophy is for ‘patient contributions’. Governments choose to pay
for services where they see it fits within their political philosophy, and ‘available funds’ at
the time.

Question 40: see above

Question 41: pharmacy innovation

Innovation, as always, looks like new ideas, new ways of doing business, new ways of
addressing the health needs of Australians.

There are plenty of examples of ‘pharmacy innovation’ in Australia of which the panel is well
aware.

Pharmacy has always been innovating, and the Government has usually eventually caught
up

Example: ‘clerking’ and processing of PBS prescription claims was always a laborious and
costly task. Pharmacists developed computer programs to streamline and automate this
process BUT the Government at the time would not allow the technology to be used!..
move forward about ten years and use of computers for claim processing became
compulsory!.. so Pharmacy innovates, and Government catches up 5 ten year later.

There is very little scope for reward of innovation in current funding models. Government is
traditionally suspicious of pharmacy innovation, and slow to get on board.



Regulation.

Question 42: removal of pharmacy location rules.

As noted in the discussion paper, the location rules were introduced by Government to
restrict the unfettered/uncontrolled opening of PBS approved pharmacies (which was
thought to somehow result in an increase in the cost of the PBS).

In that sense, the location rules have, and continue to, achieve the purpose for which they
were introduced.

Removal of the rules would be an admission that their introduction has been a 17 year
mistake.

The effect of the removal of location rules is essentially unknown, but it would be fair to
presume that it would be expected that there would be some return to the state that
existed before the rules were introduced

The rules were introduced to reduce the cost of the PBS, so a removal of the rules would
therefore be expected to increase the cost of the PBS.

Presuming an increase in the number of pharmacies due to no location rules, then in theory
there would be an increase in the ‘geographical access’ to pharmaceuticals (unless the
pharmacies were all next to each other which was one of the ‘problems’ identified in the
good ol’ days of the PBRT).

However, the expected proliferation of small and ‘inefficient’ pharmacies with associated
increase in the cost of pharmaceuticals, ie would reduce the affordability and ‘financial’
access to medicines.

The removal of the rules would not guarantee some panacea to the perceived ‘problems’ of
access to affordable medicines.

I have a question for the panel: What would be the healthcare policy or purpose of removal
of location rules?

Question 43: Removal of location rules in urban areas, but not in rural areas.

As above: .

Most pharmacists, like most people, seem to prefer to live in urban areas. Removal of
location rules in urban areas would result in a return to the ‘bad old days’ of unfettered
proliferation of small and supposedly inefficient pharmacies, resulting in price increases due
to theoretical limited ‘cost efficiencies’ of small pharmacies.

Location rules are probably more relevant in urban areas than rural areas, so I have no idea
what the panel is thinking suggesting this scenario.

Question 44: discrimination against rural patients:

Rural people live in a world with less ‘choice’ and arguably higher ‘retail’ prices than their
city cousins. This is offset by reduced cost of living in other areas, like housing.



Removal of location rules in the ‘city’ and not the ‘country’ would not change the existing
situation for rural people. At present ‘one pharmacy towns’ are a captive of the ‘one
pharmacy’, but usually their is simply not enough business to support more than one
pharmacy, and a second pharmacy may well result in two pharmacies going broke, or, they
end up merging anyway, and we are back to one pharmacy (that’s the good old days..)

The removal of location rules in some areas and not others sounds like a recipe for a dogs
breakfast to me.

Question 45: ownership and location rules.

My response would be unchanged.

Location rules, and ownership rules are essentially unrelated.

Is this a trick question or is the panel confused?

Question 46: short distance location rules.

Location rules need to allow for pharmacies to make small changes to their location, as
access to premises, damage to property, and other changes to local conditions will always
require the ability of any business to change location within a shopping precinct.

Is 1km appropriate?.. the ‘line’ has to be drawn somewhere. The only other way is to
address short distance relocation on a case by case basis.. good luck with that..

Question 47: Shopping centre short distance relocations.

There are location rules that allow pharmacies to open in shopping centres regardless of
where existing pharmacies are located outside that shopping centre. It seems logical then,
that a ‘new’ pharmacy within the shopping centre cannot then ‘relocate’ out of the
shopping centre at a later date.

In other words, the location rules treat shopping centres and shopping ‘strips’ differently,
and so it is fair that the two do not ‘mix’.

This may result in pharmacies becoming ‘hostage; to shopping centre landlords, but that is
their lookout. Any pharmacist going into business within a shopping centre ought to be
aware of the risk they are taking vis a vis the location rules.

I do know of cases where shopping centre pharmacies have been moved out of shopping
centres, only to have another pharmacy open up within the shopping centre, thereby
increasing the total number of pharmacies in the area (eg Shellharbour in NSW). This is a
flouting of the intention of the location rules.

I think it is fair that if a new approval is granted for a new shopping centre, then that
approval cannot be then relocated outside the shopping centre.



Question 48:Medical Centre pharmacies

Ditto: if approval is granted on the basis that the pharmacy is within the medical centre,
then that is where it should stay.

Question 49: new pharmacies/ approval fee and exit compensation.

Undesirable.

The scenario outlined in this question looks like the perfect recipe for cashed up entities to
buy into an area, squeeze existing pharmacy out of business and take the business for
themselves. In addition it seems to be government sanctioned and partly government
funded. Why should the tax payer end up paying for the business shenanigans of a rich
greedy business bully.? This could happen endlessly in the same location.

A ridiculous notion.

If the new entrant so desperately wants a pharmacy in that area, then why can’t they just
buy the one that there?

Question 50: location rules and profitability

Define ‘profitability’: return on funds invested?, if so then pharmacy size and location rules
do not necessarily result in higher profitability. A big pharmacy in a ‘monopoly’ location can
still be ‘unprofitable’ if costs are too high (eg rent) or is it carries too much debt (ie
overcapitalised)

Question 51: level of service in ‘one pharmacy’ locations.

I owned such a pharmacy. When I bought it, the pharmacy traded ‘normal’ shopping hours,
and the local complained about it, and shopped in other suburbs.

When I bought the pharmacy extended the trading hours to 8:00am 9:00pm 7 days a week,
365 days per year (yes, Christmas day included).

I did this because I realised that I had a responsibility to the local community and I didn’t
want the local to have any reason to use pharmacies elsewhere.

Pharmacists do this anyway, there is no need to mandate service levels. A pharmacist not
providing adequate service to his community will suffer, no matter how many pharmacies
are in the area.

Further, on line shopping means that no pharmacy is without ‘competition’.

Question 52: owning more than one pharmacy in same location.

This is a consequence of allowing pharmacists to own more than one pharmacy. If they wish
to take the risk, responsibility of opening and operating multiple pharmacies in close
proximity etc, then why shouldn’t they.

If this is identified as a real problem however, then maybe multiple ownership of
pharmacies should be abolished.



Government ahs allowed the multiple ownership of pharmacies to increase competition,
and now it is suggested it does the opposite.. oops .. what went wrong?

The fact is, that the ‘old’ one pharmacy per owner model was not as ‘anti competitive’ as
some economic expert thought…

Question 53: co location on pharmacies in Supermarkets.

Removal of this restriction would probably result in many pharmacies co locating within
supermarkets as pharmacists decide to ‘follow the people’.

This could very easily lead to reduce access to pharmacy services (ie fighting your way into a
supermarket for pharmacy advice) and may well blur the barriers between medicinal
products and food/ general merchandise.

While this is common in some countries, and may be convenient for some consumers, it
may be very inconvenient for others, and I don’t see how it will achieve a more
‘professional’ pharmacy model.

I’m also not sure how pharmacies in supermarkets fits with the review panels distaste for
the ‘retail end’ f the pharmacy business.

Hospital Pharmacies

Question 54; 55;56 Hospital and Section 94 Pharmacies.

Hospitals, private and public, are relatively ‘few’ compared to community pharmacies.

The three questions (53;54;55) all revolve around the idea that hospital pharmacies could
provide services ti the public, ie go into competition with community pharmacies.

Hospitals are not particularly ‘accessible’, and as such, it makes little sense for them to enter
the community pharmacy business.

Hospital A&E departments provide pharmaceuticals as needed for A&E cases. Some
hospitals provide medication on discharge.

Most hospital pharmacies are ‘stretched’ to provide services within the hospital and don’t
have the staff, expertise or inclination to provide services readily available at nearby
community pharmacies.

I do not see a business case for a 24hour community pharmacy within a private hospital, as
most private hospitals do not operate any A&E service, let alone a 24hr A&E service.

If a rural or regional area had a hospital but no community pharmacy, then yes, the hospital
could increase public access to pharmaceuticals. More commonly however, community
pharmacy provides pharmacy services to small hospitals.

Question 57: Drug prices paid by hospitals

Yes, it seems anomalous that state government can get a better price for some drugs than
the Commonwealth gets for the same drug via the PBS. There are differences however in
the certainty of volume, and logistical factors that may affect price.



Pharmacies have no control over PBS drug pricing. This is a matter for the good folk
negotiating pricing for the PBS.

Question 58: Hospital and Community pharmacies.

Hospitals and pharmacies are operating different services and I can’t see why a hospital
would wish to venture into a new area of ‘business’. If it is suggested that hospitals start
operating in the community pharmacy field, why stop there? Why not venture into general
practice, dentistry, home delivery of food etc?

State Governments, who operate most public hospitals appear to be moving out of service
provision, ie ‘privatising’ many functions, so I don’t see why they would want to do the
opposite with pharmacy services.

Question 59: Continued pharmacy service provision by Hospitals.

As above.

Hospitals are mostly ‘acute care’ facilities and as such have no role in chronic or long term
care, including the provision of pharmaceutical care post discharge.

The model suggested in the question will disrupt continuity of community based care, ie the
GP/local pharmacist model. There is little sense to involve hospitals in continued chronic
care of patients. Hospitals provide high cost short term acute care.

On discharge, patients need to be returned to their GP based community care, and
hopefully never return to hospital!

Question 60: hospital community dispensing

As above; what on earth for?

Community pharmacy don’t do heart transplants, hospitals don’t so community pharmacy.

Question 61: Hospitals and access to PBS.

Most of the examples in the pre amble to this question relate to highly specialised and
‘rarely used’ therapies, often not requested in the community setting.

Access to PBS subsidised medicines for hospital patients is a matter for ‘federalism’.. there
will always be ‘exceptions’, and this is one of them. Some therapies are necessarily carried
out in the hospital setting and if the medicines that form part of that therapy are lisued on
the PBS, then it makes sense for access to be available from the treating hospital.



Aboriginal Health Services.

Questions 62; 63;64: Aboriginal health and Pharmacists.

Aboriginal health has been a problematic issue forever. It makes perfect sense (to
pharmacists at least) that pharmacy services will form part of the solution in improving the
health of the ATSI population. Any funding or care models that increase access of ATSI
community to pharmacists will have health benefits for these Australians.

Questions 65-‐72: ATSI health and access.

As above: every effort needs to be made to redress the failing in ATSI health provision.

Wholesaling Logistics and Distribution Arrangements.

Questions 73-‐89Wholesaling Logistics and Distribution Arrangements.

My comments are in response to the general tenor of the comments and questions
regarding wholesaling and distribution.

The first observation is that the review panel appears to believe that there is something
fundamentally wrong with the current wholesale distribution system for pharmaceuticals.

Further the review panel displays its ignorance by comparing distribution of
pharmaceuticals with the distribution of telecommunications. (ie comparing apples with
pokemon)

As far as the ‘consumer experience’ (the supposed driving force of the review) is concerned,
the current system offers a level of service that arguably, consumer don’t deserve, as it
allows them to be forgetful and disorganised, in that they can walk into any pharmacy
(almost) and have almost any drug delivered within 24 hours. How good is that?

The fact is that the ‘on demand’ daily distribution of literally millions of small items (some of
which require special handling), across a vast nation, to 5,000 delivery points is necessarily
an expensive exercise.

My time in pharmacy has seen the number of wholesalers in Australia whittled from around
forty to three. Comments on the discussion paper suggest that the government tender
distribution to 1 2 providers, well that is basically what we have now. Modern
pharmaceutical wholesaling requires enormous investment in real estate, technology,
equipment and people. Wholesalers cannot ‘come and go’ at the whim of a tender.

If the ‘mark up on cost of goods’ method of generating income for wholesalers no longer
generates sufficient profits, then a wholesalers could think of alternate income steams, eg
charging for deliveries, adding fixed mark ups on goods etc.

The review suggests making manufacturers responsible for distribution of their own goods,
as part of a PBS drug listing. This would be less efficient than wholesaling (and that why
wholesalers exist in the first place), and this increased cost would be borne by somebody
(eg the tax payer or the consumer)

If return on investment in pharmaceutical wholesaling vanishes, then so will these
businesses.



I would suggest the review panel take advice from an economist with expertise o=in the
cost of distribution of goods, rather than the distribution of electrons.

Government always has the option of establishing its own distribution system, as probably
exists in North Korea and china.

Good luck with that.

Accountability & Regulation

Question 90 Accountability etc.

No, the current system has plenty of accountability through the entire distribution chain.

Question 91: unnecessary regulations

Probably:, but Pharmacists live and work in a world of regulation and accountability, we are
sued to it and accept it.

Questions 92-‐98: Professional Program Accountability.

I will try and address this grab bag of questions (largely unrelated to ‘accountability and
regulation’) together.

The ‘My Health Record, hardly exists. I have never seen one, so I would get too excited
about that in the short term.

Yes, pharmacists could work with patients and other health providers to ‘create data’, which
may or may not produce something useful. My experience is however, that
patient/people/consumers are quite guarded when it comes to their own health
information and unwilling to be sources of ‘data’. So the success of such activities would
require a major effort on the part of Government and those involved to gain the confidence
of the public at large to make any meaningful success.

In the even that useful data can be created, those who stand to gain from the data may be
inclined to pay for it, eg drug manufacturers, health care funders, Government.

Consumers are not necessarily aware of what programs they are ‘entitled to’ as the most
common model of healthcare revolves around expert providers (like doctors) advising
patients as to their needs and entitlements.

Patient who wish to complain or give ‘feedback’ can complain to their pharmacists, doctor,
local MP, medical or pharmacy board, and in NSW, the Health Care Complaints Commission.
In y experience, consumer are quite adapt at finding avenues for complaint. Technology
would be a wonderful addition.. simply use the complaints app.. perfect.

And yes, they can always take their business elsewhere…

There is a very thick book published by the PSA chock full of standards of practice for
pharmacists. If they are not upheld, pharmacists risk being called to account by the
Pharmacy Board of Australia.

In addition, the QCPP system audits practice and service standards, and without compliance
pharmacies are not able to access payment for certain PBS services. More extensive



auditing could always be carried out if it was felt that there was a general non adherence to
practice standards.

Consumer Experience

Question 99: dispensing service:

Right medicine, right dose info, accurate and understandable information, adequate
counselling, in adequate timeframe, permission to ask any questions, and follow up as
required. This is a minimum expectation for largely historical reasons, ie that’s what
Australian consumers have always had.

Question 100: dispensing services:

As above.

No, often issues are raised at repeat dispensing (eg side effects, adherence etc) that are not
raised at first dispensing.

No, as in any human endeavour, some do it better than others.

Question 101: transparently cost effective’.

You tell me,

What does ‘transparently cost effective’ mean?. (probably not much)

All I can say is that the tax payers and consumer are often the same people!!!

Question 102: delivery of services.

Pharmacies deliver the services that they need to for their customer base.

A pharmacy with no ATSI patients cannot deliver QUMAX services.

Some services are new, some not well remunerated, some with no predictable
remuneration, so often not supported by pharmacists reluctant to take the ‘leap of faith;’
that they will be paid adequately.

On a national basis, and for something relatively new, the services are well supported
generally.

Question 103: services with dispensing

Consumers prefer and expect a relatively ‘quick’ dispensing service. Pharmacists are paid to
provide a relatively ‘quick’ service. For more extensive services, eg medscheck etc, tie needs
to be allowed, and often this will not be at tie of dispensing.

If, however, a patient agrees or requests and extended service at time of dispensing, and
the somebody is willing to pay for it, then that could be possible.

Pharmacists need to be remunerated for their time and expertise, like any other
professional or tradesman.



Question 104: service standard variation.

Yes.

Question 105: discounting and low standards

Some ‘discount’ pharmacies operate on a high turnover, low cost business model which
often does not allow for ‘extra’ time to be taken delivering pharmacy services. Evidence is
observational, and also gathered from disgruntled consumers who have used discount
pharmacies and found them wanting.

Question 106:measure quality of service

Auditing of operations could measure quality against benchmarks. Ie trained pharmacy
quality assessors could stand in pharmacies and measure quality of service against standard
criteria.

Note: as with the provision of any service, be it medical, educational, legal, gastronomic etc,
there will be variability in service levels. Professions have a responsibility to self monitor
service levels. Consumers have the right to complain or choose to be served elsewhere of
they are not happy. The press and media love publishing the shortcomings of service
providers.

Anyone who is brave enough to offer a service to the public also takes the risk of being ‘shot
down’ by that same public if they come up short of consumer expectations.

There is no hiding for pharmacists literally sit on the street and have to cop whatever comes
their way.

Question 107: consumer expectations (again)

Expertise, honesty, reliability.

Question 108: the dollar discount.

As stated by the review panel in the discussion paper, the ‘dollar discount’ has achieved
nothing except concern and confusion among consumers.

The ‘policy’ intent of this measure is unclear, si its difficult to assess if it ahs been a
‘successful implementation of policy’

The discount ‘policy’ flies in the face of the ‘policy’ of equitable access to PBS medicines or
all Australians, regardless of where they live. The ‘policy’ makes little economic or
healthcare sense and only shows the Government up to be disorganised and unable to
make a decision (ie what the public copayment should be for a given medicine).

The dollar discount thought bubble is a POX ON THE PBS.



Question 109: examples.

I am sure the review panel does not need me to provide a list of examples.. don’t be so
lazy.. go find out for yourselves.

Question 110: consumer information.

Quite well informed. Pharmacists, prescribers and the press inform consumers however,
often changes to scheduling (as example offered by review) are not particularly interesting
to the public in general, so attract little publicity.

Question 111: restrictions on advertising.

To some degree, but this needs to be balanced against the unnecessary and unwarranted
demand for dangerous goods that can be generated by excessive advertising and
promotion.. just look at the USA!

Question 112: Advice with S2 and S3 medicines.

Yes.

Question 113: S2 S3 ‘balance’

Yes.

Question 114: S2 S3 income.

Yes.

Conflict between Retail and Healthcare.

Note for Panel: there is no conflict of interest between pharmacists ‘role’ (odd word) as
retailers and that of a health care professional, and I do not believe the public feel that way.
Consumers expect and are given free professional health advice ‘ad hoc’ and ‘on spec’ by
pharmacists without fear, favour or obligation. So called ‘OTC products’ are the pharmacists
‘tools of trade’. Consumers expect pharmacists and pharmacies to stock the medicines and
other products necessary to satisfy their needs and wants. Pharmacists only stock what
consumers will buy.

Questions 115-‐118: Vitamins & CM’s.

Consumers demand access to vitamins and complimentary medicines (CM’s). Many
consumers have enormous faith in so called ‘natural’ therapies, and the like, and demand
that they are available. The consumer is king, and access to such products is an expectation
of any consumers, ie part of the ‘consumer experience’ that the review is so enthusiastic to
support.

Most consumers who buy vitamins and CM’s have ‘made up their mind’ before entering a
pharmacy or other store. In a pharmacy they have access to guidance and expertise should



they require it. There is evidence of the benefits and therapeutic actions of many vitamins
and CM’s.

Doctors often recommend vitamins and CM’s.

Pharmacists can choose what vitamins and CM’s they are prepared to sell.

When consumers seek vitamins and CM’s in pharmacies they have access to a professional
who can give them scientific evidence based advice as to the possible benefits, limitations
and any risks that can be expected from such products.

The ‘retail environment’ does not detract from health care objectives, and in fact does the
opposite by making health care more accessible and less threatening for many consumers.

Quiet frankly, no other ‘retailer’ has the qualifications to sell such products and consumers
would be best served from the sale of vitamins and CM’s was restricted to pharmacies only.

Affordability of Medicines.

‘Once upon a time’, when there was only one brand of any given PBS drug, prices were
‘fixed’ (by Government) and uniform across all pharmacies. This was viewed as a problem
however, and successive Governments took the advice of economists and other experts and
introduced policies which have resulted in varying prices for the same medicine. Apparently
this is now a problem causing consumer confusion and concern.

The PBS had traditionally given consumers the confidence that they were getting a ‘fair deal’
when it came to medicines.

Any unravelling of this situation is the sole responsibility of Government and its advisers,
but it is the pharmacists of Australia who have to face the public on a daily basis and waste
precious time trying to explain the illogical complexities of the OBS to concerned and
confused consumers.’ That’s Government creating an unsatisfactory ‘consumer experience’.

Question 119: transparency

Yes, pricing is available on POBS website, printed on labels, and even advertisied in the
press.

Question 120: Safety Net

Pensioner /concession holders are no longer compensated the full cost of safety net in their
pensions as they were when the scheme was first introduced.’ Government has reneged on
original deal.

Non pensioner now face a safety net threshold which is way too high for many ‘working
poor’.



Question 121: Co payment

When I began my pharmacy career, pensioner paid NO co payment, and others a small fee
($2.50). Some consumers still feel that they should pay nothing. In some countries
medicines for children are free.

Some consumers are ‘happy’ to pay a co payment, as they recognise that the Government is
picking up the rest of the ‘tab’, and they appreciate that they are buying medicines that they
otherwise may not be able to afford at all.

I don’t think consumers are that interested in the make up of the price of drugs, just on
what they have to pay, as they are with the price of petrol.. (mostly tax)

Question 122: Objective of co payments?

Co payments were introduced to address both the perception that consumers were
‘abusing’ free medicines and to discourage ‘hoarding’ of drugs, and also to pass some of the
cost of the PBS from Government and back onto consumers.

Co payment discounts only muddy the waters, coerce pharmacists into ‘discounting’ at their
own expense, and undermine the fundamental premise of the PBS, ie equal access (pricing)
for all. It is a travesty of PBS justice.

Question 123: discounting Co payment

If pharmacists feel they are overpaid by the PBS, then surely it makes more sense that they
return excess PBS payments to the Government (tax payers) rather than to consumers.

There seems to be a level of hypocrisy in the review panels apparent distaste for the ‘retail
environment’ that pharmacists operate in on the one hand, and the panels obsession with
prescription price competition on the other.

Does the panel see pharmacy moving to a more ‘professional’, less ‘retail’ focussed model or
to a more ‘dog eat dog’ model of aggressive price based flogging of drugs at the cheapest
possible price?

Consumer Access:

Pharmacies have always been open longer hours and more days per week than doctors or
any other health care provider.

I have personally worked many nights until 10:00pm and many Christmas days in my
pharmacy, as have many others like me.

Pharmacies have had to gain special permission to be allowed to trade ‘extended hours’.

Consumers are very lucky to have access to pharmacists who are willing to sacrifice their
nights and Christmas days (that they could spend with their own families), to be available to
help the consumers and their families.



Question 124: reasonable expectations?:

It could be argued that it is not reasonable for consumers to expect pharmacists to work
when they are not, and when Doctors and others are not either.

Question 125: after hours service

Consumers do appreciate after hours service, although I feel it is taken for granted in a 24/7
society.

If Government feels that 24/7 access is important, they could either pay pharmacies to stay
open, or set up coin operated robotic night pharmacies in car parks.

Rural and remote Inequity issues

Question 126:expansionof rural programs.

Yes, probably.

Question 127: specialist services.

Pharmacies endeavour to provide every service r=needed in their local community, however
it is not always possible to be ‘all things to all people’. Consumer do not expect open heart
surgery to be available at their local hospital or doctors surgery, ditto with pharmacy.

Question 128: Co ordination of services

As above. Pharmacies have proved themselves to be exceptional at responding to local
needs and providing the services required in their local communities.

Privacy Preferences.

Let me get this straight, consumers with privacy concerns don’t like an ‘open air’ situation in
a pharmacy, but also don’t want to walk into a private room because someone might see
them? Are these the same consumers who sit in doctors waiting rooms with others, and
then walk into a private room to see the doctor?

The answer is simple. Enter through the back door, where no one will see you!

Question 129: access barriers.

As above. a ‘secret’ entry where no one will see you, or maybe a wating room out the back,
like in a doctors surgery.

No.

Question 130: other inequities.



There are always ‘barriers’ which could be lowered, but as I have said before. In my
experience, pharmacies have always responded to their local communities to reduce
barriers to access, be it language, cultural or whatever, through employment of multi lingual
staff, provision of opiate pharmacotherapies or whatever.

Pharmacists are great barrier breakers.

Question 131: increase public awareness

Advertising and promotion.’

Question 132: consumer engagement encouragement.

Pharmacists and their marketing and professional bodies do spend money in promotion of
their services and encouraging consumer engagement.

Unfortunately this is often against a general press that enjoys running misinformed
unsubstantiated and often spurious ‘stories’ about supposed pharmacy ‘rip offs’, rackets
and the like. Government has also wasted public monies on similar campaigns in the past.

So a little less ‘pharmacy bashing’ and a bit more support may well increase consumer
confidence to engage positively in pharmacy services.

Chemotherapy:

My experience and knowledge of this area is limited so I will not be addressing these
questions.

end




