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I have been a community pharmacist for over thirty years, with twenty of those being as a partner in 

a community pharmacy. There have been many changes to the profession in this time, with more 

changes to come. I believe that evolving the profession of pharmacy is crucial, but it is important 

that future innovation and policy benefits patients and strengthens pharmacy. After all, community 

pharmacists are the most accessible health professional and pivotal in primary healthcare.  

As a community pharmacist, I know my local community very well. I know most patients on first 

name basis and am involved with community groups such as sporting clubs and local schools. These 

relationships have developed over many years. Engaging with the community and  putting my 

patients first creates and reinforces trusting relationships that help in the care of my patients. These 

trusting relationships do not just happen, but they are critical in providing the best quality care. 

There are many ways that community pharmacists could further enhance the quality use of 

medicines in patients. For instance community pharmacists need to be involved in the transition of 

patients from hospital back to their home. The detailed knowledge and trusting relationships 

community pharmacists have with their patients determine that they are ideally positioned to 

contribute more in transitional care and care coordination.  

Personally, I have been involved in many instances of trying to sort out a patient’s medication after 

discharge, where there were discrepancies between the discharge notes, prescription and supplied 

medication. These interventions can take hours at a time, trying to locate the prescribing doctor, the 

doctor who managed the discharge, the clinical pharmacist in the hospital and the patient or the 

patient’s family. At present, there is no mechanism for reimbursement for time involved in such a 

process. All we can claim is a dispensing fee, if in fact we need to dispense anything, and possibly a 

clinical intervention fee if it fits the criteria. Hardly fair payment for hours of work that results in life 

saving interventions.  

My proposal is that community pharmacists receive a patient discharge fee for performing this 

service. This fee could be provided by the MBS (Medical Benefits Scheme) as opposed to the PBS 

(Pharmaceutical Benefits Scheme). Pharmacy is an integral part of the health system, and current 

remuneration streams limit community pharmacists participating in the health system to the fullness 

of their clinical capacity.  

 

I provide many services to my community in the promotion of good health and the quality use of 

medicines. Many of these services have been subsidised by dispensary income and other retail sales. 

Now with accelerated price disclosure and a competitive retail environment, including high shop 

rents, this income has disappeared, making these services far less viable.  Many of the apparent 

solutions are problematic. Consumers are not necessarily willing or able to pay for many cognitive 

services. While retailing can be at odds with the evidence-based practice that pharmacists aspire to 

as clinicians. Furthermore the retail environment can undermine the status of community 

pharmacists amongst other healthcare professionals.  
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As a community pharmacist I freely provide services such as home delivery for patients who are 

unable to get to the pharmacy. By delivering their medication, their health is maintained, and by 

visiting their house, other aspects of their life can be observed and suggestions made to improve 

their health. 

Dose administration aid packs are another avenue community pharmacists assist patients to manage 

their medication. Production of packs is extremely labour intensive and involves high levels of 

responsibility and accountability. Packs are provided at a heavily subsidised rate to encourage their 

use. They have been demonstrated to improve patient medication adherence and are an effective 

way of the pharmacist monitoring medication management. 

We have demonstrated our ability to work collaboratively with local doctors. We provide subsidised 

blood pressure and blood glucose monitoring for patients when doctors request regularly 

monitoring of these parameters for patients.  Many patients do not have the ability or financial 

means to perform the tests themselves. 

In my pharmacy, I provide a range of prescription/medication/advice delivery methods. I have a 

conventional stand up area, a forward pharmacy sit-down desk and a private consulting room. I have 

three pharmacists working at any one time so that a professional staff member can be available for 

consultation and advice whenever patients present. However, regardless of how long consultations 

last I only receive a fixed fee per prescription. I strongly believe that when an extended consultation 

is required, there should be some flexibility in the fee paid to pharmacy, with more being paid for 

complex cases to pay for the pharmacist’s time involved in the interaction. Many patients we see 

have multiple chronic diseases, complex medication regimens and health issues. Consultations with 

these patients require a great deal of knowledge and time to ensure optimal health outcomes. 

Currently there is a payment for packing DAAs (Does Administration Aids) via the 6CPA (Sixth 

Community Pharmacy Agreement). The current system is unworkable!. I need to know how much I 

am to be paid per pack, not submit my data then wait to be told how much of the current pool of 

funds I will receive. My expenses do not fluctuate like that. The funding needs to be more direct and 

transparent. 

The situation is similar for the clinical intervention fee. I have no idea what I will be paid each claim 

and as we are moving towards a more service based practice, it is crucial that the funding for the 

services I provide is predictable. The cash flow of my business is unpredictable in this current 

environment. I cannot invest in human resources (more pharmacists) to provide cognitive services 

when I cannot ascertain what my income with be from the provision of these services.  

Another area of concern is the manufacturer direct supply of prescription items (namely by Pfizer) 

which compromises the effective supply of medication to patients. Now that Pfizer products are no 

longer available from the CSO (Community Service Obligation) wholesalers, medications ordered on  

Thursday afternoon are not delivered until Monday lunchtime. It is unacceptable for patient to wait 

this long and this situation is having significant negative impacts on patient care. The previously 

agreed 24 hour delivery schedule for all PBS listed drugs should apply to all manufacturers for their 

products to be listed on the PBS. It is  notable that in the 6CPA, delivery times of up to 72 hours are 
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permitted, but this too would undermine the effective supply, and therefore should be returned to a 

24 hour delivery window. 

In answer to question three in the Discussion Paper, I do believe that there should be a maximum of 

retail space to professional area within the pharmacy to maintain the atmosphere of a health care 

setting. This would also need the professional fees paid to adequately remunerate pharmacy for 

providing them on the PBS. 

Community pharmacies are a unique combination of primary heath care destination in a retail 

setting. They need to be protected somewhat from the normal operations of consumer choice as 

medicines are not standard retail items. Furthermore community pharmacists are guided by a code 

of medical ethics which sets them apart from retailers. Patients need professional input to ensure 

quality use of medicines. They need the accessibility to a health professional that a pharmacist 

provides. Pharmacies selling cheaper medications without advice is not in the patient’s best interest. 

There are an increasing number of medications with a very high cost. The biologicals and hepatitis C 

medicines are examples of these. For a community pharmacy to adequately  stock these drugs, a 

high level of funding is needed. The return on this investment is very low, for example, a $70 return 

on a $20 000 drug is unsustainable. To solve this issue drugs over $1000 should be obtainable on a 

consignment basis, so that the pharmacy can stock these new drugs, make them readily available to 

patients and not have tens of thousands of dollars invested in stock at a significant cost to the 

business. 

The ability for wholesalers to require minimum quantities is another change from the 6CPA likely to 

impact on costs for community pharmacy. These changes will increase stock holding, inventory costs 

and wastage in the pharmacy. The previous situation of no minimum order quantities should be 

adhered to in order to avoid the extra burden created by this change. 

 

The supply of schedule 2 and 3 medications are an integral part of community pharmacy. They 

should remain available only in pharmacy and with the advice of a pharmacist. This does require the 

adequate staffing of the pharmacy with pharmacists, and there should be some legal recognition of 

this fact. A pharmacy with one pharmacist cannot dispense prescriptions, oversee schedule 2 and 3 

medications and provide the professional services required by patients. There needs to be a formula 

of sorts based on customer numbers, prescription numbers and revenue in the pharmacy to 

determine the minimum number of pharmacists required to adequately perform the duties required 

at the appropriate level. At the moment the constricting financial viability of community pharmacy is 

addressed through reducing wages and the service offering. It is crucial pharmacies maintain 

professional services and remuneration should encourage this and not undermine this ideal.  

The co-payment for prescriptions is a vital part of the cost control of the PBS. I am of the age that I 

can remember before co-payments were established for concession holders, and the memories of 

the oversupply and wastage involved must never happen again. By discounting the co-payment, it 

starts the PBS back on that track and encourages people to seek out more medication because it is 

cheaper, not because it is the most appropriate for them. Once the discounting starts, it may 
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progress, so the best action would be to stop all co-payment discounting and maintain the same 

price for everyone in Australia, no matter where they live. 

This is a collection of my thoughts and ideas that I would like the panel to consider. I consider 

community pharmacy to be a vital and underutilised part of the health system. Any actions that 

make community pharmacy stronger, more sustainable and better able to improve the health of its 

patients will be welcomed by my profession. 

 

Yours sincerely 

Steve Lewis B. Pharm. (dist.) M.P.S. 

High Wycombe Pharmacy 

33 Newburn Road 

HIGH WYCOMBE WA 6057 

 

 

 


