
To: Members of the Pharmacy Remuneration and Regulation Review Panel 

Thank you for the consultation and visitations to our region during the 
consultation process of this review. I would also like to thank you for the 
opportunity to respond to a number of the questions raised with the discussion 
paper. 

I have not answered all questions, but rather those to which I believe I have 
an intimate knowledge of. The PBS , and pharmacy remuneration and 
regulation are complex and there are many areas within them that I do not 
profess to have sufficient knowledge to be able to respond to the paper. 

An area that I wished to comment on, but could not find a related question 
surrounded the price drops associated with WADP. I had the opportunity to 
raise this with Professor King during an information session but would like to 
formally add my comments to this submission. Price disclosure has delivered 
very substantial, but justifiable, savings to the PBS. These savings have 
reportedly been well in excess of the budget projections and this loss in 
remuneration has served to significantly reduce the profitability of community 
pharmacy. In addition to the ongoing reduction in revenue, there is a one off 
impact to the entire supply chain on April 1st and October 1st every year. The 
current mechanism of price drops simultaneously occurring across the entire 
sector (manufacturers, wholesalers, & pharmacies) leads to supply issues and 
hence a reduced level of service for consumers. Wholesalers and pharmacies 
are both attempting to minimise their stock holdings prior to the new WADP 
applying and there are constant stock availability issues. Given some of these 
drops are very substantial (eg Glivec this October1st is reducing in price by 
more than $400) there are going to issues regarding continuity of supply for 
this important medication.  
The proposition that I put forward was for a cascading price drop to allow 
stock management issues to be minimised. While the time frames could be 
debated I suggested that manufactures drop their price to wholesalers on day 
one. This reduced price is then past on to pharmacy at the beginning of the 
following month and this price then becomes the new PBS list price at the 
beginning of the next month following. This gives both wholesalers and 
pharmacies one month in which to clear old stock and replace with PBS lines 
at the new price. Such a measure would help to ensure continuity of supply 
and reduce the massive demand on stock throughout the entire supply chain 
that occurs on April and October 1st. 
While recognising that most of the damage has been done, and that 
significant price reductions will become less frequent as we near the edge of 
the patent cliff. Such a measure would help to restore confidence in ordering 
over what is a very difficult and labour intensive exercise. 

Another issue that has not been addressed via the discussion paper is that of 
the various payment methodologies that pharmacies must employ in order to 
gain remuneration for the multiple services provided. There can be little 
argument that PBS on-line has delivered a fast and efficient payment 
mechanism for reimbursement of PBS medicines. Additional payments are 
not so straightforward. There are different mechanisms for HMR payments, 
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MUR payments, intervention payments, $20 TGA supplement for 
chemotherapy payments, DAA payments, etc etc. Can I ask the review to 
consider how PBS on-line (via a pharmacies dispense software) could be 
utilised to streamline the claiming and payment for the many additional 
services that community pharmacy currently receives additional revenue from. 
 
 
Please find below my responses to a number of the questions put forward in 
the discussion paper. 
  
 
 
#7 CPA should be limited to community pharmacy only. There has been 
anecdotal evidence in the past of over servicing once some parts of the 
remuneration arrangements (clinical services) that have been allowed to be 
claimed outside of community pharmacy. These services best serve the 
consumer when they are delivered by their preferred dispensing pharmacy to 
help ensure a continuity of care.  If an external model was to be considered, 
which would be a backward step in my opinion, any funding should not be 
found within CPA but rather MBS. This model will certainly become a 
corporate medicine product and community pharmacy should not bear the 
burden of reduced profitability, and hence reduced service to its customers, if 
such a model were to unfortunately eventuate. 
 
#8. There is obviously an amount of money that CPA allocates to CSO 
wholesalers. I see no issue with allowing them a seat at the table to negotiate 
how best to allocate that funding. The CSO is a flawed method of 
remuneration and if CSO wholesalers can produce a more efficient funding 
model, and present that to the government there is no direct conflict with 
community pharmacy services. 
 
#15. The ‘swings and roundabouts’ remuneration is the only method possible. 
The administrative burden in identifying more complicated, time intensive 
dispensing would only lead to greater inefficiencies, if the workflows around 
current programs are any indication. From my own personal experience there 
are a number of prescriptions every day that require intensive workloads 
greater than 30 minutes. Issues can arise where a seemingly uncomplicated, 
but important prescription, can become very labour intensive due to issues 
around the logistics of obtaining the medication (Pfizer etc). Other 
prescriptions require a high level of clinical advice and this can vary for 
individual customers and their current knowledge base. Likewise there are 
some instances where the dispensing is quick and requires minimal work 
time. The current system provides a relatively constant remuneration, which 
has the effect of generally balancing out the ‘swings and roundabouts’. The 
same argument applies to question #16 as some repeat scripts require 
significant time to professionally dispense.  
 
#17 The current fees and charges associated with dispensing are 
inappropriate in a number of circumstances, particularly high cost drugs, but I 
do not believe that they lead to the substandard delivery of medication advice 



to consumers. The vast majority of pharmacist conduct their work in a 
professional manner and view their role in providing advise to patients over 
and above any remuneration that may eventuate as a result of any 
transaction.  
 
#18 The discounting of the PBS co-contribution is a flawed policy that 
discriminates against consumers living in rural & remote areas as competition 
in these areas and lower. The whole policy is not about saving consumers 
money or adding competition into the provision of prescription medication, 
there are plenty of pharmacies that already bat in that space. The policy is 
entirely about reducing the number of customers reaching the safety net 
leading to a saving to government. The irony of this is that high volume 
consumers choose not to take any discount in order to reach the safety net. 
Only a government could develop a policy that penalises heavy users for 
taking a discount. The policy undermines the worth of community pharmacy 
and should be withdrawn. 
 
#20. The electronic prescription fee does nothing to increase the uptake of 
electronic dispensing. While community pharmacy receives 15c per 
dispensing the entire process is cost neutral as a charge of 15c is levied by 
the provider of the service. Add to this in inability to reconcile the charges 
from the e-script provider to the records in dispensing systems and you have 
a system that operates on a ‘wing and a prayer’. While e-scripts can 
sometimes increase the efficiencies associated with dispensing, it often 
crashes and provides a source of frustration. If a portion of the fee (say 5-
7.5c) remained within community pharmacy then I am positive that the 
utilisation of e-scripts would increase. Personally I am very close to turning 
the system off for the above reasons. 
 
#22 With the fast turn around in payments via PBS on-line I do not see an 
issue re settlement times. The real issue is GST on pharmacy purchases of 
scheduled lines that are subsequently sold/renumerated with no GST. I know 
that the PGA lobbied hard with regards to this during the initial role out of the 
GST but it always fell on deaf ears. The current system adds considerable red 
tape to the administration of a pharmacy due to monthly (rather then quarterly 
BAS) and due to the increasing costs of new pharmaceuticals is placing 
considerable cash flow issues in pharmacies. This is of particular concern to 
smaller turnover pharmacies. Increasing settlement payments would simply 
add another level of bureaucratic administration, which can all be fixed by 
removing the real issue… GST. 
 
#23 … see #22 
 
#24 The introduction of Hep C medications onto the PBS was intended to 
allow better access for consumers across the county. The issues raised in 
questions 22 & 23 combined with the ludicrous differential payment structures 
for public V private v community pharmacy has resulted in this objective not 
being met. 
Certainly in Tasmania the local public & private hospitals are holding onto the 
vast majority of community out-patient prescriptions. This is not ideal for the 



consumer, as it limits access to only a small number of locations, but given 
that the hospital pharmacies have  the opportunity to profit by over 
$2000/prescription  they are loath to let them out into the community. The 
playing field must be made more equitable.  
The recent decision by the Federal Government to exclude these medications 
from the federal/state cost sharing caps has further amplified the problem, 
and has given the hospitals ‘free reign’ to capture even more of the market 
share. 
To make matters worse, it is my understanding that all PBS spending, be it 
either public or private hospitals or community pharmacy is bundled up as the 
“PBS spend’. Community pharmacy, via it’s negotiations under CPA are 
therefore being disadvantaged for being blamed for cost blow outs when the 
vast majority of pharmacies are struggling to gain any market share of these 
high cost medications even if they wanted to. Of course the remuneration of 
just over $70 on a $20000+ line is ridiculous, particularly when compared to 
those in the hospital sector. This disparity must be rectified to either the 
advantage of community pharmacy or the disadvantage of hospitals. 
Likewise the disparity between Section 100 and Section 85 must be removed. 
In recent times there have been a large number of new listings which have 
been placed under S100 for no apparent reason. The main listings revolve 
around HIV and IVF medications. The cost & work flows associated around 
these medication is exactly the same as the medications found under S85 and 
yet the remuneration is significantly less. More often than not these lines have 
be ordered via an alternate pathway as the cost price is calculated ex-
manufacturer, which leaves CSO wholesalers with no room for any margin 
and hence they do not stock them. This adds to the cost base of the items by 
increasing the time surrounding the logistics of obtaining the medication. In 
the case of IVF medications a significant number of these have to 
refrigerated, which adds to the cost base due to the increase costs of storage, 
logistics and insurance. 
The cynic in me believes that the department/PBAC are increasingly using 
S100 as a cost saving measure as the cost to government/PBS is 
substantially less than the delivery of medications under S85. 
 
#29 The PBS link of the provision of the supply of PBS medications to the 
sale of medicines is a fair and reasonable approach. The MBS schedule could 
be used for payments relating to services outside of the supply of medication, 
but these questions (29-31) are really an alternate way of asking question 
#15. 
Services such as the provision of vaccinations, leave of work certificates, 
wound care, health checks, warfarin, cholesterol, HCA1c etc could receive 
payments via MBS. 
 
#34 HMRs have been shown via various studies to reduce the rate of 
hospitalisation due to medication misadventure. The major bottleneck in 
providing this service is the administrative workload in obtaining a referral 
from the patients GP. From the GPs perspective I would say that anecdotal 
evidence would suggest that the majority of GPs are in favour of the program, 
but very few can be bothered initiating the process. This is a poor results for 
the consumer and I have had numerous occasions within my pharmacy where 



a customer has requested an HMR but the paper work has never materialised 
for the service to be provided. 
The idea raised in this question of an annual HMR +/- the ability to perform an 
HMR post hospital discharge, without the necessary input of the GP, would be 
a positive step towards making the HMR program a meaningful part of 
community pharmacy practice and would offer a great service to those 
consumers at risk of medication misadventure. 
 
#37 Pharmacy has been it’s own worst enemy with regards to charging for 
health services. Primarily this has been due to the cross subsidisation that 
historically was offered via generic dispensing. This method of funding has 
dramatically reduced due to WADP, yet the public are now used to the many 
free services that pharmacy historically provided. As a result cost has been a 
barrier to health services offered by community pharmacy and it will take 
some time for both the profession and the community to come to terms with 
the change that has to eventuate. 
 
#39 I would like to see pharmacies access the MBS schedule for some 
pharmacy services not directly related to the dispensing process as outlined in 
question #29. Personally I would not be resistant to a patient contribution for 
these services, in addition to any payment made under the MBS 
 
#43. The problem with creating different rules for different areas is the grey 
area in between, where areas are caught between urban and rural definitions. 
As a result any change to location rules, including those made over the past 6 
agreements can always be ‘worked’ by certain individuals/groups.  Personally 
I have both been advantaged and disadvantaged by the current arrangements 
but I am also happy to work within these rules, as for the most part, they help 
to provide access to community pharmacy for the vast majority of Australian 
consumers. 
 
#54 Hospital Pharmacies (S94) do not have to comply with the same location 
rules as S90 pharmacies and as a result they already have the potential to 
‘game’ the system. As mentioned via question #24 hospital pharmacies are 
already ‘complementing’ services that were principally designed to be 
delivered by community pharmacy. In general, hospital pharmacies are not as 
accessible as  community pharmacies and most regions that have either 
private or public hospitals are large enough to accommodate a number of 
community pharmacies. 
 
#55 Viability of 24 hours business’ can only be made on a case by case basis. 
This is the same for both hospital or community pharmacies. The vast majority 
of Section 94 pharmacies would not be viable for 24 hour service and would 
require subsidisation. A better question is would 24 hour community 
pharmacies be beneficial for public access and again this can only be made 
on a case by case  basis. Penalty rates, staff availability and customer 
numbers would all place very significant barriers to entry for many pharmacies 
outside of large metropolitan areas. 
 



#56 Hospital pharmacies (S94) services should be limited to in-patient 
services only. While this is the intention of the current legislation the rules 
have been poorly administered and the pharmacies have already encroached 
on areas associated with community pharmacy. My real concern with this, as 
mention in #54 is that one hospital bed is enough to gain a S94 PBS license, 
as compared to the many restrictions on S90. As an example a 
gastroenterologist could work out of a very small (one bed) private hospital. A 
section 94 could be established to ‘supply ‘ this hospital and Hep C scripts 
could then be dispensed with a $2000 gross profit. 
 
#57 Market forces & commercial decisions by individual pharmaceutical 
manufactures will determine prices to both hospital & community pharmacy. 
The financial advantage gained by hospital pharmacies has diminished over 
the WADP cycles to a point where the price advantages are negligible.  As a 
result ‘the horse has bolted’ with regards to differential pricing. 
 
#58-61 I believe I have answered these question above. Allowing hospital 
pharmacies to expand their services will only lead to further concentration of 
the profitable (under current arrangements) prescriptions into hospital 
pharmacies. This will be detrimental to customer access, as supply of these 
medications will become concentrated and to the viability of community 
pharmacy in the long term will be threatened. 
 
#61 I note that in the preamble the review document states “Recent the HSD, 
IVF, botulinum and growth hormone programs have been introduced to 
broaden access to medicines listed on section 100 programs with in the 
community setting” I believe this statement is incorrect on a number of levels. 
I have mentioned already in response to previous questions that the payment 
structure, ordering and administrative burden associated with these 
medications results in a level of remuneration for community pharmacy that is 
not financially viable. Add to this the example of Botulinum Toxin, which is 
only available via S94 pharmacies, and the argument about broader access to 
the community fails terribly. I have been in situations where we have been 
asked by legitimate prescribers to supply Bo-Tox to a mutual patient. Under 
the current restrictions, I have had to deliver the script to the local public 
hospital, wait 3-4 hours for it to be dispensed. Call back to collect it, and pay 
the patient contribution, collect this contribution from the patient then supply 
this medication to the prescriber for administration. All this for a net return of 
$0.00!! The argument given is that this methodology prevents diversion of Bo-
Tox for cosmetic and other means. I have not a single argument, which backs 
this proposition up. Another pharmacy that have a small ownership in, 
operates with a Section 90 but serviced a 200+ private hospital. Despite 
supplying Bo-Tox directly to the hospital, they were contracted to service, they 
could not access Bo-Tox and had to go through the same processes as I have 
outlined above.  This is clearly ridiculous and inefficient and is representative 
of the overly bureaucratic arrangements that are creeping into the PBS supply 
mechanisms. 
 
#75 In the interest of the consumer all PBS listed medications (including 
S100) should be available from CSO wholesalers at a price which allows both  



CSO wholesalers and community pharmacy to maintain their margins under 
the PBS. 
The Pfizer, Specialised Therapeutics supply changes, to name only two, are 
highly inefficient and are detrimental to consumer health outcomes via the 
supply chains that are offered leading to significant, and detrimental delays in 
patient treatment. In the case of Specialised Therapeutics there supply chain 
ceases before Christmas and does not recommence until the second week of 
January. Their products are exclusively available via their supply chain and as 
a result excess stock must be purchased prior to the prolonged closure, which 
adds cash flow issues and the potential of under ordering and not being able 
to provide their oncology products to consumers in a timely manner. 
The current mismatch of ordering procedures is also highly inefficient within 
pharmacies and necessitates the development of a large number of different 
protocols to minimise any stock outages within a pharmacy. This inefficient 
and costly structure could be removed from the PBS supply chain if CSO 
wholesalers where able to supply all PBS lines in a financially viable manner. I 
believe this to be one of the biggest issues still facing the profession and have 
been vehemently opposed to the continual leaking of supply outside of CSO 
wholesalers for the 25 years I have been involved in community pharmacy. 
 
#76 As stated above the current mechanisms  DO NOT support consumer 
access to PBS and RPBS S100 medications. These must be changed to 
allow CSO wholesalers the opportunity to supply these medications to S90 
and S94 pharmacies. This is in the best interest of pharmacy AND consumers 
as it allows for  more efficient and timely access to all medications listed on 
the PBS/RPBS/S100. 
 
#133 The $20 price differential between TGA and non-TGA is bad policy and 
does not reflect the cost of compounding in either type of facility. My 
pharmacy is heavily involved in the supply of chemotherapy and both myself 
and other business partners were active participants  in the negotiations 
around the differential price and the remuneration model. Not a single entity, 
involved in the supply and treatment of oncology patients, were in favour of 
this change. This included pharmacies, hospitals, oncologists, TGA 
manufacturers. While TGA facilities do have higher compliance costs than 
non-TGA facilities their scale of manufacturing results in a similar production 
cost per item. 
The discussion paper states that the data provided to the Review of 
Chemotherapy Funding Arrangements in 2013 had “limitations in the 
verifiability and representativeness of the data due to the small number of 
data sets and inconsistencies between reported costs.” As a pharmacy that 
provided data I can, along with the others that provided similar data, state that 
the information provided was from an open book and the viability was simply 
the different costs of doing business depending on the model employed buy 
each individual pharmacy. I don’t believe there has ever been an example of 
pharmacies providing such intimate data to the Department of Health during 
any remuneration negotiations. The claim that there were limitations are  
made by the Department not those involved in the sector. A copy of the 
submission, put forward by the Community Pharmacy Chemotherapy 
Services Group (CPCSG) can be found at 



http://www.health.gov.au/internet/main/publishing.nsf/Content/chemotherapy-
review/$File/22%20-
%20Community%20Pharmacy%20Chemotherapy%20Services%20Group%2
0Submission%20July%202013.pdf 
 
This submission is still relevant in the context of this current review. 
 
There are a number of different models that can be employed in the provision 
of chemotherapy and these can be forced upon pharmacy including the 
requirements of the treating facility, available local staff levels, medication 
stability, local facilities, cost and logistics. 
In basic terms there are a number of different models employed throughout 
Australia for the provision for the safe compounding of cytotoxic medications 
for the Australian community. 
 

• Pharmacy using in house TGA facility to supply. These are typically the 
largest players in the market place. Until recently these were principally 
state based organisations in Victoria, New South Wales & Queensland. 
Over the past 12 months there has been an amalgamation of these 
providers leaving a single entity, over a number of sites providing 
services to the population centres of the Eastern seaboard. 

• Pharmacy using in house non-TGA facility to supply 
• Pharmacy using a mixture of in house non-TGA and third party TGA 

compounder. 
• Pharmacy using a third party TGA compounder exclusively. 

 
Two members of the review panel (Mr Bill Scott & Ms Jo Watson) had the 
opportunity to witness our model of chemotherapy delivery first hand when 
they visited our pharmacy in August 2016. The mixture of both in house and 
external provider compounding is the model that we currently employ. A 
decision was made 3 years ago to invest heavily in our own compounding 
facility to allow an improved level of service for those patients requiring 
oncology treatments. 
Up until this time we were solely reliant on receiving compounded 
pharmaceuticals from Baxter Pharmacy Services in Melbourne. At best this is 
an overnight service and can be up to 4 days depending on the day of 
ordering. As an example orders send on a Friday afternoon would not arrive 
until Tuesday. This is far from best practice but is typical of cytotoxic service 
provision in rural and regional Australia. Some cytotoxic medications have 
only 24 hours, or less, stability once compounded and these lines also 
provided logistical challenges when ordered from a third party. As these lines 
had to be ordered the day prior to treatment, on a number of occasions the 
treatments had to cancelled, once blood results had been obtained. This 
would result in the waste of very expensive medications, which was an 
unnecessary cost burden on the PBS. 
This business model has allowed the pharmacy to gain a return on the 
significant investment in infrastructure and training, by directing sufficient 
volume to the in house facility. Additional flow on benefits have been the 
compounding of sterile products for local ophthalmic practices, the provision 
of antibiotic infusion devices for Hospital in the Home, the provision of sterile 



Iron infusions for local GP practices, and the supply chemotherapy products 
for numerous veterinary practices around the state. 
Given our relatively small in-house volume and running expenses of over 
$120,000 pa. our cost per compounded infusion  would be higher than a high 
volume TGA facility. This is a service that we developed to allow us to have 
market differentiation via an increased service model to the community. The 
reduction in compounding fees by $20 will result in a re-evaluation of our 
model with the closure of our local facility  a distinct possibility.  The winner in 
our model for rural areas is the health consumer and the closure of our facility 
will lead to increases in wastage & costs to the PBS and a reduction in service 
to our patients. 
 
#134 There is no therapeutic difference between chemotherapy medications 
compounded in TGA or non-TGA licensed premises and as such there should 
be no differential payments applied to the provision of chemotherapy based 
on the TGA status of the compounder. 
 
#135 There has never been any suggestion that the payment differential was 
to reflect a supply guarantee.  If this was the case then TGA facilities would 
have to have the same service guarantees that apply to CSO wholesalers. 
This has never been mentioned by any party is simply not the case. 
 
#136. If differential payments are deemed to be appropriate then the method 
of payment needs to be changed dramatically. Throughout the negotiations all 
parties (pharmacy, TGA compounders, hospitals etc) argued that all 
payments should come to the pharmacy via PBS,  as the pharmacy is the end 
payer of all services. For a new body to be established to administer the 
payment of $20/infusion to TGA compounders is again bureaucratic madness, 
and this was conveyed to the department on every occasion that we met. The 
cost of TGA compounding is reflected not only in their compounding fee but 
also in the product mark-up, which often results in a compounded product 
costing more than the PBS remuneration.  These costs have already been 
factored into the prices charged by TGA compounders and the end result is 
that now pharmacies received a $20 rebate for each supply made from the 
TGA compounder. In other words the $20 comes back to pharmacy so why 
not simply pay this money to pharmacy and allow differentiation at the time of 
dispensing as to the TGA status of the compounded product. It would have 
been much more efficient and would not have created an entirely new entity 
for claims to be made through. 
 
#137 The fee structure is sufficient for the viability of compounding services, 
assuming the differential pricing is removed, but not for the provision of the 
clinical services that need to be provided for both clinicians and patients 
during a patient’s treatment cycle. The submission to the 2013 review by 
CPCSG recognised that generic trading terms from lines such as Docetaxel, 
Oxaliplatin, Paclitaxel, Doxirubicin etc had sustained the sector prior to any 
recognition of the costs associated with the safe, sterile compounding of these 
medications. These terms had also cross-subsidised the provision of clinical 
services. The Department has refused to recognise that the PBS is a vehicle 
for the payment of specialised clinical services so perhaps this is an area 



where the MBS could be utilised to recognise the very important and critical 
work conducted by oncology pharmacists in the provision of clinical services 
for oncology patients. 

#138. There are rules regarding the dispensing of products manufactured by 
one non-TGA dispensing entity and dispensed by another. This practice is 
currently not permissible and I would suggest is outside of the scope of this 
review. 

#139 As mentioned in #133 we are a non TGA licensed compounder. There 
are currently standards applicable to our facility including those produced by 
the SHPA and also by the TGA via the Code of Good Manufacturing Process 
(GMP). 
Any additional standards would increase our cost base and again provide no 
justification for the price differential between TGA and non-TGA compounding 
facilities. 

#140 The review paper makes mention of representations stating that $40 is 
insufficient to support the ongoing viability of in-house compounding, which is 
correct. The following statement that increased costs from TGA compounders 
will lead to higher costs through increases in compounding fees is debatable. 
Currently the cost of  supply of some lines via a TGA compounder is 
significantly greater than the PBS remuneration for the product. If the review 
statement was correct then these lines should already have an increased 
remuneration, but they do not. The supply and remuneration of oncology 
products, similar to the rest of the PBS, is a ‘swings and roundabout’ business 
model. This model is under increasing pressure as new, expensive entities 
enter the market. Much has been made of the Hep C medications but our 
pharmacy suffers a loss in excess of $200 for every supply of Yervoy that is 
obtained from a TGA compounder. In isolation this would not be viable, but 
there are some lines, which help to compensate for these losses.  
The provision of chemotherapy, via the PBS is an incredibly complex model 
and currently requires an extraordinary amount of paperwork to be completed 
by clinicians, pharmacists and other allied health workers. This administration 
time should be spent providing improved services to those patients who are 
already experiencing a very challenging set of circumstances. One very 
efficient manner where efficiencies could be achieved is via the elimination of 
the requirement of a PBS prescription and the use of the chemotherapy 
protocol as the source document for dispensing. Similar mechanisms have 
been put into place in residential aged care via the National Residential 
Medication Chart (NRMC) which acts as the prescription order for residents in 
long term residential aged care. The issuing of a prescription is simply 
replicating the information that is contained within the treatment protocol and 
is an unnecessary burden on the entire sector. 

Too often, examples are made in both the media and by government, of 
single items that deliver good profitability to community pharmacy. These 
examples rarely mention the occasions where medications are provided by 
pharmacy at a cost recovery or loss by our industry. The vast majority of 
community pharmacists gain professional satisfaction first and foremost by 






