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Dear Panel, 

The case for community pharmacy  

My pharmacy provides the community goods, expertise and information. We work to provide 

positive health outcomes for all patients we serve at all times. It does so for 64 hours a week. In 

order to survive, we require close to $50000 per week. This breaks down to about $780 per hour.  If 

this rate decreases we become unviable. This revenue goes to our bank and our staff and our 

suppliers in order to keep providing services to the community. My PBS generation of funds is 

around $35000 per week.  

Therefore I need another 30% to be generated somewhere else in my pharmacy in order to remain 

viable. If I relied on PBS income alone then I would need to cut my staffing levels by at least 30%  

(probably closer to 40%) because of loss of profitability.  

My staff have families that also rely on the community pharmacy. Our staff are the backbone of our 

organisation and without them we could not survive. We have a very low turnover of staff and they 

are a very happy group.   

We can always get better/more efficient but we need to be viable. If there are any more reductions 

in remuneration, then our existence becomes tenuous in the future. 

 

We do a great job for the community. 

There may be other avenues to improve supply of this service, but none as proven historically 

valuable and sustainable as what we have built over the years to what we have now, as the 

community pharmacy model in Australia. 

However, the community does not use community pharmacy to its full potential.  Further 

engagement is possible and with more integration into the health care system, we can only get 

better.  

Charging for consultation is one such area. Community pharmacists have traditionally provided 

much of our advice and services at no monetary cost to the community. Hard and unbiased data is 

needed to record our interactions over time with consumers at the coal face of community 

pharmacy.  

Historical data shows that the public are generally very happy with the present system of 

distribution of medications via community pharmacy.  

We have been at or near the top of the pile of trusted professionals for years now. Many have tried 

to bring us undone as we are soft targets for any government body or professional body to attack. 

We as community pharmacists have endured unsustained attack over the past years to try and break 

us financially and break us as a unified profession.  
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Thoughtful reform is required 

The current system works well and has proven so over time. We can change this dynamic system 

over time but don't throw the baby out with the bath water. Any change to the system should be 

considered long and hard.  

I have been very fortunate in my time as a community pharmacy over the past 33 years but I fear the 

changes that may befall us in the next round of negotiations. They will cause a complete breakdown 

of the present well run situation within the community. 

It is a fact of life that we need to negotiate very skilfully every 4 years and a final decision being 

made by a Government different to the last. The only skilled negotiators on our behalf as community 

pharmacists, in my opinion, are the guild and I am concerned that the rest of us in community as 

pharmacists do not quite see the same way.  

However, the involvement of certain groups with particular financial interests in the negotiation 

process threatens the utility and integrity of any outcome and undermines the objective of the 

healthcare system (a healthy and happy community at minimal expense to the community).   

The other parties now involved in wanting some of the action are relatively short term actors when 

compared to the Pharmacy Guild.  

It is imperative that we improve the model of distribution of PBS drugs in community pharmacy in 

Australia. There are improvements that could be made in the generation and storage of data 

required to dispense prescriptions. However, splitting the model up too much would cause chaos 

and misery and a more uncertain future for community pharmacy. 

I fear that the government is looking for the cheapest option to supply PBS to the consumer. 

 

PBS model reform 

The government should use community pharmacists to attain a healthier and happier outcome for 

our consumers. 

It may be that the community pharmacy side of the model is an excellent one and that the part that 

needs changing is the PBS side of the model of supply and payment of service. 

I would like to see the guild negotiate for the dispensing of scripts under a system that gives a fair 

remuneration for effort.  

We could also consider as future scenarios: 

- an MBS type system based on effort over time as other professions receive; 

- we don't pay for our stock but need to supply consumers within 24 hours with their prescription for 

a set fee. This way the government pays manufacturer directly. (We could end up with Amazon 

delivering direct to consumer and advice given by a drone.) 

- or we remove GST from all steps in the process as the consumer pays no GST.  
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With regards to the first consideration, consultations can be measured and charged over time. These 

fees could be negotiated by other bodies like PSA and CHF in conjunction with the Guild and the 

government. 

This 'Service model' would be better for consumers than a discount model for obvious reasons. 

Mainly those reasons of time and availability of qualified advice and quality service. 

Prevention must become the way we go in healthcare rather than wait for sickness or disease and 

then treat. 

Community pharmacy can be used to great effect in this attempt for a better health outcome for 

consumers.  

Wholesalers are very important  

I believe we need wholesalers as they improve distribution dramatically. Direct supply from various 

manufacturers will not work. To deal with 20 or more suppliers on a day to day basis will not be 

easier or better for the pharmacy than dealing with one wholesaler. Bad logistics. 

We need to have product within 24 hours as we need to keep our stock at manageable levels at all 

times. 72 hours is not acceptable and neither are minimum quantities. Pfizer supply has been tried 

and is nowhere near as efficient as having one wholesaler.  

 

Other rules and regulations  

Control of S2 and S3 substances will be necessary and should continue to only be sold behind the 

counter. (as we see in WA) 

Location and ownership rules must remain with some slight changes (eg. no more back filling in 

shopping centres allowed). The system is being abused by a few greedy operators as will always 

occur. It is chains and multiple ownership keeping out newly qualified pharmacists. By removing 

location rules we will get concentration in certain areas and we will become more inefficient as 

community pharmacists giving consistent service. By allowing more young pharmacists into the 

industry as owners will not make the system better but it may become less viable. 

Ownership rules should remain pharmacist only as it has shown to work historically. The system is 

not broken. 

The effect of discounting 

By cutting the price to consumers we are not producing a better outcome for the health and 

happiness of all involved. Community pharmacy presents a soft target when it comes to spending 

cuts to health by governments. 

The $1 discount was a direct cut on our survival as community pharmacists. It was a tool used to 

save the government money in order to stop consumers reaching the safety net. 
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Observations regarding the discussion paper 

Anecdotal reporting is not the way to make decisions (as read in the discussion paper "the panel has 

heard that some consumers" or "it is contended that there is generally a low level of awareness" or 

"it is claimed that consumers are concerned").  As a general note, the discussion paper appears to 

heavily hint at the use of anecdotal evidence. 

Some of the questions in this discussion paper and on the online questionnaire are biased in their 

formulation. I accept that as it is a review it must take all sides.  

There will be those consumers who are not happy but let's take an across the board look and assess 

the situation with wisdom. 

There are many questions in this review that the vast majority of consumers would not have clue 

about. 

Deregulation of this very competitive and dynamic system of distribution that has served consumers 

well over the negotiated agreements is not an option. Please just ask the consumer if they are 

generally happy with community pharmacy (and collect the data). 

The current system and the unclear way forward 

We need to recall that 6 successful agreements have been negotiated by the guild and the 

government. 

 The system as it has evolved has served the community very well with the pharmacy guild 

negotiating the community pharmacy agreements with the government of the day. 

The preparation of the agreement could involve all parties affected but the final negotiation in 

distribution of drugs has to be with the guild on behalf of the other parties after their input. This is 

probably what has occurred up until now? 

To separate service and distribution is the issue that needs clarifying in this review. Who will be 

responsible and how are they remunerated is the issue?  

 The final outcome to the consumer must be the best possible for the most affordable amount to the 

consumer. Not all consumers are tax payers but all consumers vote.  

    I ask the review panel to consider their ways wisely. 

The system presently is dynamic and competitive and serves the consumer well. 

Prevention is better than cure. 

 

 

  

 

 




