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Dear Panel, 

Thank you for the opportunity to respond to your discussion paper. Below I have started to 
respond to your many questions. It may appear I support the current model in general, but 
there are good reasons to not tinker with our pharmacy system that is world class. 

The main points I wish to raise are: 

1) Raise the minimum Pharmacist’s wage to $40 per hour. Saturday and Sunday to $50p.h. (not
150% and 200%)

2) eHealth is inevitable. Make it compulsory for health providers (especially hospitals) and
patients.

3) Gov’t should set all PBS pricing. This $1 discount, and even the allowable fees, is unbecoming
of our profession.

4) Pharmacists should only own pharmacies. Doctors should only own surgeries. Hypocritical
of me, but they should only be able to own a maximum of 2 pharmacies in Australia, not per
state. Close the loopholes where some pharmacist owners are pawns, controlled by the real
funders and beneficiaries e.g. Chemist Warehouse is the most recognisable model of this.

You are welcome to call or visit me in Newcastle anytime. 

Regards, 

Anthony Piggott 23/9/16 

Review of Pharmacy Remuneration and Regulation
Submission #215; 23-Sep-2016; Anthony Piggott
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Pharmacy Remuneration for Dispensing 

4. Should Government funding take into account the business model of the pharmacy when determining 

remuneration, recognising that some businesses receive significant revenue from retail activities? 

It would be nice idea to remunerate according to the effort and service involved but it 
would be difficult to implement. The variables are too great between each patient within 
one business, let alone between each pharmacy. 

15. Is the ’swings and roundabouts’ approach to remunerating pharmacists for dispensing appropriate?  

Does it lead to undesirable incentives? 

The current approach is appropriate. It can be fined tuned to somewhat incentivise key 
gov’t health objectives. Essentially a payment per script is a key indicator of the work 
done.  It is auditable and simple to measure across the whole industry. Whether you spend 
little time with the consumer to lower the cost is really a reflection of the owner. In my 
case, I maximise interaction with the patient to create value and trust. I also understand 
the patient for the same script may choose to go 50m to a discount-style to avoid 
intervention.  

16. Should dispensing fee remuneration more closely reflect the level of effort in each individual 

encounter through having tiered rates according to the complexity of the encounter? For example, 

should dispensing fees paid to pharmacists differ between initial and repeat scripts? 

Lovely in theory, but it actually complicates matters rather than helps. Sometimes a repeat 
takes more work. Regular repeats are actually a reflection of good trust and compliance 
and deserve more remuneration than the patient who only takes their medicine say 70% 
of the time. Oftentimes the effort requires me not to dispense as the patient doesn’t need 
it- that costs me but saves the patient/govt.. this occurs 5-10 times per day. Who 
adjudicates the complexity? The pharmacist self-marks or the patient? There are too many 
grey areas I believe. Reward is given should the patient choose to return. 

17. Are the current fees and charges associated with the dispensing of medicine appropriate? In 

particular, do they provide appropriate remuneration for community pharmacists? Do they provide 

appropriate incentives for community pharmacists to provide the professional services, such as the 

provision of medicine advice, associated with dispensing? 

The current fees are appropriate. It allows to me to pay my pharmacists appropriately; all 
are above award wage but they perform beyond expected standards. The professional 
services such as advice, general care and consideration are not separate from dispensing. I 
could not allow dispensing to happen without patient understanding and assurance. 
However, extra remuneration is required for more involved professional services e.g. 
websterpaks, wound care, diabetic education, or whatever the community/gov’t requires. 
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18. Currently community pharmacists have discretion over some charges. For subsidised PBS 

prescriptions, should community pharmacists be able to charge consumers above the ‘dispensed price’ 

for a medicine in some circumstances? Should community pharmacists be allowed to discount 

medicines in some circumstances? If so, what limits should apply to pharmacist pricing discretion? If 

not, why not? 

I’d prefer no pricing discretion. Why can’t a fair price be agreed upon? I understand 
competition is important but price competition only gets abused. Price degradation (even 
perceived price competition) will only lead to poor outcomes, but yes the script will be 
filled! It’s difficult for a patient to understand the medicine/condition/instructions; price 
just complicates it for them and marketing confuses them. Price complicates it for the 
pharmacy also. We can’t advertise price, medicines, or say we give better services… so 
rightly or wrongly, some advertise ‘it this australia’s cheapest chemist?’.. price is then 
prioritised. Is that where the PBS ultimately would like to be delivered inside? 

19. Is the RPMA the best way to encourage pharmacies in locations where they would not otherwise be 

viable?  Is community need a more appropriate measure than geographical location? 

unsure 

20. Is the Electronic Prescription Fee achieving its intended purpose of increasing the uptake of electronic 

prescribing and dispensing? 

It could be done better. It’s a great product and is the future. It allows all prescribing and 
dispensing software to communicate. eHealth and gov’t real time auditing will benefit also. 
I think the drive to its uptake should be more aggressive but I’m don’t really know who is 
funding/driving the project. 

21. Is the Premium Free Dispensing Incentive achieving its intended purpose of increasing the uptake of 

generic medicines? Are there better ways to achieve this? 

It was, and it has been very successful. Added success could be achieved if prescribers had 
an incentive to prescribe generically, rather than use drug names. 

22. Should the timeframes for payment settlements for very high cost medicines be lengthened 

throughout the supply chain and mandated by Government? 

Unsure. Can the payment part just occur between the PBS and the Manufacturer for these 
items at time of dispensing? E.g. give wholesaler, pharmacy their share whilst they don’t 
pay for the product. The manufacturer can trace their product and collect payment once 
dispensed. It would be nicer still if the PBS and manufacturer received an outcome for 
these items. E.g. Hep C treatment at say $110k, the PBS deserve up to date cure rates on 
each treatment. 
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23. Are there better ways of achieving patient access to very high cost medicines through community 

pharmacy that reduce the financial risks to the supply chain and facilitate consumer choice? 

See above 

24. Given that very high cost drugs are likely to become more common on the PBS, should this 

remuneration structure for hospitals change to more closely reflect the remuneration structure of 

community pharmacy? 

Unsure. I don’t fully understand hospital pharmacy remuneration  

25. As medicine specialists, what are the professional programs and services that pharmacists should or 

could be providing to consumers in order to best serve the consumers? 

Condition screening e.g. Diabetes, COPD, Mental health. Quit smoking. Vaccination. Minor 
ailments. 

26. Should there be limitations on some of the retail products that community pharmacies are allowed to 

sell? For instance, is it confusing for patients if non-evidence based therapies are sold alongside 

prescription medicines? 

In general, I don’t believe patients are confused. A pharmacist and the pharmacy is aware 
of their role and responsibility to the patient. Patient’s will buy non-evidence goods either 
in pharmacy or not. Is it not better to have a pharmacist available on hand for honest 
advice? However, I do acknowledge the irony of selling both, especially since advertising is 
unrestricted on non-evidence based items and very restrictive (and unprofessional) on 
prescriptions.. 

27. Would a community pharmacy that solely focused on dispensing provide an appropriate or better 

health environment for consumers than current community pharmacies? Would such a pharmacy be 

attractive to the public? Would such a pharmacy be viable? 

If a pharmacy with evidence based therapies was next to a pharmacy with both evidence 
and non-evidence… all else being the same… the solely evidence based would be less 
successful, and maybe less appealing to the public. It hurts, since I’d prefer to only have 
evidence based solutions. 

28. More generally, is there a need for new business models in pharmacy? If so, what would such a model 

look like and how would it lead to better health outcomes? 

In general, I think Australia has a very successful pharmacy service. Patients are given 
timely medicines. Free advice is available to any person regardless of the patient’s origin 
with no expectation to make purchase. Australian’s feel comfort to get medicine assistance 
whether they are in their community or travelling elsewhere. I have visited and learned 
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many pharmacies in other countries and I haven’t seen another country do it better. We 
can always self-improve but I wouldn’t dare mess up what we have. 

29. Is it appropriate that the PBS links the remuneration for the provisions of professional advice to the 

sale of medicines? 

Yes, I can’t think of a simpler more equitable way. 

30. Would it be preferable when a medicine is dispensed if advice given to consumers is remunerated 

separately; for example, through a MBS payment? Would this be likely to increase the value 

consumers place on this advice?  

Consumers are already getting and valuing the advice. A separately remunerated item is a 
nice idea but it will have to be fast and efficient. The recording of the event could easily 
take longer than the event, therefore underutilising the pharmacists time.  

31. If an MBS payment for professional pharmacy advice was introduced, what level of service should be 

provided? Should the level of payment be linked to the complexity of particular medicines? Should it 

be linked to particular patient groups with higher health needs? 

You can feel how more complex it’s getting already. 

32. What are appropriate ways for pharmacies to identify and supply the health services most needed by 

their local communities?  

Just ask. Ask the local doctors, health authorities, allied health and patients themselves!  
Regulation 

1. In your opinion, is the ratio of community pharmacies to population optimal? What data would you 

use to support this opinion?  

I’m unsure but I believe about 1 pharmacy per 3500 to 4500 people. I think it’s about the 
same around the world. 

2. If it is desirable for the ratio of community pharmacies to population to increase or decrease in some 

areas, what in your opinion is the best way to encourage this? 

Unfortunately, every community is different. There are 4 pharmacies (existing pre-
location rules) within 100m in my community which I believe is over-serviced. Location 
rules are required to some prevent future troubles. But whatever rules are placed, it will 
hard to please everybody 
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3. In your opinion, should there be a maximum ratio of retail space to professional area within 

pharmacies to maintain the atmosphere of a health care setting for community pharmacies receiving 

remuneration for dispensing PBS medicines? 

Hard to define but at least 50% should be primarily a professional setting. 

5. Is the CPA process consistent with the National Medicines Policy? Is it consistent with the long term 

sustainability and affordability of the PBS? Is it consistent with good government practice in terms of 

value for money (for both patients and taxpayers), clarity, transparency and sustainability? 

The CPA is probably the major reason for a successful NMP. Pharmacy has delivered a 
high quality service and very good value for money. It is clear, transparent and 
sustainable. There will always be a few criticisms but there would be more if there wasn’t 
a CPA. 

6. What would be a preferable approach? Why would this be preferable? 

Any approach that ensures some long term vision to help pharmacy and the gov’t achieve 
future needs of the patient. 

7. Should the CPA be limited to dispensing and professional programs provided by community pharmacy 

only? If so, how can contestability and effectiveness be ensured in professional programs? If not, why 

not?  

 

8. Is it appropriate that the Government continues to negotiate formal remuneration agreements with 

the Guild on behalf of, or to the exclusion of, other parties involved in the production, distribution and 

dispensing of medicines? If so, why? If not, why not, and which other parties should be involved? Is 

there currently an appropriate partnership with these other parties, including consumers? 

So far it has worked pretty well. By all means, all stakeholders are welcome to have their 
views listened to and have their requests lodged. However, the real negotiations need to 
be between parties that can deliver the policy. Too much intervention is an impediment 
and often come from parties that don’t understand the whole story. 
But yes, I support the Guild to represent the pharmacy policies. Not pharmacy groups, 
franchises, individuals. They can lobby via the Guild.  
Wholesalers should be involved, as a group, not individuals, nor direct to pharmacy 
suppliers. They need a complete commitment to the PBS and CSO. 

9. Should the Government move away from a partnership arrangement? If so, what would take its place? 

For example, should the Government move to a more standard contracting or licensing approach with 

individual pharmacies or groups of pharmacies? How would such alternative arrangements be 

implemented? 
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Too dangerous and complex to do separate deals for different pharmacy groups. It will 
likely lead to unintended consequences. Is the gov’t capable of individualising a contract 
and not being exploited? The Guild is the best and only group that can deliver an 
agreement nation-wide. 

10. Is the current system of dispensing of medicines in Australia, that focuses predominantly on 

community pharmacies operating as small businesses, the best way to achieve the objectives of the 

NMP?  Should there be alternative approaches for the dispensing of PBS medicines beyond a 

community pharmacy, such as through hospitals or different pharmacy arrangements? If so, what 

could these alternative approaches look like? 

The current system is working very well and possibly the best the world. I don’t see what 
Hospital pharmacies can bring extra. They often have a different ownership structure to 
complicate matters. They mostly provide less professional services and less hours of 
service. It most cases there is at least one pharmacy in close proximity of a hospital with 
more to offer. In all hospitals in the Hunter, it’s the community pharmacy in the John 
Hunter Hospital that actually provides the longest open hours and service incl. home care 
aids, wheelchairs, compression stockings. The Hospital pharmacies don’t even provide a 
simple blood pressure checks, deliveries or websterpaks! 

11. Is the 6CPA achieving appropriate ’access to medicines’ as defined in the NMP? If so, why? If not, why 

not and how could access be improved? 

Regardless of where you live in Australia, if there was a medical service open, there is a 
medicine access very close. I don’t think the consumer worries about pharmacy access. 
Pharmacy access is by far the easiest health professional to access. In remote settings, 
often the only health provider.  

13. Is this requirement a significant impediment to online ordering and remote dispensing? If so, should 

this impediment be removed? In this scenario, what compensating arrangements would need to be 

implemented to ensure that there is appropriate oversight and control over dispensing and patient 

choice of pharmacy? 

It’s barely an impediment. Dispensing can occur with use of phone apps, fax, phone, 
scanning codes if needed urgently and soon after the physical paper is required. The 
patient is typically present at time of prescribing and dispensing. Paper (or a tangible 
token) will always be the dominant media for scripts. Whether it be paper, or another 
form, it would be appropriate to limit ‘channelling’ scripts. Channelling scripts is 
appropriate in some cases e.g. nursing/care homes, eye specialists to avoid patient lead 
interuptions. 
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14. To what degree is it appropriate that community pharmacies be protected from the normal 

operations of consumer choice and ‘protected’ in their business operations? Is such protection 

required to achieve the NMP objective of access to medicines? If so, why? If not, why not?  

NMP requires efficiency. It protects the gov’t as much as the pharmacy. Imagine if twice as 
many shops could dispense. There would need to be twice as many deliveries to get the 
same number of items supplied. It would therefore cost more to supply to pharmacy and 
would competition be better? I doubt it, since the pharmacies would be half as busy and 
require to decrease costs by more than half. Costs associated with regulating and auditing 
the pharmacies would more than double. Stock holdings would halved and increased 
chance of less common items held at each pharmacy. 
 
Most Australian’s have great choice. If you don’t like your closest pharmacy, you barely 
need to go much further to the next few. You can also order online (I don’t believe really 
achieves QUM or NMP) or have delivered. If needed outside usual business hours, there is 
often a pharmacy open near a populous area. That’s good choice. Getting the item from a 
supermarket, vending machine, petrol station does not make it better choice. 
 
E.g. in the southern highlands  (e.g Bowral/Mossvale). The 4 pharmacies (different 
owners) rotate and open 1 in 4 Sundays to service the local community.  

42. Would the removal of the location rules with the retention of the current state ownership rules for 

pharmacies increase or decrease access and affordability for pharmaceuticals to the public?   

The PBS requires some control. It protects the PBS and NMP as much as the pharmacy 
itself. Affordability is primarily set by gov’t policy and the CPA. Ownership has little to do 
with it. A new entrant will always desire to enter the market with the promise of better 
affordability but that increases the cost of pharmaceutical supply. 
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