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Submission to the Pharmacy Review  

Presented below a selection of the questions with my response 

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? 

No - the Government shouldn’t expect pharmacy to cross subsidise the delivery of PBS medicines by selling 

toothpaste and toilet paper.  Community pharmacists, whilst often charitable in nature, are not running a 

charity like St Vinnies to provide a free distribution network for the PBS.  

It’s a strange thought that the Panel has that if a pharmacy is making money from the “front of shop” it should 

therefore be paid less to dispense medicines. Pharmacy will always be a mix of dispensary and “front of shop” 

and this will vary from pharmacy to pharmacy and be largely determined by demographics of the area, 

proximity of prescribers, consumer demand and other market forces. Pharmacy is all about primary health care 

which is not just about dispensing prescriptions.  

If the PBS did not exist (and it didn’t before 1 July 19481) community pharmacies would still exist, which they 

presumably did before 1948 and provided primary health care such as it was back then.  

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

undesirable incentives? 

No. If pharmacies were properly remunerated for dispensing on the “swing” there would be no need for the 

“roundabout” to compensate. ‘Swings and roundabouts’ seem to be an excuse used by the Department of 

Health to ignore systemic flaws in the remuneration framework.   

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? 

No. Dispensing is dispensing irrespective of whether prescription is an original or a repeat. This argument seems 

only ever to be raised by those who have never dispensed a prescription or worked in the health care sector.    

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 and charges are appropriate if you are paying pharmacists a very low wage compared to other 

highly trained health professionals.  

1 https://en.wikipedia.org/wiki/Pharmaceutical_Benefits_Scheme  
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The fees should not be seen as an ‘incentive” but a fee for service.  An incentive is a thing that motivates or 

encourages someone to do something but a fee for service is a payment where services are unbundled and paid 

for separately.  

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? 

All Australian’s no matter where they live or the colour of their skin or the content of their character should be 

entitled to access subsidised PBS medicines at the same price at any pharmacy they choose to enter.  

Community pharmacies should not be able to charge above the “dispensed price” because this defeats the 

purpose of a universal health insurance scheme. The PBS should, in John Flynn’s words, provide “mantle of 

safety” for the people not just of the “bush” but of everyone and everywhere.  

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? 

The RPMA ranges from $5,468 to $45,930 and whilst a RPMA payment would be welcomed by any pharmacy 

that receives it, it’s doubtful that the RPMA would ever be sufficient to keep a pharmacy open if it was not 

already financially viable.  

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

dispensing? 

The Electronic Prescription Fee does not increase the uptake of electronic prescribing and dispensing because at 

the moment there is no such thing as an “electronic prescription”. 

All prescriptions still have to be backed by the paper prescription with a prescriber’s signature.   The 

Commonwealth and the State /Territory Governments need to work together to abolish paper prescriptions and 

transfer to the world of true electronic prescriptions just as the travel industry has moved to e-tickets for air 

travel. It can’t be that hard – when was the last time you travelled anywhere on a plane with a paper ticket?  

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? 

The PFDI is probably money for jam – the best way to increase the uptake of generic medicines is to make the 

consumer pay a levy for the originator brand. As soon as a medicine goes “off-patent” the patient should be 

made to pay an “Originator Surcharge”.  This surcharge would be a tax on patients who think that Lipitor® is 

better or “more real” than Atorvastatin Pfizer®.  

Alternatively the Government could tender for items on the PBS as they do in New Zealand. Responsible 

persons could tender for a PBS item and whoever offered the cheapest product would be the sole listed brand. 

There would no longer be 14 brands of atorvastatin or 11 brands of amoxicillin 500 mg. Having 11 brands of a 

bioequivalent antibiotic doesn’t provide “better health outcomes” it just causes confusion for prescribers, 

pharmacists and the patient.    



 

 

Does having Oroxine® and Eutroxsig® brands of thyroxine2 (both made by Aspen) really deliver “better health 

outcomes”. Or is it just a mechanism for Aspen to apply a Brand Price Premium and get %100 of the market?  

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

and mandated by Government? 

This is a very simplistic solution to the problem of high cost medicines.  

The overarching problem is that no small business can afford to provide goods with a DPMQ of $19,445.633 (eg 

sofosbuvir 400 mg x 28) if they have to pay a wholesale cost of $19,367.69 (and GST of $1,936.77 which has to 

be claimed back via a BAS) for the AHI of $70.00 and a dispensing fee of $7.02.   

Irrespective of the payment times the pharmacy will only ever make a profit of about %0.39. Would the local 7-

Eleven survive on this mark-up?  

It should also be noted that the sponsor of sofosbuvir proposed a rebate under a special pricing arrangement to 

cap the cost of sofosbuvir to $???????4. So the price paid by community pharmacy is or maybe significantly 

greater than the actual cost to the taxpayer but “nobody knows” what the real cost is because the Public 

Summary Document has blacked this price out and the details of the Risk Share Arrangement are unknown to 

the taxpayer.   

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? 

For high cost medicines (ie those over about $3,000) Medicare should take over the ordering and payment of 

the medicines which could be shipped to the pharmacy of a patients choice for collection. The pharmacy would 

dispense and counsel the patient for $7.02 but not take responsibility for the ordering or payment of these 

expensive products.  

This would ensure that patients could access a medicine in any pharmacy of their choice across Australia within 

24 hours as they would be delivered by CSO wholesalers for a delivery fee.  

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? 

There should be a level playing field between hospitals and community pharmacies so that there are no 

incentives or disincentives for either to dispense more or less of any medicine to any patient.  

The patient should be the centre of the health care system and it should be the patient who is able to choose 

where to get their medicines dispensed.   

Currently a public hospital participating in pharmaceutical reforms receives:  

 the cost to the pharmacist (the manufacturer's price + 11.1% mark-up)5 

                                                                 

2 http://www.pbs.gov.au/medicine/item/2175L  

3 http://www.pbs.gov.au/medicine/item/10624E-10625F-10648K-10654R-10657X-10676X  

4 http://www.pbs.gov.au/info/industry/listing/elements/pbac-meetings/psd/2015-03/sofosbuvir-sovaldi-psd-03-2015  

5 https://www.humanservices.gov.au/health-professionals/enablers/pricing-pharmaceutical-benefits-scheme-medicine#a2  

http://www.pbs.gov.au/medicine/item/2175L
http://www.pbs.gov.au/medicine/item/10624E-10625F-10648K-10654R-10657X-10676X
http://www.pbs.gov.au/info/industry/listing/elements/pbac-meetings/psd/2015-03/sofosbuvir-sovaldi-psd-03-2015
https://www.humanservices.gov.au/health-professionals/enablers/pricing-pharmaceutical-benefits-scheme-medicine#a2


 

 

which would mean in the case of sofosbuivir 400 mg is about $2,000 which is clearly unfair to the community 

pharmacy and even more unfair to the patient who cannot get it dispensed at a pharmacy of their choice 

because the community pharmacy is going backwards financially dispensing these expensive medicines.  

 

 

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? 

The programs and services that pharmacies should or could be providing to consumers are the ones that have 

been developed and tested as part of the Research and Development initiatives in successive Community 

Pharmacy Agreements.  

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 a free market retail outlets should be allowed to sell anything their customers demand so long as those 

products are not prohibited by law.  Community pharmacies sell so-called “non-evidence” based therapies 

because that is what their customers want to buy and they are “listed6” by the Therapeutic Goods 

Administration (TGA).  

The NHMRC Statement on Homeopathy7 says that “Based on the assessment of the evidence of effectiveness of 

homeopathy, NHMRC concludes that there are no health conditions for which there is reliable evidence that 

homeopathy is effective.”  However one must remember that this does not mean that the NHMRC found 

evidence that homeopathy was ineffective.  Remember the aphorism “absence of evidence is not evidence of 

absence”.  Just because the NHMRC could not find evidence that homeopathy is effective does not mean that 

some consumers with “low health literacy” purchase these items and find them effective – this could very well 

be the placebo effect in action and for the consumers that find they work they no doubt find it cost-effective to 

continue to purchase these products.  

The TGA as part of the Department of Health, safeguards and enhances the health of the Australian community 

through effective and timely regulation of therapeutic goods. The TGA is responsible for ensuring that 

therapeutic goods available for supply in Australia are safe and fit for their intended purpose. These include 

goods Australians rely on every day, such as vitamin tablets and sunscreens, through to goods used to treat 

serious conditions, such as prescription medicines, vaccines, blood products and surgical implants.  

If the panel believes there should be limitations on the retail products that are sold in Australia then this matter 

should be taken up with the TGA.  

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 this type of pharmacy were attractive to consumers then they would already exist; they don’t, ipso facto they 

are not attractive to consumers.  

                                                                 

6 https://www.tga.gov.au/listed-medicines  

7 https://www.nhmrc.gov.au/_files_nhmrc/publications/attachments/cam02_nhmrc_statement_homeopathy.pdf  

https://www.tga.gov.au/listed-medicines
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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? 

There is currently a wide “spectrum” of community pharmacy business models in Australia and no doubt there 

will be more developed in the future. This is simply the nature of the free market model. If we lived in a planned 

economy like North Korea perhaps all community pharmacies would be the same.  

Perhaps the Panel needs to look less at esoteric issues such as this and address the real problems that patients 

have in accessing their PBS medicines due to such things as:  

 the shortages of medicines,  

 the inability of community pharmacy to order items in Section 100 because they are not covered under 

the CSO,  

 the inability of community pharmacy to order high cost hepatitis c medicines.  

 

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

Yes. 

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?  

It may be preferable but when would pharmacists ever get to be remunerated via MBS?   

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

communities?  

They could ask their customers – after all the average pharmacy must dispense at least 100 to 150 prescriptions 

per day and serve at least that many customers or more. Nobody knows pharmacy customers better than the 

pharmacist at the coal face of primary health care.  

133. It is the Panel’s understanding that the additional $20 payable for infusions compounded by TGA licensed compounders is 

remuneration for the cost of gaining and holding the TGA licence. Should the PBS provide additional remuneration for 

compounders that meet TGA licensing requirements?  

Yes. In life you usually get what you pay for and if you want to get a TGA license you have to spend money on a 

facility – no one will do this if there is no return on the investment.  

Where would you want your infusions prepared?  

134. It is unclear to the Panel that there is any therapeutic difference between chemotherapy medicines provided by TGA 

licenced compounders and non-TGA licensed compounders. Is there any therapeutic difference, if so, what are they? If there 

are no therapeutic differences, should the payment of chemotherapy compounding be the same regardless of whether the 

provider is TGA licensed? If there are therapeutic differences, why should the Government continue to subsidise sub-optimal 

medicine? 

Maybe the Panel needs to investigate this further to discover what is involved in TGA licencing.   

Perhaps TGA would be ‘best placed’ to answer this question. Given the number of consultations and trips the 

Panel have undertaken as part of this review it is surprising that the Panel is still “unclear”.  

 



 

 

 

 

 

Regulation 

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

opinion?  

I always thought that economists believed that the free market is the best mechanism to determine optimal 

ratio of community pharmacies to population at least on this side of the iron curtain.  

One could also ask “what is the most optimal ratio of coffee shops and mobile phone shops” to population?  

This question reminds me of the scene in The Simpsons where the Springfield Mall is just endless Starbucks:   

  

Eventually the residents of Springfield will tire of a mall full of Starbucks and the ratio will revert to something 

with a wide spectrum of outlets and services.  Some of the Starbucks will close and a mobile phone shop will 

open or perhaps a pharmacy.  

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? 

Let the free market decide by loosening up the locations rules and let the “invisible hand” work it out– far be it 

from me to quote Adam Smith but:  

It is not from the benevolence of the butcher, the brewer, or the pharmacist that we expect our dinner, but 

from their regard to their own interest. 

“and by directing that industry in such a manner as its produce may be of the greatest value, he intends 

only his own gain, and he is in this, as in many other cases, led by an invisible hand to promote an end 

which was no part of his intention. Nor is it always the worse for the society that it was no part of it. By 

pursuing his own interest he frequently promotes that of the society more effectually than when he really 

intends to promote it.”  

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? 

No. Pharmacies design their retail space in response to consumer demand and to dictate how a pharmacy 

should be designed does not take into account the tastes and demands of a pharmacy clientele. A pharmacy 

near a medical centre will always be different from a pharmacy in a shopping centre and from a big box 

https://simpsonswiki.com/wiki/File:Starbucks.png


 

 

discounter. Customers are the ultimate arbiter of what a pharmacy looks like. If customers don’t like a particular 

type of pharmacy they won’t go there. No one ever went broke underestimating the tastes of the public.  

 

5. 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? 

Yes. The National Health Act states in section 98BAA that the Minister must negotiate with “the Pharmacy Guild 

of Australia or another pharmacists’ organisation that represents a majority of approved pharmacists” – so until 

such time as another organisation can represent more members than the Guild the Government should 

continue to negotiate with the Guild.  

I note Professor King’s quote in the AJP8 :  

 “The process of the community pharmacy agreement is really odd. There is no other industry where 

the government sits down with one set of stakeholders to work out how to fund and regulate the whole 

industry. In other areas, the government may negotiate with a group of stakeholders to work out the 

arrangements.”  

I am not sure that this is so “odd” to negotiate in this way; after all it is the pharmacy owners that have invested 

in building the underpinning network of community pharmacies so why wouldn’t you negotiate PBS 

remuneration with them? And I am not sure that the Community Pharmacy Agreements “regulate the whole 

industry” in an overarching way. When consumers have invested their money in building the infrastructure of 

community pharmacies then perhaps invite them to the negotiating table.    

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? 

No.  

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? 

Yes – there are currently 5,587 community pharmacies in Australia and until a better network is developed this 

is the best way to achieve the delivery of PBS medicines to all Australian no matter where they live.   

Hospitals could also dispense (and in many cases do) PBS medicines but there are not as many of them and they 

are not where customers want them to be i.e. at the local shops or shopping centre or medical centre.  

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? 

The 6CPA achieves appropriate ‘access to medicines’ except for:  

                                                                 

8 https://ajp.com.au/news/kings-views-10-key-quotes/  
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 High cost medicines eg hepatits C medicines that pharmacies can’t afford to purchase 

 Anything listed in Setcion 100 eg S100 Growth Hormone, S100 IVF, S100 HSD Private Hospital etc 

because they are not covered by the CSO  

 Items listed on the RPBS – again because they are not covered by the CSO  

 Anything from Pfizer – because they have to be ordered directly from supplier and are not available via 

a CSO wholesaler within 24 hours  

 Anything available “direct-only” from manufacturers and not available from a CSO wholesaler  

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? 

Electronic Prescriptions: as mentioned earlier the airline industry has replaced paper tickets with e-tickets so 

there is no excuse for paper prescriptions in the 21st century.   

In fact the National Health (Pharmaceutical Benefits) Regulations 1960 Reg 25 already mentions electronic 

prescriptions9 . So who or what are we waiting for? Privatisation of Medicare?   

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?  

Community pharmacies are already subject to consumer choice – if consumers they don’t like the service, décor 

or percentage of retail space devoted to complimentary medicines or cosmetics in a particular pharmacy most 

Australians can choose to travel to another nearby pharmacy; except those in rural and remote areas but then 

they don’t have a choice of anything else either e.g. there’s only one pub and one minimart and they’re lucky to 

have those because the banks left years ago. But who needs a bank nowadays when you do most of your 

banking on a smart phone?  

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?   

I suspect the answer to this would be the same as to the deregulation of the taxi industry.  

I wonder Contestable Markets Theory is this relevant to this question?  

As explained on Economics Online10 a contestable market is one with zero entry and exit costs. This means there 

are no barriers to entry and no barriers to exit, such as sunk costs and contractual agreements. For a market to 

be perfectly contestable, relevant industry technology would be readily available to potential entrants. With no 

barriers to entry into a market, it can be argued that the threat of entry is enough to keep incumbents ‘on their 

toes’. This means that even if there are a few firms, or a single firm, as with oligopolistic and monopolistic 

markets, a market with no barriers will resemble a highly competitive one. Potential entrants can operate a hit 

                                                                 

9 http://www.austlii.edu.au/au/legis/cth/consol_reg/nhbr1960445/s25.html  

10 http://www.economicsonline.co.uk/Business_economics/Contestable_markets.html  
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and run strategy, which means that they can 'hit' the market, given there are no or low barriers to entry, make 

profits, and then 'run', given there are no or low barriers to exit. 

Contestable market theory has clearly influenced the views and methods of regulators. Opening up a market to 

potential entrants may be sufficient to encourage efficiency, and deter anti-competitive behaviour. 

43. Would the removal of pharmacy location rules in urban areas with their retention in other areas, particularly rural and 

remote areas, increase or decrease access and affordability for pharmaceuticals to the public?  Why and for what reasons? 

Cetis paribus I suspect nothing would change.  

44. Would the removal of the location rules in urban areas with their retention in other areas, particularly rural and remote 

areas, discriminate against rural and regional consumers or benefit those consumers relative to consumers in urban areas?  

Why or why not?  

The reason that pharmacies don’t exist in rural areas is the same reason nothing else exists in rural areas – no 

one wants to live there because there is nothing but a land of sweeping plains, ragged mountains ranges, 

droughts and flooding rains.  

People want shops, schools, cinemas and museums, access to health professions and plumpers and electricians 

and McMansions close to public transport and private schools. None of these things exist in rural and remote 

areas which may explain the popularity of Fly in Fly Out mining operations.  Also might explain why 2 in 3 

Australians live in a capital city11.  

 

 

                                                                 

11 http://www.abs.gov.au/ausstats/abs@.nsf/products/AC53A071B4B231A6CA257CAE000ECCE5?OpenDocument  
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45. If the states and territories were to amend the ownership rules so that any party could own a pharmacy, subject to 

requirements for dispensing only by a qualified pharmacist, how would your response to the full or partial removal of pharmacy 

location rules change?  

The question of who can own a pharmacy under state and territory regulations and where a PBS-approved 

pharmacy can be located is confusing one concept with another.  

Pharmacy ownership is restricted to pharmacists presumably to protect the public from harm. After all if an 

owner pharmacist is deregistered by the Pharmacy Board for unprofessional behaviour the pharmacy business 

can no longer be operated by this individual and must either cease operations or be sold-off.  

The PBS approval number is subject to Location Rules to ensure that there is an equitable spread of PBS-

approved pharmacies to ensure a “mantle of safety” and access to PBS medicines to all Australians no matter 

where they choose or have to live.  

Reminder – any pharmacist can open a pharmacy anywhere they like and they don’t HAVE to apply for a PBS-

approval number. Pharmacies and PBS-approval numbers are not mutually exclusive.    

47. It has been suggested to the Review that pharmacies should be allowed to enter new locations subject to the payment of an 

appropriate approval fee to Government to prevent excessive entry to the pharmacy market. Any pharmacy then having been 

competitively impacted by a new entrant, or who would prefer to exit the market, would be able to receive compensation for 

surrender of its own approval number. Would such an approach be desirable or undesirable? 

Why not just have Uber Pharmacies?  How bad could they be? 

Or why not Dominos Pharmacies? If a pizza shop can deliver junk food on a moped to my house why can’t they 

deliver my statins as well?  

Why not let any pharmacist open a pharmacy anywhere they like and get a PBS approval number just as they 

used to do back in 1986ish before the Location Rules were implemented.   

50. It has also been put to the Review that by limiting competition for existing pharmacies, the pharmacy location rules raise 

the profitability of some or all community pharmacies. Is this a reasonable expectation of the effect of pharmacy location rules?  

Please provide examples to explain your reasoning. 

Isn’t this just EC101 and the taxi licence example favoured by economics texts books?  

I think it’s called “Rent Seeking” but who am I to explain this to a Professor of economics. Best to Google it:   

http://im-an-economist.blogspot.com.au/2015/04/rent-seeking-explained-removing.html  

Here is how it works on the taxi market. Drivers of taxis decide to set up an interest group (a 
lobby organization, sometimes even a union), to lobby City Hall (since this is usually a local market), 
for the introduction of a taxi licence. This licence would restrict market access to any competitor 
that wishes to freely enter the market. The justification for introducing the licence is market 
regulation (setting up standards that only a selected handful of drivers can concur to), safety, etc. 
But the real logic behind it is to gain monopoly power, in order to be able to charge a high price for 
a sub-par quality service. This is what rent-seeking is all about. Seize a unique opportunity to 
charge a high premium for your low effort (picking the low-hanging fruit, as Tyler Cowen would 
say). Furthermore because of the licence supply is limited (read: inadequate to satisfy the market), 
which necessitates the drivers to charge high prices (low supply + high demand = high price).  

51. Should an approved pharmacy operating in an area for which the pharmacy location rules preclude the operation of a 

second pharmacy be required to provide a minimum level of services in addition to the dispensing of PBS medicines? Should 

such pharmacies also be required to maintain minimum opening hours in addition to those typically offered by community 

pharmacy? 

http://im-an-economist.blogspot.com.au/2015/04/rent-seeking-explained-removing.html
http://blogs.wsj.com/economics/2011/01/31/the-great-stagnation-low-hanging-fruit-and-americas-sputnik-moment/


 

 

An interesting extract from FRED news https://www.fred.com.au/2016/04/uber-awakening-for-pharmacy/ 

might be helpful to address this issue:  

“The plight and success that Uber has seen shows that no industry is safe from disruption and any 

business or trade that thinks it can hide might do well to wake up. The company has effectively 

disrupted the taxi industry, as well as changing people’s expectations of taxi services and pricing. 

Uber’s success and the commotion it’s caused has led to a Government review of the taxi industry with 

the goal of advancing innovation and improving customer services, which surely can’t be a bad thing—

not for the customer anyway! 

Pharmacist and CEO of Fred IT Group Paul Naismith, says, “Uber is the perfect example of how 

technology can disrupt even the most protected and regulated of industries. Who would have thought a 

single company could challenge entrenched local monopolies and market leaders in hundreds of cities 

around the world. Of course, one of the key ingredients for any successful disruption often involves the 

customer not receiving good service – I’m sure most of us can recall a bad taxi experience at some 

point.” 

He says, “While pharmacy may be disrupted by technology, the extent of the disruption will only be 

large if pharmacists don’t deliver what customers want. To date this dissatisfaction drive has been 

largely missing in pharmacy, as people are generally happy with the services provided (trust ratings 

show that). 

Pharmacists are not the most trusted profession in Australia – that goes to Nurses according to the Roy Morgan 

Image of Professions Survey 201612. However it is interesting to note that pharmacists weren’t far behind at 86% 

with Public Servants scoring 39%.  If I had scored 39% in a pharmacology exam at University I would never have 

graduated.   

52. The current pharmacy location rules do not preclude a pharmacist from operating more than one pharmacy within a 

particular area. To the extent that this may allow an approved pharmacist to restrict local competition by opening a second 

pharmacy in the same area, should the rules be amended to support choice and value for money for consumers? 

As above  

53. Recognising that restrictions on co-location of pharmacies and supermarkets exist under state and territory legislation, 

would the removal of this restriction from the pharmacy location rules be desirable or undesirable? 

Supermarkets should be allowed to have pharmacies then some learned economist with an impressive CV could 

lead an ACCC inquiry into the “Effects of a Duopoly Market in Pharmaceuticals by Cols and Woolies”. 

https://www.themonthly.com.au/issue/2014/august/1406815200/malcolm-knox/supermarket-monsters      

54. Could hospital pharmacies complement medicine dispensing and related services currently provided through community 

pharmacy or other public and private hospital pharmacies? 

Yes – but who wants to travel to a hospital pharmacy to get their medicines dispensed?  

Granted some patients will but most would prefer to get their medicines at the 5,587 pharmacies that are 

located next to the other places that people frequent regularly i.e. the butcher shop, the grocery shop, the Post 

                                                                 

12 http://www.roymorgan.com/findings/6797-image-of-professions-2016-201605110031  

https://www.fred.com.au/2016/04/uber-awakening-for-pharmacy/
https://www.themonthly.com.au/issue/2014/august/1406815200/malcolm-knox/supermarket-monsters
http://www.roymorgan.com/findings/6797-image-of-professions-2016-201605110031


 

 

Office and the bank (if it’s still open). Hospitals are generally not where people want them to be but pharmacies 

generally are or they’d have closed due to lack of clientele.  

55. If pharmacies operating out of private hospitals were required to operate 24-hours a day, would this be beneficial for 

consumer access? Would it be viable or economical for private hospitals to provide this service? 

No. Who goes shopping 24 hours a day?  

Private hospitals have pharmacies now and they don’t need to open 24 hours a day but they do have a 

pharmacist “on call” should imprest stock or emergency ward stock not be sufficient for an inpatients needs.  

Private Hospital pharmacies should concentrate on services to their in-patients and not be diverting resources to 

community based patients.   

58. Should hospitals be able to open dispensing pharmacies in the community? Should hospitals be able to contract with 

specific community pharmacies? Under these arrangements, should community pharmacies be able to access medicines 

through hospital supply arrangements? 

No – why would patients need a hospital dispensary in the community when they already have a 5,587 

community pharmacies in the community. Hospital pharmacies should concentrate on providing medicines and 

services to their inpatients.   

Why would a community pharmacy be getting medicines from a hospital pharmacy when they have the CSO 

wholesalers delivering to them within 24 hours?  

59. Should hospital pharmacies be able to establish limited dispensing arrangements, either in-pharmacy or through a delivery 

or mail order service, to enable post-discharge services and continuity of care to patients in the community setting? 

No – they just need to dispense enough medicines on discharge so that the patient has enough supplies until 

they get to their local GP to get more of any medicine they need.  

The hospitals could send a prescriptions electronically to the patient’s preferred community pharmacy along 

with the discharge summary so the local community pharmacy was kept up to date. But this is the Science 

Fiction world of e-Health and is unlikely to happen in our life time.  

 

 

  



 

 

Wholesaling, Logistics and Distribution Arrangements 

73. Is the current approach to CPA negotiations, as adopted in the 6CPA, an appropriate way to meet wholesalers’ needs? If so, 

why? If not, why not? 

Yes. The wholesalers have access to $195,220,000 in each Financial Year during the Term of the Fifth Agreement. 

This is a lot of money to deliver PBS medicines and to ensure there are arrangements in place for all Australians 

to have access to the full range of PBS medicines, via their community pharmacy, regardless of where they live 

and usually within 24 hours.    

75. Pfizer supply direct and do not provide their medicines for supply through the CSO. Should all PBS medicines be available 

through the CSO, or is it appropriate for a manufacturer to only supply direct to the pharmacy? 

All PBS medicines should be available through a CSO wholesaler of a pharmacies choice. 

It is not appropriate for a manufacturer to only supply direct to the pharmacy.   

76. Should s100 and RPBS items be included in normal wholesale arrangements and in the CSO? If so, why? If not, how do the 

current arrangements support consumer access to all PBS and RPBS items? 

Yes because if they are not then how is the community pharmacy going to order the product for the patient? 

There is no point in having one list of PBS medicines that is covered by the CSO and another list of PBS 

medicines that is not covered by the CSO. This defeats the whole purpose of the National Medicines Policy.  

A condition of PBS listing should be that the item is made available from a CSO wholesaler of a pharmacies 

choice. This should be made retrospective so as to include EVERYTHING on the PBS.  

77. Have recent changes to the CSO, such as the extension of the guaranteed supply period and introduction of minimum order 

quantities, had an impact on consumer access or choice? If so, what evidence is available to demonstrate this? 

Not yet but I suspect they will in the future and it will completely undermine the whole intent of the CSO.  

78. Currently not all areas are covered by the 24-hours CSO obligations (such as Christmas Island, Derby (WA) and Mission River 

(QLD)). Are these exceptions leading to detrimental outcomes for patients? If so, why? If not, why not? If so, should they be 

included in the 24-hour rule? If so, how is this logistically possible? If not, are there other areas of Australia that could be 

excluded from the 24-hour rule without adverse patient impact?  

No. These areas are probably not covered by the CSO because they don’t have any type of delivery of anything 

every day. Whilst it would be nice to have 24 hour delivery if there is not a plane going there that day it can’t fly 

there on a special trip just to deliver one box of medicine. Whilst it would be good to cover every part of 

Australia perhaps logistically there are some places that are impossible to service daily.  

79. Should CSO wholesalers have such discretion, or should they as part of the CSO arrangements be required to 

provide minimum terms and conditions for PBS items? 

CSO wholesalers have access to $195,220,000 – this is a very large amount of money. He who pays the piper 

calls the tune and they should have no discretion. The whole point of the CSO is to provide delivery of PBS items 

to patients in Australia irrespective of where they live (except Christmas Island and those other places).   

80. In the 6CPA there was a change in the CSO requirements relating to 72-hour delivery for the 1000 highest volume 

medicines. Was this a desirable change? What impacts has this had and is there evidence available to demonstrate this? 

No. It’s had no impact as yet but it will in the future when wholesalers decide to deliver only when they feel like 

it and only the items they want. The 1000 items covers most things on the PBS that a pharmacy would dispense.  



 

 

If anything the Top 1000 items should be the Top 40 – if 40 is good enough for popular music its good enough for 

dispensed items.  

81. CSO wholesalers can require minimum ordering amounts for specific medicines. This is likely to reduce the cost 

to the wholesaler while increasing inventory costs and wastage for the pharmacy. Is this desirable or undesirable? 

Are there other parts of the wholesaling arrangements that create or encourage cost shifting that are undesirable 

for community pharmacy or consumers?  

This is undesirable from a pharmacy point of view. If wholesalers want to encourage efficient ordering by 

pharmacies they could offer discounts to pharmacies that order in a particular way e.g. if a pharmacy ordered 

80% of its TOP 40 items at the beginning of the month for example it would attract a settlement discount.  

82. Should there be requirements on wholesalers relating to minimum usage dates of stock? Would such requirements increase 

or decrease wastage in the system? Would this shift costs to community pharmacy and reduce the efficiency of the system? 

Yes – a pharmacy shouldn’t receive stale stock from a wholesaler. I would not buy rotten food from a 

supermarket and I don’t want to dispense nearly out of date stock to a patient.  

86. Should the onus for the delivery of medicines to community pharmacy around Australia in a timely fashion (e.g. 24-hours) 

be imposed on the manufactures as part of their listing requirements on the PBS? 

As a condition of PBS listing manufacturers should at least supply their medicines via all of the CSO wholesalers 

so that a pharmacy can order these items for their patients within 24 hours – that’s the whole point of the 

National Medicines Policy13 and its core pillar principle of “ACCESS TO MEDICINES”.  

87. Should the onus to negotiate the delivery of PBS medicines from manufacturers be placed on community pharmacies, 

either individually or as collectives? Would this be desirable or undesirable? 

No – manufacturers make medicines, wholesalers deliver them and pharmacists dispense them.  

It’s called the Division of Labour and while I do not want to sound repetitive I think Adam Smith explained this 

with the example of the pin factory. But then I am not the economist, I am just a pharmacist so I will restrict my 

comments to those areas in which I have expertise. However I would recommend the following website which 

explains the concept quite nicely http://www.economicshelp.org/blog/glossary/division-of-labour/  

89. The Review Panel notes that state and territory governments already tender for the supply of medicines to public hospitals, 

should the Commonwealth and state and territory governments work together for a single tendering model for relevant public 

hospitals and community pharmacy in the relevant state? If so, should it be for all medicines or specific medicines (e.g. 

biosimilar or generic medicines)? 

Why not do what Pharmac14 the Pharmaceutical Management Agency in New Zealand does and tender for 

medicines on the PBS.  This would mean that there would only be one brand of any listed item on the PBS and 

not the multiple brands we currently have that simply cause confusion for everyone concerned , wholesalers, 

prescribers, pharmacists and especially patients who don’t know from one month to another what brand they 

are getting. Do we really need 14 brands of acyclovir tablet 200mg or yet another brand of amitriptyline?  

I well remember when I started pharmacy in the last century that Endep® was the generic of Tryptanol® that has 

since disappeared from the market. Endep was then the last brand standing but has since been joined by APO-

                                                                 

13 http://www.health.gov.au/internet/main/publishing.nsf/Content/national-medicines-policy  

14 https://www.pharmac.govt.nz/news/tenders  
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http://www.health.gov.au/internet/main/publishing.nsf/Content/national-medicines-policy
https://www.pharmac.govt.nz/news/tenders


 

 

Amitriptyline® and Chem mart Amitriptyline® and Entrip® and Terry White Chemists Amitriptyline® and 

Amitriptyline Alphapharm®(which looks to be made by the same sponsor as Endep). 

It’s a strange market where a manufacturer will genericise its own generic.   

Accountability and Regulation 

90. Are there any other regulatory arrangements that should be introduced to promote high standards of delivery and 

accountability amongst pharmacies, wholesalers, manufacturers and other entities receiving funding under the PBS? 

Why not just start enforcing the regulatory arrangements that already exist?  

91. Are there any existing regulatory arrangements that are unnecessary or overly burdensome? 

The maintenance of a Controlled Drugs Book – this should be electronic and part of the dispensary software 

program that all pharmacies use to dispense medicines.  

In the Fifth Community Pharmacy Agreement we were promised an Electronic Recording and Reporting of 

Controlled Drugs (ERRCD) program – what happened to that?  

95. Are consumers aware of what programs and general pharmacy services they are entitled to? Is there enough information 

available regarding the services for which they are eligible? 

Yes and if they are not it’s not because pharmacy staff haven’t told them.   

97. Is the ability for the consumer to choose their pharmacist, and change pharmacists if they are dissatisfied, the appropriate 

or best mechanism to provide feedback? 

This is one way but eventually a dissatisfied consumer will run out of pharmacies to go to just as I eventually ran 

out of Big Banks (there are only 4 after all) and Telco’s to move to each time I was dissatisfied with Bank Fees 

and incomprehensible Mobile Phone Plans.   

Why don’t dissatisfied consumers just speak to the pharmacist about their problem? After all I have been 

listening to patient complaints all my working life in community pharmacy and most problems are generally 

easily solved so long as it doesn’t involve a problem caused by the Department of Human Services or the 

Department of Health in which case the problem is usually impossible to solve. E.g. I dispensed an telephoned 

prescription to a patient in a nursing home but she died that day – and I could not claim the prescription from 

Medicare because apparently a patient is considered deceased by Social Services the DAY BEFORE THEY DIE. So 

technically I had to charge the patients distraught family the full cost of the medicine but instead we just wore 

the cost.  

98. Are there appropriate standards for the dispensing of medicines and delivery of services by community pharmacy? If so, are 

these standards being upheld? If not, how could the current standards be improved? 

Yes. The Pharmaceutical Society of Australia publishes relevant guidelines and standards as well as the 

Pharmacy Board of Australia of Australia which published the Codes, Guidelines and Policies.   

  



 

 

Consumer Experience 

12. Do current arrangements under the 6CPA lead to the appropriate creation and distribution of information relating to the 

use of medicines? If so, how and why? If not, why not and how could the distribution of this information be improved? 

CMIs are available in so many and varied ways now that it isn’t always necessary to print a CMI but all the  

pharmacies I have ever worked in have always been happy to do so if asked. In fact we have a box of CMI’s that 

we printed for patients but they refused to take them because they said it was a waste of paper.   

I  

 

99. What services should a consumer expect to receive from a community pharmacist who dispenses their medicines? Why 

should the consumer expect these services?  

A consumer should expect to have a reliable supply of medicines.  

Under section 33 of the National Health Act 1953 Regulations an approved pharmacist must keep in stock an 

adequate supply of drugs and medicinal preparation that they may  be expected to be called up to supply. 

Unfortunately of late none of the pharmacies I work in cannot get any quantity of metformin extended release. I 

suspect this is because of Price Disclosure. Why would a drug company provide a reliable supply of a medicine to 

Australia if they could get a higher price for the same medicine in America or New Zealand?   

It’s all very well to have cheap prices for medicines but you get what you pay for and security of supply will 

suffer if you pay next to nothing for medicines.   

100. What are the minimum services that consumers expect (and should receive) at the time of dispensing? Do these differ 

between initial and repeat prescriptions? Are these services being provided by all pharmacies? 

Dispensing a medicine is the same whether it’s an original or a repeat. As previously mentioned it appears that 

only pharmacists seem to understand this – everyone else seems to think there is a difference.  

101. What does ‘transparently cost effective’ mean for consumers in the context of remunerated pharmacy services? 

I have no idea but what I would like to know is how much this Review of Pharmacy Remuneration and 

Regulation is costing the taxpayer.  

Is there a report on the costs that we can find on the interweb?  



 

 

As a taxpayer I would like to know how much the Panel is being paid, how much has been spent on travel and 

how much the Secretariat has cost. I suspect like most reviews carried out by Government the report will end up 

on the shelf and forgotten about.  

102. In your experience, are community pharmacies generally delivering these services?  

Yes  

104. Is there a variation in service standards between different pharmacy models? 

Obviously – just as there was a difference between Qantas and Ansett but then what’s the use of an Ansett 

ticket when it goes bankrupt?   

105. Do community pharmacies that offer discount medicines provide lower levels of service? If so, what evidence is there 

available to support this? 

If all you want is to get your body from A to B then take a Ryanair flight but then if you want to travel in comfort 

go with a traditional airline and pay a bit more.  

Interesting to note that Virgin Australia, traditionally a discount airline has decided to become a “full service 

airline”. http://www.ausbt.com.au/virgin-australia-offers-free-food-on-all-australian-flights  

Having worked in both discount and traditional pharmacies I would have to say that they both cater to different 

clientele and for some customers the discount they get on medicines enables them to save money that they can 

then spend on cigarettes, alcohol and another tattoo or piercing.  They generally have to travel to an industrial 

area where the rent is cheap to avail themselves of a discount pharmacy but some customers are happy to do 

this. Although it’s difficult for elderly people who don’t drive to get to a discount pharmacy as they tend not to 

be in the local shopping precincts that the elderly can hobble to.   

In a free market there should be the freedom for consumers to choose what type of pharmacy they go to. I 

suspect that most discount pharmacies are QCPP-accredited so would be expected to provide a basic level of 

quality service.   

106. How do we measure the level of service provided by the pharmacy? 

In a free market the service providers that deliver products and services that the customer demands will 

succeed. Those that don’t will fail and exit the market.   

107. What do consumers expect from community pharmacy in relation to their medicines? 

They expect reliable supplies of medicine – they don’t like shortages e.g. of metformin XR, Boostrix®, Bactroban. 

They just want to go to a pharmacy had have the prescription dispensed there and then – they don’t want to 

have to wait for the pharmacy to order the products in, especially from Pfizer.  

108. Has the $1 discount had an impact on the access and affordability of PBS medicines? Has the introduction of the $1 

discount been a successful implementation of policy? 

The $1 discount is inequitable and all Australians not matter where they live or no matter the colour of their 

skin should pay the same co-payment.   

It was interesting that the Minister for Health Ms Sussssan Ley was quoted in ‘farmonline’ article “Pharmacy 

plans may hit the bush”:  

"I suspect that if you're a pharmacist in an area where there is several others, you might choose to 
discount the co-payment". 

http://www.ausbt.com.au/virgin-australia-offers-free-food-on-all-australian-flights


 

 

"If you're in a lot of my electorate, which is rural and regional, and you're the only pharmacy in a town, 
your costs are probably higher and it's probably not appropriate for you to enter into that discounting. 

What underpins this is the market and the market is a sound basis on which we would go forward." 15 

So the Minister appears happy that voters in her very own electorate have to pay more? Very strange indeed. 

One would have thought that from an equity point of view she want her voters to pay the same as their big city 

cousins.    

112. In your experience, do community pharmacists provide appropriate advice for schedule 2 and 3 medicines?  

Yes.  

113. Are the current restrictions on the sale of schedule 2 and 3 medicines an appropriate balance between access and health 

and safety for consumers? If not, how could this balance be improved? 

Yes and if they were not anyone could make a submission to the Advisory Committee on Medicines Scheduling 

(ACMS) to have the restrictions changed.16  

114. Is the sale of schedule 2 and 3 medicines an important contributor to the income of community pharmacies?  

That’s like asking if the sale of groceries is an important contributor to the income of a supermarket or the sale 

of sports equipment is important to the income of Rebel Sport or Footlocker.   

I think you are ‘begging the question” - https://en.wikipedia.org/wiki/Begging_the_question  

115. Does the availability and promotion of vitamins and complementary medicines in community pharmacies influence 

consumer buying habits?  

The Review seems to be fixated on the idea that pharmacies should be doing nothing other than dispensing PBS 

medicines. I think this attitude which is apparent throughout the Discussion Paper at your presentations just 

highlights that you don’t understand primary health care.   

116. Should complementary products be available at a community pharmacy, or does this create a conflict of interest for 

pharmacists and undermine health care? 

As above – some of the Panel members seem to think that pharmacies can only exist to dispense PBS medicines 

and should do nothing else to provide Australians with access to other primary health care goods and services.  

There is more to pharmacy than dispensing Schedule 4 and Schedule 8 medicines on a prescription from a 

doctor, dentist or optometrist.  Community pharmacies are primary health care centres that do more than 

dispense medicines.  

                                                                 

15 http://www.farmonline.com.au/news/agriculture/general/healthcare/pharmacy-plans-may-hit-the-

bush/2730756.aspx  

  

16 https://www.tga.gov.au/committee/advisory-committee-medicines-scheduling-acms  

https://en.wikipedia.org/wiki/Begging_the_question
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Complementary products as you refer to them include a lot more than “Fat Blaster” and ear candles. 

Complementary medicines according to the TGA17 include such things as a “vitamin, plant or herbal material, a 

microorganism, a mineral a sugar or polysaccharide”.   

So just as a reminder:   

Vitamin – this means such things as Vitamin C:  good for scurvy, Vitamin B1 (thiamine): useful in treating 

beriberi, vitamin B3: good for pellagra, Vitamin D – recommended for rickets, Vitamin b12: good for 

hypocobalaminemia.  

Plant or herbal material – psyllium seed husks which are used as a bulk-producing laxative and fibre 

supplement. You may recognise it as Metamucil®    

Microorganism – lactobacillus acidophilus a species of gram positive bacteria which occurs naturally in the 

human gastrointestinal tract and mouth. Used to treat a variety of gastrointestinal disorders.  

A mineral – calcium used to treat osteoporosis.  

Iron: according to the Therapeutic Guidelines18 iron deficiency is common in Australia and may be caused by: 

 inadequate dietary intake of iron (eg in toddlers or adolescents, people with a vegan or vegetarian diet, 

anorexia nervosa) 

 malabsorption (eg in coeliac disease, pernicious anaemia, after gastrectomy) 

 increased iron requirements (eg in pregnant or breastfeeding women, during periods of rapid growth 

[toddlers and adolescents], menstruation, gastrointestinal blood loss). 

  

117. Do consumers appreciate the convenience of having the availability of vitamins and complementary medicines in one 

location? Do consumers benefit from the advice (if any) provided by pharmacists when selling complementary medicines? 

Yes and Yes.  

118. Does the ‘retail environment’ within which community pharmacy operates detract from health care objectives? 

Again this fixation on “retailing” as if it is prostitution is a consistent theme in the Discussion Paper. Perhaps the 

Panel need to spend more time in a community pharmacy at the coal face of primary health care to broaden 

their horizons.   

119. Are the current consumer payments for the supply and dispensing of PBS listed medicines transparent? Are they 

appropriate? 

Check www.pbs.gov.au it should explain the payments for supply and dispensing of PBS listed medicines  

E.g. Current patient fees and charges  

                                                                 

17 https://www.tga.gov.au/overview-regulation-complementary-medicines-australia  

18 https://tgldcdp.tg.org.au/viewTopic?topicfile=iron-deficency&sectionId=gig-c17-s1#gig-c17-s1  
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http://www.pbs.gov.au/info/about-the-pbs#What_are_the_current_patient_fees_and_charges 

120. Is the PBS Safety Net adequate to address the needs of low income consumers who face high pharmaceutical costs and 

other medical-related costs? If not, what other strategies can be employed to ensure access to cost-effective health care is 

protected and promoted? 

Yes but Medicare could manage the tracking of a patient’s co-payments and PBS Online could alert the 

pharmacist when a particular patient or family reached their threshold.  

I suspect Medicare can already do this but that the Department has already investigated the extra number of 

patients who would reach their threshold and have realised how much extra this would cost the 

Commonwealth. I think this is what is referred to as “wilful blindness19”  

121. What do consumers expect for the value of the PBS co-payment, noting it is intended to contribute to the price of the 

medicine, supply to pharmacy, a pharmacy handling fee and a professional dispensing fee? 

Most consumers don’t appreciate that they only have to pay the first $5.20-$6.20 or $38.30 of a medicine and 

the Government will pay the balance. Even when the Total Cost of the medicine is printed on the label.  

I don’t think consumers realise that the Government pays so much more than what is collected in the co-

payment.  

122. What is the objective of the co-payment? Is it to ensure patients use PBS medicines appropriately, by setting a price 

signal? If so, is this objective enhanced or undermined by allowing co-payment discounts?  

I would refer the Panel to the Report of the Senate Community Affairs Reference committee “Out-of-Pocket 

Costs in Australian Healthcare” completed in August 2014 which provides a whole chapter about co-payments.  

This just goes to show that no matter when a Government review is done it seems to have been done before. 

Which makes you wonder why we “reinvent the wheel” every couple of years.  

Here are some interesting quotes from Chapter 3 that you might find useful:   

Price signals in healthcare and the effectiveness of co-payments 

3.20      The committee notes that the purpose of a co-payment is to create a price signal for 

consumers to encourage greater consideration of the need to access particular health services, 

with a view to reduce the number of health service visits. 

3.22      The Department of Health submitted: 

Basic economics suggests that, other things being equal, increased prices lead to decreased 

demand, with the strength of this relationship being referred to as elasticity of demand. 
However in real world situations, particularly in health, other factors are not equal, and the 

relationship can be quite complex. In particular, demand is also influenced by income, and for 

superior goods like health, demand can be very elastic and grow faster than incomes. Moreover, 

not all health interventions have the same value and changes in aggregate demand may not 
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impact on health outcomes if they reflect a ‘swapping out’ of less effective interventions for 

more effective interventions. 

Committee view 

3.133         The committee notes that the purpose of a co-payment is to create a price signal 

for consumers as a means of reducing unnecessary visits to general practitioners and the 

use of pathology and diagnostic services.  

3.134         Evidence provided to the inquiry suggested that there was limited evidence to suggest 

there is over-servicing in primary healthcare. In fact, there is evidence to suggest that in some 

areas and communities there is significant under-servicing. 

3.135         The current level of out-of-pocket costs in healthcare is already impacting on an 

individuals' access to healthcare. The available data indicates that many Australians are delaying 

visits to their GP and dental service or not filling all of their required prescriptions. The 

committee heard evidence that the impact of co-payments is disproportionality felt by vulnerable 

people across the community. 

3.136         The committee is concerned that imposing an additional co-payment will make it 

even harder for individuals, particularly vulnerable groups, to access primary health care. 

3.137         Deferring seeking medical treatment may impact not only on an individuals' health 

but may also affect other parts of the health system whereby primary health visits are redirected 

into the public hospital system. 

3.138         The committee is concerned that existing safety nets do not benefit or assist people 

who are most in need of support from a safety net. Often individuals will incur significant out-of-

pocket costs before they reach the respective threshold amount. As outlined throughout the 

inquiry, out-of-pocket costs can be barriers to access healthcare. 

3.139         The committee notes that the safety nets are complex and many people report 

difficulty understanding the requirements and thresholds that must be met to qualify. This 

is particularly relevant for the PBS Safety Net as individuals are required to keep their 

own record of prescription medications. In this situation, there is a risk that people will not 

maintain the correct records and fail to qualify for the safety net. 

3.140         The committee notes that the health costs that may contribute towards the safety net 

are limited. The committee believes a single, integrated safety net should be developed but notes 

that careful consideration would need to be given to what services and costs are eligible to 

contribute to the safety net. 

 

123. Should pharmacists be able to discount the co-payment by more than one dollar if they choose to do so? Would such 

competition benefit or harm consumers? If competitive discounting is expanded for the co-payment, should any limits be 

placed on the potential discounts? 

No. Such competition would be unfair to consumers such as those in Minister Ley’s electorate.  



 

 

124. Is it reasonable for consumers to expect access to medicines outside of standard business hours? If so, why? What 

arrangements could be made to improve consumer access? 

Yes.  Consumers could take some responsibility to organise themselves so that they access their medicines 

during standard business hours – which in the case of pharmacy is usually longer than the local Post Office or 

bank (if there’s still one at all).   

A lack of planning on their behalf does not make an emergency on mine.  

If there was indeed a medical emergency the hospital would have the patient on an IV medicine; for everything 

else most community pharmacies are open extended hours sufficient for everyone to get their medicine 

dispensed.  


