
With reference to Question 8: 

As the essential business of the CPA process is to negotiate the supply of PBS medicines I find it only 

logical that the Pharmacy Guild be the main negotiator on behalf of pharmacy owners as pharmacy 

owners are the other half of the contract, not employees or other third parties. The other parties 

have no financial interest in that particular part of the PBS. Having said that, it stands to reason that 

other parties such as the wholesalers should have some participation as there are direct financial 

implications to their business operations. With regard to professional services I can see there is a 

case for participation by other professional bodies that are directly affected by the CPA decisions 

and each one probably should be able to negotiate on their own behalf but as separate issues. 

With reference to Question 13: 

Though online ordering is already available both here in Australia and overseas, there are only a few 

countries that currently allow electronic prescriptions. There are some definite problems that can 

arise eg channelling of prescriptions, lack of face-to-face contact with patient etc. These are very real 

and may however be managed with the aid of more advanced technology ie skype-like interaction 

with patient, patient registering preferred pharmacy. Outside the norm scenarios will occur however 

eg patient travelling, unavailability of stock at preferred pharmacy – a short list only and must be 

well-considered before this path is ventured down. 

With reference to Question 42, 43, 44, 45: 

Location rules are a necessary evil in many ways. Without them we would go back to the 

opportunistic days of opening up a pharmacy right next to another and lose all the efficiencies that 

we have gained by control of location and the right to dispense PBS prescriptions. It seems anti-

competitive on the surface and there is no perfect set of rules unfortunately but they do work pretty 

well and as with all sets of rules there will be instances where they don’t cover every eventuality and 

they may seem unfair. It is very hard to produce a set of rules that effectively cover all aspects and 

implicitly allow the implementation of the spirit or the intention. I think continual refinement and 

adequate adjudication is the key. Differentiation between rural and urban just increases the chances 

of more grey areas I believe. I fervently believe that ownership should remain in the hands of 

pharmacists, particularly if you don’t want to see the erosion of professional ethics and judgements 

in the work setting. This rule is already being manipulated in many circumstances and open slather 

would be a big mistake. 

With reference to Question 51: 

I think pharmacies already provide a minimum level of service and also minimum hours of operation. 

In fact many open too long. Perhaps there could be a coordinated roster system for after-hours 

supply of urgent medication though that was fair and equitable for those participating – a safe 

environment, well-advertised and information available on the internet via some government 
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sponsored site? Eg Brisbane could be divided up into 6 areas where after-hour services would be 

available on a roster system. 

 

With reference to Question 53: 

The idea of supermarkets being professionally responsible in the delivery of PBS medications is 

ludicrous. The government would be on its knees if they applied the same strategy for pricing and 

stocking that they currently exert on suppliers. It is mentioned in this paper to consider restrictions 

on retail space – just how would that apply to supermarkets??? Definitely not a good look 

considering that cigarettes are in the top 5 items sold in supermarkets. No health conversation there 

or with vitamins for that matter. 

 

With reference to Question 59: 

At present hospitals often send home with patient up to 3 days’ supply of meds. We liaise very well 

with patient discharges when they are DAA patients as well. The same could be done for non-DAA 

patients as per a community coordination role as discussed previously whereby community 

pharmacy managed transition of meds etc, ensuring that meds no longer required were disposed of 

and patient was clear on new medication regime and adequate supply in place. No need for further 

hospital pharmacy involvement post-discharge. 

 

With reference to Question 60: 

No need for extension of hospital dispensary arrangements as community already provides 

exceptionally well and in a more timely manner. Patients often comment on the waiting times at 

hospital dispensaries. 

 


