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About Ventura Health Pty Ltd 

Ventura Health Pty Ltd is a multi brand retail pharmacy franchise group. It owns the Cincotta Discount Chemist, 

Mega Save Chemist, You Save Chemist, Max Vale Pharmacy, Better Buy Pharmacy and My Medical Pharmacy 

franchise offers. There are approximately 80 stores in these franchise offers and Ventura Health represents the 

interests of these stores.  

Ventura Health has been established to give our stores within our franchise networks better purchasing power and 

access to systems and processes that help them compete in a highly competitive retail pharmacy marketplace. Our 

primary focus is on improving the quality of the professional services offers in all stores within our network. 

Authors: 

Eden Simon BMedSc, MPharm. Dispensary and Pharmacy Services Category Manager. 

My role is to assist the members of the Ventura Health group primarily to support stores in service implementation. 

I have worked in both the community and clinical pharmacy setting. The majority of my training was in the clinical 

setting at Liverpool hospital within the vascular and cardiovascular wards. I had a large focus on chronic disease 

state medication management. My clinical experience highlighted the gaps in the Australian health care system 

and the underutilisation of community pharmacy in managing chronic disease.  

Mario Capanna B.Pharm. CEO 

My role as the CEO of Ventura Health is to ensure that all stores within our network are successful and 

profitable. Being a pharmacist by training gives me a professional perspective on how best to achieve this. My 

passionate belief is that this is best achieved by focusing on transitioning our stores from a product supply to a 

service provision model. I have experience in a wide variety of pharmacy settings including hospital pharmacy 

and community pharmacy from small footprint medical centre stores to large format discount pharmacy stores. 
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Submission to Community Pharmacy Remuneration and Regulation Review Panel 2016 

This submission focuses on the crisis facing community pharmacies in the current landscape. The effectiveness of 

Expanded and Accelerated Price Disclosure (EAPD) is resulting in significant savings of tax payer dollars, 

however this comes with a negative impact on patient outcomes. Vulnerable patients are facing reduced access 

to medication (supply issues, reduction in opening hours and staffing etc.) as well as a limitations to the access 

to pharmacy services (capping, inadequate funding). We strongly believe that by optimising the pharmacist’s 

contribution in collaborative models of management and prevention of chronic disease there is the capacity to 

significantly improve the health and wellbeing of Australians. The latter cannot be achieved without a robust 

funding model, standardisation of service delivery, support on service implementation and on the delivery of a 

sustainable services business model. 

Community Pharmacy already operates in a highly competitive landscape and delivers medication efficiently and 

cost effectively to all Australians. We strongly support the current ownership and location rules and fully endorse 

the views expressed by the Pharmacy Guild of Australia in the submission to the Competition Review Panel.. 

Our submission covers key areas of concern for our franchisees and we have broken the submission down into 

key areas that address questions raised in the Discussion Paper released in July 2016. In our submission we have 

where possible attempted  to refer back to the questions in this Discussion Paper. 

1. Do patients have appropriate access to medications

There are a number of barriers which currently inhibit the timely access to medicines to the Australian public: 

1.1 Long term out of stock issues: 

Ongoing effective accelerated price disclosures (EAPD) have resulted in an increasing pressure on the Australian 

pharmaceutical industry to ensure continual supply of medicines to the Australian public. Metformin 500mg XR, 

the first line pharmaceutical treatment for type 2 diabetes has been long term out of stock affecting all suppliers 

at some point since early 2016. Due to the significant reduction in the value of the Australian market it is suggested 

that the international suppliers have diverted stock from Australia to more profitable markets as a result of these 

PBS reductions. This particular example not only affected the health outcomes of people with type 2 diabetes but 

deeply affected the business of pharmacies within our group. Pharmacists and pharmacy owners played a huge 

role in ensuring correct medication management occurred during this period (switching from XR to IR 

formulation, changing regimen/dosing, switching medicines etc.), as well as educating general practitioners and 

patients about why stock issues were occurring without the ability to provide transparency around when stock 

would return to wholesalers. Currently our major suppliers are still out of stock of this product.  

1.2 Removal of products from the Australian market: 

A demonstration of the effectiveness EAPD can also be seen where some of Australia’s largest generic suppliers 

are removing PBS listed products from the Australian market. In these cases the price to pharmacy has approached 

or is lower than the cost of goods (COGs) as a result of EAPD. 2016 saw APOTEX cease supply of two of its 

PBS listed products. Paracetamol/codeine tablets 500mg/30mg and Cephalexin suspension, in 125mg/5mL bottle 

100ml and 250mg/5mL bottle 100mL. 
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This is the first time such a large supplier has pulled medicines off the market and specifically stated that the 

decision is due to the pricing environment. As it is the generic companies who are allowing the majority of savings 

to flow to the PBS, the government should ensure we provide a strong, competitive generic sector to support the 

supply of affordable medicines to the Australian public. The removal of these types of products will no doubt 

affect the availability of treatment to the general public. However, the responsibility ultimately rests in the 

pharmacist’s hands - explaining to the consumer why the medicine is no longer available, why there may be a 

delay in obtaining the medicine, or potentially why the cost of the medicine has gone up (now only one generic 

competitor on the market). 

1.3 Extended trading hours: 

Community pharmacy in Australia is a highly accessible health care destination, this ease of access is what makes 

pharmacy so critical in the healthcare system. This point is strongly supported by the MacroPlan Dimasi report 

commissioned by the Pharmacy Guild of Australia for their submission to Competition Review Panel.  However, 

as a result of effective extensive price reductions, this access is being negatively impacted. The Pharmacy Guild 

Pharmacy Services Expectations Survey was conducted in April 2014 with responses from over 500 pharmacies 

(10% of the industry). The results showed that the impact of Price Disclosure (2014-15) resulted in the decision 

of many pharmacies to reduce services, staff and accessibility (Pharmacy Services Expectations Report, 2014). 

Respondents stated that 1 in 10 pharmacies will drop at least one trading day per week and 1 in 4 pharmacies will 

reduce hours; on average by 5.4hr a week (Pharmacy  Services Expectations Report, 2014). This is consistent with 

members of the Ventura Health group with some of our pharmacies having to reduce hours of operation and many 

who are considering to make this change due to the current landscape.  

Furthermore, members of the Ventura Health group have raised the issue that the current structure of dispensing 

remuneration does not cover the costs of dispensing during these extended opening hours. Currently, the pharmacy 

is renumerated the same dispensing fee irrelevant of the time of dispensing, despite the known increase in cost to 

pharmacy for operation outside of these standard hours.  

Ventura Health endorses the views expressed by ‘Extended Hours Pharmacies Association, submission to the 

Pharmaceutical Benefits Remuneration Tribunal Data Base Inquiry May 1989’.  

1.4 High cost medications – no uniform availability 

The current remuneration structure to community pharmacy for high cost drugs such as Hepatitis C medicines 

limits patient access, this is purely due to the high financial risk of dispensing these medicines to the pharmacy 

business. For example, it is not uncommon for a pharmacy to owe a wholesaler >$500,000 worth of hepatitis C 

medication per month. The timing of when these medicines are dispensed can significantly impact cash flow as 

pharmacies may not be renumerated by the government or ATO (GST of up to $2,000 per script) prior to when 

their monthly wholesaler payments are due. As a result pharmacies are forced to take out expensive bank 

overdrafts in order to make their wholesaler repayments on time.  

The major issues with the current arrangement include; payment timeframe to wholesalers, reimbursement 

timeframe from the government, lack of reasonable returns policy and lack of appropriate dispensing remuneration 

($70). The dispensing remuneration is not sufficient for two major reasons: 1. Significant risk to pharmacy 

business with the continual purchasing of these medicines 2. As these medicines are high cost to the government, 

pharmacies should be supported to reduce medication risk (many drug interactions) and ensure patient adherence 

throughout the entire course of therapy (also to prevent resistance). Pharmacies should be adequately renumerated 

for the medication management and ongoing counselling that these medications require. 

An AJP poll showed that up to 30% of pharmacies might not offer the newly-listed Hepatitis C cures to patients 

because of the impact on the pharmacies’ business (AJP, 2016). More than 20% were already not supplying them, 

with more pharmacies considering restricting their script numbers for these drugs or ceasing to offer them (AJP, 

2016). 
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There will be an ever increasing number of high cost drugs listed on the PBS in the future, with Harvoni already 

becoming the top brand on the PBS for the 2015-6 year, there needs to be a higher level of exploration into the 

supply chain and remuneration structure for high cost medications. 

Recommendations on access to medicines include: 

 1.1, 1.2; The Australian pharmacy landscape is currently under considerable pressure as a result of

EAPD. Pharmacy cannot wait 5-10 years for service remuneration to be implemented to combat these

losses. This review needs to assess the economic viability of the current EAPD landscape, considering;

o The above out of stock issues and PBS product removals occurred prior to October 2016

reduction cycle, which was the first cycle to remove originator brand from the price disclosure

calculation (resulting in more dramatic price drops).

 1.3; Explore the concept of an afterhours dispensing fee. Considerations include;

o Only pharmacies who are dispensing in this timeframe will see an increased payment.

o The provision of S3 medicines should also be taken into consideration, for example the morning

after pill (MAP) and asthma medications are critical medications, whereby after hour’s

pharmacy operation is crucial for the supply of such medications. These medications if

dispensed by the pharmacist in these hours would receive an extended hour payment.

 1.4; Pharmacy wholesalers providing pharmacies with trading terms that allow sufficient time for

reimbursement by Medicare and by the Australian Taxation Office.

 Manufacturers providing pharmacy wholesalers with trading terms that allow sufficient time for the

wholesaler to be paid by the pharmacy before payment is due.

 Provision of reasonable return of goods policies

 Government support of pharmacy programs/medicine management programs such as the AbbVie

program. Although Ventura Health supports this program and its initiative there were shortfalls,

including:

o Only selected pharmacies could participate (pharmacies selected based on dispensing data of

hepatitis medicines). This leaves all other pharmacies at a disadvantage with supply.

o This program including its extended wholesaler terms where only available in one wholesaler –

Sigma. Unfortunately, many pharmacies in our group who were selected to participate did not

have Sigma accounts. These pharmacies had a local need but could not obtain access to extended

payment terms due to the participation of a single wholesaler. Despite this, some of these

pharmacies still participated in the program without extended payment terms, an ethical

decision that many pharmacists and business owners are making at a loss to their business and

cash flow.

 When dispensing these high cost drugs, the total remuneration for pharmacies is $70. This is 0.28% of

the cost of a month’s supply of Harvoni, these remuneration levels are insufficient for pharmacies to bear

the cost and the financial risk of these very expensive medicines.
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2. Professional programs and services that pharmacists should provide:

Community pharmacists are highly trained professionals and are medicine experts. They provide professional 

advice and counselling on medications, including their use and effects, as well as general healthcare. In addition 

to this, pharmacies provide a range of professional services. These services are highly accessible to the community 

and in the vast majority of cases, these services are offered to consumers free of charge and often without the need 

to make an appointment. Where services are not government funded, these are currently being funded by 

pharmacy owners and cross subsidised by margins previously available on generic medications. The current 

EAPD landscape is resulting in the inability for some pharmacies to continue to offer these services. 

Below is an outline of the services that the Ventura Health group offers to their communities: 

Service Cost to patient Government funded 

Screening 

Blood pressure testing Free N 

Diabetes screening 

(Ausdrisk score and BSL testing) 

Free N 

Cardiovascular screening 

(BSL, BP, waist circumference, BMI, 

lifestyle and health questionnaire) 

Free N 

Sleep apnoea screening (risk assessment) Free N 

Hearing checks (provided by Australian 

Hearing during seniors awareness week 

April 2016) 

Free Y (payment to Australian 

Hearing) 

Medication management 

Medschecks/Diabetes Medschecks Free Y 

Home Medication Reviews Free Y 

Dose Administration Aids Free or ~$5/week Y 

Other 

Diabetes BSL download (14 day BSL 

control assessment) 

Free N 

Influenza Vaccination $14- $30 (depending on vaccine 

administered) 

N 

Access to diabetes nurse educators and 

pharmacist counselling session on 

diabetic medicines (during diabetes 

week) 

Free N 

N.B: services available in participating pharmacies 

Ventura Health strongly supports the expansion of government funded pharmacy services, focusing on three 

major areas: 

2.1 Chronic disease medication management: 

The growing burden of chronic disease in Australia is seeing a consistent increase in medicines use (Pharmacy 

Board of Australia, 2015). Medication misadventure is a major burden on the health system. Each year 230,000 

people are admitted to hospital, and many more people experience reduced quality of life, as a result of side effects 

of their medicines (PSA, 2015). This comes at a cost to the system of more than $1.2 billion (ACSQHC, 2013). It 

is expected that these potentially preventable hospital admissions will continue to increase (COAG, 2014). 

There is increasing evidence, both domestic and international which suggests that pharmacist intervention in 

patients with chronic diseases and/or complex medication regimens is beneficial (Chumney, 2006). These 

pharmacist interventions improve health outcomes, decrease the possibility of medication misadventure and 

decrease health expenditure by reducing the likelihood of hospital admissions and readmissions (Chumney, 2006) 

(Kalisch et al, 2012) (Mekonnen et al, 2016). Furthermore, pharmacist interventions such as patient support 

programs (individualized medication counselling, support, and virtual reminders) has a positive impact on 

adherence as well as clinical and humanistic outcome (Ganguli et al, 2016). 
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Pharmacists are currently the only allied health practitioner who are not eligible to provide allied health services 

through The Chronic Disease Management (CDM) Service. Omitting the pharmacist from this process creates a 

significant gap in patient care, considering that medication plays the central role in the management of chronic 

disease.  

Furthermore, the current CPA funding arrangements for medication management services (HMRs, Medschecks 

etc.) are subject to funding limitations/caps. However there are no limitations on the GP MBS referral pathway 

for HMR services, this imbalance is resulting in an increase demand with an unsustainable supply. 

In addition to medication management, the pharmacists’ role in supply and management of medical devices for 

chronic disease should also be considered. In July 2016 changes were made to the supply of National Diabetes 

Service Scheme (NDSS) diabetic products (BSL strips, IPCs etc.), resulting in community pharmacy now being 

the sole supplier of NDSS products to the Australian public. This change provides the Australian community with 

improved accessibility to these critical products as well as the opportunity to seek professional advice and care. 

This is an opportunity to combine diabetic medication management with education regarding appropriate blood 

sugar monitoring technique, frequency of testing and support to reach the blood sugar targets outlined by their 

general practitioner/endocrinologist. The latter is especially relevant to the new supply restrictions put in place 

for type 2 diabetics who do not use insulin. These patients will receive an initial six months’ supply of BSL testing 

strips, if further supply is required a general practitioner or authorised health care professional can grant this 

supply if it is deemed clinically appropriate. The pharmacist will play a crucial role in supporting these patients 

through appropriate BSL monitoring to achieve their targets. Although pharmacists already provide this type of 

information and support a more robust diabetic care model should be implemented. This will ensure 

standardisation of service delivery resulting in more optimal patient outcomes to the 1,211,251 Australian’s who 

are currently registered on the NDSS (NDSS, 2016). This diabetic care model should include accredited training, 

referral pathways, collaboration with other health care professionals and MBS payment.  

Hospital Discharge Pharmacy liaison service 

The current health care system in Australia is segregated, there is no connect between acute and chronic care. 

Furthermore, the community pharmacist is omitted from the post discharge process despite evidence which 

suggests medication management can minimise these hospital admissions/readmissions (ACSQHC, 2013). A 

medication reconciliation study in the outpatient setting found omission of therapy in the medical record occurring 

for 85% of patients and dose discrepancies occurring for 45% of patients who were discharged from hospital 

(Medication safety in Australia, 2013). Australian controlled trials have shown that medicines review as part of a 

discharge liaison service is effective in reducing medicine related problems (Medication safety in Australia, 2013). 

Furthermore pharmacist-led medication reconciliation programmes are effective at improving post-hospital 

healthcare utilisation (Mekonnen et al, 2016). 

Medicines adherence services 

Medication non-adherence is a well-researched topic as well as the impact that pharmacists can have on improving 

patient adherence, resulting in savings to the health care system (WHO, 2003). It is estimated that chronic patients 

are only taking between 30% to 70% of their doses with 1/3 of patient’s discontining therapy in the first year. The 

economic costs of medication non-adherence are high. This is particularly evident in terms of avoidable hospital 

admissions which have been previously discussed. Evidence also suggests that pharmacist intervention showed a 

significant positive effect on patients’ treatment satisfaction, patients’ beliefs about medicines and better patient 

reported outcomes (Aljumah K, 2015). 

Currently in community pharmacy adherence is renumerated via Dose Administration Aids (DAA). The major 

issues with the current funding for adherence are: 

1. Pharmacies are not adequately funded for DAA’s due to the utilisation of a funding pool which results

in inconsistent service payments. As a result of this the market varies in its offer to the consumer, some

pharmacies will charge a weekly fee, whereas others absorb this cost and charge the patient no fee.

DAA is a service that should be provided uniformly across the country, pharmacies should be

renumerated with a consistent, transparent funding model to ensure viable service model.
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2. DAAs address non-intentional non–adherence (resources and ability – i.e. memory) however they do not

address intentional – non-adherence (health beliefs and motivations i.e. “I don’t think this medication

works”). Intentional non-adherence is a significant problem, especially with chronic long term therapy

such as asthma, hypertension and diabetes (WHO, 2003). This aspect of non-adherence is NOT being

addressed despite it comprising a large majority of non-adherence. This type of service takes longer as it

is more complex to change someone’s health beliefs, it often takes multiple visits and continuous

discussion to change this type of behaviour.

Anticoagulation Management Service – an example of chronic disease state medication management 

which incorporates discharge liaison pharmacy services 

Anticoagulants are high risk medications. To ensure quality use of medicines patients must receive appropriate 

medication counselling and management from their pharmacist. For example, warfarin which is used to prevent 

stroke in atrial fibrillation (among other indications), requires frequent blood monitoring (International 

Normalised Ratio (INR)) on initiation (every day until INR is therapeutic, then every other day). Once the INR is 

stable, which can vary greatly from patient to patient, the INR can be monitored less frequently (every 2-4 weeks 

depending on GP/specialist instruction). This frequent INR monitoring can be unfamiliar and overwhelming to 

many patients. Additionally, many of these patients have to travel to their general practitioner or pathology centre 

to have a blood sample taken and analysed. Community pharmacy can provide INR point of care testing within 

the local community with instant results.  Further to this warfarin requires ongoing adherence management and 

education around diet (patients must not fluctuate their vitamin K containing vegetable consumption). 

Several Australian projects have investigated community pharmacy based anticoagulation management services 

for patients on warfarin in collaboration with their General Practitioners (PSA, 2015). These studies showed 

positive outcomes such as reduced rates of warfarin-related adverse events, better self-monitoring for appropriate 

consumers, and successful multidisciplinary care (PSA, 2015) 

Pharmacist-led anticoagulation clinics have been established internationally in both the hospital and community. 

These clinics have shown to improve warfarin management thus benefiting the patients and clinicians, and also 

delivering cost savings by avoiding medical events involving a clot or a bleed (PSA, 2015). Many patients are 

initiated on anticoagulation in the hospital setting, whereby both inpatient anticoagulation medication counselling 

by the clinical pharmacist and post discharge anticoagulation management by the community pharmacist are 

crucial to obtain optimal patient outcomes and reduced hospital readmissions.  

Anticoagulation services should not be restricted to warfarin, but should also include other anticoagulants such as 

Low Molecular Weight Heparins (Clexane) which are prescribed for varying durations depending on the 

indication (post-hip/knee replacement, pulmonary embolism, venous thromboembolism etc.). Clexane requires 

daily or twice daily subcutaneous injections which also can be overwhelming and unfamiliar for many patients. 

Evidence has found that with adequate assistance provided by a community pharmacist patients are capable of 

managing injection therapies in a satisfactory way and with high adherence (Mengiardi, 2014).

Recommendations include: 

 Improve the transfer of medication information between different health care settings; community and

acute. i.e. expansive roll out of electronic health records including pharmacist contribution to health

record and opportunity for service referral.

 Introduce community pharmacy discharge liaison service: to improve continuity of care across the

acute care to community interface (medication management).

 With the introduction of these services ensure competencies are predetermined, and accredited training

and education programs are available to deliver those competencies. Ensure these services are in

collaboration with other health practitioner services and they are evaluated and funded under the

Medicare framework.

 MBS Chronic Disease Management Service – inclusion of pharmacists as eligible allied health

providers.

 Development of a robust collaborative diabetic care model to address Australia’s fastest growing

chronic disease.

 Removing caps on HMR services.
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 Remove Medschecks capping – if capping must be in place it should be restructured to relate to the

prescription numbers claimed.

 DAA funding should be consistent and transparent (remove funding pools)

 Develop adherence programs which address intentional non-adherence (health beliefs), remuneration

should take into consideration that these interventions can be complex, and often require consistent

interventions to change a patient’s health belief or behaviour.

2.2 Primary health care 

Currently 23% of Australians in capital cities and 42% in other areas wait at least three days for a GP appointment 

(Guild, 2016). Pharmacists are often the first health professionals contacted by members of the community who 

have a health concern. Pharmacists are therefore extensively involved in the assessment of the primary health care 

needs of these individuals. However, the full potential of pharmacists in this area has not been realised, nor has 

the existing network and infrastructure supported these community pharmacies in providing high quality primary 

health care services (PSA, 2014). 

In the UK, the Healthy Living Pharmacy (HLP) initiative commenced in 2009 and have since been implemented 

across the UK. The HLP initiative is based on a framework aimed at achieving consistent delivery of a broad 

range of high quality public health services through community pharmacies to meet local need, improving the 

health and wellbeing of the local population and helping to reduce health inequalities. Services offered by HLPs 

include smoking cessation, weight management, inhaler technique and minor ailments. 

The Pharmaceutical Services Negotiating Committee has published a resource which describes the main public 

health services that are provided by community pharmacies in the UK and the evidence base for these services 

(http://psnc.org.uk/services-commissioning/4-service-domains/public-health-services/). Some of these services 

include:  

- Alcohol 

- Diet and Exercise 

- Harm reduction programmes 

- Immunisation 

- NHS Health Checks 

- Raising awareness – Cancer 

- Stop smoking 

- Weight management 

- Young people and sex 

Vaccination 

Recent regulatory changes have introduced pharmacist initiated influenza vaccinations across Australia. The 

positive health outcomes for community influenza vaccination is well understood. Influenza vaccines are highly 

effective in preventing illness and reducing complications and hospital admissions among the elderly and the 

defined ‘at- risk’ groups. Despite this, pharmacists do not receive MBS reimbursement for vaccination like their 

GP and Nurse practitioner counter parts, for providing the same health outcome.  

The Green Cross Limited Group in New Zealand effectively demonstrated the benefit of introducing pharmacist 

led vaccination campaigns. Their successful campaign has led to more than 450 vaccinating pharmacists with 

more than 200 pharmacies offering vaccination services. These vaccination services have since expanded from 

influenza and the group now offers whooping cough and meningococcal vaccination. Green Cross Limited were 

able to secure District Health Board funding for providing flu vaccinations to people over 65 years (Green Cross 

Health, 2016). This funding would not have been attainable without consistent reliable data collection methods, 

which is a significant barrier in service delivery in community pharmacy in Australia.  

The community benefits of pharmacist led vaccination programs not only increase patient access, they improve 

community health outcomes and increases the communities understanding of the importance of vaccination. 

Community pharmacy is able to capture patients who may not have received vaccination previously such as the 

young working force who do not see a GP regularly. 

http://psnc.org.uk/services-commissioning/4-service-domains/public-health-services/
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In 2010/11 the Isle of Wight, UK (a component of the HLP initiative) completed nearly 3000 seasonal flu 

vaccinations and has produced a patient survey report from the 1600 responses received (PSNC, 2013), findings 

include: 

- Rating Service OK or Excellent: 99.6% (90.9% Excellent); 

- Receiving flu vaccination for first time: 8.2%; 

- They would use  community pharmacy again: 98.4%; 

- They found the service more accessible: 92.8% 

Health Screening 

On average there are more than 14 visits to a community pharmacy per year for each man, woman and child in 

Australia (Guild: Serving Australians, 2016).  With 5.5 million Australians ask their pharmacist for health-related 

advice every year (Guild: Serving Australians, 2016).  Each of these visits is an opportunity to provide disease 

state screening and referral of at risk patients to their general practitioner for early diagnosis and management.  

Currently in Australia there are an estimated 2 million Australians who are at high risk of developing type 2 

diabetes and are already showing early signs of the condition. Many Australian pharmacies currently provide 

blood glucose testing in combination with evidence based screening tools such as the Ausdrisk tool, this tool was 

developed by the Department of Health for health professionals including pharmacists (The Department of Health, 

2016). 

The UK Department of Health has stated that the roll out of the pharmacist led NHS health checks could prevent 

over 4,000 people a year from developing diabetes and enable  early detection of at least 20,000 cases of  diabetes 

or kidney disease, allowing  individuals to be better managed and improve their quality of life (Department of 

Health (UK), 2008a) 

Recommendations: 

 A structured minor ailments scheme including appropriate remuneration for primary health care

services (Nicotine Replacement Therapy services, Morning After Pill supply)

 Introduce a robust minor ailment consultation processes particularly in relation to recording and referral.

 Consumer education campaigns to raise awareness of the primary health care service and choices

available for consumers.

 Pharmacist initiated vaccination to be renumerated and listed on the MBS.

 Introduce a universal method for pharmacy data collection (EHealth), in order to document and collate

data to demonstrate the impact of pharmacist led primary health care interventions.

 Explore the concept of incorporating pharmacy services into Primary Health Networks (PHNs)

ensuring pharmacies are involved in the PHNs’ governance, decision making and advisory structures.

 Health screenings need to be evaluated for effectiveness and cost effectiveness to ensure the

expenditure provides tax payers with value for money. The findings from these evaluations will help

improve and strengthen the programs.

 Review process for down scheduling medications to allow for greater switch from prescription to

pharmacist only medicines. This will in effect increase the role of pharmacists in primary care and

reduce the burden on other sectors of the health care system.

If particular health services were deemed to be of clinical value and delivered good patient 

outcomes, what other mechanisms could allow these programs to be disseminated around the 

country to relevant communities and groups on an affordable basis?  

3. Pharmacy support on practice change and service implementation

To ensure successful implementation of services and ongoing sustainability the government should support 

the delivery of a sustainable pharmacy service business model. Focus should be given on change management 

and support of service implementation.  

Roberts et al found five key themes relating to the change process when implementing pharmacy services. 

Change strategies (process), social networks (within and beyond the pharmacy); drivers of change (e.g., 
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government policy); motivators (e.g., professional satisfaction); and facilitators of practice change 

(remuneration for implementation or service delivery, communication and teamwork, leadership, task 

delegation, external support or assistance, and reorganization of structure and function) (Roberts et al, 2005). 

Policy makers should be aware of the factors that have the ability to facilitate change as well as factors that 

act as a barrier to change in community pharmacy. These aspects should be included when planning 

remuneration and dissemination strategies (Roberts et al, 2005).  

Research in service implementation has led to the development of implementations models, such as the 

Framework for implementation of services in pharmacy (FISPH) (Moullin et al, 2016). By adding 

implementation measures to an impact study it creates external validity to service and patient outcomes 

(Moullin et al, 2016). The FISPH model may be used for evaluating professional pharmacy services and for 

evaluating implementation programs. 

Service implementation has been a focus for Ventura Health, we have demonstrated this through our ongoing 

relationship with the UTS Faculty of Pharmacy. Working with UTS, we have introduced an adherence service 

into 11 of our pharmacies within the Cincotta Chemist group, throughout this process, we have incorporated 

implementation models in order to more easily identify barriers to service implementation. We found that the 

more external support from a “practice change facilitator” (member of VH staff or UTS) that the pharmacy 

received, the more likely the pharmacy was to implement the service and change their practice. This 

“facilitator” would work with the pharmacy on a regular basis to identify which stage of implementation the 

pharmacy was in and develop strategies to overcome the barriers in which the pharmacy is facing (i.e. 

inadequate privacy, dispensary workflow optimisation, managing people, staffing levels etc.).  

These findings have demonstrated the importance of practice change support and the role of implementation 

science in pharmacy service delivery. We will continue to support our pharmacies in the implementation of 

services and we have recently funded an industrial PhD scholarship with UTS, this PhD student will conduct 

research in service implementation in community pharmacy. 

4. Would a community pharmacy that solely focused on dispensing provide an appropriate

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

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

The current model of pharmacy which sees dispensaries located in retail pharmacy environments selling a 

broad range of products is one that has evolved over time. Increasingly as revenue from dispensing PBS 

prescriptions has reduced, it is clear that pharmacies need to subsidise revenue generated purely from 

dispensing with revenue from other areas. Currently this additional revenue is generated from retailing of 

other products. Many of these products are health related and the sale of these products is often times essential 

for providing a complete solution for consumers to address their healthcare needs.  

In addition to the additional revenue provided by the sale of these products, the sale of these products also 

provides additional traffic flow into the pharmacy which then allows pharmacists to market health promotions 

to their customers. The fact that pharmacies are conveniently located, readily accessible stocking a complete 

range of products to address their healthcare needs is no doubt a significant reason why health programs run 

in our pharmacies have been so highly successful. Examples of this include the influenza vaccination and 

diabetes awareness programs run in our stores. It is highly questionable whether these campaigns would have 

been as successful if executed in a different environment. 

References: 



12 
Submission to Community Pharmacy Remuneration and Regulation Review Panel 2016 

ACSQHC (Australian Commission on Safety and Quality in Health Care), 2013. Literature Review: Medication 

Safety in Australia. ACSQHC, Sydney 

Aljumah K, Hassali M, 2015. Impact of pharmacist intervention on adherence and measurable patient outcomes 

among depressed patients: a randomised controlled study. 

Australian Journal of Pharmacy (AJP), 2016: Hepatits C supply Poll https://ajp.com.au/news/large-minority-not-

supplying-hep-c-drugs-poll-results/  

Chumney EC, Robinson LC, 2006. The effects of pharmacist interventions on patients with polypharmacy. 

Pharmacy Practice.2006;4(3):103-109. 

COAG Reform Council 2014, Healthcare in Australia 2012–13: Five years of performance, COAG Reform 

Council, Sydney 

Department of Health (UK), 2008a. Putting prevention first. Vascular Checks: risk assessment and management. 

Department of Health, Vascular Programme. 

Ganguli A, Clewell J, Shillington A, 2016. The impact of patient support programs on adherence, clinical, 

humanistic, and economic patient outcomes: a targeted systematic review. Patient Prefer Adherence.10: 711–

725. 

Green Cross Health, 2016. Annual Report. 

http://www.greencrosshealth.co.nz/reports/GXH_AnnualReport_2016.pdf?a=get&i=105 

Kalisch LM et al, 2012. Prevalence of preventable medication related hospitalizations in Australia: an 

opportunity to reduce harm. Int J Qual Health Care. 2012; 24(3): 239-4 

Medication Safety in Australia, 2013. Literature Review:. http://www.safetyandquality.gov.au/wp-

content/uploads/2014/02/Literature-Review-Medication-Safety-in-Australia-2013.pdf 

Mekonnen A, McLachlan A, Brien J, 2016. Pharmacology and therapeutics. Effectiveness of pharmacist-led 

medication reconciliation programmes on clinical outcomes at hospital transitions: a systematic review and 

meta-analysis. BMJ Open 2016; 6:e010003 doi:10.1136/bmjopen-2015-010003. 

Mengiardi S, Tsakiris D .A, Mittag, M, Kraehenbuehl, S and Hers-berger, K. E, 2014.  

Impact of Pharmaceutical Care on Self Administration of Outpatient Low Molecula Weight Heparin Therapy. 

Pharmacology & Pharmacy 5 372-385 

Moullin JC, Sabater-Hernández D, Benrimoj SI, 2016. Model for the evaluation of implementation programs 

and professional pharmacy services. 

NDSS, 2016. Data Snapshot - All types of diabetes. https://static.diabetesaustralia.com.au/s/fileassets/diabetes-

australia/5623215a-59a4-4bff-a68d-45377cb20251.pdf 

Pharmacy Board of Australia, 2015. Pharmacy registrant data: March 2015.  

www.pharmacyboard.gov.au/documents/default.aspx?record=WD15%2f16935&dbid=AP&chksum=bLY0lK9o

dtaeMo6vdAHZ9g%3d% 

PSA (Pharmaceutical society of Australia), 2015. Inquiry into Chronic Disease Prevention and Management in 

Primary Health Care Submission 32 

PSA (Pharmaceutical society of Australia), 2014. Better health outcomes through improved primary care. 

PSNC (Pharmaceutical Services Negotiating Committee) 2013.Community Pharmacy: at the heart of public 

healthhttp://psnc.org.uk/wp-content/uploads/2013/08/Public-health-Immunisation.pdf 

file:///C:/Users/mcapanna/AppData/Local/Microsoft/Windows/INetCache/Content.Outlook/KPA7EVTI/Australian%20Journal%20of%20Pharmacy
http://www.safetyandquality.gov.au/wp-content/uploads/2014/02/Literature-Review-Medication-Safety-in-Australia-2013.pdf
http://www.safetyandquality.gov.au/wp-content/uploads/2014/02/Literature-Review-Medication-Safety-in-Australia-2013.pdf
http://psnc.org.uk/wp-content/uploads/2013/08/Public-health-Immunisation.pdf


13 
Submission to Community Pharmacy Remuneration and Regulation Review Panel 2016 

Roberts A.S., Benrimoj S.I., Chen T.F., Williams K.A., Aslani P, 2005. Implementing cognitive services in 

community pharmacy: a review of facilitators of practice change. I J P P (2006) 14: 163-170 

The Department of Health, 2016. Australian type 2 diabetes risk assessment tool (AUSDRISK) 

http://www.health.gov.au/preventionoftype2diabetes 

The Pharmacy Guild of Australia, 2014: Pharmacy expectations report. https://www.guild.org.au/docs/default-

source/public-documents/issues-and-resources/pharmacy-services-expectations-survey-report-april-

20141ed28133c06d6d6b9691ff000026bd16.pdf?sfvrsn=0 

The Pharmacy Guild of Australia, 2016. Advocating for pharmacies in primary health care. 

http://www.guild.org.au/news-events/forefront/forefront-article/2016/02/23/advocating-for-pharmacies-in-

primary-health-care 

The Pharmacy Guild of Australia; Serving Australians 2016. https://www.guild.org.au/docs/default-

source/public-documents/issues-and-resources/Fact-Sheets/serving-australians-a-system-of-community-

pharmacy.pdf?sfvrsn=2 

WHO (World Health Organisation), 2003. Adherence to long-term therapies: Evidence for action. Switzerland 

https://www.guild.org.au/docs/default-source/public-documents/issues-and-resources/pharmacy-services-expectations-survey-report-april-20141ed28133c06d6d6b9691ff000026bd16.pdf?sfvrsn=0
https://www.guild.org.au/docs/default-source/public-documents/issues-and-resources/pharmacy-services-expectations-survey-report-april-20141ed28133c06d6d6b9691ff000026bd16.pdf?sfvrsn=0
https://www.guild.org.au/docs/default-source/public-documents/issues-and-resources/pharmacy-services-expectations-survey-report-april-20141ed28133c06d6d6b9691ff000026bd16.pdf?sfvrsn=0

