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Review of Pharmacy Remuneration and Regulation Discussion Paper 

 

Response: Jarrod McMaugh B.Pharm MPS 

Director & Managing Partner – Capital Chemist Coburg North 

Vice President – Pharmaceutical Society of Australia Victorian Branch 

 

Preamble 

This response represents my opinion as a primary care pharmacist in Australia, and 

a business owner in the pharmacy industry. My views are not representative of the 

Pharmaceutical Society of Australia (although my views may align with the response 

submitted by the PSA). They are also not representative of the other managing 

partners of Capital Chemist Pharmacies. Please note that my responses are from a 

Victorian aspect, as I do not have relevant experience with other states. 

While my response may be viewed in a certain light by virtue of the fact that I am a 

business owner, it should be noted that I have a long history of advocacy as a 

pharmacist before I had the opportunity to become an owner of a pharmacy business 

(21st March 2016). Many of my views are coloured by my belief that my profession 

should perform in a manner that is ethical, professional, collaborative, and respectful 

of patient autonomy. 

Limitations of the review and this response 

It is acknowledged that the Review of Pharmacy Remuneration and Regulation is 

intended to be a broad discussion on the industry, and that the questions raised 

within the discussion paper may be contentious, controversial, and in some cases, 

contradictory. 

From my reading of the discussion paper, I believe that the review panel may be 

operating with the understanding that primary care pharmacy (often referred to as 

“community pharmacy” or “retail pharmacy”) is an extension of the government in 

providing the Pharmaceutical Benefits Scheme. It should be noted that the PBS is 

provided directly to patients, and that section 90 pharmacies administer this scheme, 

and seek reimbursement from the Federal Government for administering this 

service. 

In other words, Primary Care Pharmacy is a private industry that administers a public 

benefit scheme to patients on behalf of the Government. While the Government has 

mailto:coburg@capitalchemist.com.au
mailto:coburg@capitalchemist.com.au
mailto:coburg@capitalchemist.com.au
mailto:coburg@capitalchemist.com.au


 

 
Capital Chemist Coburg North 

ABN 48 609 489 438 

11-17 Orvieto Street 

Coburg North Vic 3058 

P (03) 93541525 F (03) 93547296 

E coburg@capitalchemist.com.au

  

 

Capital Chemist Coburg North 

ABN 48 609 489 438 

11-17 Orvieto Street 

Coburg North Vic 3058 

P (03) 93541525 F (03) 93547296 

E coburg@capitalchemist.com.au

  

 
the right and responsibility to determine the manner in which these private 

businesses operate in order to deliver this government program, the Government 

does not have the right to determine the business structure or retail activities of 

these businesses, other than through separate regulatory or legislative instruments. 

If the review intends to make recommendations to the government as to the other 

activities (i.e. privately funded activities) of Primary Care Pharmacies, they must do 

so in a way that meets the following criteria: 

 Any recommendations can be applied equally to all Primary Care Pharmacies in 

Australia, regardless of whether they have section 90 (i.e. PBS) contracts or not. 

 Any recommendations are applied with appropriate legislative instruments to ensure 

they can be enforced/applied appropriately and uniformly. 

General overview of changes that should be considered 

Separate from the questions posed in the discussion paper, there are a few issues in 

the pharmacy industry that should be addressed. 

GST – Refer to questions 22 and 23 

Goods and Services Tax in the pharmacy sector is very inefficient, both for the 

industry, and for government. At present, all stages of the supply chain have a GST 

component that must be paid/collected and submitted to the government as part of 

Business Activity Statement returns. A large portion of these items are eventually 

sold as a retail item that is GST free. 

This process is inefficient for the following reasons: 

 Cash flow for each business in the supply chain is affected by the collection and 

submission of GST to the government, when ultimately this money will be 

reimbursed to the supply chain. 

 It is assumed that the government spends some money on employee time etc. in 

processing GST reimbursement claims that would otherwise not need to occur. 

 The GST component of all prescription items take longer to return to the pharmacy 

than the current PBS payment timeframe (1 month compared to 10 days). For items 

with a significant GST proportion, this can significantly impact on the cash flow of a 

small business. This can make it difficult for a small turnover business to supply a 

single prescription for an item that has a very high cost. 

 The GST component of a very expensive item delivered via the PBS may mean that a 

pharmacy exceeds their credit limit with their wholesaler. This may cause delays for 

a patient to receive their medication. 
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Each of these issues is a needless burden for any medication or product that will 

eventually be supplied GST-free to a patient. A recommendation to remove GST 

from the entire supply chain for any item that will not attract GST at the final sale 

would make the industry more efficient. 

 

Implementation of current legislative and regulatory requirements – refer to question 

98 

As a primary care pharmacist, I come in to contact with various aspects of the health 

sector, but primarily doctors and patients. One of the most frustrating aspects in 

Primary Care is the expectation by other stakeholders in the industry that regulations 

will be bent or broken by pharmacists in order to make other people’s lives easier. 

Examples of this are endless – a small selection is supplied in Appendix A for 

referral if required. 

There are many regulations in Australia for the health industry in general, and the 

pharmacy industry specifically – both federal and state (occasionally local 

government, but these are often enforced rigorously i.e. requirements for skin 

penetration for ear piercing in pharmacy, etc.). 

Many of these regulatory and legislative requirements are not enforced adequately, 

and when they are, they are generally enforced in a retrospective manner, i.e. after 

they have been breached. There are some instances where there are pre-emptive 

inspections: 

 The Victorian Pharmacy Authority will inspect pharmacies when they are sold to 

ensure that the new owner has updated the pharmacy to reflect the ownership 

change. 

 The Victorian Department of Health will inspect pharmacies that provide Harm 

Minimisation (i.e. Opioid Replacement Therapy), and will randomly inspect Schedule 

8 safe and registers for accuracy. 

Apart from this, there is very little enforcement of any of the issues raised in 

Appendix A of this response. This leads to a level of complacency wherein 

pharmacies that are either unethical, time-poor, or ignorant of the requirements 

perform activities that are not appropriate. 

An area of pharmacy (and perhaps the health sector as a whole) that requires review 

is the implementation of a workforce that audits, inspects, and enforces current 

regulations in a way that is not punitive, but provides an environment that 
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encourages pharmacists and other health professionals to perform their roles within 

current regulations and legislative guidelines. 

 

Nursing Home Funding – refer to question 15 

The Nursing Home Industry in Australia is drastically underfunded. At the moment, 

many nursing homes are serviced by community pharmacies in a way that is 

inequitable. For instance, my pharmacy provides medication packing services for two 

nursing homes. We supply these packs free of charge as per the contract that has 

been in place with these facilities for years before I purchased the business. 

At the time that the contracts were negotiated, mark-up on medications was certainly 

generous – while this arrangement between pharmacies and government and 

medication suppliers was inefficient from the point of view of the government, it did 

provide enough money to make provision of services to nursing homes viable. This 

philosophy of cross-subsidising essential services with profits from another area of 

the pharmacy has generated a culture wherein the pharmacy industry is too scared 

to charge adequate prices for their services, while at the same time ethically 

reluctant to remove existing services. 

In my circumstances, I could refuse to continue to supply packing services free of 

charge – I know that this will be the end of my contract as the nursing facilities 

cannot afford to pay for these services. This would be a good outcome for me, as I 

am losing money providing these services, yet I know it would lead to a significant 

cost to the facility as they change suppliers; it will cause significant disruption for the 

patients; and I know that the service that they end up with will be poor, since no 

pharmacy can afford to take on new contracts that don’t charge for service while also 

providing a level of services that SHOULD be provided to nursing facilities. 

Funding models for the Nursing Home and similar assisted living businesses need to 

be assessed to ensure that essential services are funded without impacting on 

quality. 

 

Evidence for items sold in pharmacy – See Question 27 

Currently, pharmacies can sell just about anything they like. With respect to 

“medications”, there is no requirement for there to be a reliable evidence base. For a 

medication to make health claims, it needs to be either listed or registered with the 

Therapeutic Goods Administration. There are currently no legislative instruments to 

prevent a pharmacy from selling items that have poor evidence. As an example, 
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homeopathy, despite having clear evidence for a lack of benefit, is still able to be 

sold in pharmacies. Each professional body in the industry has a position statement 

that makes it clear that the sale of this class of product is not ethical, yet none of 

these bodies has the capacity to prevent their sale, or even censure their members 

for selling them. While it can be argued that the ethics of pharmacists guides us in 

what we will sell, there will always be rare cases of people who will push the 

boundaries, and then argue that there are no laws preventing it. 

While it may be outside of the terms of reference of this review, if there is a 

mechanism for recommending a stringent process for regulating, please exercise it. 

As an example, there are pharmacists who own tobacco/cigarette stores. 

 

Review of funding, not activities 

It should be noted by all respondents that this review is intended to focus on 

government funding. It is not designed to be a discussion of what services and 

activities a pharmacy or pharmacist performs. 

There is a lot of misconception (even in the medical field) of what a pharmacist is 

qualified to do, and what is encompassed in the scope of practice of a pharmacist. 

Pharmacists are highly trained health professionals. The degree lasts four years, and 

intensively covers anatomy, physiology, psychology, therapeutics, pharmacology, 

and biochemistry, amongst others. Pharmacists are unrivalled in their understanding 

of medications and their actions on the body, in the same way that general 

practitioners are unrivalled in their understanding of disease and diagnosis. 

There is a lot of discussion (before, during, and presumably after this review) of the 

role of pharmacists. Some of the commentary clearly shows that the role of 

pharmacists is not well understood by outside observers. The AMA submission to 

this review reveals that this organisation has been unaware that pharmacists have 

been providing professional services for more than 20 years (and probably longer – 

this is the extent of my experience) – it has even been suggested that pharmacists 

are incapable of monitoring blood pressure. 

It has already been recognised that pharmacists see people more often than all other 

health professionals. We will see a GP’s patient between 7 and 14 times more often 

than the GP will. We will see people who haven’t seen a doctor for greater than 5 

years. Pharmacists NEED to provide professional services based on this. 

Pharmacists need to provide screening services to help identify when someone is at 

risk of a chronic condition; pharmacists need to engage with people in a way that 

empowers them to be aware of their own health, and access the health system in a 
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timely manner. For every chronic disease in Australia, we know there is a population 

of people who have yet to be diagnosed. If pharmacy (with the exposure rate 

discussed above) is not the place for services to screen people, then where is? 

Despite this, does this mean that these services should be government funded? It 

could be argued that screening services are an inefficient use of government money. 

For some conditions, they may have a large return on investment (i.e., when the 

population of undiagnosed people is high, and the cost of delayed diagnosis is also 

high). For others, this ROI is not as clear or as efficient. 

If the government is going to invest in services provided by pharmacy, it must be 

done in a way that is sustainable (i.e. funding is predictable and perpetual, through 

the MBS), efficient (i.e. evidence based), and equitable (available to all). 

There are many services that could be funded this way. There are many more that 

perhaps shouldn’t be funded. It is important that people do not conflate the issue – if 

a service is not funded, this does not mean that a pharmacy should not perform it. 

This review is about funding, and it is not appropriate for any review of funding (or 

any professional body apart from the Pharmacy Board of Australia) to determine 

which private services a pharmacy or pharmacist can or should perform.  

 

“Conflict of Interest” – refer to question 29 

Pharmacy is often accused of a conflict of interest, since the professional service 

that a pharmacist provides (advice on the use of medications) is often attached to 

the sale of a product. 

I would challenge any professional to compare their role to pharmacy and explain in 

an intelligent manner how it is different to pharmacy. 

Every professional sells a product. In the case of pharmacy, it is tangible. In the case 

of many others, it is intangible. In all cases, the advice provided relates to the “sale 

of a product” 

As a personal example, I have three professionals in my life that are currently selling 

me services. In each case, their advice is linked to a product that is intangible, and 

the income generated by these professionals varies depending on the service I take: 

 My Lawyer is providing me with advice regarding family matters. The course of 

action I decide to take (based on her advice) will greatly vary the amount of work she 

needs to do on my behalf, and therefore her billing hours. 
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 My surgeon is providing me with advice on options for elective surgery and the 

venue of that surgery. In both cases, the choices alter the surgeon’s income from 

this service. 

 My Financial Planner is providing my advice on how to ensure my business is capable 

of funding my future personal plans, and that if something happens to me, my family 

and business are looked after (or perhaps better off!). 

In each of these cases, these professionals have a clear conflict of interest – the 

advice they provide, and which course of action I choose to take, varies their income 

(significantly in some cases). If their advice came in a box that I could put in a secure 

cupboard above my fridge out of the reach of children, would their advice be 

considered any more of a conflict than it is now? 

All professionals have a conflict of interest. By definition, a professional puts the 

needs and requirements of their client above their own. This is the nature of 

professionalism. For any person or profession to continually accuse pharmacy of 

having succumbed to conflict of interest because their advice resides within a 

product is disingenuous at best, and deliberately misleading at worst. 

At the Melbourne panel, I raised this issue. I pointed out that pharmacists often 

recommend no action or sale of product – this is one of the few cases where a 

professional is not remunerated at all for their advice. I also pointed out that if 

pharmacists really had a conflict of interest by selling a product, then they would 

stock only one thing, something with low cost and high margin, and they would 

provide this to every person who comes in to their pharmacy, regardless of the issue 

at hand. If, after all, the conflict of interest was so difficult to overcome, then why 

would any pharmacist ever sell the correct product? 

Evidence vs speculation 

Funding for government services should be based on evidence. One of the issues I 

have with the questions in this document are that the alternatives posed by the panel 

do not have evidence – in many cases this is because they alternatives presented do 

not currently exist in Australia or in other economies. If the review panel 

recommended a change to a system that does not currently exist elsewhere (i.e. 

where evidence has not been gathered) then the correct process to implement such 

a change would be through a trial system that ensures that these changes are 

sustainable and equitable. 

Pharmacist Award 

The Pharmacist Award is grossly inadequate with regards to the base rate of pay for 

all entries for pharmacists. While this review board is unable to influence this, it 
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should take this in to account when making recommendations on the remuneration 

for pharmacies, as this will impact on the ability of a pharmacy business to afford to 

employ enough pharmacists to continue to provide excellent service. 
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Discussion Paper Questions and responses 

 

1) In your opinion, is the ratio of community pharmacies to population optimal? What 

data would you use to support this opinion? 

While I do not have access to specific statistics, I believe that the current ratio is 

optimal, or near to it. There are some considerations that I have taken when forming 

this opinion. 

 Almost every town and suburb in Victoria has at least one pharmacy. Apart from 

urban sprawl or remote communities, I do not believe that there are many 

residences in Victoria within a town setting that are not within easy drive to a 

pharmacy. 

 Most pharmacies operate between 9am and 6pm. A portion of pharmacies 

(including mine) operate extended hours (between 8am and 9pm), including 

weekends and public holidays (my pharmacy operates every day of the year). There 

are examples of 24-hour pharmacies. These trading times represent the times when 

most people require the services provided by a pharmacy. While it is true that 

patients will access hospital services at all hours of the night, they will also supply 

urgent medications that cannot wait until the next day. 

 The Victorian Government is trialling a “SuperCare Pharmacy” project, that will see a 

small number of pharmacies funded to remain open for 24 hours. While this may be 

seen to be improving access to pharmacies, it must be remembered that pharmacy is 

still a private industry, and it would be expected that if market forces demanded a 

large volume of 24-hour pharmacies, then these would already exist. This project 

may provide some guidance to the Review as to the efficiency in funding pharmacies 

to stay open for longer periods of time (i.e. to “improve” access) when the market 

demand does not make this a viable option for a private business. 

 It has been suggested that allowing pharmacies to be owned by supermarkets would 

improve access to pharmacy services. I would argue that the growth of supermarkets 

has gradually reduced patient choice as small businesses that fail to compete have 

closed. There are towns and suburbs that have more pharmacies than supermarkets 

in the current system. When looking at the petrol industry, it is clear that 

supermarket-owned brands do not provide price competition unless there is an 

independent retailer in close proximity. 
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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? 

In my opinion, I do not believe that the number of pharmacies needs to be altered or 

manipulated by the government further than the current system. Primarily, pharmacy 

is a private industry. Increasing regulation through a system that adds to the one that 

already exists would be counter-productive. 

If a decision was made to reduce the number of pharmacies, the only equitable way 

to achieve this is to ensure that any pharmacy that is closed is remunerated 

adequately for the lost value in their assets and future income. 

The method of determining which pharmacies should close could be done with a 

tendering system, but this could favour pharmacies that provide the lowest cost, 

which will likely not provide the best value for the patient. 

 

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. The fact is that under the current legislative model, pharmacy is a private 

industry that administers a government scheme to patients on behalf of the 

government, and then receives reimbursement from the government for this service. 

While pharmacy is a private industry, the only manner in which the government can 

influence the industry is by setting requirements for the attainment of a PBS approval 

number. 

The government could add criteria for obtaining an approval number, but where 

would they obtain the evidence to determine the optimal ratio of retail space to 

professional service area? As far as I am aware, this kind of evidence does not exist. 

The only way to achieve this would be to mandate change and then alter this based 

on the effect on the industry – this process could be very expensive (both for 

government and the industry). 

I believe that competitive pressures within the industry determine the most efficient 

ratio of professional to retail floor space. Any pharmacy that is not getting the mix 

correct for their business type would not have a successful business – patients 

would not visit a pharmacy that markets themselves for professional services if their 

entire store is made up of supermarket-style shelving; while a “discount” model 

would struggle to remain afloat if they provided low prices and high-level services. 

mailto:coburg@capitalchemist.com.au
mailto:coburg@capitalchemist.com.au
mailto:coburg@capitalchemist.com.au
mailto:coburg@capitalchemist.com.au


 

 
Capital Chemist Coburg North 

ABN 48 609 489 438 

11-17 Orvieto Street 

Coburg North Vic 3058 

P (03) 93541525 F (03) 93547296 

E coburg@capitalchemist.com.au

  

 

Capital Chemist Coburg North 

ABN 48 609 489 438 

11-17 Orvieto Street 

Coburg North Vic 3058 

P (03) 93541525 F (03) 93547296 

E coburg@capitalchemist.com.au

  

 
In Victoria, pharmacies are required to demarcate the areas of the pharmacy that are 

retail and professional services areas. I don’t believe that this demarcation is ever 

noticed by patients, nor is it relevant in the current industry climate where some 

pharmacies are providing vastly expanded professional services, while others are 

focussing on discount models. Patients vote with their feet, and since both models 

currently coexist, it would suggest that patients are comfortable with both models. 

 

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? 

I’m not sure how the business model of the pharmacy would be relevant to 

determining remuneration. Remuneration should be based on the act of dispensing a 

medication, the professional expertise required to do this adequately (including 

communication with other health care professionals), the counselling required to 

ensure that a patient gets the best use of their medications, and the costs of 

administering government policies and programs. 

Whether the pharmacy in question only dispenses without any retail at all, or if the 

pharmacy has a significant retail section, or even if the pharmacy provides a high 

volume of privately funded professional and cognitive services; these factors don’t 

impact on the fundamental point that the funding of the PBS is about the supply of 

medications and the professional input of the pharmacist in making that supply. 

Basically, this would be equal pay for equal work. 

If the government wished only to fund the dispensary (which would necessitate the 

removal of private scheduled items, or funding EVERY medication on the PBS), they 

would need to look at the total cost involved in employing pharmacists and support 

staff for the dispensary, and create a funding model based on what is needed to 

keep this aspect of the pharmacy viable. If this were to occur, the cost to government 

would increase significantly. Even for a pharmacy that did nothing other than provide 

scheduled medications (both OTC and prescription), there are many functions 

carried out by pharmacies that only a pharmacy can do, that the government does 

not currently fund – private medications, compounded medications, health screening 

services, counselling of patients in situations where a sale does not occur, etc. 

 

5) Is the CPA process consistent with the National Medicines Policy? Is it consistent with 

the long term sustainability and affordability of the PBS? Is it consistent with good 
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government practice in terms of value for money (both for patients and taxpayers), 

clarity, transparency, and sustainability? 

To answer this question appropriately, one needs to look at the alternative to a 

private industry that is remunerated for administering the PBS. The alternative would 

be for the government to own and operate dispensaries, obviating the need for a 

Community Pharmacy Agreement. While this may seem to be a good option from a 

social point of view, it is unlikely that the government would want to increase funding 

in the pharmaceutical sector in order to take over dispensaries and keep them viable 

without the income of a retail segment. 

One of the pillars of the National Medicines Policy is affordable medicines, and 

another is the viability of the distribution network made up of wholesalers and 

pharmacies. These businesses have significant costs that are far in excess of the 

current PBS funding model. Given that the costs for the government to take over 

these businesses would be far greater than the cost of the PBS, it is clear that the 

government is currently getting excellent value for money. 

There are always opportunities for efficiencies, and the government has been 

making advances in this area with regular PBS review that has led to successive 

reduction (in real terms) of the cost of the PBS over the last few years. 

 

6) What would be a preferable approach (if the CPA is not the best way to organise 

medicine distribution and remuneration)? Why would this be preferable? In 

particular why would this lead to better value for money and better meet the 

objectives of the National Medicines Policy? 

And 

7) Should the CPA be limited to dispensing and professional programs provided by the 

community pharmacy only? If so, how can contestability and effectiveness be 

ensured in professional programs? If not, why not? 

To answer these questions, it is important to consider the CPA and the NMP in 

unison – does the CPA deliver on the expectations of the NMP, and are there 

sections of the NMP that are superfluous to the CPA? Is this important? 

If the CPA is considered only in the context of the NMP, then there are sections that 

should be removed from the CPA and included in a different agreement that is not 

tied to the administration of the PBS. 
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At its heart, the CPA was designed to be a mechanism for the government to fund 

the administration of the PBS via the private pharmacy industry (dispensaries and 

wholesalers) in a way that would ensure equitable access and distribution of 

services. Over time, the CPA has expanded to include funding for pharmacy and 

pharmacist services that don’t need to be tied to this distribution model – Home 

Medicines Review is one key example of this. 

The CPA has come to be seen as the sole funding instrument for the pharmacy 

industry. This is not appropriate. The CPA should be modelled only around the 

distribution of PBS medications and associated functions. 

All other services that can be provided by a pharmacist separate from the PBS 

should be funded via the Medical Benefits Scheme, in the same manner as every 

other health professional in Australia. There are no other health professionals that 

are funded in a completely separate model, and it should be clear that this was not 

the intent of the PBS. 

I would recommend that all pharmacists are supplied with a MBS provider number, 

and that government funded services outside of the PBS be integrated into the MBS 

with a specific item number. This could include HMR, MedsCheck, immunisation, 

and any new service that is developed through the 6CPA. This process would 

remove the need for caps on services, as individual practitioners could be audited if 

they were shown to be over-servicing (similar to current methods for GPs and allied 

health practitioners). 

In a more radical approach, the dispensing fee could be separated from the PBS as 

well. In this model, the cost of supply could be reimbursed to the pharmacy owner, 

while the dispensing fee could be an MBS item claimed by individual pharmacists. 

These pharmacists would need to enter into an arrangement with the business 

owner in a similar manner to doctors with practice owners (i.e. rent and costs of 

businesses are charged to the pharmacist practitioners). 

With this model, the counselling of the patient would be tied to the MBS item. If the 

patient then presented to another pharmacist with further questions regarding their 

medication, the second pharmacist could also claim the item number and be 

reimbursed for their time. 

This model could create flexibility and fluidity for pharmacists who do not own 

pharmacies – it would also incentivise ethical and studious application of their 

knowledge and time to the patient. 
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8) Is it appropriate that the Government continues to negotiate formal remuneration 

agreements with the Guild on behalf of, or to the exclusion of, other parties involved 

in the production, distribution and dispensing of medicines? If so, why? If not, why 

not, and which other parties should be involved? Is there currently an appropriate 

partnership with these other parties, including consumers? 

Notwithstanding my response to questions 6 and 7 (i.e. CPA should separate non-

supply funding and divest them to either the MBS or another funding arrangement), 

there is some need for other parties to be involved in the negotiation of the CPA. 

While the CPA extends to include services that are provided by individual 

pharmacists, the Pharmaceutical Society of Australia (PSA) should be a signatory to 

the CPA and involved in all negotiations. The PSA is the Peak Body for pharmacists 

and is recognised by the government as such. 

Wholesalers should also be a signatory to the CPA – it could be argued that 

wholesalers are tied even more closely to the funding in the CPA than community 

pharmacy is, and it is inequitable for these companies to be excluded from direct 

negotiation in their own funding model. 

With regards to owners who are not a member of the Guild – this is a conscious 

decision by these owners. It is clear that the Guild represents the interests of 

pharmacy owners in the negotiation of the agreement. If an individual or group do 

not wish to join the Guild, they have foregone their option to be part of the 

negotiations. 

In the same way that an individual employee benefits from the negotiations of a 

union that they are not a member of, pharmacy owners benefit (significantly) from 

the negotiations that the Guild undertakes in the CPA. If such individual owners or 

groups of owners wish to negotiate directly with the government, they should do so 

without recourse to the agreement that the Guild negotiates – in other words, such 

an agreement would not entitle them to any benefits or concessions included in 

future CPA agreements, and would be separate from them. 

Consumer groups should be included in the CPA negotiations, with some provisions: 

The consumer representative should not come from a group that is funded by the 

government, or who’s membership is made up of lobby groups and industry, such as 

The Consumer Health Forum. It would be most appropriate if consumer 

representatives were elected/nominated from within a coalition of peak health bodies 

(i.e. Diabetes Australia, Cancer Council, The Heart Foundation, etc.), and that the 

representatives were actual consumers rather than health professionals from these 
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bodies. This would ensure that the consumers who are represented have an 

understanding of the issues from the viewpoint of a consumer of health services. 

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? 

I don’t think this would be equitable. The Government, as the biggest consumer of 

health (in the form of administering the PBS) has dominant market power. Individual 

pharmacies would have a severe disadvantage in negotiations with the government, 

in the same way that an individual employee would have little power to negotiate with 

a large corporation. 

10) Is the current system of dispensing of medicines in Australia, that focuses 

predominantly on community pharmacies operating as small businesses, the best 

way to achieve the objectives of the NMP? Should there be alternative approaches 

for the dispensing of PBS medicines beyond a community pharmacy, such as through 

hospitals or different pharmacy arrangements? If so, what could these alternative 

approaches look like? 

The current system is driven by market forces, and is present in most health delivery 

models globally. If an alternative model could exist, it would already exist 

somewhere. There have been suggestions in the past of dispensaries that are 

owned by the government, and all pharmacists are either employed by the 

government or remunerated via a Medicare-type system. 

This could lead to two issues that privately owned pharmacies mitigate: 

 Waste: Pharmacists working in a government owned dispensary have less incentive 

to minimise waste – the dispensary may stock every PBS item, regardless of demand, 

to ensure quick supply when a prescription is presented. 

 Competition: If the government owned all dispensaries, there would be only one 

generic brand of all medications. All of the current savings that the government has 

generated with generic medications in the previous 5 years have been driven by 

competition within the sector. If there is no competition for the market (by virtue of 

only one generic being available), there will be no market forces driving price 

reductions. 

The hospital system is designed to deal with acute care, and it not designed 

(currently) to adequately deal with chronic care in this manner. Hospitals are either 
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state funded or private – distributing medications in this manner will put a burden on 

State Governments inequitably, or just move one private industry to another. 

11) Is the 6CPA achieving appropriate ‘access to medicines’ as defined in the NP? If so, 

why? If not, why not and how could access be improved? 

The current pharmacy model is achieving appropriate access to medicines, in that 

the distribution of these pharmacies is more equitable than most other consumer 

products and government services. 

The 6CPA, which funds the distribution of the PBS via this model, may now be 

inhibiting access to medicines by virtue of the method of price reductions for existing 

medications on the PBS. 

As part of government policy, the price the government is willing to pay for 

medications is reviewed in a cyclical manner – this is generally predictable, although 

in some instances, a price change will be triggered early (i.e. when a new brand of 

an existing medication enters the market). 

Australia is part of a global economy, and as such, it competes for resources with 

other local economies. There have been numerous instances in recent years 

(including during the consultation period of this review with Metformin) when 

medications have been unavailable for extended periods of time. When these 

medications are made available again, Australia is one of the last countries to be re-

stocked. Other countries provide a better return on investment, and thus there is less 

incentive to supply rare resources to Australia. This has been observed in New 

Zealand for some time, and is starting to occur here. 

12) Do current arrangements under the 6CPA lead to the appropriate creation and 

distribution of information to the use of medicines? If so, how and why? If not, why 

not and how could the distribution of this information be improved? 

I believe so, yes. There are incentives to provide CMI (this is to cover printing costs). 

This could be more efficient via electronic means (Australia approved CMIs are 

online in various outlets including Better Health and NPS, for instance). 

Access to pharmacists via the community pharmacy model is the most efficient way 

to ensure that patients have access to a medicines-expert health professional. 

13) Is this requirement (viewing a paper prescription) 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? 
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A system for electronic prescriptions could be created using existing infrastructure. 

Firstly, the delivery method would be via the My Health Record (previously PCEHR) 

– all prescribers and dispensers access this via a validated electronic key provided 

by the department of health. 

In order to access this prescription, the pharmacy would require the patient’s unique 

identifier (this could be attached to their Medicare number). This system would need 

to be flexible enough to be able to accommodate non-public medications (i.e. it 

should not be restricted to PBS-only medications or indications). 

Use of MedAdvisor, eRx, and similar systems could also be utilised, since they have 

the infrastructure and secure methods of transmission. 

14) To what degree is it appropriate that community pharmacies be protected from 

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? 

This question comes back to my response to questions 5 and 10. Firstly, if there 

were no National Medicines Policy, then there would be no need to ensure that 

pharmacies could “artificially” survive market pressures. I use quote marks here, 

since most pharmacies are actually very efficient and would compete with most other 

businesses in all areas on an equal footing (i.e. small business vs small business, as 

opposed to small business vs large corporation like a supermarket). 

Taking in to account that the NMP is an integral piece of health policy in Australia, 

my responses to question 5 and 10 become relevant here – what is the alternative to 

the current model? Either Government runs the process, or large corporations (such 

as supermarkets) do. 

Government: If the government were to take over all dispensaries and run them as 

a government department; either employing or contracting pharmacists to provide 

the professional services, then waste and competition would cause inefficiencies. 

Corporations: Large corporations could theoretically run a pharmacy distribution 

system efficiently, if the population distribution in Australia was capable of sustaining 

it. In the US and the UK, large corporations coexist with small business pharmacies. 

In these markets, the populations are dramatically higher, and the number of 

corporate pharmacy groups is broad. In Australia, the existence of large corporate 

retailers is sparse. In grocery, for instance, there are two major players (Coles, 

Woolworths), and two minor players (IGA, Aldi). Independent groups are in the 

distinct minority. This type of oligopoly is seen in hardware, petrol, and other retail 
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sectors. In the case of hardware, the failure of Masters would suggest that even 

large corporations cannot effectively compete or manage in all areas of retail. 

If pharmacy was corporatized in Australia, competition would be reduced to 3 or 4 

larger groups. If the experience with Hardware were carried over into 

mismanagement of pharmacy, what would happen in those communities that were 

serviced by a pharmacy that went bankrupt? 

 

What is important to remember is that medications are not normal items of 

commerce. Their demand is driven by clinical decisions made by a third party, and 

while efficiencies can be found in the logistics of bulk quantities of medications, this 

cannot be said for small quantities of specialised medications. The Pfizer Direct 

distribution model highlights this – each pharmacy will receive one “free” delivery per 

week, except for specified lines that are considered essential or are too expensive to 

“have on hand” 

Small business has an incentive to remain efficient, despite any perceived 

protectionism. A small business cannot afford to allow for waste. 

15) Is the ‘swings and roundabouts’ approach to remunerating pharmacists for 

dispensing appropriate? Does it lead to undesirable incentives? 

At this point in time, I believe the “swings and roundabouts” of the PBS are gone. 

There are no “excess” funds in running the PBS, and remuneration from 

administering the PBS is not capable of subsidising other services. I would refer 

back to my preamble discussion on Nursing Homes as an example of this. 

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? 

This question reveals a fundamental misunderstanding by the review panel for the 

function of a pharmacist. 

While it could be argued that the complexity of an encounter should drive the 

remuneration for that encounter, it is a fallacy to say that a repeat prescription is less 

work than an initial supply. 

Every single encounter with a patient is an opportunity to discuss side effects and 

adherence to therapy. The concept of “non-compliance” is one of the biggest wastes 
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of money and time in the health sector – this can NEVER be assessed at the first 

dispensing! 

While it may be logical to remunerate based on complexity and time, defining this by 

whether a medication supply is new or not makes very little sense. 

The only way to adequately implement such a system would be to add an MBS item 

for pharmacist consultations similar to a GP, and have them remunerated based on 

time involved in the consultation. 

Paying a pharmacy or a pharmacist LESS for a consultation based on whether the 

supply is new or repeat is a dangerous policy that will lead to poorer outcomes. 

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 service, such as the provision of medicine advice, associated 

with dispensing? 

Firstly, the 15c electronic fee is passed on to the provider of the electronic 

prescription infrastructure. 

One could argue that the dispensing fee is inadequate – how would a pharmacist 

value their time? I pay my pharmacist above the award, but if my business relied 

entirely on the dispensing fee, not only would I have to reduce their wages (and my 

own) to the base award, I would have to reduce my hours and make some of them 

redundant. 

Could it be argued, then, that the fees that make up the dispensing fee are too low? 

With the current infrastructure, that is hard to say. The business model allows for the 

Cost of Business to be borne by various aspects of the pharmacy – including Over-

The-Counter medications, private prescriptions, privately-funded professional 

services, and miscellaneous other income. A pharmacy can adequately employ a 

number of people in various roles with this mixed business model, without relying 

heavily on the professional fees associated with dispensing. 

While examining the model of pharmacy in Australia, if there was a move to restrict 

the types of activities a pharmacy could provide (as an extreme example, if a 

pharmacy could only “dispense” scheduled medications and sell nothing else), then 

the fees associated with dispensing would need to increase dramatically to cover all 

costs in running the service. 

18) Currently, community pharmacists have discretion over some charges. For subsidised 

PBS prescriptions, should community pharmacists be able to charge consumers above 
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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? 

The PBS is a government funded scheme. It should not be subject to either discount 

or price fluctuation. While patients SHOULD make a contribution to the cost of their 

medicines to prevent the moral hazard of stockpiling a free resource, patients should 

have an expectation that the service and the costs are the same wherever they go. 

The ability to charge more or less for this service is inappropriate. It does not 

promote competition. In the instance of the $1 “optional discount”, this has caused 

dramatic confusion amongst patients. The number of patients it actually benefits is 

small (i.e., those who get a large volume of prescriptions without reaching the Safety 

Net). Those who reach the safety net are arguably worse off, since their yearly 

budget is distorted as their PBS costs are experienced over a longer period of time. 

19) Is the RPMA the best way to encourage pharmacists to operate in locations where 

they would not otherwise be viable? Is community need a more appropriate measure 

than geographical location? 

I have worked in rural pharmacy. I believe that community need is most strongly tied 

to geographical location, while acknowledging that community need may exist in 

some areas that are unrelated to geography. 

Currently, the system allows for new pharmacies to open in an area of community 

need based on the discretion of the minister. While this may not entitle this pharmacy 

to funding similar to the RPMA, it could be argued that if there is truly a community 

need, that the community will be capable of supporting the new business. If the 

population is not large enough to support the new business, then it would follow that 

this pharmacy would be eligible (by definition) to the RPMA. 

20) Is the Electronic Prescription Fee achieving its intended purpose of increasing the 

uptake of electronic prescribing and dispensing? 

Yes, although it needs to be noted that the charge per prescription delivered via this 

infrastructure equates to the incentive. This is a null-effect for pharmacy. The benefit 

in the system is in improving efficiency (time to dispense, accuracy). 

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? 

Given that the government has been able to reduce the cost of the PBS by lowering 

the remuneration for medicines based on the competitive market price for these 

medications, I would say that this incentive is extremely effective. 
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There could also be additional methods to improve the uptake of generic medicines: 

 Incentivise patients. The “optional” $1 discount could have been utilised in this 

manner by the government, but further reducing the cost of medications that do not 

have a surcharge. 

 Incentivise prescribers. To this day, I still have patients who have been informed 

(erroneously, potentially fraudulently) by their prescriber that a generic medication 

is inferior to an original brand. Sometimes this is done to reduce patient confusion. 

Sometimes it is done when the prescriber is ignorant of the brand names and does 

not want to look like they don’t know which medication is which when discussing it 

with their patient. 

 Incentivise originators. Provide improved pricing for original brands and extended 

patent terms for all medications listed where the true costs of development are 

openly available for government scrutiny. Ensure that originators continue to see 

value in innovation while divesting off-patient medications to generic companies. 

 

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

lengthened throughout the supply chain and mandated by government? 

And 

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? 

Please refer to the preamble entry on GST as well as the below response. 

This is a tricky situation. These very high costs medications aren’t going to be the 

last time this situation occurs. There will be more and more medications that are 

extremely complex and expensive. 

The cost of these medications need to be borne by someone – ultimately this is the 

government. For the current remuneration involved, it is inequitable to require 

pharmacies and wholesalers to handle these medications, or to have extended 

periods of time wherein they are awaiting reimbursement. 

In the example given (Sovaldi) the “mark-up” for the wholesaler and the pharmacy is 

0.3%. This is, to put it mildly, insane. 

There are no other businesses in Australia who are expected to bear such a cost for 

such little return. 
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At no point would any person advise an individual or business to put $20000 into a 

term deposit for 4-8 weeks for a return of $70. 

Luckily, this situation is rare – these medications are amazing in that they actually 

cure a chronic disease. A course is short and temporary, and the population of 

people requiring these medications are small. There is no other investment like it in 

the health sector. 

Yet there is a precedent being set here. What happens when a medication is created 

that totally eradicates the symptoms and complications for a person with diabetes, or 

heart disease, or any other chronic disease? What happens when these medications 

exist, but you must take them every day or the condition reverts to having 

progressively poor outcomes? 

Will Australian Pharmacies and Pharmaceutical Wholesalers be expected to deal 

with medications that costs tens of thousands of dollars for the majority of their 

patients, while grossing 0.3%. 

If the gross profit of these items is going to remain so low, then the government 

should bear the cost of the medication along the entire supply chain, so that the risk 

of loss is not balanced against such a low margin. In other words, the wholesaler and 

the pharmacy carry the product on behalf of the government without owning the 

product, and without risk of loss. 

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 of community pharmacy? 

Absolutely not – it should be the other way around! It is obscene that a hospital 

pharmacy is correctly remunerated for supplying these medications, while a 

community pharmacy is not. 

 

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 

consumer? 

This question needs to be carefully analysed. 

Firstly, via the PBS system (i.e. the CPA), the ONLY services that should be funded 

are those to do with supply and counselling at the time of supply. 
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All other government-funded services should be funded via the MBS in the same 

way as every health professional that is reimbursed for their services by the federal 

government. 

It is completely incongruous that a supply framework is being used to fund these 

other services. I am not saying that these services should not be funded; I am saying 

that this particular funding avenue is inappropriate. 

Secondly, whether or not a service is funded by the government can never reflect on 

whether a service should be provided in pharmacy. There are numerous services 

that pharmacists are extremely well placed and qualified to provide, that do not need 

government funding. 

As an example, here is a list of the services I currently provide in my pharmacy. In 

each case, these services are provided in a manner that is designed to increase 

engagement with the health sector. Identification and early intervention in chronic 

disease (whether publicly funded or not) will have the greatest value-for-money 

impact on the health costs of the Australia economy: 

 Weight loss: My pharmacy provides the Impromy Weight Loss Service, which was 

developed and validated by the CSIRO (i.e., evidence based). 

 Sleep Apnoea: My pharmacy participates in a program wherein patients are 

diagnosed by a specialist or their nominated medical officer based on a home sleep 

test. Therapy is provided based on the specialist’s recommendations and monitored 

in collaboration by the pharmacist. 

 Spirometry and other lung function screening: My pharmacy provides a service 

wherein a patient at risk of Chronic Obstructive Pulmonary Disease (COPD) – i.e. 

smokers – can have their lung function screened through the use of validated 

spirometry. Results are provided to the patient and a referral is provided to their 

general practitioner (regardless of the result). 

 Cardiovascular Risk Screening & Diabetes Risk Screening: I provide a service where a 

patient has their blood pressure, cholesterol (quantitative: total, HDL, LDL, 

triglycerides) and indication of atrial fibrillation are measured. The Diabetes risk 

assessment service also includes an HbA1c screening, BGL screening, assessment of 

autonomic and nociceptive neuropathy, and validated risk assessment tool 

(AusDiRisk). 

 Coeliac Screening: My pharmacy provides a service where a patient is screened for 

antibodies to gluten and referred for further investigation as appropriate. 

 Compounded medications. 
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In each of these cases, the nature of screening is explained to the patient. 

Patients are not offered screening services unless the patient has realistic risk 

factors for developing either the condition being investigated, or complications 

from these conditions. 

Other services in pharmacy include opioid replacement therapy, osteoporosis 

screening, smoking cessation counselling (motivational counselling techniques), 

wound care, and of course, the currently funded MedsCheck program. 

Each of the services I offer in my pharmacy require further training (some more 

extensively than others), and most of them require investment in Point Of Care 

Testing – some significantly. 

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? 

For simplicity, the answer would be no. Not because I don’t feel that there are things 

that should be banned from sale, but because this is a review of remuneration, and 

this remuneration is based on the provision of a service on behalf of the government, 

rather than funding to exist. The government doesn’t have the right – by virtue of 

funding one program – of determining which other products the pharmacy sells. 

Confounding this further is the question of evidence-based medicine. There are 

many products that are schedule 4 and 8 that don’t have evidence for their use (i.e. 

opioids for chronic non-cancer pain is non-evidence based treatment). 

Should any government mandate on what can or can’t be sold in pharmacy be based 

on lack of evidence, or on evidence for a lack of effect? This would apply to 

homeopathy and iridology. Does it apply to Complementary Medicines? Many critics 

of pharmacy are very loose with the term “lack of evidence” when it comes to 

complementary evidence, since there is quite a body of evidence for and against 

many CAM therapies. If it was as simple as deciding what products are actually 

evidence based or without evidence, the NHMRC and TGA would have already 

provided a list of acceptable products and services. 

27) Would a community pharmacy that solely focussed 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? 

My pharmacy, if it solely dispensed, would be far less capable of providing health 

care to my patients. Let’s ignore the fact that supply and advice on schedule 3 and 2 
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medications is considered “dispensing” by some and not by others (i.e. part of this 

model for some people, and not part of the model for others), there is far more that a 

pharmacy offers besides scheduled medications. 

Services described above are part of the picture, as are home-help aids, wound care 

products (with or without a wound care service), etc. 

As for viability, as I stated earlier – my business could perhaps survive on dispensing 

alone, but I would have to reduce wages, reduce hours, move to a lower-rent facility, 

and make many staff redundant. Does this mean my business is currently inefficient? 

I guess that depends on if there is value in the other health services I provide. 

28) More generally, is there a need for a new business model in pharmacy? If so, what 

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

No. Australia doesn’t exist in a bubble. We have every other economy to observe 

when considering this question. If such a model could exist, it would exist 

somewhere already. How could a different system be created and survive when 

market forces have not already created such a model, and yet be efficient without 

government subsidies to maintain its existence? 

29) Is it appropriate that the PBS links the remuneration for the provision of professional 

advice to the sale of medicines? 

Yes. Apart from the fact that pharmacists are like every other professional in their 

handling of conflict of interest, the PBS involves the selection of the most appropriate 

product by someone else (i.e. the prescriber). There is zero conflict of interest in 

funding the advice in this situation. 

 

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 customers place on this advice? 

See my response to 16. With regards to the second part of this question – I doubt 

this would alter the perception patients have with regards to this advice. 

31) If an MBS payment for professional pharmacy advice was introduced, what level of 

service should be provided? Should the level of payment be linked to the complexity 

of the particular medicines? Should it be linked to particular patient groups with 

higher health needs? 
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Any such situation should be modelled on the MBS system – i.e. the length of time 

determines the reimbursement, and the handling of chronic conditions are funded 

through practice incentive payments. 

32) What are appropriate ways for pharmacies to identify and supply the health services 

most needed by their local communities? 

This question needs to be answered based on the understanding that pharmacy is 

the most accessible health resource in the community. We see patients far more 

often than their general practitioner. We also see people who are not patients, and 

people who could be patients, but have not engaged with the health service. 

Pharmacy (and pharmacists) are ideally placed to re-engage with those patients who 

are not utilising appropriate health services. We can provide services that help 

identify people who are at risk of developing a chronic condition, or who have a 

chronic condition that they are unaware of. 

In collaboration with the rest of the health sector, pharmacy can ensure that these 

people are identified, referred to other practitioners, and assisted in managing their 

health. 

33) Are pharmacy services accessible for all consumers under the current community 

pharmacy model? If not, how could pharmacy services be made more accessible? 

The first consideration for this question is that not every person within a profession 

operates in the same way. Not every doctor is the same, for example. We should 

thus not be expecting every pharmacist or pharmacy to practice in the same manner, 

or offer the same services. 

As an example of this, the pharmacy sector has some clear differentiation, and this is 

to be encouraged. Some pharmacies provide a supply model that focusses on price 

and range selection. Others provide a service that is focused on service and 

improving patient outcomes through advice and integration of professional services 

into their business. There are many variations on this within the spectrum of 

pharmacy. 

With regards to the question, I believe that pharmacy services are accessible to a 

point, but the proliferation of services is in the early phase. Services are not 

homogenous across the sector, nor is the need for services homogenous across the 

community. 

There are trial programs being organised at federal and state level – the 6CPA 

includes funding for professional services, and the Victorian Government is currently 

investigating a chronic disease service program for pharmacies. Each of these are 
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attempting to build a body of evidence for services that could receive government 

funding. 

Apart from this, there are many services that do not require government funding, 

since patients value them enough to pay for them individually. It is not incumbent on 

any government to fund every health service. 

34) How should government design the provision and remuneration of new programs 

that are offered through community pharmacy to ensure robust provision, value for 

taxpayers and appropriate supply for patients in need? For instance, should all 

patients be entitled to an annual HMR? Should HMRs be linked to a health event, 

such as following hospital discharge? Should they only occur following referral from a 

medical practitioner? 

There should be an in-built auditing mechanism. 

The services should be funded through MBS, not PBS. 

These services, if funded, should pass through the MSAC. 

Services should have clearly defined criteria for delivery that is easy to follow, 

replicable across the industry, and easily audited. 

Services may or may not require a referral from a GP, depending on the purpose of 

the service. Despite this, all services should be part of a referral pathway, either 

FROM one health professional to pharmacists in order to provide the service, or from 

pharmacists TO other health professionals in order to manage or investigate further 

the outcomes of screening. 

With regard to HMR, this service is very relevant to this discussion – it shows what 

could happen to the entire pharmacy distribution network if it is handled incorrectly. 

HMR service provision is now not capable of sustaining a professional providing this 

service. A person who is accredited to supply this service cannot provide this service 

in a manner that allows it to be their sole focus. 

HMR is also very poorly distributed. While there are pharmacists who provide this 

service in rural and remote settings, the funding for the costs involved for this are 

inequitable. While pharmacies can apply for funding to remain viable in rural and 

remote areas, HMR providers cannot 

HMR, like every other service outside of the PBS supply chain (including 

MedsCheck), should be funded via MBS. This would remove the need for artificial 

caps, as the MBS system has an in-built audit system that would help identify over-

supply or commercially conflicting arrangements between doctors and pharmacists. 
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While I don’t think that every person should automatically be entitled to an HMR 

every year, neither do I think that they should be restricted to one per year – this is 

not a clinical decision. HMR should be linked to documented medication 

misadventure, large or complex changes, introduction of new medication regimens 

(especially for newly diagnosed chronic conditions). 

HMR, since it is a collaborative process, should always be initiated by a general 

practitioner who is partnering with a patient to develop the most appropriate course 

of action for their care. 

35) Are there non-medicine-related services that pharmacists can or should provide to 

consumers due to their expertise as pharmacists or for other reasons (e.g. consumer 

ease of access to community pharmacies)? If so, why are these services best provided 

by community pharmacy? 

See my response to question 25, 32 and 33. 

36) Would any of these remuneration models be generalizable to other medicine services 

offered by pharmacies? Why or why not? 

All remuneration by government for services that are not directly tied to the supply 

and counselling on medications should be funded through item numbers on the 

MBS. It makes little sense to duplicate this system and the costs involved with 

administering it. 

37) Is cost a barrier to accessing worthwhile health services offered by pharmacy? 

No. If a service is worthwhile, then the patient will access it if the price/cost is 

equitable. There will be patients who may benefit from accessing a service who are 

disadvantaged, and thus not able to access a service that could have a significant 

impact on their life (for instance, CPAP therapy for sleep apnoea). For these 

patients, every service that has a cost will have barriers to access. 

Whether funding could be determined for some services in a similar manner to PBS 

for government funded services is something that could be considered – could a co-

pay exist that varies based on Concession entitlement? Would this carry over with a 

safety net based on Medicare or the PBS? A funding model would need to exist 

before I could comment on the feasibility, since there is currently no other health 

service wherein the co-pay is determined by concession status (to my knowledge). If 

there is, the same principles should apply. 

38) 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 
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disseminated around the country to relevant communicates and groups on an 

affordable basis? 

Any service that is deemed appropriate for funding can be codified and an education 

module developed in order to ensure that each pharmacist that wishes to provide the 

service meets a particular standard of care. This role has been provided by PSA in 

the past and would be appropriate in this situation. 

39) Should both direct customer remuneration and government-based remuneration be 

applied for particular services or access arrangements? 

Yes, for two reasons. 

If a service is completely funded by government, this creates a moral hazard – the 

patient may wish to access a service that may not be necessary. Criteria for funded 

services can be created, but this may not pick up all situations where a service may 

be provided when it is not required. 

Secondly, services that are funded by government are subject to being de-funded. 

While this may be appropriate if a service is not providing value for money, it can 

also occur when governments change, or when economic climate changes. A 

service that can be funded by patients would be more desirable for longevity. 

40) What pharmacy services should be fully or partially government funded and what is 

best left to market or jurisdiction demands? 

All, and none. The only services that should ever be funded are those that have 

evidence for their benefit, as assessed by MSAC. In order to provide evidence for 

review by MSAC, governments (federal and state) should fund research and trials to 

evaluate whether a service should receive funding. Part of this assessment should 

assess whether a service is valuable while not actually requiring funding from 

government. 

41) What does innovation look like in community pharmacy? Is there sufficient scope and 

reward for innovation embedded in the current remuneration model? How could this 

be achieved? 

Innovation in community pharmacy involves those pharmacists and pharmacies who 

have been taking risks in designing and implementing professional services. This 

process includes discarding services or models that do not work – failure is a part of 

finding the way forward. 

The current remuneration model does not allow for much innovation, although this 

may not be necessary. Many services will flourish without government funding. 
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To encourage innovation, funds could be provided to various bodies to examine 

services that have appeared “in the wild” – this could be PSA or universities. This 

method could identify innovation where it is occurring, and a method could be 

developed to expand on these services, help them evolve, or leave them in their 

current form. 

This process could be used to grow services that are government funded or privately 

funded – an investment in innovation can be more effective than an investment in 

service delivery. 

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? Why and for what reasons? 

And 

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? 

And 

44) Would the removal of pharmacy 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? 

I believe the current system is ensuring adequate distribution of pharmacies in 

Australia. There is no doubt that our population is small, while our geography is vast. 

Expecting standard market forces to distribute a service that is essential without 

government intervention is naïve. 

Removal of location rules will cause some movement of pharmacies – as an 

example, CWH has a published list of towns that they are expecting to enter if 

location rules are removed. This does not automatically imply that competition will 

increase. Most pharmacies in rural areas, for instance, are “every man” pharmacies 

that provide a moderate level of supply and service. Discount models will provide 

strong price competition, but they cannot (with the same model) provide strong 

service competition. 

Unfortunately, people do not value service competition until they require it, while 

price competition is always relevant. A situation could develop where the number of 

pharmacies remains the same, but “local” pharmacies close to be replaced with 

CWH businesses (overlapping for a short period while competition does its thing). 
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The overall balance would be price positive, service negative. The long-term 

question would be whether this would lead to worsening management of health as 

existing services are lost. 

There is a potential that removal of location rules may rationalise the discount model 

of pharmacy – If a lucrative location suddenly hosted 5 different discount pharmacies 

in a row, market pressures would eventually see fewer brands -  it makes no sense 

for each of these brands to exist in an environment were the only differentiation is 

“who will do it for less” 

Would this be a desirable outcome? Perhaps, but I would worry that market 

dominance may be abused to ensure that one brand survives by taking significant 

losses to push prices to unsustainable levels. 

With regards to consumer benefit – price cannot be the only criteria to judge this 

aspect of competition. There has to be an assessment of the impact on the 

management of chronic disease if the pharmacy model that “succeeds” in this 

situation focuses on price only without service. 

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? 

If ownership rules changed, there would be no point discussing location. It may as 

well be removed as well, since the delivery of pharmacy services will be changed 

irrevocably. 

If supermarkets owned pharmacy, no pharmacist could practice in this environment 

without compromising their ethical position (supermarkets are the largest retailers of 

cigarettes and alcohol). I note with great displeasure that the AMA submission to the 

Pharmacy Remuneration Review raises supermarkets as a viable place to position 

pharmacy services. I hope that the review panel would consider if this situation 

would be appropriate for any other health professional (including doctors) and then 

relegates this submission to the most appropriate receptacle at hand. 

If doctors were to own pharmacy, there would be a very real conflict of interest, as 

the owner would be in a position to prescribe medications based on the profitability. 

Professor King himself pointed out this trend at the Melbourne session, based on 

experiences in private hospitals. 

46) Is the short-distance relocation rule appropriate? Please provide examples to explain 

your reasoning 
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I have no direct experience with this, as I have not moved a pharmacy, nor have I 

had one moved close to a pharmacy that I own or manage. 

47) It has been suggested to the Review that this (Location Rule 124) creates unintended 

consequences in locking pharmacies into specific shopping centres and transferring 

effective ownership of the pharmacy approval number to the shopping centre. Is this 

a reasonable assessment of the effect of the relocation rule regarding short distance 

relocation from a shopping centre? Should this rule be modified, and if so, why? If 

not, why not? 

I have no experience with this. 

48) A similar requirement exists with the same rule for relocation of pharmacies from 

within medical centres. Is this requirement for medical centres desirable of 

undesirable? 

I have no experience with this. 

49) 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? 

This seems to be a peculiar method or pushing someone out of the market. Sale of 

the pharmacy from one entity to another would be a more equitable way to conduct 

this process. 

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. 

Whether or not this is reasonable should be based on the benefit of the location 

rules. If the location rules are desirable, then this increase in perceived value is 

justifiable. It is still market driven, so prices will always be determined by the 

desirability of owning that pharmacy. Location rules are only a part of this. An 

alternative question would be: would it be acceptable to pay compensation to 

businesses for loss of value caused by the impact of government policy? 

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 
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level of service 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? 

And 

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? 

No. Market forces guide these things. If a pharmacy cannot generate enough 

revenue in hours outside of a normal business, then why should they be expected to 

do so? There is currently a process for areas that are underservices or have low 

competition to seek exemption from location rules from the minister. 

53) Recognising that restrictions on colocation 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? 

Undesirable. Supermarkets sell alcohol and cigarettes – the two largest causes of 

avoidable illness in Australia. It is not appropriate for these two businesses to be co-

located. 

54) Could hospital pharmacies complement medicine dispensing and related services 

currently provided through community pharmacy or other public and private hospital 

pharmacies? 

This would transfer the cost of state and federal health budgets. In addition, hospitals 

are generally acute care settings. While this is a simplistic view, it would make little 

sense to alter the focus of hospital pharmacies to “complement” a service that 

already performs adequately. 

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?  

Consumers may have greater access. In Victoria, a trial is underway to fund 24 hour 

pharmacies (not in hospitals) to confirm if such a model is efficient. 

56) How might broadening the services provided by hospital pharmacies improve 

consumer access in rural and regional Australia. 
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It is likely to reduce service. The first town in which I practised, Deniliquin, did not 

have a hospital pharmacy in the entire time I practiced there, although the town of 

Deniliquin has two successful community pharmacies. 

I think there is a logical fallacy to assume that a hospital can provide a more efficient 

service than a pharmacy in the area of medication supply. 

57) If hospital pharmacies were able to complement the services provided by community 

pharmacy, should all pharmacies be able to access similar purchasing arrangements? 

No. Hospital purchasing restricts access to medications. A hospital will select one 

molecule from within a therapeutic area; for instance, they may stock one ACE 

inhibitor, or they may even decide that one A2RA is appropriate and stock no ACE 

inhibitors. 

Pricing is competitive based on reduced competition within this environment for 

therapeutic application. 

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? 

See my response to 57 on hospital supply arrangements – the benefits do not cover 

all medications. In addition, private hospitals already have plans for branded 

pharmacies. 

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? 

If the discussion is on continuity of care, this reduces it by removing patients from 

their previous community pharmacy relationship. In addition, I’m not sure that there 

are any regulations preventing this now – people prefer not to be required to go to a 

hospital while they are well. 

60) Could dispensing arrangements by hospital pharmacies to patients be extended to 

the broader community to complement access to medicines through community 

pharmacy? 

Why would this be necessary? Hospital pharmacies do not perform the function of 

community pharmacy very well. If hospital pharmacies were able to do this 

effectively, then the model would already exist. 
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61) What other opportunities are there for public and private hospital pharmacies in 

securing supply options for greater access to PBS subsidised medicines? 

I have no experience in this area. 

62) Although s100 AHSs are able to fund the employment of a pharmacist from their 

primary health budget, there are no specific funds to employ a pharmacist to conduct 

Quality Use of Medicines activities and manage the s100 program within the AHS. Do 

these arrangements impact on health outcomes? 

Yes. These services should be available in all health settings. 

63) The s100 Support Program supports increased involvement of pharmacists in the 

supply of PBS medicines to AHSs. Is there further scope for pharmacists to be more 

involved without impacting on access to medicines? Should pharmacists be able to 

directly claim an MBS type payment for QUM activities conducted in AHSs? Could this 

be a trial program under the 6CPA? 

Yes. 

64) Could general improvements in remote dispensing improve the delivery of medicines 

in Aboriginal and Torres Strait Islander communities? 

Delivery of health services in Aboriginal and Torres Strait Islander communities in 

general need better support than they currently have. There is no aspect of health 

support for Aboriginal and Torres Strait Islander people that would be inappropriate. 

65) Should the s100 RAAHS program be extended to include non-remote AHSs? Similarly, 

should the CTG Co-Payment measure and QUMAX programs be extended to include 

AHSs in remote areas. 

Yes, in both cases 

66) Should AHSs in all states and territories be able to operate a pharmacy business? 

All AHSs should have access to funding that allows for a dispensary and associated 

pharmacy services to be provided in an equitable manner. 

67) How could appropriate QUM activities be provided in all remote areas at a 

comparable level of quality to those provided in non-remote services? 

If you can find an answer to this question, please provide it to every other remote 

health service, such as the Royal Flying Doctor’s Service. Investment in 

infrastructure would be a good start. 
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68) Would it be desirable if remote s100 Aboriginal Health Services were also able to 

write CTG scripts? 

Yes. Restricting this service in areas where the need is greatest makes very little 

sense when considering the purpose of the Closing The Gap program. 

69) Could the arrangements for s100 and CTG co-payments be merged to allow 

indigenous people who travel to access both s100 while they are at home and CTG 

co-payments when they travel. 

Both programs (or one service made up these two services merged) should be 

portable. Supplying support on the provision that the individual is restricted from 

travelling or moving is culturally inconsiderate and inappropriate. 

70) Should access to electronic patient health records be required for all health 

professionals treating indigenous patients across all locations? 

Electronic patient health records should be required for all health professionals 

treating all people, no matter the cultural background, provided that the individual 

consents to maintaining an electronic record. 

71) Should hospitals be allowed to write CTG co-payment scripts for out-patients? 

Yes. The reason for not including this was to disincentives the use of hospitals for 

chronic disease. This is inequitable and disempowers the individual to seek health 

care in the format that they prefer. 

72) Could there be more scope for tendering for the supply of medicines through AHSs? 

I have no experience with tendering with AHS medication supply. 

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? 

Wholesalers should be capable of negotiating for their own funding through the CPA 

model. 

74) Are there alternatives to the current CSO rules that would enable wholesalers to 

improve the efficiencies of their services without detracting from the consumer 

experience and access? 

Other than improved distribution infrastructure (i.e. high-speed rail), I cannot 

comment on this question. 
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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? 

If a manufacturer can ensure supply to the same standards as the CSO without 

using the wholesaler network, then it could be considered. It should be noted that 

wholesalers will reach a point wherein efficiencies are lost if only part of the PBS 

medications are delivered in this manner. This could undermine the CSO and reduce 

competition. 

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? 

No. RPBS items can literally include any therapeutic item. Wholesalers cannot be 

expected to deliver any item in the same way as the PBS. S100 medications are in 

this list due to their high cost and relative rarity. Including these medications in the 

CSO could destabilise the system if funding models are not adjusted. 

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? 

These changes have had no impact on my ability to access PBS items for my 

patients. 

78) This question is specific to geographic areas and not relevant to my response. 

79) Should CSO Wholesalers have such discretion (over trading terms) or should they as 

part of the CSO arrangements be required to provide minimum terms and conditions 

for PBS items? 

Such an obligation should only exist if the government intends to be guarantor for 

any defaults on trading terms by the pharmacy in question. 

80) In the 6CPA there was a change in the CSO requirements relating to 72-hour delivery 

of the 1000 highest volume medicines. Was this a desirable change? 

This has had no negative impact on my business 

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 others parts of 

the wholesaling arrangements that create or encourage cost shifting that are 

undesirable for community pharmacy or consumers? 
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This has had no negative impact on my business 

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? 

No. I’m not sure why the wholesalers are expected to cover the costs and wear the 

issues of wastage in this supply model. 

83) Does the current CSO arrangement lead to strategic variation in trading terms by 

wholesalers that is detrimental to some community pharmacies and patients? If so, 

how? How could the current system be modified to remove such undesirable 

strategic behaviours? 

This has not been my experience when I worked in rural areas. 

84) Is a percentage mark-up paid by the pharmacist an appropriate way to compensate 

wholesalers? Would an alternative compensation arrangement be preferred? If so, 

please provide details of preferred arrangements. 

Compensation should be commensurate with risk, while the wholesalers are 

obligated to provide supply under the CSO. This means replacing low mark-up on 

very high items to ensure viability of the distribution model. 

85) Could the government provide either improved wholesale medicine delivery or 

equivalent wholesale medicine delivery at a lower cost to consumers and taxpayers 

by moving from a broad CSO system to an alternative system? 

If such a system existed, it would already be in place. Some pharmacy chains have 

an efficient distribution model in place, but if this model was replicated, it would give 

these chains unfair advantage and preferential treatment within this system. 

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 manufacturers as part 

of their listing requirements on the PBS? 

No. This would disincentivise innovation or listing of innovative products in the 

Australian market. There should only be two parties who bear this cost – the 

consumer, or their advocate (i.e. the government). 

87) Should the onus to negotiate the delivery of PBS medicine from manufacturers be 

placed on community pharmacies, either individually or as collectives? Would this be 

desirable or undesirable? 
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No. How could a small pharmacy in a remote area negotiate for delivery of high-price 

medicines in a timely fashion? The PBS is a service delivered by pharmacy on 

behalf of the government. Costs of this delivery should be reasonably borne by the 

government. 

88) Would an improved approach to wholesale medicine delivery involve the government 

tendering delivery on a nation-wide basis to one or two wholesalers? 

No. Why would this review seek increased competition in one sector, and decreased 

competition in another? 

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 

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? 

Hospitals do not carry the entire array of PBS medicines. This would not work 

practically. 

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? 

I believe the Quality Care Pharmacy Program is an excellent accreditation program. 

Having funds to perform random inspections and mystery-shopper style interactions 

would be a great way to encourage that these standards are adhered to. 

Similarly, the Pharmacy Board of Australia could take a proactive role – currently it 

can only act on reports of issues. Alternatively, the Victorian Pharmacy Authority and 

the Department of Health can and does perform random audits, which is valuable. 

91) Are there any existing regulatory arrangements that are unnecessary or overly 

burdensome? 

Not in my experience. 

92) What data is already available in pharmacy and other parts of the health system that 

could be used to inform the monitoring and assessment of standards of delivery and 

health outcomes? How might a patient’s existing My Health Record by used to 

support this? 
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Integration of data from dispensing software (including patient notes), and from 

GuildCare, plus similar/associated software, would be valuable. Integrating 

PseudoStop and MedsAssist would also be relevant and useful. 

I am a strong proponent for real-time monitoring of medications that have a potential 

for abuse – this includes medications that are schedule 3 and 2 (i.e. codeine, 

sedating antihistamines, muscle relaxants). 

Pooling this data and connecting it to one central data point for a patient is useful for 

the patient’s health, so long as they have autonomy over that information. 

Accessing this information on a population scale could be used to evaluate the 

impact of patient interventions (by all health professionals) – this data could be very 

valuable to epidemiologists and economists for statistical analysis and planning for 

the health sector. 

93) Is there a role for pharmacists to work with patients and other health professionals, 

possibly relating to individual medicines or specific conditions, to better create the 

data to analysis the health outcomes for that particular patients or group of patients, 

including through the use of a patient’s existing My Health Record? 

Absolutely. This should already be the norm. The point of the My Health Record is to 

improve an individual patient’s experience with the health system, by preventing 

duplication, fragmentation (I hate that word), and missing out on essential or useful 

services. 

Pharmacists should have the ability to add to and access a patient’s MHR in order to 

communicate with other health professionals that are involved in the patient’s care, 

and to provide feedback on their communications with the individual in a way that 

improves communication and reduces the chances of iatrogenic harm. 

94) If this data collection and analysis is desirable, would funding be needed from 

Government or from another source? If so, what would be the avenue for such 

funding? 

This would depend on the manner in which the data was added to the My Health 

Record (or similar). If software available in the pharmacy for recording patient 

information was accredited and securely able to integrate with the MHR, then there 

would be no need to incentivise pharmacists (or other health professionals) to 

manually add this information. Funding would be necessary on a tender basis to 

develop the means for this automated electronic communication, ensuring 

safeguards on this information that would prevent information being recorded for the 

wrong patient, etc. 
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If there were no secure or reliable manner in which to automate transfer of electronic 

information from pharmacy-level software to the MHR, then there may need to be a 

facilitation fee similar to the fees for CMI provision or clinical interventions, etc. I.e. 

part of the time a pharmacist spends would be in updating this record. The 

pharmacist (if self-employed) or employer should rightly be compensated for the 

wages of this pharmacist while they are performing a function on behalf of the 

government as part of the electronic health infrastructure. 

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? 

Generally speaking, patients don’t tend to have a good knowledge of the services 

available in a pharmacy, whether they are entitled to them or not. There are some 

patients who are very knowledgeable, either due to high health literacy, or due to 

high uptake of services. The majority of patients are unaware of the services 

available, and many patients aren’t entitled to the full breadth of services that are 

funded by the government. 

Part of this issue may be the fact that doctors do not seem to be aware of the 

services or role of pharmacists. Individual doctors may be aware, but representative 

groups such as the RACGP and AMA continually produce media releases that would 

suggest that they do not understand the role of pharmacy. These organisations 

seem to be incredulous at the idea that a pharmacist would conduct a blood 

pressure check, or that pharmacies wouldn’t be able to vaccinate due to doubts over 

cold-chain processes. These kinds of comments reveal that the people creating 

these media releases do not realise that screening such as blood pressure checks 

have been a part of pharmacy for decades, and that cold chain is an integral part of 

pharmacy, else all cold-chain medications supplied in pharmacy would be useless. 

One way that consumers can be more aware of the services in pharmacy that they 

are entitled to or would have need to access is to correct these misconceptions from 

doctors and doctor’s groups. Ensuring that doctors are aware of the skills, training, 

expertise, scope, and competence of pharmacists would go a long way to ensuring 

patients – who are advised and influenced by doctors – are aware of the services 

that they could be accessing via pharmacy. 

Examples of media releases from doctor lobby groups that incorrectly or purposefully 

question the expertise of pharmacists are included in Appendix B 

mailto:coburg@capitalchemist.com.au
mailto:coburg@capitalchemist.com.au
mailto:coburg@capitalchemist.com.au
mailto:coburg@capitalchemist.com.au


 

 
Capital Chemist Coburg North 

ABN 48 609 489 438 

11-17 Orvieto Street 

Coburg North Vic 3058 

P (03) 93541525 F (03) 93547296 

E coburg@capitalchemist.com.au

  

 

Capital Chemist Coburg North 

ABN 48 609 489 438 

11-17 Orvieto Street 

Coburg North Vic 3058 

P (03) 93541525 F (03) 93547296 

E coburg@capitalchemist.com.au

  

 
96) If they are not receiving the relevant service, do consumers know the avenues for 

feedback or complaint? Are these feedback mechanisms adequate or should they be 

improved? If so, are there ways of using technology to provide better feedback? 

It is unlikely that consumers know the avenues for feedback or complaint for 

pharmacy. I do not know of a method of increasing awareness for this, which would 

be the mechanism to increase access. 

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 would certainly provide feedback, but if there is a competency issue with the 

pharmacy or pharmacist that has caused affront, then this would also need to be 

followed up. Changing pharmacies or pharmacists would not be adequate to ensure 

that this happens. 

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? 

Please see my preamble commentary - Implementation of current legislative and 

regulatory requirements and Appendix A. 

The ethical standards - published by the PSA and endorsed by the Pharmacy Board 

- and the QCPP standards for pharmacy (plus other state functions such as the 

Victorian Pharmacy Authority, Departments of Health, etc.) all provide rigorous 

legislative and disciplinary infrastructure. 

Despite this, the enforcement of these standards are not consistent. There are large 

numbers of transgressions of state and federal legislation, as well as guidelines and 

ethical standards, that are not followed up, and are not detected due to a lack of any 

auditing methods. 

99) What services should a consumer expect to receive from a community pharmacist 

who dispenses their medicines? Why should the consumer expect these services? 

And 

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? 
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The consumer should expect to receive the correct medication, along with advice on 

how it is used, and side effects. If known, there should be a discussion on timing, 

duration, and indication. 

The pharmacist should administer their Safety Net information, and provide access 

to the PBS through subsidised medications if appropriate. 

This basic level of service is provided in all pharmacies across Australia. 

This service does not change based on the initial or repeat supply – in fact repeat 

supply often requires as much or more input as it involves assessment of compliance 

with therapy and side effects. 

101) What does ‘transparently cost effective’ mean for consumers in the context of 

remunerated pharmacy services? 

This would mean that a patient can access information about the funding of the PBS 

services that they access. This can currently be done on the PBS website. 

102) In your experience, are community pharmacies generally delivering these 

services? 

Yes 

103) Are there currently some programs that are viewed as additional to 

dispensing which should be included as part of the service provided by a pharmacist 

when a prescription medicine is dispensed (for example, a medicines check or 

review)? If so, how should pharmacists be remunerated for providing these services? 

Should such services be included each time a prescription is filled or should ‘initial’ 

and ‘repeat’ prescription dispensing involves different services? 

No. 

There are services that are associated with dispensing, such as MedsCheck and 

Clinical Interventions. These are not always relevant for every dispensing. 

I will also reiterate (since it has been raised various times throughout these 

questions) that a repeat dispensing is NOT less work than an initial dispensing. 

There may be different levels of work involved, but a repeat dispensing is not in any 

way less important or less time consuming, or require less skill, than an initial 

dispensing of a medication. 

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

This has two opposite answers, depending on the perspective. 
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I have stated throughout my submission that there are pharmacies that focus on 

supply, and others that focus on services. This does not mean that the primary 

service of pharmacy (dispensing and applying clinical knowledge during this 

dispensing) is not applied by all pharmacists and pharmacies in Australia. This is the 

base level of service that every pharmacy in Australia undertakes, regardless of the 

model. Aside from this, there may be pharmacists who are not meeting this level of 

service – these pharmacists would be either negligent or incompetent. 

The second part of this question focuses on expanded services. For this, there is 

wild variation in the types of services offered. This is not to suggest that there is 

variation in the skill and competency of pharmacists providing these different 

services. 

For the services that my pharmacy supplies, we have undergone extensive training, 

and regular re-training (this year, I am renewing my Spirometry training, and 

expanding my training in respiratory health with an asthma educator course and 

smoking cessation accreditation). 

It is important that the review panel is capable of distinguishing the difference 

between variation in the type of service supplied, with the competency and skill 

behind each of these various services. 

The decision to provide one service in pharmacy A and not in pharmacy B is far 

more complex than deciding that this particular service should be available 

everywhere – demographics play a key role in determining which service is 

appropriate, and whether this will be successful in each setting. 

It is also important to understand that many services offered in pharmacy do not 

require government subsidy. While this may be desirable, it is not always in the best 

interest of the longevity of such a service, as ongoing government funding can be 

hard to guarantee. A service that is defunded will likely falter, as opposed to one that 

has progressed with a patient contribution in place (even a significant patient 

contribution, as is the case with Sleep Apnoea appliances). 

105) Do community pharmacies that offer discount medicines provide lower levels 

of service? If so, what evidence is there available to support this? 

I think this is a contentious question. 

First, as stated above, the standard level of service in filling a prescription is 

performed by all pharmacists in all pharmacies in Australia. It is not factual to say 

that one group or segment or style of pharmacy categorically performs their role to a 
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lower standard than others. If this were the case, those performing in this manner 

would have been eradicated. 

There are examples of individuals (and individual businesses) that ARE performing 

to a lower standard than others – this is not restricted to discount medicine models. 

There have been anecdotes published in pharmacy media outlets that purport that 

some discount groups put pressure on pharmacists to meet certain Key Performance 

Indicators, and that staff pharmacists in this situation have performed in a manner 

that is below expected standards. 

It should be noted that the professional standards state that a pharmacist should not 

allow others to guide their behaviour or performance, no matter the pressures 

applied. This may sound callous and uncaring for pharmacists who are experiencing 

pressure to put volume ahead of patient interests, but the standard for pharmacy 

performance and ethics is set by the lowest common denominator – if a pharmacist 

is willing to capitulate to unethical or inappropriate targets instead of living up to the 

standards expected of a pharmacist, then the fitness of that pharmacist to practice 

should be called in to question. 

I do believe there is evidence of some discount groups incentivising the delivery of 

government funded professional services (i.e. MedsCheck) – it is my understanding 

that this information was provided to the department of health. 

I am not a fan of the discount model, and I do not like the manner in which they have 

altered the public perception of pharmacists, but I cannot categorically say that this 

segment of the profession and industry is lesser than any other part. 

106) How do we measure the quality of services provided by the pharmacy? 

With current infrastructure, this is impossible. There are no methods for measuring 

the outcomes that a pharmacy contributes to (contribution is an important word here 

– we are part of a care team, not independent). I could not adequately describe a 

method for measuring this. 

107) What do consumers expect from community pharmacy in relation to their 

medicines? 

Independent, reliable information and expert advice. Ease and timeliness of access.  

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? 
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The $1 discount is not a true discount – it is a mechanism to defer the timing of the 

safety net. The safety net is commonly thought to be based on the quantity of 

prescriptions filled by a patient or family in a year. It is actually the amount of money 

spent on these medications (without surcharges). If a prescription is discounted, the 

patient has spent less money, and the patient takes longer to reach the safety net. 

For a small number of people who would never reach the safety net, these patients 

may well receive some savings. In total, they could expect to save a maximum of 

$72 per year 

For any person who reaches the safety net, the $1 discount (if they elected to access 

it, and the pharmacy obliged), there would be one of two outcomes: 

 The patient does not spend enough money in the year to reach the safety net. They 

would save between $1 and $72 dollars, depending on the number of prescriptions 

they fill per year. 

 The patient still reaches the safety net. This will take them 12 extra prescriptions to 

achieve. This means that the patient’s budget for medications is still the same, but 

the time in which they have to account for it is longer. For someone on a fixed 

income, a $1 saving 72 individual times will have a smaller impact than paying $5.20 

for medications at a time when they would normally have been paying nothing. 

The proprietor of the pharmacy that I purchased introduced the $1 discount 

indiscriminately. I spent the first few months explaining to patients the impact on their 

safety net (i.e., they will never pay more, but their costs will be spread out over a 

longer period of time – they would actually never save any money at all). I then 

allowed patients to make the choice as to whether they would continue to receive the 

discount, or to return to normal pricing. 

In the first month of this year in this store, the total “discount” lost by this business 

was in excess of $3400. Since this time (6 months later) my pharmacy is losing only 

$470 a month by providing this discount. I believe this speaks to the change in 

attitude by my patients with regards to the usefulness of this discount. Monthly 

figures for January 2016 and August 2016 are included at the end of this submission. 

109) What examples can you provide of variation in prices for regular PBS 

prescriptions? 

I’m not sure what this is asking? There are methods of applying the $1 optional 

discount (or part of it) in a manner that can be useful to the business side of the 

pharmacy, but it should neither be necessary for a pharmacy to incentivise a patient 

to make a decision, not for a pharmacy to lose money to change patient behaviour. 

Examples can include preventing the discount on any non-preferred brand, 
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preventing it on any medication that has a brand price premium, or similar artificial 

constraints. 

110) How informed are consumers of the scope of medicines and related services 

that can be provided by pharmacists without referral to a General Practitioner. 

The Health Literacy of Australians is very low – comparatively it may be higher than 

other countries or economies, but overall, the absolute level of health literacy is low. 

This extends to services offered by pharmacy. Patients often do not know what is 

available, what the significance of such services are, or whether these services are 

appropriate for their health care needs. 

111) To what degree do current advertising restrictions limit the ability of 

pharmacies to promote medicines and related services available to consumers? 

There are regulations on what health products can be advertised, and how they can 

be advertised. This is appropriate, for various reasons, one of which is health 

literacy. 

It could be argued that health literacy would increase if advertising on medications 

were available. I would contest this. Many people have distorted understanding of 

the safety of medicines and medical services. People mistakenly believe that 

“natural” is synonymous with safe, yet clearly infectious diseases are natural and 

unsafe. 

People have a propensity of trust, and while the primary source of information about 

any health product is advertising (which is unfocussed an incapable of taking an 

individual’s situation into account), rather than a health professional (who provides 

individualised advice every time), this trust will be misplaced. 

112) In your experience, do community pharmacists provide appropriate advice for 

schedule 2 and schedule 3 medicines? 

Yes, although there will always be examples of missed opportunities, as in every 

other profession. 

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, with some areas that could be improved. An example would be codeine. 

Codeine availability in schedule 2 and 3 is still controversial. There have been many 

calls to schedule this medication as prescription only, in the mistaken belief that this 
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will reduce abuse of this ingredient. This is misguided thinking, since the most 

commonly abused opioid in Australia is oxycodone – available only on prescription 

and with state-based approvals and warrants. 

The supply of codeine has since been strengthened with a real-time monitoring 

program called MedsAssist. Abuse of codeine is possible because it can be difficult 

to view a pattern of behaviour that is indicative of addiction or abuse. Real Time 

monitoring of medications that can be abused is one way to improve the balance of 

access to supply against potential for harm. This program should be mandatory in all 

pharmacies throughout Australia, until it can be replaced by a comprehensive real 

time monitoring system that covers all medications with abuse potential and can be 

accessed by all prescribers and dispensers in all areas of Australia. 

114) Is the sale of schedule 2 and 3 medicines an important contributor to the 

income of community pharmacies? 

Yes. It is the second biggest category in my business, and I expect it would be in 

most Australian pharmacies. 

115) Does the availability and promotion of vitamins and complementary 

medicines in community pharmacies influence consumer buying habits? 

I would assume that this is asking if the availability in pharmacy “legitimises” the sale 

of these products. It certainly can, but the question must be asked, are these 

products inappropriate for sale? If so, why does the TGA allow their sale and 

advertisement in Australia at all? 

In my pharmacy, I do not ever sell any product that appears on Today Tonight, A 

Current Affair, et al. I also do not sell any homeopathic products. 

My pharmacy only sells evidence-based medications. I would point out that this 

includes CAM, which has a significant body of evidence. 

116) Should complementary products be available at a community pharmacy, or 

does this create a conflict of interests and undermine healthcare? 

This question should be put to the Therapeutics Goods Administration and the 

National Health and Medical Research Council. 

I do not believe that there is a conflict of interest in providing advice, and selling 

products, that have evidence for their use. 

In addition, I will always sell the most appropriate product for the complaint I am 

presented with, within the bounds of what the patient would like to do. While it IS my 

place to prevent the sale of a product when it would be ineffective, inappropriate, or 
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unsafe, it is NOT my place to tell a patient that their preference for one effective 

treatment over another is wrong. 

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? 

I can only assume that the answer is yes, given that the sales of these products is 

enough to justify their place in the industry and in my business. 

118) Does the ‘retail environment’ within which community pharmacy operates 

detract from health care objectives? 

No. 

Pharmacy is not the only health care setting in which “products” are sold – even if 

you treat cognitive services as being different from a product. I don’t think there are 

any health professional groups in Australia that don’t have an example of 

professionals amongst their ranks that sell a “product” 

The primary reason that the retail environment does not detract from the health care 

objectives of a pharmacy is because the pharmacy is run and staffed by health care 

professionals who put their ethics and the needs of the patient above the retail and 

commercial interests of the business. 

If the setting was changed, and the pharmacy was part of a true retail environment 

such as a supermarket, this would shift. The motivation of a supermarket business is 

to increase profits, while the interest of a pharmacy business is to improve health 

outcomes.  

119) Are the current consumer payments for the supply and dispensing of PBS 

listed medicines transparent? Are they appropriate? 

Yes. The fees and contributions are all published online - 

http://www.pbs.gov.au/info/about-the-pbs 

I believe they are currently appropriate. 

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? 

Both the safety net system, and the level of patient contribution, are currently 

adequate. There are some improvements that could be made. 
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Currently, patients need to keep track of their safety net manually, either by 

collecting the stickers that are generated when a prescription is dispensed, or asking 

their pharmacy for a printout. If they go to multiple pharmacies, this must be tracked 

and added together. 

This is completely inefficient. There should be a mechanism for this to be tracked 

online. The Department of Health is receiving this data via the electronic claiming of 

prescriptions. There is no structural reason that safety net couldn’t be tracked – in 

fact the Medicare Safety Net is automatically tracked. 

Given that this has not occurred, and that the $1 optional discount was aimed at 

reducing the cost of the safety net, it can only be assumed that this process has not 

occurred due to the fact that the government knows that automatic tracking of safety 

net entitlement would lead to an increased number of prescriptions that are 

dispensed under the safety net scheme (either as an Entitlement Safety Net, or as a 

General Concession Safety Net). If this is the case, it is extremely inappropriate. 

Automation of the safety net system should be a matter of priority, as it is likely to 

have the greatest financial impact on consumers who require large numbers of 

medications for themselves of their family. 

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? 

I cannot adequately answer this from the point of view of a consumer, although I 

believe that what they want is to continue to have recourse to an easily accessible 

health service that provides medications and advice in a manner that is extremely 

efficient and equitable. 

122) What is the objective of the co-payment? Is it to ensure patients use the PBS 

medicines appropriately, by setting a price signal? If so, is this objective enhanced or 

undermined by allowing co-payment discounts? 

It is a price signal, and prevents the moral hazard of obtaining free resources that 

are not essential or are in excess of personal needs. The co-payment discount does 

undermine this, while the 20-day rule for refills reinforces it. 

123) Should pharmacists be able to discount the co-payment by more than one 

dollar if they choose to? 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? 
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No. The process doesn’t improve a patient’s outcomes, and doesn’t eventually save 

patients much money – although it does save the government money, at the 

expense of the pharmacy business that provides the discount. It is like pharmacies 

are giving money directly back to the government – it makes no real sense and is 

very inefficient. 

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? 

Potentially, but is it reasonable to expect a business that is not 100% funded by the 

government to take on the extra costs associated with opening extended hours 

without far greater government funding? 

Given that PBS claims are now electronic, if the government wanted to mandate 

extended hours, they could time-stamp prescriptions and pay a higher AHI or 

dispensing fee for medications supplied at a time when penalty rates and other on-

costs of running a business are higher. 

125) What services do consumers expect and value from pharmacists outside of 

standard business hours? Are there other settings or mechanisms that could deliver 

these services after hours? 

Consumers expect the same services at all times. There are no other settings or 

mechanisms for the provision of pharmacy services outside of standard business 

hours than there are within normal business hours. 

126) Does more need to be done to encourage greater access to medicines and 

professional services through the expansion of existing rural and remote programs? 

I have worked in rural areas, and access is very good. I cannot comment on remote 

access. If location or ownership rules were removed, then incentives for rural and 

remote pharmacies would need to be strengthened. Predatory actions by pharmacy 

businesses that have a high tolerance for making a short-term loss could be used to 

drive rural and remote pharmacies out of business, creating a net-loss in services 

outside of standard PBS supply. 

127) Is it reasonable for consumers to expect that all community pharmacies 

provide these specialist services? If so why? If not, why not? 

No. Specialist services, whether funded by government or not, rely on the 

demographics of the pharmacy’s client base to remain viable. A service that 

specialised in COPD screening in an area that was made of predominantly young 

families that do not smoke would be a large waste of resources and money. 
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128) Would it be desirable to align the delivery of specialist services to population 

need in local communities? If so, what is the best way of coordinating appropriate 

and relevant services for populations of need? 

Yes, it would be desirable, for the reason pointed out in question 27. As for how to 

coordinate this, I could not even imagine the level of skill and population data that 

would be required to coordinate such a role. 

129) How might access and service barriers identified above be resolved and 

consumer needs be met? Is additional training and support within community 

pharmacy sites needed? 

I think this is a red herring. Every pharmacy that offers a service is required by the 

Pharmacy Board and QCPP accreditation to have a private consultation room. Any 

group or individual who contends that a pharmacy is incapable of providing privacy 

(both practically speaking, and to the letter of the Privacy Act Legislation) is either 

being deliberately contentious, or has no understanding of the function of a modern 

pharmacy. 

130) Are there other inequities in terms of access to and quality use of medicines? 

If so, how should those be addressed and what population groups could be targeted? 

Although I don’t think this is a pharmacy-only issue, there are issues with migrant 

populations, especially refugees, accessing health services in a manner that is 

culturally sensitive. There are clear issues with access for Aboriginal and Torres 

Strait Islander people. 

There can never be enough investment in these areas. 

Patients with chronic disease may also be at a disadvantage – there should be a 

mechanism for patients who have a chronic disease to be able to access the 

concessional co-payment at a higher family income threshold than someone who 

does not have a chronic disease. 

131) What can be done to increase public awareness of availability of pharmacy 

programs and services, particularly specialist services? 

The Guild has an awareness campaign for services. If the government feels that this 

is an efficient use of resources, they could fund part or all of this initiative, either 

through grants or as a component of any funding allocated to these services outside 

of the MBS or PBS systems (i.e. if CPA continues to include non-PBS services). 
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132) How can we encourage and support consumers to engage more with their 

local pharmacy and what specific patient groups require more general awareness 

about available pharmacy services? 

Please refer to my response to question 95 and 131. 

 

Questions 133 – 140 

I do not have experience with chemotherapy supply. 
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Appendix A: Examples of common legislative and regulatory breaches occurring in 

Primary Care Pharmacy 

 Supply of multiple repeats for an item at the request of the patient, with no purpose 

other than it is more convenient for the patient to visit a pharmacy less often. This is 

a breach of Victorian regulations. 

 Supply of pseudoephedrine without recording in the PseudoStop program (a 

program designed to reduce diversion of pseudoephedrine in to precursor chemicals 

in the manufacture of amphetamines) 

 Supply of codeine-containing products without recording in the MedsAssist program 

(a program designed to reduce patient harm by detecting overuse associated with 

addiction). 

 Providing little or no counselling when a medication is supplied for the first time, or 

after a period of absence from this medication. 

 Providing Schedule 3 medications in a chronic manner in the instance of medications 

that are only Schedule 3 when supplied for a short period of time – failing to provide 

a referral to a doctor in these instances for review and consideration of a more 

appropriate course of treatment. 

 Providing Schedule 3 medications that have a narrow indication in a manner that 

would constitute a Schedule 4 supply (i.e. selling prochlorperazine or 

metoclopramide for nausea or vomiting associated with any condition other than 

migraine). 

 Providing chloramphenicol without a prescription in circumstances that would 

constitute a schedule 4 supply (i.e. child under 2, for a patient that has not been 

examined by the pharmacist, for any condition other than ocular bacterial infection). 

 Providing medications under the PBS – based on the prescriber’s endorsement – for 

indications that are not a PBS Benefit (i.e. use of proton pump inhibitors for patients 

using chronic NSAID therapy, without previous ulcerative disease requiring PPI 

therapy). 

 Supply of an “owing” medication for more than an emergency supply at the behest 

of a patient, without prior discussion with the prescriber. 

 Potency/Expiry dating of compounded products as per current TGA requirements – 

some pharmacies provide longer expiry dates in breach of TGA requirements in 

order to retain patients who feel they are getting better value for money. 

 Ignoring the 20-day rule without clinical need, including continuing to provide the 

“optional” $1 discount in this situation. 

 Non-PBS pharmacies collecting prescriptions, then having them claimed by a co-

owned PBS pharmacy 
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 Claiming clinical interventions for activities that do not meet the requirements of a 

clinical intervention (i.e. brand change). 

 Dispensing a private item but informing patients that this will count towards their 

safety net threshold. 

 Providing the $1 “optional” discount at the till rather than during dispensing, so that 

the patient receives both the discount and their full Safety Net contribution. 

 Dispensing a prescription as CTG when the prescription has not been endorsed by 

the prescriber. 

 Supplying “over the counter” medications for animals without a prescription from a 

veterinarian. 
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Appendix B: Examples of media releases from doctor groups that incorrectly or 

purposefully question the expertise of pharmacists 

1) https://ama.com.au/media/ama-transcript-pharmacy-agreement 

Dr Stephen Parnis (AMA) questions the ability of pharmacists to perform blood 

pressure screening, skin checks, mental health screening, and vaccinations – the first 

of which was well established at the time of this interview, and the last of which has 

now been established as a safe and cost effective method of delivering vaccination 

services 

2) http://www.racgp.org.au/yourracgp/news/media-releases/ugpa-pharmacy-

vaccination/  

RACGP asserts that pharmacists are not able to counsel patients on vaccinations – 

one of the core roles of pharmacists is counselling patients about their medications 

and the conditions that they treat. 

3) https://ama.com.au/gp-network-news/pharmacy-health-checks-waste-taxpayers-

money 

Dr Brian Morton (AMA) questions the ability of pharmacists to perform and interpret 

health screening information, despite there being a long history and copious 

evidence that this is well within the scope of practice for pharmacists. 

4) https://ama.com.au/ausmed/19-billion-pharmacy-deal-sign-skewed-health-priorities 

Dr Stephen Parnis (AMA) is quoted as saying that “Pharmacists are not medically 

trained to provide medical services, nor are they indemnified to do so” which is 

incorrect. 

5) http://www.pharmacynews.com.au/News/Latest-news/Fridges-and-ordering-are-

barriers-to-pharmacy-vacc 

Dr Brian Morton (AMA) questions whether pharmacies have the ordering capacity 

and cold-chain infrastructure to deliver a vaccination service – which reveals that he 

does not realise that one of the core roles of pharmacies is to order medications, 

and to keep cold-chain measures in place for medications. Related: 

http://www.australiandoctor.com.au/news/latest-news/vax-fridge-upgrades-to-

cost-cold-hard-cash 

Dr Morton laments the need for medical centres to have accredited vaccination 

refrigerators for maintaining cold chain – previously surgeries could use standard 

food refrigerators (well below the minimum standard found in pharmacy). 
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