
To the Review Secretariat and Review Panel, 

I would like to thank you for giving me the opportunity to make a submission to the Review 

of Pharmacy Remuneration and Regulation. Given the rapidly changing environment and 

recent questioning associated with the value of pharmacy, I believe it is vital to make a 

contribution. 

Until recently, I have worked as a community pharmacist on a full-time basis for almost eight 

years and was a founding member of the Medicine Box, a website for pharmacy graduates. 

Nowadays I work in a corporate environment with the odd weekend in pharmacy. My story is 

very common, where some of my current colleagues are ex-community pharmacists that have 

left community pharmacy with little intention of coming back. Furthermore, there are those 

who have moved on by completing degrees in more lucrative industries and others who 

remain in community pharmacy who are looking for a way out. From my communication 

with various pharmacist colleagues and friends, the common perception is that there is little 

incentive to remain in the community pharmacy environment. Given the substantial 

challenges in pharmacy such as price disclosure, aggressive discounting and the inevitable 

wage cuts to accommodate these measures, many of the more talented pharmacists are 

leaving because they don’t see a future in pharmacy and also feel that they are 

underappreciated and not fairly rewarded for their effort. In addition, various organisations, 

ranging from media, economic and other special interest groups have often spread half-truths 

and sensationalist nonsense such as comparing pharmacy to a protection racket/drug cartel, 

adding to the disillusionment of pharmacists since they are powerless to respond to these 

ridiculous claims of their integrity. 

Whilst I understand and appreciate the need for accountability, sustainability and viability in 

pharmacy remuneration and regulations, I am also wary of the potential that this review may 

simply end up being an exercise of economic ideology, focusing more on the 

commoditisation of pharmacy whilst ignoring its nuances and complexities. Ultimately, I feel 

compelled to make a submission as a means of providing an insight into pharmacy as well as 

correcting its misconceptions. In my submission, I will attempt to answer as many questions 

as possible, based on my personal experiences and my understanding of the regulatory and 

commercial realities. Hopefully you will find this useful in the completion of your report. 

At the end of the day, most pharmacists and pharmacies want to do the right thing by their 

patients and play by the rules. All I hope for is that the Pharmacy Review will provide the 

right outcome; bringing talented pharmacists back into the fold and enable pharmacy to work 

for a better future, benefiting the community whilst providing good value in the healthcare 

system. 

With kind regards 

Kevin Li 

B. Pharm. 

Review of Pharmacy Remuneration and Regulation 
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3.  In your opinion, should there be a maximum ratio of retail space to professional area 
within pharmacies to maintain the atmosphere of a health care setting for community 
pharmacies receiving remuneration for dispensing PBS medicines?  
 
The issue with setting a maximum ratio of retail space for professional area for pharmacy is 

that pharmacies come in various sizes and have different business models based on location 

and clientele. I have worked in many pharmacies, ranging from small medical centre 

pharmacies to large banner groups. In the smaller medical centre pharmacies with a lone 

pharmacist, the counter is the only practical location for a professional area, accounting for 

the extremely limited retail space. In the larger pharmacies, there would be an opportunity to 

have a small room dedicated for professional services. Having a maximum ratio would be 

impractical depending on the size of the pharmacy. In particular, for larger pharmacies in 

major shopping centres which would pay substantially more rent than smaller shopping strip 

pharmacies, every square metre of retail space is important. At the same time, programs such 

as the Guild’s Quality Care Pharmacy Program account for issues such as Professional 

services area and would have more expertise in determining the appropriateness of that space, 

as opposed to mandating a fixed ratio regardless of a pharmacy’s floor plan. 

 

 
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?  
 

As a natural consequence of government changes to pharmaceutical pricing such as price 

disclosure, many pharmacies are forced to find ways to recoup losses from their prescription 

earnings. Typically this has come through their retail space, whether it would be improving 

buying power for over the counter and complementary medicines or providing niche services 

such as home care aids or sleep apnoea equipment. Determining pharmacy remuneration 

based on the pharmacy business model does not seem practical as well as feasible. Depending 

on the services that are remunerated, whether it is dispensary or other professional services, 

these services are generally the same across all pharmacies. Having some sort of tiered 

remuneration based on perceived earnings ignores the cost of doing business and simply adds 

to the pressures to many pharmacies trying to reduce dependence on government 

remuneration. 

 
 
7. Should the CPA be limited to dispensing and professional programs provided by 
community pharmacy only? If so, how can contestability and effectiveness be ensured in 
professional programs? If not, why not?  
 
The Community Pharmacy Agreement should be mainly limited to dispensing and 

professional programs provided by community pharmacy only. In instances where 

professional services can also be delivered by non-dispensing pharmacists, other parties 

should be able to negotiate agreements associated with these services, rather than being done 

exclusively with the Guild. These services should be part of the Agreement under a subset of 

pharmacy services. To ensure accountability and effectiveness of professional programs, it 

may require an oversight by relevant consumer and industry groups and provide opportunity 

to make adjustments and recommendations for future agreements. 



 
 
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?  
 
At this stage, I believe the Guild should the main party that the government negotiates with in 

determining the state of the Community Pharmacy Agreement. At the same time, anybody 

who is directly involved in the distribution such as wholesalers and pharmaceutical industry 

should also have some sort of involvement as part of an advisory role, as they will have the 

biggest effect on how community pharmacies can provide medicines. Whilst it would be 

reasonable to have consumer groups playing a role in the oversight of Community Pharmacy 

Agreement, I believe that they should not have a major role in negotiation and determining 

remuneration. Given the current environment between the Guild and certain consumer 

groups, I believe such an arrangement would be inappropriate, particularly if certain 

consumer groups do not have a major understanding of the consequences and costs associated 

with the distribution and dispensing of medicines. 

 

 
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 do not believe that the Government should move away from a partnership arrangement, and 

especially not a contracting or licensing approach. Although the Guild represents many 

community pharmacies, they do not control how pharmacies operate. Even if there was a 

failure in the obligation from certain pharmacies, competition from other pharmacies would 

mitigate this problem as consumers could go elsewhere. While the initial costs of tendering 

pharmacy services to pharmacies or pharmacy groups may be lower, there is a major risk of 

long term cost blow-outs and poorer outcomes due to a lack of competition in the duration of 

the contract, as evidenced in certain industries that compete for government tenders. Having a 

partnership agreement without the anticompetitive nature of an exclusive contract will ensure 

accountability and better value through competition via consumers, as opposed to costly legal 

proceedings initiated by government due to the failure of meeting obligations. 

 

 
 
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 on pharmacies operating as small businesses has been largely effective to 

achieve the objects of the National Medicines Policy. The substantial differences in business 



models ranging from individual small businesses to the corporatised banner group have 

ensured that consumers are able to meet their needs. Other alternative arrangements such as 

dispensing PBS medicines from hospitals are done to a certain extent in out-patient or 

discharge situations. Although full PBS dispensing in hospitals may be attractive to certain 

interest groups in the event of pharmacy deregulation [1], this may not necessarily be 

additionally beneficial in improving health outcomes as a local prescriber may have a better 

understanding of their patient’s needs as opposed to the hospital. That said, a framework for 

better communication between hospitals, pharmacies and prescribers would be a better 

solution to ensure seamless continuity of care. This has been a major problem that many 

pharmacies and pharmacists have struggled with. 

 

 
13. Is this requirement a significant impediment to online ordering and remote 
dispensing? If so, should this impediment be removed? In this scenario, what 
compensating arrangements would need to be implemented to ensure that there is 
appropriate oversight and control over dispensing and patient choice of pharmacy? 
 
The requirement for paper prescriptions may be considered an inconvenience for online 

ordering or remote dispensing. Despite this, paper prescriptions should remain the key legal 

record until they are able to ensure ways to eliminate the potential of electronic prescription 

forgery and allow adjustments to electronic prescriptions in case mistakes or issues arise from 

prescribing. 

 

 
14. To what degree is it appropriate that community pharmacies be protected from the 
normal operations of consumer choice and ‘protected’ in their business operations? Is such 
protection required to achieve the NMP objective of access to medicines? If so, why? If not, 
why not? 
 

In general, pharmacies do not really need to be protected from consumer choice. However, 

having total deregulation which allows larger corporations and multiple pharmacies freely 

being set up within a kilometre of each other would not be appropriate, given that it would 

result in over servicing, gradual elimination of competition and the potential for monopolies. 

At this stage, pharmacy competition in metropolitan areas is fierce and removal of protections 

may not be required. 

 

 
15. Is the ’swings and roundabouts’ approach to remunerating pharmacists for dispensing 
appropriate?  Does it lead to undesirable incentives? 
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? 
 
The “swings and roundabouts” approach to remunerating pharmacists for dispensing is 

appropriate. Although a flat fee may appear to encourage mediocrity in health service 

delivery, attempting to adjust dispensing remuneration as tiered rates according to complexity 

of encounters could be difficult and potentially prone to cheating and fraud. Having 

differences in dispensing fees between initial and repeat scripts would not be appropriate in 



the event there are issues associated with repeat scripts, such as the initial dispensing 

pharmacy has made a mistake which requires correction. At the same time, having different 

tiers of remuneration may result in some pharmacies aiming to fabricate the complexity of 

encounters, leading to rorting and cost blowouts. Having the “swings and roundabouts” 

approach would less likely be prone to rorting and cheaper and more efficient for government 

to administer. 

 

 
22. Should the timeframes for payment settlements for very high cost medicines be 
lengthened throughout the supply chain and mandated by Government? 
 
Timeframes for payment settlements for very high cost medicines should be lengthened 

throughout the supply chain and mandated by Government. However, given the commercial 

stress that wholesalers may have by awaiting payment from pharmacies, Government 

financial assistance either through taxation or additional funding may be required to ensure 

suppliers can continue adequate supply of high cost medicines. 

 

 
27. Would a community pharmacy that solely focused on dispensing provide an 
appropriate or better health environment for consumers than current community 
pharmacies? Would such a pharmacy be attractive to the public? Would such a pharmacy 
be viable? 
 
One of the biggest issues associated with pharmacies has been the reduction in the 

dependence of the dispensary. Based on my university and work experience, there has been 

an emphasis on providing products and services outside the dispensary to ensure the viability 

of a pharmacy. Having a community pharmacy focused on dispensing is no longer a viable 

option given changes in dispensing remuneration. Whilst a pharmacy that resembles a clinic 

may be attractive to some members of the public, others may prefer the feel of a retail shop. 

Provided clinic-like or retail pharmacy provides quality health care, a pharmacy’s appearance 

shouldn’t make any difference. 

 

 
28. More generally, is there a need for new business models in pharmacy? If so, what 
would such a model look like and how would it lead to better health outcomes 
 
One type of business model in pharmacy that could potentially be beneficial would be mobile 

pharmacies. I believe this type of pharmacy could improve health outcomes by improving 

access to pharmacy in remote rural areas. Given the emergence of cloud based dispensing, I 

see the potential where vans carrying medicines can travel to towns to serve communities.   

 

 
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? 
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? 
 



In the case of metropolitan areas, I believe the removal of location rules and retention of state 

ownership rules for pharmacies would not make a difference in increasing access and 

affordability for pharmaceuticals to the public. In my experience of working in one northern 

beaches suburb in Sydney, there were six pharmacies within one kilometre of each other. 

Access and affordability was not a problem in this instance due to the intense competition. 

Adding more pharmacies in this instance would simply result in over servicing. Another issue 

with regards to affordability of medicines is that most pharmacies mostly purchase their stock 

from the three big wholesalers. Apart from some variations in discounting for the larger 

banner groups and bulk buy specials, most of the smaller pharmacies would likely to obtain 

their medicines at a similar price. If there was potentially a wider pool of wholesalers who 

were Community Service Obligation wholesalers, there may be an opportunity to increase 

affordability of medicines in this instance. 

 

For rural and remote areas, there may be a potential to increase access and affordability of 

medicines by removing location rules. However, it would depend on the size of the rural or 

remote community, as it may not necessarily be viable to set up more pharmacies. 

 

 
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? 
 
Having a manufacturer to supply directly to pharmacy is not a major issue. However, in the 

case of Pfizer, the biggest point of angst for pharmacies is the arrangement between Pfizer 

and their logistics partner, which sets a limit on the number of free deliveries that pharmacies 

can have in a month, causing headaches in stock management. Pfizer’s direct to pharmacy 

model is particularly problematic in some instances where their products are the only 

medicines on PBS, with no generic alternative. Although there are provisions in Pfizer’s 

model such as exemptions to delivery charges for medicines deemed critical, less commonly 

dispensed medicines in Pfizer’s portfolio are often not readily available, forcing consumers to 

potentially wait up to two days for these medications. A potential side effect from direct to 

pharmacy model is the loss of revenue from CSO wholesalers. As a consequence, 

wholesalers would need to find savings in the form of changing trading terms or stock 

management, which often causes issues in stock availability. In relation to direct supply to 

pharmacy, I believe all PBS medicines which do not have a generic equivalent should be 

made available through the CSO. At the same time, any pharmaceutical manufacturer who 

wants to change to a direct to pharmacy model should be free to do so, subject to the approval 

that innovator medicines or PBS medicines with no generic equivalent are made available to 

CSO wholesalers. At the same time, any direct to pharmacy model should be able to set their 

own mark-ups, ensuring competition within suppliers. 

 

 
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? 
 
Wholesalers issuing short dated stock have been an issue in the pharmacy. Presently, the only 

provision that protects pharmacies from this is Return Authorities back to the wholesaler. I 

believe there should be requirements to ensure wholesalers provide stock with a minimum 



usage date within the vicinity of a few months. With such requirements, cost shifting to 

community pharmacy is a major possibility. At the same time, wholesalers should be given 

the opportunity to resell short dated stock at a lower price, or the possibility to sell short dated 

stock to secondary suppliers and resell at a competitive price for pharmacies.  

 

By considering this, wholesalers could clear its short-dated stock, reducing the financial 

burden and also provide opportunities for pharmacies to buy stock at competitive prices 

whilst decreasing wastage in the system, particularly if short dated stock can be moved 

relatively quickly.  

 

 
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? 
 
The onus of delivery of medicines to community pharmacies should not be imposed on 

manufacturers as part of listing requirements. Given that pharmaceutical manufacturers look 

after many aspects of their medicines (such as sales, regulatory affairs, pharmacovigilance), 

having them to look after the distribution side of medications would be an additional burden 

that they may not necessarily want. From my knowledge, some manufacturers already 

outsource some of their departments to contractors such as regulatory affairs and medical 

information to reduce costs and workload. If manufacturers were to take the responsibility as 

wholesalers, they would most likely outsource the distribution and payment of PBS 

medications to contract logistics companies, which is the current arrangement Pfizer has with 

its direct to pharmacy model. Considering that the main CSO wholesalers have existing 

contract logistics services, I believe it would be much cheaper to take advantage of the 

current logistics network of the wholesalers as opposed to forcing manufacturers to establish 

an adequate distribution network. 

 

 
87. Should the onus to negotiate the delivery of PBS medicines from manufacturers be 
placed on community pharmacies, either individually or as collectives? Would this be 
desirable or undesirable? 
 
The simple answer is no. There are some instances where some pharmaceutical 

manufacturers cannot guarantee supply of PBS medicines. Given that many of the PBS 

medicines are sold internationally, supply and delivery of PBS medicines may be problematic 

due to various issues such as high worldwide demand or global shortage of raw ingredients. 

In the current environment, community pharmacies receive very limited information on stock 

shortages from wholesalers as well as the manufacturers and are powerless to do anything to 

remedy the issue. Unless pharmacies have more options in PBS medicine procurement or are 

better equipped with information, whether it is through better communication of medicine 

shortages through the TGA, manufacturers and wholesalers, it is totally inappropriate to put 

the onus of delivery of PBS medicines on community pharmacies.  

 

 
88. Would an improved approach to wholesale medicine delivery involve the Government 
tendering delivery on a nation-wide basis to one or two wholesalers (with appropriate 
redundancies)? Should it be done on a national, state or local basis? Should tendering be 



limited to only Pharmacy Accessibility Remoteness Index of Australia (PhARIA) 2, 3 and 4 
locations, with open competition in PhARIA 1 areas? 
 
A government tendering delivery based on one to two wholesalers would cause major 

problems in terms of wholesalers and government. The biggest problem with tendering is that 

all of the current CSO wholesalers currently have pharmacy banner groups. If a wholesaler 

was to lose a tender to deliver medicines to a particular state, it would not make sense for 

pharmacies to continue its association with a wholesaler banner group in that state without 

the medicine access. Other pharmacies which were previously dependent on the affected 

wholesaler would also need to switch to a new wholesaler. Both scenarios could result in a 

substantial loss of revenue. The main CSO wholesalers are listed on the stock exchange and 

loss of tenders would also impact shareholders on a substantial scale. At the same time, 

tendering medicine delivery would result in a monopoly/duopoly as well as reducing 

competition in the pharmacy sector. Given that revenue of some publicly listed wholesalers 

equate to over three billion dollars, I am not sure whether Government is prepared to 

compensate wholesalers for loss of earnings by changing to a tendering process. 

 

 
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? 
 
Most consumers are unaware what programs and general pharmacy services they are entitled 

to. In many instances, the people who are aware of pharmacy programs or services tend to be 

those who are advised by the prescriber to come to the pharmacy for a particular service, or 

carers of patients who are unsure what to do and need advice on options available. Because of 

the lack of awareness of these programs and general ignorance, critics of pharmacy such as 

the media and some economic pundits have been freely able to spout sensationalist nonsense 

in the lack of value pharmacy has for the health care system. At the same time, much of the 

advertising of these services are limited within the store and as per request. While it is 

important to promote these services, pharmacists and pharmacies have been reluctant to make 

an active sales pitch to their patients, as it can been seen as a cynical attempt to peddle an 

excess service for a fee. At the same time, existing Government advertising material on 

health programs tend to look convoluted, barely readable and rarely handed out to patients. 

Ultimately, it is up to pharmacies to promote awareness of pharmacy services for the benefit 

of their patients and business. 

 

 
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? 
 
Because of the lack of awareness of pharmacy services, the chances are that consumers 

would also not be aware of avenues of feedback or complaint. Part of the problem is that 

programs are poorly promoted, as mentioned above.  

 

 
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? 



 
Consumers already have the choice to choose the pharmacist they would like to communicate 

with. In a retail environment, consumers can switch pharmacies if they are dissatisfied with 

them. At the same time, there are many opportunities for unhappy consumers to raise 

complaints about the service provided by a pharmacist by simply communicating to a 

manager or the owner to remedy the issue. The question of consumers being free to choose or 

change their pharmacist is rather moot, as there are no restrictions in who they can 

communicate with in a pharmacy. 

 

 
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? 
 
As previous correspondents have mentioned, there are already standards to dispensing set by 

organisations such as the Pharmacy Board of Australia, which adequately handles this issue. 

Most of these standards are upheld and if not, pharmacists would be held accountable by the 

Board. 

 

 
99. What services should a consumer expect to receive from a community pharmacist who 
dispenses their medicines? Why should the consumer expect these services? 
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? 
 
Expectations of consumers vary when a pharmacist dispenses their medicines. The main 

expectation is that the appropriate medicine is given to the consumer at that point in time. In 

some instances, it may mean that the original prescription could be changed meet the 

consumer’s needs. Some consumers may want a more extensive service, whether it is detailed 

counselling on the medication adverse effects or a comprehensive demonstration of a medical 

device such as an inhaler. There are other instances where consumers simply just want repeat 

prescriptions with little to no service because they know everything they need about their 

medications. All pharmacies provide these services to a certain extent, but the good 

pharmacies tend to be the ones that can gauge consumer needs and are flexible enough to 

cater for them. The prospect of setting service expectations should at a pharmacy’s discretion, 

as opposed to a regulatory body to set an inflexible minimum standard which could 

antagonise consumers for providing something they do not necessarily want. 

 

 
101. What does ‘transparently cost effective’ mean for consumers in the context of 
remunerated pharmacy services? 
 
Transparently cost effective simply refers to the value consumers have for a service, without 

any hidden costs. Many pharmacies and pharmacists make the effort to explain all the costs 

and value of the service to their consumers to enable them to make an informed decision.  

 

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



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

Generally, there are some variations in service standards between pharmacies, but not 

necessarily through pharmacy models. In my experience, I have found that some of the larger 

discounters do not actively engage with a consumer, or at least acknowledge their presence 

due to focusing on other things such as replacing stock on shelves. However, there are some 

instances that some smaller discounters or other large banner groups would provide better 

customer service compared to some independent pharmacies. In many instances, this is more 

of an issue of how a pharmacy wants to approach the consumer, or whether their staff is 

encouraged to engage with their customers in a meaningful way.  

 

 
107. What do consumers expect from community pharmacy in relation to their medicines? 
 
Consumers expect value in relation to medicines in the sense that it meets their needs. For 

some consumers may want a choice in the type of medication they need, such as purchasing 

ones that contain a calendar pack. In some instances, price may play a factor in consumer 

expectation. But from my experience, a few extra dollars or cents would not make a major 

difference. Even when pharmacies price match, consumers are already satisfied if they can 

obtain their medicines close to the price they previously paid. 

 

 
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? 
 
I believe that the $1 discount has had a negligible impact on the access and affordability on 

PBS medicines. It has added an extra layer of confusion to an already complicated PBS 

copayment system. In spite of the Health Minister’s claim that “power is really now in the 

consumer’s hands”, what is not mentioned is the actual potential that government saves if 

pharmacies actively participated in the $1 discount [2]. 

 

As indicated in the Health Minister’s press release, the $1 discount changes a concession card 

holder safety net threshold from 60 scripts to the financial equivalent of 70 scripts (it is really 

72, but same concept), requiring an extra 10 scripts to reach the safety net threshold. But 

what is not mentioned is that the Government actually saves money by delaying the patient’s 

safety net by 10 scripts on the $5.20 copayment, which would typically cost $0.00 for a 

patient who would have reached the safety net threshold at $6.20. So the amount that the 

government would have saved on a patient who typically reaches the safety net is as follows: 

 

$6.20 x 10 = $62 

 

 $6.20 being the concessional copayment amount which the Government would have 

paid a pharmacy if the patient had reached the safety net with the copayment without 

the $1 discount 

 10 being the number of extra prescriptions in order to reach the new safety net 

threshold with a $5.20 copayment 

 



So the government would save a total of $62 per concessional individual/family. Given that 

80% of PBS prescriptions were concessional, it would be interesting what percentage of 

concessional patients reach the safety net.  

 

Additionally, anyone on the cusp of the Safety Net with 60 prescriptions would miss out with 

a $5.20 copayment. In this instance, the government would also save on the Safety Net Card 

issue fee of $9.61, plus any additional supplementary cards for partners or dependants. 

 

Despite the positive spin of consumer power and competition, concessional patients would 

only be saving a measly $1.35 per week. Overall, I would consider a poor implementation of 

policy in terms of consumer affordability.  

 

In contrast, government potentially saves millions of dollars by simply trying to delay 

reaching a concessional patient’s safety net threshold at pharmacy’s expense. Combined with 

the Government’s attempt to raise the patient copayment beyond the Consumer Price Index in 

the budget, it is hard not to see the $1 discount as a cynical attempt to find cost savings in the 

PBS with little net benefit to the consumer. If there was a genuine attempt to increase 

affordability or access, perhaps a review on negotiation on the pricing of new PBS listings 

would be a starting point. 

 

 
114. Is the sale of schedule 2 and 3 medicines an important contributor to the income of 
community pharmacies?   
 
With the detriment of prescription earnings, schedule 2 and 3 medicines have become even 

more important to the income of community pharmacies. At the same time, pharmacies 

recognise the importance of not abusing the perceived exclusivity in selling these products, 

ensuring that these products are sold in an ethical manner and refusing sales if required. 

 

 
115. Does the availability and promotion of vitamins and complementary medicines in 
community pharmacies influence consumer buying habits?   
 
The availability and promotion of vitamins and complementary medicines in pharmacies can 

potentially influence consumer buying habits. However, I believe there are other factors that 

affect this. Given the increased health knowledge of consumers and heavy promotion of 

complementary medicines and vitamins by their manufacturers through media, many 

consumers would come to pharmacies with an expectation that these items should be 

available at their pharmacy. From my experience, many of the complementary medicines 

representatives would supply the promotional material which helps influence these buying 

habits. 

 

 

116. Should complementary products be available at a community pharmacy, or does this 
create a conflict of interest for pharmacists and undermine health care? 
 
I believe complementary products should be made available at a pharmacy based on 

consumer wants and believe that it does not create a conflict of interest or undermine health 

care. 



With regards to complementary medicines, there is a preconceived notion amongst some 

consumers and health professionals that any medicine that has weak evidence of being 

effective has no place in the healthcare system. The problem in this debate is that many 

people do not realise that the TGA approves medicines for sale in Australia based on the level 

of risk to the public and is classified in two categories: 

 

 Listed medicines: lower risk medicines in which the TGA evaluates based on its 

quality and safety [3] 

 Registered medicines: higher risk medicines in which TGA evaluates based on 

quality, safety and efficacy (whether they work) [4] 

 

In the context of complementary medicines, most are classified under listed medicines and 

assessed by TGA for quality and safety only, with the proviso that sponsors 

(companies/manufacturers) hold evidence of efficacy to substantiate their claims [3]. 

Theoretically, some complementary medicines could hold questionable or weak evidence and 

be allowed to continue selling to consumers in Australia. Even if pharmacies were banned 

from selling complementary medicines, they would likely to be sold elsewhere such as health 

food shops or supermarkets. This would result in the inevitable increase in hospitalisations 

from medication misadventure, due to inadequate advice given for these medications. Until 

changes are made with regards to listed medicines, such as transparency and accountability of 

scientific evidence, the undermining of healthcare would continue regardless of whether 

pharmacies were restricted from selling complementary medicines due to conflict of interest.  

 

 
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? 
 
Consumers appreciate the convenience of having availability of vitamins and complementary 

medicines from one location. As mentioned, due to outside factors such as improved health 

knowledge and heavy outside promotion of vitamins and complementary medicines, many 

pharmacies are obligated to carry stock of these items to meet the demand from consumers. 

Additionally, consumers benefit from advice provided by pharmacists, whether it is advice 

associated with drug interactions or consumers seek a particular complementary medicine but 

are recommended a better alternative by their pharmacist. 

 
 
118. Does the ‘retail environment’ within which community pharmacy operates detract 
from health care objectives? 
 
No. Many pharmacies around the world, including North America, Europe and Hong Kong 

(albeit in different ownership structures) operate in a similar structure of a retail environment 

and do not detract from health care objectives. It would also assume that consumers are 

unable to differentiate between retail and health care. 

 

 

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



Current consumer payments for supply and dispensing of PBS listed medicines are 

transparent and made available for the public. However, due to the complexity of payments 

they are also poorly understood. In addition, information on consumer payments is not easy 

to find online if a consumer wanted to know more. 

 

 

122. What is the objective of the co-payment? Is it to ensure patients use PBS medicines 
appropriately, by setting a price signal? If so, is this objective enhanced or undermined by 
allowing co-payment discounts? 
 
The purpose of the copayment is to set a price signal. However, this price signal is being 

undermined by allowing copayment discounts. One of the problems is that there is an under 

appreciation of the true costs of medicines, in which some consumers consider the copayment 

as the true cost they should pay, resulting in complaints about the costs of medicines. 

Additionally, the complexity of copayments and sudden changes such as mid-year changes to 

premiums to medicines add to these complaints. Ideally, better patient education on the true 

costs of medicines would enhance the objective of the copayment as a price signal. 

 

 

123. Should pharmacists be able to discount the co-payment by more than one dollar if 
they choose to do so? Would such competition benefit or harm consumers? If competitive 
discounting is expanded for the co-payment, should any limits be placed on the potential 
discounts? 
 
The simple answer is no. Discounting copayment would further complicate an already 

complex copayment system and increase the time and effort in explaining why there are huge 

discrepancies in price. 

 

 

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? 
 

To a limited extent, consumers should be able to access medicines that would be considered 

an emergency such as asthma inhalers. However, consumer access should be dictated by the 

viability to open outside standard business hours. 

 

 

127. Is it reasonable for consumers to expect that all community pharmacies provide these 
specialist services? If so, why? If not, why not? 
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? 
 
Specialist services should be provided by community pharmacies based on need and 

clientele. Ultimately, the pharmacy and market forces decide to take up these specialist 

services and the potentially risks associated with them. Having the possibility of government 

mandating pharmacies to perform specialist services such as provision of fit packs may not be 

appropriate if a pharmacy owner feels it is suitable for their pharmacy and clientele. 
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