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Introduction 

To effectively answer the many questions being posed by the Review, it is important to 
understand some of the history behind existing assumptions, many of which are inaccurate 
due to bias, poor analysis and an excessive focus on measuring community pharmacy 
against economic rationalistic principles that are often irrelevant and misleading. 

As a consequence of this history of inaccurate analysis, successive governments have 
engaged with community pharmacy based on a platform of false conventional wisdoms that 
are promulgated and perpetuated by bureaucracy and reinforced by others with vested 
interests, such as supermarkets seeking to gain a foothold into the sale of scheduled 
medicines. This has all led to inappropriate pharmacy and medicines policies that are not 
geared to improving the health and wellbeing of consumers. 

Location rules not established due to clustering of pharmacies 

For instance, the claim that the community pharmacy location rules were established 
because of the clustering of pharmacies in suburban areas in cities, as stated by the Review 
of Pharmacy Remuneration and Regulation discussion paper (page 28), is not correct. 

The location rules were introduced as a consequence of the Canberra bureaucracy's push to 
reduce community pharmacy remuneration for dispensing Pharmaceutical Benefit Scheme 
(PBS) prescriptions. (See Appendix 1 for a detailed rebuttal). 

Pharmacist ownership of pharmacies is a condition of market entry, not market protection 

Likewise, the common language used to describe pharmacist ownership of pharmacies is 
that it restricts entry to others and affords unnecessary and unwanted protection. That’s the 
view promoted by economic rationalists. 

However, pharmacist ownership of pharmacies should be termed a ‘condition’ of entry into 
this market. It is a condition of entry for good reason in that it protects consumers from 
overt commercial motivations dominating clinical goals. Thus, ownership of pharmacies by 
pharmacists should be viewed as a condition of market entry, rather than a restriction of 
entry and a form of protection to the owners of community pharmacies. 

Government PBS is a monopsonist 
The community pharmacy economic market structure is a monopsony and thus the 
pharmacist only ownership laws and the community pharmacy location rules cannot 
produce an anti-competitive market. 

In a monopsony market if the ownership of the suppliers changes, that is allowing non-
pharmacists to own community pharmacies, such a change will not: 
a) change the economic market structure of community pharmacy
b) lower the cost of the PBS.

Review of Pharmacy Remuneration and Regulation 
Submission #385; 23-Sep-2016; Peter Feros



 
Pharmacy remuneration 
Professor King is reported to have said that the Review was not so much about 
remuneration per se – it was about service to consumers. This was perplexing considering 
the term ‘remuneration’ is used in its title and that remuneration, for community 
pharmacies and the staff who work within them, is a major issue within the sector. 
 
The Weighted Average Disclosed Pricing (WADP) program was introduced by then Health 

Minister Tony Abbott during the Howard Government. It was introduced to claw-back the 

wholesaler and generic rebates that were being received by community pharmacies. In the 

average pharmacy these rebates were estimated by the Pharmacy Guild of Australia to 

contribute $60,000 a year to the average pharmacy's net profit. 

The claw-backs were to be introduced over a number of years with an 18-month cycle. The 

accelerated WADP reduced this cycle to 12 months. This 12-month cycle reduced the 

average community pharmacy’s profits by a further $30,000 per annum. 

The catastrophic flaw in the Weighted Average Disclosed Price Program is that it is based on 
the incorrect assumption that the remuneration for dispensing PBS prescriptions without 
the wholesaler trading terms and generic supplier trading terms is sufficient to: 

a) sustain the Australia wide network of community pharmacies that provides for 
Australian consumers equality of access to community pharmacies in terms of both 
time and place utility. 

b) sustain a pharmacist work force in sufficient numbers and of sufficient standard to 
deliver the increasing complex and more effective primary health care that 
pharmacists can provide. 

 
A. Sustaining the community pharmacy network. 
I am not aware of any stress testing of the WADP's significant reduction in remuneration on 
PBS prescription and its impact on community pharmacies viability and the sustainability. 
If stress testing of different economic impacts on banks can occur, surely similar stress 
testing could occur on the WADPP's impact on the community pharmacy network.  
 
The following is an example of the stress testing that could have been conducted.  
 
The Guild Digest in its annual review of the financial performance of community pharmacy 
publishes a chart showing the movement over a number of years of: 

 CPI 

 average PBS prescription remuneration with trading term rebates considered 

 average weekly income  
 
The following chart from the 2015 Guild Digest plots PBS remuneration against Average 
Weekly Earnings and the Consumer Price Index from 1980 until 2014. As we can see, the 
major contributor to pharmacy remuneration – PBS remuneration – has fallen and 
plateaued over the past four years. While PBS remuneration rate of growth was similar to 
CPI, the growth rate was substantially below average weekly earnings. 
 



 

 

As community pharmacy incurred increases in non-pharmacist employee and 
other expenses above the increase in average PBS remuneration per prescription, the 
question arises: how did community pharmacy cover the gap in the difference between PBS 
remuneration and average weekly earnings?  
 
The answer is the wholesaler and generic supplier trading term rebates. Remove these 
rebates and the community pharmacist income is below expenses growth and average wage 
growth. 
 
The elimination of the expense cover buffer will not show up as pharmacy closures, in the 
short-term, as owner pharmacists will work longer hours and have to accept less profitable 
businesses. 
 
For example an associate of mine, who owns a pharmacy in a suburb where discounting 
dominates the market, has over the past 30 months worked 70 hours a week due to the 
impact of the WADP claw-back. The net profit after paying the pharmacy loan interest (no 
capital repayments) has been around $20,000 a year. This owner pharmacist keeps 



operating the pharmacy as the landlord will not agree to an assignment of lease so the 
pharmacy can relocate to smaller and lower rent site. 
 
The Guild Digest always reveals pharmacies where owners earn less than a wage for the 
hours worked. 
 
B. Employee pharmacists - pay rates  
 
The second stress test that should have been conducted was to question the impact on the 
pharmacist workforce of the wholesaler and generic supplier trading term rebates removal.  
The following stress test reveals the catastrophic impact WADP claw-backs have had on 
community pharmacy work force remuneration. 
 
The community pharmacist award rate of pay has traditionally been ridiculously low. So 
much so that, to retain pharmacists, community pharmacy has traditionally paid employed 
pharmacist above the award. 
 
Quantification of these above award pay rates are available from the Professional 
Pharmacist Association (PPA) annual survey of community pharmacy pharmacist paid rates. 
Calculations of over award payments for 2011 follow. 
 

Australian Pharmacies – Over Award Calculations 

 

Small & 
Medium 

Pharmacies 
Very large 

Pharmacies 

   Total hours open per week 70.1 87 

   Proprietor hours per week 35.2 41 

   Employee pharmacist hours per week 34.9 46 

   

   Annual leave proprietor 140.8 164 

Annual leave employee pharmacist 139.6 184 

   No. of community pharmacies 4,950 400 
Hours worked by employee pharmacists per 
annum 8,983,260 956,800 

Total paid hours of employee pharmacists 8,983,540 957,148 

   Pharmacist Award Rate $22.92 22.92 

Total amount paid if at award rates $205,902,746 $21,937,832 

Mean base hourly rate $35 35 

Total amount actually paid $314,423,914 $33,500,180 

Total amount paid over award rates $108,521,168 $11,562,348 

Grand total amount paid over award rates 
 

########## 

 
 
 



The Australia-wide expenditure on these over-award payments can be projected by 
multiplying the quantum of the hourly above award payment by the number of hours 
worked by employee pharmacists per annum. This number can be derived from the Guild 
Digest and applied to the above payments for the 2011 year. 
 
The quantum of these over award payments for 2011, as shown at the bottom of the above 
chart, was $120,083,516. From 2011 to 2015, pharmacist wages dropped even further as 
the WADP continued to decrease PBS remuneration. The expenditure on these pharmacist 
over-award payments has since decreased as the quantum of the over award payments 
have dramatically decreased. 
 
These dramatic reductions in pharmacist over-award payments has been driven by 
community pharmacy owners adjusting their business expenses to two macro factors having 
a massive impact on community pharmacy gross margin. 
 
The first is the price war in community pharmacy led by Chemist Warehouse. It should be 
noted that the Professional Pharmacist Association survey of community pharmacist paid 
rates reveals that discount pharmacy pharmacist paid rates are $4-7 per hour less than the 
average community pharmacy pharmacist paid, according to Dr Geoff March. (Pharmacy 
wages under fire, AJP, Sept 2016, p24) 
 
Like all discount business formats, the CW business strategy is to reduce costs and pass a 
proportion of the cost savings to consumers via lower consumer prices. As labour costs are 
62% of the cost of dispensing, if a discounter can reduce pharmacist labour cost there is a 
huge opportunity to provide consumers with lower prices. Lower prices therefore come 
from lower paid pharmacists. 
 
The second major factor is the reduction in remuneration for dispensing PBS prescriptions 
under the WADP. This program is set to reduce the remuneration per prescription by 22%. 
 
A consequence of this is that there is a significant danger of young pharmacists or pharmacy 
students turning away from the profession. There have been numerous articles published 
within the pharmacy media about this issue, including “Pharmacy wages under fire” (AJP, 
10/09/16, https://ajp.com.au/features/pharmacy-wages-fire/) which reported: 
 
“Pharmacist wages are the single largest issue facing the profession in community pharmacy,” 
announced Pharmaceutical Society of Australia CEO Dr Lance Emerson when opening a panel 
discussion at the PSA16 conference in late July, titled Improving pharmacists’ remuneration: the plan 
to get there. 

A survey by the Professional Pharmacists Association (PPA) this year found that more than 
50% of respondents said that they were planning to leave the profession. 

Even more stark was a survey reported in the AJP which found that a majority of 
pharmacists wanted to leave the profession. Around 1300 pharmacists voted in the AJP poll, 
with 61% saying ‘Yes’ to the question “Are you considering leaving the profession”. Another 
21% said ‘maybe’, meaning four-fifths of the profession are currently reconsidering their 
future. (https://ajp.com.au/news/in-the-news-11/#.V9tnL0YW3Mg.email) 



The PPA also estimated that the starting salary for pharmacists were lower than humanities 
and social sciences, agricultural science and art and design graduates. In fact, at $39,000 per 
annum, it was lower than the Pharmacy Industry Award, which raises questions about the 
legality of what some pharmacies pay their pharmacists. 

The community pharmacist award is significantly lower than the Commonwealth 
Government pharmacist awards and hospital pharmacist awards. 

Clearly, pharmacists’ hard-earned skills need to be more highly valued. A continuation of 
this trend will impact on the value the community places on the skills of pharmacists and, by 
association, the value of the community pharmacy network. 
 

Proposal: How a sugar tax can fund pharmacy-driven population health improvement 

Obesity and the many disease states that are linked to it, such as diabetes and 

cardiovascular disease, presents a major threat to Australia’s population health. There is an 

opportunity for Australia to follow the lead by other countries such as the UK and Mexico in 

developing a sugar tax to fund population-wide dietary improvement. 

Such a tax would redress the falsehoods perpetuated by the food industry who paid 

researchers from as early as the 1960s to implicate saturated fats as a primary cause of 

cardiovascular disease while minimising the impact of sugars in our diets (see 
http://www.smh.com.au/lifestyle/health-and-wellbeing/nutrition/how-the-sugar-industry-shifted-

blame-to-fat-20160912-greutt.html). As a consequence, dietary recommendations have been wrong 

for decades. Please note that a leading figure in exposing this falsehood is Professor Marian Nestle 

whose details can be accessed at www.foodpolitics.com 

Australians spend $10bn on soft drinks each year. This expenditure may have been lower had the 

food industry’s falsehoods not been promulgated for so long. A sugar tax offers the government an 

opportunity to rebalance decades of wrong advice by investing a fraction of the food industry’s 

profits back into redressing the damage they have inflicted on the health of Australians. 

Pharmacists are the most accessible health professional and have a broad background and training 

in a range of healthcare disciplines. Further, the high trust placed in community pharmacists 

reinforces the acceptability of pharmacists taking on additional healthcare roles that complement 

existing services. 

With little extra training and infrastructure, pharmacists are well placed to offer comprehensive 

dietary, nutritional and lifestyle support. They are also well placed to work with other health 

professionals and refer consumers to them when identifying specific concerns, such as diabetes. 

Please see Appendix 2 for the Role of dietary interventions in the current epidemic of metabolic 

disease written by Dr Sean Kristoffersen specifically for this submission. 

 
 
 
 
 
 



Responses to questions posed in the Review Discussion Paper 
 
Question 1. In your opinion, is the ratio of community pharmacies to population optimal? 
What data would you use to support this opinion?  

Question 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?  
 
As a starting point, I respectfully suggest that rather than question whether the ratio of 
community pharmacies to population is optimal, the ratio that should be considered 
employed is population per pharmacy. 
 
In any event, consideration of such a ratio as a benchmark for this Review is largely 
meaningless when considering equity of access in terms of the distance consumers have to 
travel to reach a community pharmacy. 
 
The common use of this ratio has its origins from when the Australian Government, 
supported by the Pharmaceutical Benefits Remuneration Tribunal (PBRT), negotiated a 
significant reduction in the number of community pharmacies dispensing PBS medicines. 
 
The economic rationalist ideology that drove this push, the false conclusion by the PBRT 
from its dispensary cost survey, the political settlement and the strike action by community 
pharmacies are all documented in Attachment 1. 
 
It is useful to note a 1991 Guild health economic division publication, “Efficiency and 
effectiveness of retail pharmacy and pharmaceuticals in Australia” (May 1991). The 
pamphlet on pharmacy numbers opens with the following statement: 
 
“One of the many uninformed claims made by the various proponents of deregulation is that 
Australia ‘has more pharmacies per capita than any other country’. Such comparisons are 
then blindly adopted as indicators of inefficiency. 
 
“International comparisons of population-to-pharmacy ratios, on which statements of this 
type are based, fail to take account of the many significant differences that exist between 
countries in such factors as population density and distribution, licensing requirements, 
ownership regulations and alternative distribution arrangements such as dispensing doctors, 
hospitals and satellite outlets.” 
 
Inter-country comparison by the review is also fraught with danger due to the large 
variations in the health systems between comparator countries, the systems of distribution 
and demographic and geographic variations. 
 
The Pharmacy Remuneration and Regulation Discussion Paper on page 28 under the 
heading “History of the Pharmacy Location Rules”, reports that at the time of the 
Pharmaceutical Benefits Remuneration Tribunal dispensing cost survey: 
 



“The overall pharmacy to population ratio in Australia was, at the time, considered high 
compared to other developed countries.” 
 
The “considered high” ratio was certainly promulgated by the Canberra bureaucracy. 
However the comparison was only made with the ratio in the USA 1:4.005 and the  
UK 1:3,042. This UK ratio was inflated at the time as in the UK, many small villages had 
dispensing doctors and no pharmacy. At the time in Australia there was only a handful of 
dispensing doctors.  
 
The comparison was further misleading in that the Canberra health bureaucracy did not 
include a wide sample of developed countries’ population per pharmacy rations.  
 
In 1990 I researched these ratios in 19 developed and published the findings in Pharmacy 
2000 Management,* Vol 1, December 1992 on page 185. 
 

 Table 2: Pharmacy to Population 

ratios 

 Country   Ratio   

 Greece  1,878:1   

 Belgium  1,937:1   

 Japan  2,162:1   

 Spain  2,464:1   

 Ireland  2,464:1   

 France  2,623:1   

 South Korea  2,634:1   

 Denmark  2,753:1   

 New Zealand  2,936:1   

 Australia 

(1990) 

 2,995:1   

 World 

Average 

 3,000:1   

 United 

Kingdom 

 3,042:1   

 Germany  3,468:1   

 Australia 

(1992) 

 3,473:1   

 Italy  3,739:1   

 Canada  3,957:1   

 United States  4,005:1   

 Portugal  4,287:1   



 Denmark  5,171:1* 

 Netherlands  11,202:1   

 Denmark  16,373:1* 

*Denmark for sub-outlets et al. 

 
 
Please note that in 1990 the Australian population to pharmacy ratio was 1:2,995 and at the 
world average.  
 
While the Canberra bureaucracy made only very selective population per pharmacy ratio 
comparisons and produced the misleading claim that the Australia ratio at the time was 
high, a more damming exposure of the Canberra bureaucracy was revealed in a senate 
inquiry into the government expenditure on pharmacy closure payments. 
 
The Pharmacy Remuneration and Regulation Discussion Paper on page 28 reports at the 
time: “There were 5,609 pharmacies, with a pharmacy to population ratio of 1:2,974”. 
 
This 1:2,974 is correct as detailed in the table above. However this 1:2,974 was not the ratio 
being promulgated by the Commonwealth Department of Health. 
 
As a Senate Committee on Community Affairs enquiry into the Pharmacy Restructuring 
Authority on 23 August 1991, a health department office said the department had no more 
up-to-date population per pharmacy ratio than 1978. (The population per pharmacy ratio in 
1978 was 1:2,594) 
 
Senator Shirley Walters then produced a copy of Pharmacy 2000 Vol 1, 1990 that detailed 
an Australian population per pharmacy ratio of 1:2,974. Senator Walters asked the officer 
whether the department had access to the magazine, which was widely available. 
 
The officer said he was aware of the magazine, but had not seen the figures cited before 
and did not know their source. Senator Walters asked the officer to “check the figures out”. 
 
The Commonwealth Department of health has up-to-date data on the number of 
pharmacies making Pharmaceutical Benefits Scheme claims and, thus, the number of 
pharmacies in Australia.  
 
A simple phone call to the Australian Bureau of Statistics could have obtained the  
Australian population. This population figure could have been divided by the number of 
pharmacies in Australia and the population per pharmacy ratio calculated. 
 
Community pharmacists rate highly in surveys of trust and integrity. The above experience 
has taught me not to have the same level of trust in the Canberra bureaucracy. 
 
Geo-spatial analysis 
A far more appropriate, relevant and accurate benchmark than population per pharmacy is 
a geo-spatial study – the Pharmacy Guild of Australia has conducted one). It found that for 



Australia as a whole, pharmacies are in every case more accessible than the other three 
services studied (supermarkets, banking and medical centres). 
 

Pharmacy accessibility is high throughout Australia, including for the elderly (less mobile) 
and low socio-economic communities. There is a high degree of choice relative to other 
essential services, and this does not compromise accessibility in regional areas. For example, 
87 per cent of Australians live within 2.5km of at least one pharmacy. (Pharmacy Guild) 

 
Question 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?  

 
How is community pharmacy protected? 
 
Pharmacy ownership should not be viewed or described as protected or restricted. Rather, 
it is a condition of entry into pharmacy ownership that owners of pharmacies be 
pharmacists. This condition of ownership is justified in order to increase the likelihood of 
consumers receiving information and advice that is motivated by professional and clinical 
considerations rather than commercial. 
 
Open ownership would increase the likelihood of policies that place commercial 
considerations ahead of clinical. This is in contrast to supermarkets who would have 
pharmacies located under the same roof that they sell their top-selling lines: cigarettes, soft 
drinks and alcohol. 
 
Because the PBS is a monopsony, changing the conditions under which pharmacists own 
and are responsible for the operation of their community pharmacies will not change the 
cost of the PBS to the Australian Government. 
 
With respect to non-PBS products, consumers access lower prices from discount pharmacies 
than Coles and Woolworths. Likewise, online price lists and ordering allow consumers to use 
the internet to research product types, where to get them and at what price. 
 
The location rules are necessary to provide equity of access to pharmacies for consumers. 
 
 
Question 25. As medicine specialists, what are the professional programs and services that 
pharmacists should or could be providing to consumers in order to best serve the 
consumers?  
 
Nutrition and weight support 

Obesity and the many disease states that are linked to it, such as diabetes and 

cardiovascular disease, presents a major threat to Australia’s population health. There is an 



opportunity for Australia to follow the lead by other countries such as the UK and Mexico in 

developing a sugar tax to fund population-wide dietary improvement. 

Such a tax would redress the falsehoods perpetuated by the food industry who paid 

researchers from as early as the 1960s to implicate saturated fats as a primary cause of 

cardiovascular disease while minimising the impact of sugars in our diets (see 
http://www.smh.com.au/lifestyle/health-and-wellbeing/nutrition/how-the-sugar-industry-shifted-

blame-to-fat-20160912-greutt.html). 

Pharmacists are the most accessible health professional and have a broad background and 

training in a range of healthcare disciplines. Further, the high trust placed in community 

pharmacists reinforces the acceptability of pharmacists taking on additional healthcare roles 

that complement existing services 

With little extra training and infrastructure, pharmacists are well placed to offer 
comprehensive dietary, nutritional and lifestyle support. 
 
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?  
 
Pharmacy has a strong history of innovation as evidenced by being early adopters in the use 
of dispensary computers. This reduced labour costs by 30% (quantified by the PBRT) and 
took pharmaceutical care to another level by recording prescriptions under the patient’s 
own name and not chronologically. It allowed drug-to-drug interaction checks, drug-to-
condition checks, drug-to-allergy checks and dosage checks compared to age for children. 
 
However, the productivity gains from computerisation were confiscated by the government 
through the PBRT’s dispensing cost survey of 1988. 
 
Community pharmacy was paid 40c to electronically check consumers’ PBS subsidy 
entitlements. Once all pharmacies began conducting these checks, the government took 
back this incentive, yet pharmacies still have to undertake the work. This measure saves 
Government $98m annually. 
 
Question 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?  

a) Access 

Removing the locations rules while retaining current state ownership rules would make little 
difference to consumer access to community pharmacies if the current peg on approval 
numbers was retained. 

As the Pharmacy Guild of Australia’s Geo-spacial analysis shows, community pharmacies are 
well distributed around Australia. Analysis of deregulation from other countries 
demonstrates the threat of a redistribution would boost accessibility in urban areas at the 
expense of consumers in regional and remote communities. For Australia this would go 



against the principle of equity of access.  

b) Affordability 

A useful answer to this question can only be made after analysing: 

 the number of pharmacies that do and do not have a price-matching policy. 

 those pharmacies that provide additional value to a consumer which is reflected in 
their products having higher prices than deep-discount pharmacies and which, 
despite this, the consumer is prepared to pay.  

For example, the medical centre pharmacies in which I am a partner, which open early at 
7.15am and close late at 9pm, prices to consumers are higher than those in the deep-
discount pharmacies to which I have part-ownership. 

These pharmacies are located within the medical centres and offer evidence that place and 
time utility are valued by consumers to the extent that they are prepared to pay extra for 
that utility.  

Removing the location rules while retaining current state ownership rules would make little 
difference to the affordability of pharmaceuticals to the public as maximum consumer 
prices on PBS prescriptions are fixed by the Australian Government. Consumers can 
compare prices between pharmacies via on-line price comparisons for: 

1. below co-payment prescriptions. 

2. S2 medicines 

3. S3 medicines 

Since December 2015, I have conducted customer counts in various community pharmacy 
brands and in the health and beauty aisles of Woolworths and Coles.  

On Friday 13 August 2016 I did counts in the following outlets in the Macquarie Shopping 
Centre, Macquarie Sydney. The outlets were Priceline, Amcal Pharmacy, Coles 
Supermarkets, Woolworths Supermarket. 

In three of the four outlets there was a consumer looking at product displays and looking at 
their iPhone, clearly comparing prices. 

 
Question 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?  

Is there going to be a tendering process? What is the process? Will there be a number of 
approval numbers able to be purchased, considering there are different types of pharmacies 
that people want to visit. Eg. discount pharmacy, medical centre pharmacy, beauty, 



cosmetic and fragrances pharmacy, health destination pharmacies, and any other new 
format. 
 
Question 104. Is there a variation in service standards between different pharmacy 

models?  

 
I assume this question relates to health care services and not other services community 
pharmacy may provide. Eg. expert advice on cosmetics and fragrance and beautician 
services. 
 
Over 40 plus years of visiting and consulting more than 200 pharmacies across Australia I 
have observed different standards of between different pharmacies. The differences do not 
relate to the pharmacy model but rather, the pharmacy owners’ business mission statement 
and the application of the mission statement by the pharmacist in the pharmacy.  
 
Question 105: Do community pharmacies that offer discount medicines provide lower 

levels of service? If so, what evidence is there available to support this? 

 
a. The assumption behind this question is that to provide discount prices, costs have to be 
lowered by having lower staffing levels and, thus, lower levels of service. The assumption 
has held back community pharmacy from the business objective of lowering costs and, thus, 
being able to deliver lower prices for the consumer. It continues to do so. 
 
I have seen consumer surveys that rate pharmacy models for levels of service and Chemist 
Warehouse has been a top performer. 
 
A business objective of the Cincotta Discount Chemist franchise is to provide services that 
lower the franchisee's in-pharmacy costs and thus:       

 time and funds for the pharmacist to counsel patients; 

 facilitates the franchisee pharmacy being able to provide retail prices without 
lowering profit margins or service levels. 

 
The 2016 NSW Pharmacist of the Year is Anthony Vass, a Cincotta Discount Chemist owner 
and a pharmacist who has become famous for his focus on offering his customers a range of 
health services including screening tests for blood pressure, diabetes, sleep apnoea, 
cardiovascular disease, respiratory disease and lung function. 
 
In a media release he paid tribute to the management services he receives from the head 

office of Ventura Health, the management company that supports a range of independent 

pharmacy brands, including Cincotta Discount Chemists. 

He was quoted in a media release: “Our motto at Cincotta Chemists is: ‘Famous for value, 
famous for care’. Ventura provides me with the operational tools and implementation 
support to reinforce being ‘Famous for value’ so that I can focus on being ‘Famous for 
care’.” (See Appendix for media release) 
 



This lowering of franchisee in-pharmacy costs is an ongoing objective of the Cincotta 
Discount Chemist franchise. 
 
While acknowledging that labour costs are the highest cost in community pharmacy, there 
are: 

 many ways to lower labour costs other than offering lower service levels; and 

 many ways to lower non-labour costs so that retail prices can be offered lower 
than Woolworths and Coles without reducing service levels. 

 
At Cincotta Discount Chemist Merrylands, the founder of this pharmacy, Albert Cincotta, 
had a primary objective of providing health care to consumers. This was recently recognised 
by Albert being awarded the 2016 NSW Lifetime Achievement Award by the Pharmaceutical 
Society of Australia. Cincotta Discount Chemist for decades has had: 

 a baby nurse practitioner in the pharmacy; and 

 regular diabetes management days where the consumer with diabetes could come 
into the pharmacy and have their glucose meter tested. 

 
Albert’s community pharmacy mode of practice is the discount model for the Cincotta 
Discount Franchise and underpins the model's motto: Cincotta Discount Chemist: Famous 
for Value. Famous for Care. 
 
Question 106. How do we measure the quality of services provided by the pharmacy?  
 
Standards of Practice for Community Pharmacy are regulated by State and Territory 
Pharmacy Acts and Medicine Schedules. Codes and Standards of conduct for pharmacies 
and pharmacists are detailed by: 

 The Pharmacy Board of Australia 
 Pharmacy Councils in each state 
 The Pharmaceutical Society of Australia 
 The Pharmacy Guild of Australia 

 
The quality of the service is ultimately decided by the consumer directing their pharmacy 
patronage. Many consumers will eschew more conveniently located pharmacies to visit one 
that meets their perceived needs. Such perceived needs vary widely from price, 
convenience, general customer service and the type of services offered. 
 
There are many examples of new, innovative services offered by pharmacies that 
successfully attract a spike in consumer demand and are subsequently copied or enhanced 
by other pharmacies. 
 
For instance, when Terry White Chemists introduced their weight loss category it was a 
commercial success and many other pharmacies followed suit. More recently we have seen 
many pharmacies offer sleep apnoea treatment on the back of the success of early 
adopters. 
 



The point is that the power of choice remains with the consumer and the wide distribution 
and easy accessibility of community pharmacies enables consumers to easily exert that 
power. 
 
106. How do we measure the quality of services provided by the pharmacy?  

 
Again, the consumer has this power. 
 
Question 109. What examples can you provide of variation in prices for regular PBS 
prescriptions?  
 
In the 13 different pharmacies in which I have a financial interest different pharmacies have 
different prices. 
 

 The six Discount Pharmacy Group Pharmacies in Canberra have different PBS under 
copayment prices to the two Discount Discount Chemist pharmacies at Merrylands 
and Blacktown 

 Fords Discount Pharmacy Newtown has different prices from both the above 
franchise brands as does Waratah Discount Chemist at Mona Vale. 

 The medical centre pharmacies at Gateway Medical Centre Pharmacy Mona Vale, 
NSW and Vale Medical Practice Pharmacy at Brookvale, NSW have higher prices than 
all the other pharmacies because they provide time and place utility which 
consumers are happy to pay for. 

 Hampstead Medical Centre Pharmacy in Adelaide had lower prices than the other 
two medical centre prices but not discount pharmacy prices. The reason being its 
patient base has a below average income level.  

 
All the pharmacies have a price-matching policy.  
 
Question 112. In your experience, do community pharmacists provide appropriate advice 

for schedule 2 and 3 medicines?  

 
Yes. In the pharmacies that I have a financial interest the design of the pharmacy allows 
direct access for the consumer to the pharmacist. 
 
In these pharmacies professional development programs are being implemented to ensure 
there is appropriate and consistent advice given on S2 and S3 medicines across all 
pharmacies. 
 
Consumer power via their choice of patronage will determine whether consumers avail 
themselves of these professional services and advice. 
 
 
 
 



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?  

 
The Pharmacy Guild of Australia geo-spatial analysis shows that consumers have ready 
access to pharmacies across Australia. 
 
From more than 40 years of visiting many of shopping precincts around Australia, I cannot 
recall where there has not been a pharmacy in close proximity to a Coles or Woolworths 
supermarket. Therefore down-scheduling S2 and S3 medicines to allow these medicines to 
be sold in supermarkets: 

 would not improve access; 

 would not provide lower prices to consumers as discount pharmacies and sector 
price-matching policies deliver consumers substantially lower prices than Coles 
and Woolworths;  

 is not a balance between access and health and safety – access would not be 
improved and with the schedules maintained, the consumer’s health and safety 
would be protected.  

 
Question 114. Is the sale of schedule 2 and 3 medicines an important contributor to the 

income of community pharmacies?  
 
Yes. It is axiomatic that the sale of medicines would be important to pharmacy income. But 
their sale is also vital to the health and wellbeing of consumers. Scheduled medicines are 
controlled to ensure they are purchased in an environment where consumers are able to 
receive appropriate information and advice on how they should be taken safely and 
efficaciously.  
 
Question 115. Does the availability and promotion of vitamins and complementary 

medicines in community pharmacies influence consumer buying habits?  

 
Yes…and why not? 
 
There are consumer benefits in taking these complementary medicines and we receive 
many consumer questions. 
     
Question 116. Should complementary products be available at a community pharmacy, or 

does this create a conflict of interest for pharmacists and undermine health care?  
  
Where is the conflict? 
 
Consumers want to buy these products and the best place to buy them is in a pharmacy. 
These products may or may not interact with other medicines being taken by the patient. 
There are also variations in levels of efficacy evidence. 
 
Pharmacists are best placed to offer advice on interactions, particularly in a pharmacy 
where the patient’s medication history is available. Many pharmacists are trained on 



complementary medicines and can offer useful information to support effective consumer 
choice. 
 
There are also numerous surveys publicly available that reinforce consumers’ desire for 
pharmacists to be able to offer information and advice on complementary medicines. 
Doctors are increasingly adopting an integrative medicine approach to their practice and 
increasingly and specifically prescribing complementary medicines. 
 
I am a partner in: 
 
Gateway Medical Centre Pharmacy, 1 Mona Vale Rd, Mona Vale. (02) 9998 1900. 
 
At this pharmacy, one doctor prescribes products from the following complementary 
medicine manufacturers: 

 Bioceuticals 

 Eagle Vitamins 

 Nutrition Care Pharmaceuticals 
 
Two other doctors prescribe: 

 Bioceuticals 

 Nutrition Care Pharmaceuticals 
 
Vale Medical Practice, 1A Cross St, Brookvale. (02) 9939 5181. 
 
At this pharmacy one doctor prescribes: 

 Vitamin C: Vitamin C 1000mg four times a day; Zinc 60mg twice daily 

 Iron supplements prescribed by doctors include: Ferro-grad; Ferro-grad C; Maltofer 
tablets; Ferro liquid. 

 Vitamin D: Fauldings 1000iu – our highest seller with 18-30 per month; Pharmacy 
Formula which is used for Webster-paks 6-10 per month. 

 Other less prescribed are: Megafol 0.5; Megafol 5; Betavit; Betamin; Pyroxin 25; 
Pyroxin 100; Iberogast; Luten Defense – Blackmores; Macu Vision – Blackmores; 
Vitamin B5 – Natures Own; Omega Daily – Blackmores; Liver tonic – Thompsons; 
Elevit 

 
Question 117. Do consumers appreciate the convenience of having the availability of 

vitamins and complementary medicines in one location? Do consumers benefit from the 

advice (if any) provided by pharmacists when selling complementary medicines?  
 
Yes. See answer to Q 116 
 
Question 118. Does the ‘retail environment’ within which community pharmacy operates 

detract from health care objectives?  

 
No. Pharmacists operate under ethical standards that place consumers’ interests first. This 
relationship of trust is reinforced by countless surveys that consistently place pharmacists in 
the top 3 of most trustworthy professions. 



 
The retail environment of large retail pharmacies (eg. Cincotta Discount Chemist Merrylands 
has 884 square metres) does not detract from consumers choosing this pharmacy for their 
health care.  
 
Question 120. Cost of PBS safety net. 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?  

 
$1 per day – that’s what the safety net provides. That’s the equivalent of 2 coffees a week. 
What else do they spend their money on? 
Gambling - $22bn and increasing at a faster rate than health expenditure (Medicare 
payments to doctors only $20bn) 
Alcohol - $14bn 
Cigarettes – 12bn 
Soft drinks - $10bn (prescription medicines only $9bn) 
 
The highest expenditure on these discretionary items in from within lower socioeconomic 
areas.  
 
Question 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?  
 
Over my 40 years of working as a pharmacist in community pharmacy and 28 years as a 
pharmacy owner, I would understand that the consumer has no idea of: 

 what to expect from the copayment; 

 what the price of a particular prescription is; and 

 what may or may not be the factors that make up the copayment or the prescription 
price.  

 
 
Question 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?  

 
Until the discounting of the copayment by $1 from 1 January 2016 there was a commercial 
compact between the Australian Government and community pharmacy regarding PBS 
prescription pricing. 
 
Through its monopsony purchasing power the Australian Government exercised PBS price 
control. As an offset community pharmacy obtained retail price maintenance via the non-
discounting of the co-payment. 
 
If the retail price maintenance on co-payment discounting is to be completely removed the 
Australian Government should allow community pharmacies to set PBS prices at whatever 



level they can negotiate with their patients and still put the prescription on the patients 
safety net.  
 
The objective of the co-payment is to provide a price signal to consumers to value their 
prescription medication and use the medications. But it is also about encouraging the 
Australian public to accept responsibility for their health and embrace that our country’s 
approach to ensuring equity of access to PBS medicines requires a contribution from the 
consumer. Medicines are not free. 
 
Question 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?  

  
There should be no discounting of the co-payment. The proposition that there be 
unrestricted discounting of the co-payment:  

 simply means a cut in pharmacy remuneration for PBS dispensing. Any such initiative 
would have to include a stress-test before implementation.  

 simply reinforces my business assessment that the sooner the those pharmacies in 
which have a financial interest develop a community pharmacy model that does not 
require PBS prescriptions to be dispensed, the better. 

 such discounting would harm consumers as the Australia-wide network of 
community pharmacies providing equality of access would be destroyed. 

 a bank that provides loan funds to some of the pharmacies in which I have an 
interest recently mentioned that 80% of its pharmacy loan book has issues. 

 the community pharmacy sector would not have the resources to sustain an 
employed pharmacist workforce – the paid rate would have to fall to award rates 
which are already compromising the ability of community pharmacies to attract and 
retain people with the IQ and motivation to complete a four-year university course. 

 
Paid rates to employed pharmacists have been falling since 2011 which has resulted in 
employed pharmacist leaving the community pharmacy sector, as detailed in the 
introduction. 
 
                   
 
 

 

 

 

 

 

 



Appendix 1: 

 

Correcting false claims about location rules 

By Peter Feros 

The claim that the community pharmacy location rules were established because of the 
clustering of pharmacies in suburban areas in cities, as stated by the King Review of 
Pharmacy Remuneration and Regulation discussion paper(page 28), is not correct. 

The location rules were introduced as a consequence of the Canberra bureaucracy's push to 
reduce community pharmacy remuneration for dispensing Pharmaceutical Benefit Scheme 
(PBS) prescriptions. 

The King Review discussion paper cited an inquiry conducted by the Pharmaceutical Benefits 
Remuneration Tribunal (PBRT) claiming it found a “marked inconsistency in the location of 
pharmacies and the national network of pharmacies supplying PBS medicines. 

“It found that many pharmacies in urban areas were clustered together with rural and 
remote areas having significantly poorer access. In some cases pharmacies were located 
within 10 m of each other, 25% of pharmacies were within 100 metres of another pharmacy 
and 62% were within 1 km of another pharmacy, while other areas struggled to attract even 
one.” (Review of Pharmacy Remuneration and Regulation: Discussion Paper. July 2016; p28) 

Yet the charter of the PBRT was not to determine the clustering or appropriateness of the 
location of community pharmacies. It was to determine the appropriate remuneration for 
dispensing PBS prescriptions. 

It is clear that the driver to establish pharmacy location rules was not the goal of “de-
clustering” but, rather, an economic ideology that was based on:  

(a) the theories of the consequences of excessive prices in a market; and  

(b) economies of scale. 

Economic theory tells us that excessive prices in a market will attract a large number of 
suppliers to that market, many of whom are small-scale, high-cost operations and only 
viable because of the excessive prices. 

A recent example is the very high prices for iron ore which attracted small scale producers 
with high operating costs. 

To support the proposition that the remuneration paid to community pharmacy was 
excessive, a comparison of the population to pharmacy ratios with other cherry-picked 
countries was made. As the Australian ratio was considerably lower than in the selected 
countries, the analysis outcome was that there was claimed to be a proliferation of 
community pharmacies in Australia. 

From this conclusion it was then claimed that a proliferation of pharmacies in Australia was 
evidence of: 



(a) excessive remuneration; and  

(b) pharmacies with high costs of dispensing PBS prescriptions. 

Because of the above theories the PBRT was persuaded to carry out a dispensing cost 
survey. 

The first PBRT cost survey showed that pharmacy was overpaid circa $1 per prescription, 
which was 40% of the professional fee. 

A reduction of the professional fee by this percentage would have threatened the viability of 
many pharmacies. As a result, many owner pharmacists became politically active and the 
CAPS lobby group was formed. 

The Extended Hours Pharmacy Association (EHPA) also became politically active. 

The EHPA had one of the big Australian accounting firms carry out a dispensing cost survey 
on their extended-hours pharmacy businesses. This survey showed that dispensing costs in 
extended-hours pharmacies were 31% (Reference 1 – Table 9.6) higher than that reported 
in the PBRT dispensing cost survey. 

This Extended Hours Pharmacy Association dispensing cost survey was submitted to the 
PBRT as evidence that the PBRT survey was flawed in that it did not sample dispensing costs 
in extended-hours pharmacies, nor did it give an appropriate weighting to these 
pharmacies. 

The other and over-riding flaw in the PBRT cost analysis was that the cost of pharmacist 
labour was taken at award rates, not at the paid rates. (Reference 2 – Page 50) 

Please note: 

 The PBRT cost analysis identifies labour costs as 52+% of total dispensing costs. 
(Reference 2 – Page iii). 

 If the pharmacist labour rates were put into the dispensing cost survey, the result 
would have shown that community pharmacy was not over paid for dispensing PBS 
prescriptions. 

The PBRT carried out another dispensing cost survey, including extended-hours pharmacies 
in the sample and reported extended-hours pharmacy dispensing costs as a separate type of 
pharmacy. 

The executive summary from: 

Part 2. Reports to Pharmaceutical Benefits Remuneration Tribunal 1990 Data Base Survey 19 
November 1990.  

Flawed methodology and conclusion 

The flawed methodology in this conclusion is that the PBRT excluded from its sample two 
pharmacy models that dispensed around 30% of all PBS prescriptions. 



That is, to reach the conclusion you want, you simply exclude 30% of the sample that does 
not fit the conclusion! 

So the conclusion appears manufactured. Underlining this is the fact that the PBRT ignored 
that, at the time of the dispensing cost survey: 

 50% of pharmacies were computerised (Reference 2 – Page 18) and 

 dispensing times and costs in these pharmacies were 30% lower than in the non-
computerised pharmacies. (Reference 2 – Pages 22, 53). 

Both these facts are in the PBRT-released dispensing cost survey. (ref 2)  

At the time my business partner Paul Riley and I were agents for the Amfac/Chemdata 
dispensing system. We knew it was the pharmacies with larger prescription dispensing 
numbers that were installing dispensary computers. 

The PBRT did not investigate which pharmacies had computers and which did not. 

If they had the PBRT would have found that the major dispensing cost differential between 
pharmacies dispensing large or small numbers of prescriptions was computerisation. 

That is what the PBRT dispensing survey data showed was that there were economies of 
technology in dispensing and not economies of scale. 

Having the PBRT incorrectly report that there were economies of scale in dispensing, the 
Australian Government continued to press for the reduction of the professional fee 
identified by the PBRT as an excessive payment. 

This level of remuneration reduction was not acceptable to community pharmacies. 

To indicate that the proposal was unacceptable, community pharmacies closed their doors 
for an afternoon – they effectively went on strike! 

The compromise reached was: 

 a professional fee reduction of 50 cents per PBS prescription; and 

 a fund of $60m to support community pharmacy closures or mergers. This was half 
funded by the Federal Government and half by community pharmacy via a levy on 
wholesale purchases. 

The above is a long journey to the location rules, however: 

 Having accepted that there were too many community pharmacies in Australia then 
there had to be a cap on PBS numbers and no new issuing of PBS approval numbers. 

 Having allowed pharmacies to close or merge to prevent another pharmacy 
dispensing low numbers of PBS prescriptions from opening in the same location, a 
restriction on pharmacies relocating to these areas, or areas where a pharmacy 
could only dispense a low number of PBS prescriptions, the location rules were 
introduced. 



Remuneration the focus not de-clustering 

Thus, the location rules were all about reducing and capping the number of pharmacies 
approved to dispense PBS prescriptions from which patients could claim a government 
subsidy. The overriding objective being to increase the number of PBS prescriptions 
dispensed per pharmacy and thus achieve dispensing economies of scale. 

The primary objective of the location rules was not to prevent clustering of pharmacies. 
Indeed by the late 1980s there had been significant de-clustering of pharmacies. 

This pharmacy declustering was evident at the time by macro data analysis 

The number of pharmacies in Australia peaked in 1970 at 5,876. The Australian population 
in 1970 was 12,663,00. The population to pharmacy ratio in 1970 was thus 2,155. This 
population to pharmacy ratio increased every year from 1970 to be at 2,997 in 1988. (Guild 
Digest) 

By the year of the PBRT dispensing cost survey in 1986: 

 the number of pharmacies had decreased from the 1970 peak of 5,876 to 5,609. 
That is a decrease of 267. 

 population to pharmacy ratio had increased from the 2,155 to 2,997 

A telling factor in the issue of pharmacy clustering is that the Australian population over 
these 18 years increased by 3.878 million. 

These additional Australians settled in the rapidly expanding suburban areas of the capital 
and regional cities. 

All of these new areas had pharmacies. 

If these areas had new pharmacies and the total number of pharmacies declined, then 
pharmacies would have been closing in existing suburban areas. 

The population-to-pharmacy ratio of 2,997 persons per pharmacy had in these new suburbs, 
an additional 1,315 pharmacies would have been established.  

As the total number of pharmacies declined by 267, the had to have been the de-clustered 
of circa 1,315 pharmacies over this 18-year period or even 1,582 (1,315 + 267) 

This macro analysis was supported by micro data I obtained at the time from pharmacist 
associates in locations where pharmacy numbers had declined. 

“Figures of some Sydney suburban locations were as follows: Gladesville, eight pharmacies 
down to five; Narrabeen, six to three; Kensington, eight to four; Liverpool, 18 to 11.” 
PHARMACY2000 Management Vol. 1, Feb.1992 page 26.  

Pharmacy sector literature from this period evidences that the issue at this time was 
population to pharmacy ratios and economies of scale. Examples of this literature is:- 
 



a) PBRT Report 

The PBRT dispensing cost surveys and conclusion that there were economies of scale in 
dispensing labour costs clearly indicates the political debate at the time was about 
proliferation of pharmacy numbers, economies of scale, pharmacy receiving excessive 
remuneration PBS prescription dispensing and the need to close or exclude from any 
dispensing cost survey pharmacies that dispensed low prescription numbers. 

There is no mention of pharmacy clustering in the 1990 PBRT FINAL REPORT EXECUTIVE 
Survey. Reference 2. The executive summary page 1 had the following bullet points.  

 For unit labour costs there are significant economies of scale for all types of 
pharmacies except extended hours.  

Clearly this bullet point is about economies of scale. Please note the: 

o exclusion of extended hours pharmacies  

o no mention of computerization 

 Unit non-labour costs are less sensitive than unit non-labour costs to the volume of 
prescriptions. 

Again a focus on volume of prescriptions and thus economies of scale.  

b) Pharmacy Guild of Australia Amalgamation Guide 

That the above were the issues at the time of the establishment the location rules is also 
evident from the following comments made: 

“It is unlikely that any future government will again allow unchecked proliferation of 
pharmacy numbers.” 

These views were contained in a Guild facilitator’s preliminary report to a group of 
pharmacies for which Feros Riley was doing amalgamation work. 

c) Guild Pharmacy Review 

Similar views were expressed by Dr Bob Woods, federal Opposition health spokesman, 
when he wrote in Pharmacy Review July 1992: 

“We do not want to go back to bad old days and would not support ’free for all’ in 
terms of an explosion in numbers of pharmacies.  

Correcting conventional wisdom 

To understand the location rules, it is essential to know the correct facts behind their 
introduction. 

 why they were introduced 

and 



 the parties driving their introduction. 

The introduction of location rules was ideologically driven by a political and bureaucratic 
position that there were too many community pharmacies in Australia, many of which were 
inefficient, high-cost businesses, leading to an overall view that community pharmacy was 
paid excessively for dispensing PBS prescriptions. 

It is in the interests of all Australian pharmacists to understand the real reasons behind 
government decisions about our profession. Doing so offers us an opportunity to correct 
ideologically convenient claims that obfuscate historical records and are not motivated to 
support the best pharmaceutical care for Australian consumers. 
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Appendix 3 

Peter Feros B.Pharm, FACP, MPS 

   

Peter Feros is a leading community pharmacy owner, innovator, consultant, services provider, 

commentator and advocate. For more than 40 years he has been a pioneer of proven community 

pharmacy business models and processes. 

He is currently an owner and director of 13 pharmacies in NSW, the ACT and South Australia that 

have multiple formats and serve a range of community demographic mixes. The mission of all 

Peter’s pharmacies and consultancy work has been to maximise consumer health and wellbeing.  

His experience and expertise mark him as an expert in developing community pharmacy business 

models, processes and services that maximise revenue and profitability. 

Business, marketing and work-flow strategies 

For almost 40 years, Peter has delivered a range of services and support mechanisms to community 

pharmacies, including the provision of manual stock control systems involving training pharmacy 

staff over 18 months in: 

 setting ordering quantities according to sales; 

 determining the period for order cycles; 

 determining space allocation according to sales; 

 determining product positioning according to sales; 

 determining category placement according to sales; and 

 establishing stock rationalisation procedure.  

With partner Paul Riley, Peter’s consultancy firm Feros Riley wrote a manual for pharmacy stock 

control which is understood to be the only such manual ever written.  

Feros Riley worked with CDC P/L in the adoption of computerised techniques to gather, manage and 

differentiate in-store front-of-shop data. This enabled the above-mentioned functions to be set and 

determined more efficiently than via manual systems. 

The Feros Riley group was established from 1981 and also offered two community pharmacy 

marketing group services which were the first to implement category management principles in 

community pharmacy.  

Marketing medicines – Discover Better Health 

In September 1972 the Australian Journal of Pharmacy published a landmark article written by Peter 

Feros that emphasised the importance of fully utilising the pharmacist’s knowledge and skill base in 

pharmacotherapeutics. This article identified Peter as one of Australia’s forward thinkers in 

community pharmacy, being a pioneer in advocating the use of the pharmacist’s skills and 

knowledge in medicines to support GP prescribing decisions and significantly contribute to consumer 

health. 

In July 1980 he launched the marketing medicines program, Discover Better Health, in the Australian 

Journal of Pharmacy. The goal of the Discover Better Health program, a world first at the time, was 

to make consumers aware of health solutions available in community pharmacies for particular 



conditions. It marketed and reinforced the purpose of community pharmacies to consumers and 

promoted those front-of-shop categories that contributed the highest sales and gross margin. 

Photique – a photographic marketing group program 

Photograph processing and film sales accounted for 10-15% of a community pharmacy’s front-of -

shop sales in the early 1980s. Extended-hours pharmacies typically captured the after-hours film 

sales and processing. As the gross margin of photo processing was 40% plus, photo processing and 

film contributed 20-30% of a community pharmacy’s front of shop gross margin. 

Despite contributing a 20-30% share of total sales, photo processing was serviced out of sight in 

shoe boxes under the back counter by most pharmacies. 

Recognising the unbalanced promotion of products by wholesaler-backed marketing groups, Feros 

Riley launched a photographic and film marketing program for community pharmacies. The Photique 

group grew to 205 members at its peak before being shut down after digital imaging was introduced.  

Dispensary design and process efficiencies 

From the start of his consultancy work in 1972, Peter Feros recognised the importance of workflow 

analysis in dispensary design. The dispensary being the focal point of a pharmacy delivering patient 

improved healthcare and wellbeing. Peter Feros: 

 recognised the importance of dispensary design as the major source of pharmacy sales and 

thus, profit, but also the most labour-intensive; 

 designed dispensaries so that the consumer had ready access to the pharmacist; 

 designed dispensaries that reduced stock selection times. 

 designed dispensaries with deep shelving for high turn-over products so that higher stock 

levels could be kept, thus reducing the frequency of stock replenishment and labour costs. 

Time and motion studies are referenced at www.efficientdispensarydesigns.com.au 

Pharmacy commentary and advocacy 

Peter launched the first community pharmacy marketing and management publication, Pharmacy 

2000, in 1986. This magazine pioneered shelf productivity measurement through calculation of shelf 

productivity indices (SPI), which was used to assess category financial performance. 

The publication ceased in 2001 to enable Peter to shift his focus to his increasing pharmacy 

ownership assets and directorship responsibilities with the Cincotta Discount Chemist franchise.  

Peter has provided representation on behalf of his community pharmacy clients by making 

deputations to Federal Members of Parliament and submissions to the Pharmaceutical Benefits 

Remuneration Tribunal (PBRT). Community pharmacy issues advocated by Peter include: 

 Variation plus or minus. Prior to Peter’s submission to the PBRT, the costing of dispensing 

was measured to 4 decimal points. Peter submitted that there should be a margin of error 

included in such calculations. In the 1990 PBRT database survey the margin of error varied 

from 14c to 51c depending on the type of pharmacy. This means measuring to 4 decimal 

points was ridiculous. 

 First to advocate the safety net (see AJP, May 1981) 



 First to advocate concessional co-payment to help eliminate waste. This was via an article 

for the Business Council of Australia magazine in 1982. 

 Highlighted that population per pharmacy ratios are not indicative of pharmacy accessibility 

for consumers.  

 Submission to the Harper Review into Competition Policy that identified the PBS as a 

monopsony and therefore changing ownership structures would not reduce the cost of PBS 

medicines – the large majority of a pharmacy’s revenue base. 

Qualifications 

Batchelor of Pharmacy Sydney University 1963-1965 

Management Certificate at Hornsby TAFE completed over 4 years 

Part completed Batchelor of Arts University of New England (8 unit out of 14 subjects, politics and 

economics) 

Fellowship of Australian College of Pharmacy 

 

 




