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A. Hello 

a. I am is Peter Crothers and for the past 15 years I have been the owner and manager of The Towers Drug Co Pharmacy, a PhARIA
6 Community Pharmacy in Bourke NSW.  I serve a highly health-disadvantaged population in a sparsely populated area of about
50,000km2 and I’m hoping this submission will help the review gather perspective on remote rural Community Pharmacy
practice.

b. I am a member of the Pharmacy Guild of Australia and a Fellow of both the Pharmaceutical Society of Australia an the Australian
College of Pharmacy and have been encouraged by the Guild to make a submission to this Review.  I am also a member of the
Western Clinical Council of the Western NSW Primary Health Network.

c. I grew up in the town where I now practise pharmacy and have practised in other places and capacities including in hospital
pharmacy, policy development, publishing, practice IT support, business process improvement and a range of Community
Pharmacy scenarios in the 23 years from being registered as a pharmacist to buying the pharmacy I now own.

d. My pharmacy has operated continuously for 138 years and my family has been involved with it for 62 of those.  I found my way
back here unexpectedly, although the reasons I am here relates to my inherent understanding of, and personal commitment to,
the local people and community. Pharmacy practice (and healthcare generally) out here in the remote bush, tends to pan out
differently, and be much more challenging than anything else I’ve experienced, and I daresay without my own background in
the community and understanding of remote rural Australia, I would find it difficult to cope.

e. I’m privileged that many of my patients’ families have had over 100 years of continuous contact with my own family, and in
some cases longer than that.  I am especially conscious of those long intergenerational relationships that involve local aboriginal
people, with whom I closely identify even though I am not aboriginal myself.  I’m reminded every day of the institutionalised
disadvantage – that amounts to entrenched racism – that aboriginal people continue to suffer on a daily basis at the hands of
the PBS and other programs, and I am determined to overcome that in whatever ways I can.  Like everyone else in my
community, practical reconciliation is a 24/7 concern that comes naturally and yet, I’m constantly frustrated at the way rules,
regulations and the ‘normative assumptions’ of government Programs and Program staff force me to be an unwilling agent of
institutionalised discrimination towards my most disadvantaged patients.
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f. I already know from bitter experience that the need to adopt an overall view that reflects majority concerns that exclude my, 
and my patients’, lived experience, and the need to be ‘pragmatic’ and ‘realistic’, will probably lead this Review to 
recommendations that further discriminate, in completely unintended ways, against many of my patients, and so I approach 
this submission with low expectations in that regard. 

g. Reading the Review’s Discussion Paper and its questions, I am struck by how Community Pharmacy-specific many of the 
considerations seem.  While in one sense I welcome this, and I also I understand that this is necessary to address widely held 
concerns, I am also somewhat concerned that – once again – pharmacy seems to be being considered in isolation from the rest 
of health care delivery.  In the past, this ‘hiving off’ of pharmacy from wider healthcare considerations has not anyone well, 
least of all Community Pharmacy.   

h. My daily practice involves constantly dealing with – and co-managing with GPs and other clinicians – a range of healthcare 
consumers who are struggling in various ways with their own illnesses, or with issues of health prevention, or with simply 
remaining as well as possible.  Like other Primary Health Care clinicians, a relatively small cohort of patients account for a 
relatively large amount of my workload.   

i. Unlike other clinicians, the way I am remunerated does not take account of this. Also unlike other clinicians, I am denied the 
opportunity to practice in a truly clinical and collaborative way.  In particular, 

i. I am routinely denied access to patients’ clinical records as I go about my work.  Whereas every other all other health 
professionals providing patient care in my community take for granted that they will be able to access the patient’s 
clinical record in delivering that care, I am alone in not having access to that record.  It means that in offering advice 
about the patient’s care, I am often ‘flying blind’ and therefore handicapped and my contribution devalued, as a result. 

ii. Since my community is a health disadvantage hotspot, my high-needs patient cohort is considerably larger than it would 
be in a more ‘average’ setting.  The way I deal with this greater-than-average need is hardly novel – the only course open 
to me is to employ extra staff to deal with it.  I employ a second pharmacist and more support staff than the industry 
average.  Whereas most pharmacies with my dispensing volume would get by with 1 – 1.2 FTE pharmacists and 3-4 FTE 
support staff, we require 2 and 5-5.5 FTEs respectively.   
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iii. Unlike with say, GPs, the cost of this ‘additional healthcare burden’ is not recognised in the Community Pharmacy 
remuneration formula: it is essentially an extra financial contribution that I make from my own pocket in order to meet 
my professional and ethical obligations. 

j. Many – in fact most – of my patients are ill-served by how the health system is organised and works – for example: 

i. My community has had no Dentist for over a decade and often have to travel 205km to the nearest Dentist in Nyngan, or 
even further afield.   

ii. Pregnant women may not have their baby delivered locally and are forced to move 370km to the nearest regional city 
Dubbo– away from family and friends – for the last 2 weeks of their confinement, and sometimes earlier.   

iii. Midwifery and child health services are less than required.   

iv. Women’s medical services are lacking.  Specialist medical services are lacking.   

v. The chances of an early diagnosis of a life-threatening illness are much lower than average.   

vi. Transport to secondary and specialist care is inadequate.  Integration of healthcare services is non-existent, and linkages 
between ‘health’ and other aspects of care are inadequate.   

vii. Aged-care medical services are inadequate.   

viii. Allied Health services are inadequate.   

ix. Aboriginal patients are perpetually targeted by a myriad of funded programs and interventions, by a range of different 
providers with no necessary involvement in their ongoing care, all keen to earn money from the Aboriginal Health ‘gravy 
train’, each with its own requirements, none of which is an effective or well-considered response to their healthcare 
management needs.   

And so on.  There are many examples of care failure that would shock most Australians. I am disappointed that the Discussion 
Paper doesn’t specifically address these issues of health disadvantage that are so crucially important in considering how 
Community Pharmacy can improve its contribution to health care, and yet still hopeful its eventual findings and conclusions will. 
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k. Like any Community Pharmacist, my responsibility, and perpetual challenge, is to work in the most effective way possible with 
my patients and their other clinicians to ensure their health care to meet their actual needs.   

i. The largest single barrier to me fulfilling that responsibility in my community is the way I am remunerated, which despite 
some beneficial changes brokered through successive CPAs, is still stuck in the 1940s and simply places disincentive after 
disincentive in my path and punishes me for being a caring and conscientious pharmacist.   

ii. Lack of access to patients’ clinical records is the other huge barrier to me being as effective as I could be.  

l. I therefore believe the overriding challenge for this Review is to a change Community Pharmacy remuneration, and also some of 
the other barriers to full participation in Primary Health Care, so that we are finally incentivised and encouraged to fulfil our 
health care potential.   

B. So what is Community Pharmacy anyway?  

People outside Community Pharmacy often struggle to characterise it and there were early signs that this Review has struggled as well.  Is 
it retailing?  Is it healthcare?  Is it a combination?  Is that a natural combination as most consumers seem to think or an uneasy one as 
some others think?  If it is healthcare, where does it sit in the scheme of things and how does it relate to other providers?  Does it just 
supply goods or does it do more than that?  Is its healthcare role purely concerned with medicines or is there more to it?  Is there a conflict 
of interest in selling products and if so, how do Community Pharmacists resolve that?    

The responses to such questions are vital to understanding Community Pharmacy’s potential healthcare and economic contribution.  I 
would say: 

a. Community Pharmacy is  plainly mainstream Primary Health Care 

In the contemporary context, there can be no doubt Community Pharmacy is accepted as mainstream Primary Health Care:  

i. Medicines are overwhelmingly used in the treatment not only of Ambulatory Care Sensitive Conditions (ACSCs – 
conditions that don’t require hospitalisation and are best treated in the community and which often have the most 
favourable benefit vs cost from intervention), but also of medical conditions generally.   
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ii. Medication management is complex and ambiguous and requires a specialist focus that Community Pharmacists are well 
qualified and able to provide 

iii. Community Pharmacy routinely collaborates with other Primary Health Care providers – especially GPs –  in the care of 
patients, although often in an informal and insufficiently documented and recognised way 

iv. Community Pharmacists are represented on Primary Health Network (PHN) Clinical Councils 

v. And so-on.   

b. Most Community Pharmacists are currently more motivated by patient-relationship than fee structures 

i. Because Community Pharmacists have no direct control over our PBS remuneration (other than to try to maximise script 
throughput) and because that remuneration is being squeezed, in recent times, we’ve faced with two basic business 
model choices.   

 We can seek to exploit the transactional nature of the PBS and maximise script throughput and build other offers 
around that (low cost offer) or  

 We can differentiate on the basis of service and expertise (customer intimacy model)1.   

ii. The ‘customer intimacy’ – or ‘relationship’ – model of practice involves forming lifetime relationships with patients 
based upon looking after their particular needs: solving their particular issues, providing them with care and 
acknowledging them as empowered individuals.  Most pharmacies, and certainly mine and the others I am most familiar 
with, pursue this model, and more and more are taking it up. 

c. Community Pharmacy is already patient-centric and already contributes to good patient care outcomes and is 

not afraid to share responsibility those outcomes 

i. Pharmacy has unique historical roots which help explain who we are and where we have ended up, which I will discuss 
more below. Since the 1970s however, pharmacists throughout the world have striven to complete what most of us 

                                                           
1 There is not really a compelling ‘innovation’ business model in Community Pharmacy at this time, but one may develop. 
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have looked on as the ‘re-purposing’ or ‘re-professionalisation’  of pharmacy – the shift from ‘apothecary’ and supplier 
of pharmaceutical goods to ‘clinician’, or provider of pharmaceutical care.   

ii. A key insight and subsequent rallying point in that journey was the synthesis in 1990 by Doug Hepler and Linda Strand – 
two American pharmacists – of the notion of Pharmaceutical Care  - the acceptance by pharmacists of a social mandate 

to ensure the safe and effective drug treatment of individual patients, by putting patients at the centre of our 

professional concerns and working with them and their other clinicians and carers to achieve that goal.   

iii. I can still remember reading Doug and Linda’s seminal article about Pharmaceutical Care in March 1990 and the riveting 
effect it had on me and 3 of my pharmacist colleagues that day – not because it represented something new and 
unfamiliar, but because it neatly encapsulated what we all already knew and felt and had already long identified with.  
Suddenly here was something every pharmacist could – and did naturally – identify with.  Suddenly we were all a bit less 
isolated and alone in our professional journey.  Suddenly, we had a well-articulated common purpose.  In my own case, I 
had felt that way about pharmacy since working as a Dispensary Assistant in my university holidays in 1976 and listening 
to my supervising Pharmacist explain the potential of Community Pharmacy to me – long before I even graduated as a 
Pharmacist.   

d. Community Pharmacy involves ongoing and evolving care relationships with consumers 

i. In a Primary Health Care context (see B. a. above) Pharmaceutical Care becomes the means by which Community 
Pharmacists join in and contribute to Integrated Primary Health Care the more general patient-centric model of 
healthcare that gives rise to concepts such as the Patient Centred Medical Home  that are at the centre of Primary 
Health Care reform by the current Australian Government 

ii. Pharmaceutical Care is not only patient-centric: the notion of accepting professional responsibility for outcomes and 
working with the patient and their other carers and clinicians implies an ongoing and iterative care relationship.  Just as 
GPs, with their ongoing care relationships with patients, are the natural choice of medical practitioner to be at the 
centre of peoples’ medical care, Community Pharmacists – obsessed as we are with patient relationships (see B. c. 
above) and working closely with GPs as we do in co-managing patients’ care journeys – are the logical choice to take 

http://www.ncbi.nlm.nih.gov/pubmed/2316538
http://www.health.gov.au/internet/publications/publishing.nsf/Content/NPHC-Strategic-Framework~purpose
https://www.pcmh.ahrq.gov/page/defining-pcmh
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long-term professional responsibility for peoples’ evolving pharmaceutical care needs in Primary Health Care (i.e.,  
ambulatory) settings 

e. Community Pharmacy has a focus on consumer Self-Care that other clinicians do not 

i. Community Pharmacy not only focuses on the commonest treatments of the commonest and most amenable chronic 
conditions, but is unique in easy accessibility to ordinary people as they go about their ordinary daily lives and – crucially 
– as they make their own decisions about their own and their families health care, which is also called ‘Self Care’ and said 
to constitute up to 70% of all health care actions.  These are things that go back to Community Pharmacy’s historical 
roots (see D. below).   

f. Community Pharmacy is generalist healthcare and occupies a broad place in the spectrum of health care delivery 

i. Other things that make Community Pharmacy distinctive are its willingness to engage with consumers at a number of 
different interventional and motivational levels, and the breadth of its pathophysiological focus.   

 It is involved in assessing and helping manage acutely ill people; in managing chronic conditions, in managing 
health risk factors and helping prevent acute illness; and in health promotion and education.  It has a concern not 
just for individuals’ health and wellbeing, but for that of families and communities and consumers feel 
comfortable engaging pharmacists not just when they are acutely ill but on issues of health prevention and 
wellbeing.  

 Because drug treatment is used across a wide range of pathophysiological conditions, Community Pharmacists’ 
clinical focus is similarly broad: only GPs would have a broader clinical focus.   

ii. In Community Pharmacy, all these aspects of health care are brought together, interact and addressed in a way that 
simply doesn’t happen anywhere else in the healthcare system.   

iii. All these things are related to another unique characteristic of Community Pharmacy, namely the position it occupies in 
the spectrum of available health care services in the community – see figure 1. 
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g.  
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h. Community Pharmacy is a supplier of medicines and other medical goods … 

i. Community Pharmacy is also unique in that its stock-in-trade is scheduled medicines and other healthcare and general 
wellbeing products, which superficially appear to be goods but might be better characterised as a ‘tangible component’ 
of health care interventions that also include an overriding and crucially important service component.  Scheduled 
medicines and other pharmacy goods thus have different characteristics to many other goods.    

i. … and also a supplier of other goods that contribute to health and wellbeing in a less direct and obvious way 

i. Healthcare consumers have many ‘dimensions of need which can be summarised as ‘issues (problem) resolution’; being ‘cared for’ 

and having their own unique identity (and therefore independence) acknowledged.  Most healthcare providers are good at ‘issues 
resolution’ – and the MBS is traditionally good at rewarding that – but tend to ignore the other dimensions.   

ii. Community Pharmacy – lacking the tight behavioural motivation that the MBS creates and obsessed as we are with ‘relationship’ – 
are more inclined to acknowledge dimensions of health and wellness ‘need’ beyond just simply resolving the health problem (issue) 
at hand.  It means that in helping solve peoples’ problems we’re also inclined to  look towards preventing future recurrence and 
maintaining and promoting health and wellness and that can mean looking beyond scheduled medicines to the plethora of health 
care ‘peripherals’ that people expect community pharmacies to keep.   

 For example, the mother of a baby with colic would be let down if the pharmacy didn’t also keep baby feeding items 
including slow-flow teats.  Keeping baby feeding aids then leads to an expectation to stock other mother and baby items, 
including formulas and items like soothers (dummies), teething rings and the like, and even baby gifts.   

 Also, because Community Pharmacists are good at problem-solving, people come to us with problems that aren’t strictly 
‘in-scope’.  For example, it is clearly reasonable to expect us to carry batteries for blood-glucose testing meters, but what 
about watch batteries?   

iii. Working out where to ‘draw the line’ between what is ‘professionally appropriate’, or not, is not always straightforward 
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C. Shifting the basis of remuneration is needed to complete the shift in Community 

Pharmacy’s societal purpose – the current remuneration system is holding us back 

a. Pharmacists have long realised the desirability of being properly and directly remunerated for the services we provide, 
especially as our self-image and training has shifted towards taking responsibility for drug therapy management and outcomes – 
or Pharmaceutical Care.  Indeed many of us see a change in the way we are remunerated as central to our societal re-purposing 
(or ‘re-professionalisation’) that commenced in the 1960s and 70s (see B. c. i. above) 

b. Shifting to that more logical and justifiable remuneration system has not been easy to achieve however.  By far the greatest 
barrier has been the dominant influence of the PBS: the way it links our remuneration to the supply of goods; the way it creates 
a perverse economic incentive to maximise throughput and minimise service; the way it has dominated our working day and 
effectively diverted our professional evolution for the better part of 7 decades.   The PBS is the major reason why it has been 
impracticable to price medicine-based health interventions in the way that other health interventions are priced, such as on a 
capitation, outcome-based payment or fee-for-service basis. 

D. The interrupted evolution of pharmacy from ‘apothecary’ to ‘clinician’  

Perhaps the best way to understand Community Pharmacy is understand how it got to be the way it is. It has unique origins that are 
essential to understanding what it is and does, and why.  They help explain where we Community Pharmacists have ‘landed’ in the 
spectrum of modern healthcare; our self-image and relationships with the medical and other health professions and also with 
government: and why we can seem so unorthodox and perplexing – or even baffling.   

a. The Pharmacy and Medical professions have shared roots 

i. Unlike say the Allied Health occupations which often developed alongside the medical profession over the last 100 or so 
years as adjuncts to doctor-delivered care – or the Nursing profession which evolved out of ancient traditions of female 
care provision and midwifery – community pharmacy shares deep historical roots with the medical profession.  At 
different times over the past several millennia Medicine and Pharmacy have been the same profession – Hippocrates 
and Galen were both doctors and pharmacists – and at times they have been separate.  The earliest records of a 
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separate pharmacy profession go back to at least 4000 years to the Sumerian and Mesopotamian empires.   As early as 
the 9th century CE pharmacy was a state regulated profession in Baghdad.  

b. Pharmacists as compounders and apothecaries 

i. In Britain and other British Empire nations such as Australia, General Practitioners developed from a profession known as 
Apothecaries who were like pharmacists and operated from shops that compounded and sold medicines.  As some 
apothecaries started to move towards practising medicine pharmacists ‘professionalised’ and sought a Royal Charter to 
protect their practice.  Although still principally compounders of medicines, we increasingly saw ourselves as inheritors 
of the apothecary tradition of treating the common people who couldn’t afford a physician.  We treated people when 
we could and referred them to medical care when we couldn’t.  Pharmacy thus remained subordinate to doctors but 
intimately linked to them; until relatively recently both professions were more craft-like than truly scientific, and trained 
through an apprenticeship system.   

c. 20th century upheavals created a need to re-purpose Pharmacy as a provider of patient care 

i. Whereas medical training underwent a major shift in the early 20thcentury towards a science based basic training 
followed by intensive clinical training, pharmacy training remained mainly under the apprenticeship system for another 
40 to 50 years.  It wasn’t until the early 1960s that pharmacy training became predominantly university-based.   

ii. Meanwhile, the increasing industrialisation of medicines production from the 1940s threatened to make pharmacists’ 
compounding skills redundant and led to pharmacists seeking to transform their practice from compounding to 
scientific, evidence-based, patient care.  This began in the late 1950s and 60s – some 40-50 years after doctors started 
making a similar transition – but didn’t gather pace until the 1970s.  

iii. This slow start to the shift from a supply- and compounding-based ‘art’ towards patient care was partly due to the sheer 
number of new potent medicines that appeared from the 1950s onwards.  These were widely characterised as ‘magic 
bullets’ – highly effective and supposedly very safe – and, with the NHS and PBS, their availability to the public increased 
rapidly and pharmacists were kept busy with an ever-expanding PBS that also increasingly dominated their work.   

http://www.rpharms.com/about-pharmacy/history-of-pharmacy.asp
http://www.rpharms.com/about-pharmacy/history-of-pharmacy.asp
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iv. The new potent industrial-era medicines soon proved to be anything but risk-free however and while Hospital 
Pharmacists were able to use this to carve out and develop new clinical roles, Community Pharmacists were already 
locked into the supply treadmill that was the PBS and this had disastrous consequences for its as yet nascent shift 
towards patient care. 

d. Pharmaceutical Benefits as ‘goods’ not ‘services’  

i. Crucially, in Australia the new National Health Scheme (incorporating the PBS) clearly characterised ‘Pharmaceutical 
Benefits’ as ‘goods’2, whereas Medical and Dental Benefits were services.  Even though pharmacists were increasingly 
being trained as clinicians able to deliver a range of mostly medicine-specific3 professional services, and even though the 
supposed ‘magic bullet’ medicines were now being shown to have serious adverse effects and other risks requiring 
precisely the new knowledge and skills that pharmacists were acquiring, the PBS remuneration formula was only ever 
able to recognise pharmacists as suppliers or ‘dispensers’ of goods: it was actually prevented from even recognising – 
much less remunerating – professional services.  

ii. Also, whereas Medical Practitioners are free to charge patients including pensioners greater than the MBS fee, 
Community Pharmacists have never been similarly enabled.    

e. The Government has been disingenuous about remunerating professional services provided by Community 

Pharmacists 

i. As it became increasing apparent that supplying potent medicines needed to be routinely accompanied by advice and 
assistance and even intervention by pharmacists, and standards of pharmacy practice started to reflect this, pharmacists 
started to push for remunerative recognition of their professional role. At some time in the 1980s – following 
representations by the PSA and others to the PBRT to recognise and remunerate pharmacists for medication counselling 
and other professional services to patients – the Commonwealth adopted the convenient view that any professional 

                                                           
2 It still does 
3 Because medicines are so ubiquitous in the prevention and treatment of illness, the term ‘medicine specific’ is broader than it sounds 
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services provided to patients that related to a PBS medicine was somehow already included in the remuneration 
formula, even though no-one has never been able to isolate or quantify that component.   

f. Perverse incentives have mitigated against the consistent delivery of good quality services 

i. What has always been completely certain however is that the PBS ‘professional component’ has been discounted 
because not everyone receives or needs it: the mystical (or possibly ‘mythical’?) professional component is ‘averaged 
out’ and paid regardless of the level of professional service or intervention either required or given, for a particular 
dispensing.  This has meant two things.   

 Firstly, in economic incentive terms pharmacists are faced with a clear choice – provide the required level of 
professional service and be paid a fraction of what the service is actually worth, or not provide the service and 
still be paid something for doing nothing.  The ‘economically rational’ thing to do is obvious – collect a rent for 
doing little or nothing and it is a credit to Community Pharmacy that so many have opted not to take this easy 
path.   

 Secondly, unlike elsewhere in the health system, there has been little recognition of patients’ differing needs.  
For example: the conscientious pharmacist practising in a health disadvantage hotspot with a larger proportion of 
complex patients requiring high service levels (over which they have no control) is, in relative terms, financially 
punished for her efforts, and therefore so are her patients; while a similar pharmacist practising in an area of 
high health advantage requiring less intervention is rewarded in those same relative terms. 

ii. In this way, the entire PBS has been laden with perverse incentives since its early days. 

iii. The introduction of Clinical Intervention payments in the 5th and 6th CPAs was meant to go some way to addressing this 
but program capping has put an end to that – the CI payments are now heavily discounted, greatly reducing the 
incentive to take extra effort with more complex cases 
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g. Wages have been held back as well, with flow-on effects to PBS remuneration and Community Pharmacy 

business models 

i. Just as Community Pharmacy has been actively encouraged to adopt high-throughput ‘retail’ business models, the wages 
of an increasingly feminine Community Pharmacy workforce have been linked to ‘retail’ Industrial Awards: Community 
Pharmacists clinical skills and expertise have never been adequately recognised in the wages they have earned and, 
since wages have played a major role in determining PBS Remuneration, have also held it back. 

ii. The dual effects of firstly suppressing wage levels (and therefore the labour cost component used to calculate PBS 
remuneration) and secondly, linking PBS remuneration strictly to the supply of goods have, as the PBS grew and grew, 
only increased the economic incentive to maximise supply throughput and minimise professional service, to the extent 
that entire new business models based on gaming the transactional nature of PBS and exploiting low wages to drive 
down costs have emerged.  The discount model of community pharmacy is nothing more than an economically rational 
response to the inherent incentives in the PBS. 

h. PBS administration has become an impediment to productivity and the delivery of Pharmaceutical Care 

i. The PBS has expanded to proportions and degrees of complexity undreamed of by its formulators, to the extent that it 
has effectively dominated and dictated the entire nature of Community Pharmacy practice and held back its clinical 
development.  Over the years the PBS has also become more and more administratively complex and arcane and has 
outstripped the ageing government IT infrastructure’s capacity necessitating excessive ‘manual’ processes and checks in 
Community Pharmacy to deliver policy outcomes, to the point that ‘PBS troubleshooting’ has become a dominant aspect 
of most community pharmacists working lives: it is unreasonably – an objective observer might say ‘hopelessly’ – 
inefficient and reduces Community Pharmacy productivity.  

ii. At the time of writing this paragraph for example (19/9/16), the PBS has an 8-9 week backlog of manual data entry for 
the PBS Safety Net (yes I checked) and there are some Safety Net situations that arise – such as triggering of the Safety 
Net entitlement by a Regulation 24 prescription that are – literally – irreconcilable by Medicare.  



Submission to the Review into Pharmacy Remuneration and Regulation by Peter Crothers, Pharmacist, Bourke NSW – 23rd September 2016 

 

15 
 

iii. Some of the PBS administrative requirements are mind-bogglingly pettifogging.  For example, earlier this year I had a 
patient collect prescriptions for herself, her husband and her sister. She had to sign her name and write the date 23 
times, and write her address 16 times.  This is petty administration is ridiculous and unreasonable and achieves nothing   

i. Many of our best people leave Community Pharmacy and those left behind often suffer unreasonable working 

conditions … 

i. Maximising supply throughput at all costs, while dealing with an unworkable maze of often seemingly senseless and non-
productive administration becomes professionally stultifying and drives many of the best pharmacists away from 
Community Pharmacy.   

ii. Others however feel they have nowhere to go, and put up with the lowest possible wages – wages that in no way reflect 
their potential economic worth – and other exploitation at the hands of a relatively small but powerful subgroup of 
pharmacy owners.  I have even heard a credible story of a young employee having to wear incontinence pads simply 
because she was not permitted to take toilet breaks whenever she needed them. 

j. … and professional and ethical standards suffer as well 

i. The success of the discount model places other pharmacies under competitive pressure and helps fuel a vicious cycle of 
reduced real wages and deteriorating working conditions.  This ‘rush to the bottom’ and the desperation that 
accompanies it also helps explain why some pharmacies have become increasingly prepared to stock non-evidence-
based treatments and engage in other activities that reduce the reputation of the profession and/or create conflict of 
interest. 

k. Routine denial of access to patients’ clinical information has also held Community Pharmacy back 

i. Other things also hold community pharmacy back from a fully realised clinical role.  Principal among these has been the 
routine denial of Community Pharmacy access to patients’ clinical records.  Whereas every other health profession takes 
for granted that they will have access to patients’ medical records and notes to do their work, Community Pharmacists 
are alone in being actively denied that access.   
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ii. Even the prescription, which by any measure is a referral to care, omits crucial information to make the pharmacist’s job 
easier and clinically meaningful, such as the indication for prescribing.    

iii. This is important because access to the clinical record has a curious and vital effect on healthcare practice.  Without it, it 
is impossible to practice ‘clinically’ because there is insufficient context for the provider to make (and share with the 
patient and other clinicians) reliable clinical decisions on the patient’s behalf.  Conversely, with access to the clinical 
record, there is an active responsibility to take everything in it into account when making decisions on the patient’s 
behalf: suddenly the clinician is ‘100% responsible’ for contributing –along with other clinicians and the patient 
themselves - in a positive and intensely thoughtful and skilful way to overall care outcomes. 

l. Community Pharmacy has been held back in achieving its logical new societal purpose, viz. Pharmaceutical Care 

i. From the late 1960s to the 1990s and even to present day all these factors have acted as a powerful brake on the 
Community Pharmacists’ developing into properly enabled Primary Health Care clinicians.  By comparison, Hospital 
Pharmacists had none of those disincentives to good practice: they had access to the clinical record;  their economic 
rewards were increasingly linked to achieving rational, evidence-based medication use by patients and delivering team-
based clinical care; and consequently they quickly assumed clinical roles, being regarded as mainstream hospital 
clinicians as early as the 1970s.  The contrast has been remarkable, but perfectly understandable in the circumstances. 

m. And yet Community Pharmacy has made remarkable progress  

i. Despite all this, Community Pharmacy has remained highly popular with consumers throughout all the time it has been 
clinically suppressed, and has managed to expand its professional offerings.  One explanation is that pharmacists have 
had to work harder and develop more attentive and intimate relationships with patients in order to obtain the 
information they need to fulfil their professional obligations – something which most patients like.   

ii. Another explanation is that Community Pharmacists, prevented from being directly rewarded for clinical service 
provision/ care delivery, and disillusioned by the drudgery and perversity of the PBS, have diversified their offerings 
beyond the traditional boundaries of ‘illness care’ into the ‘wellness’ and ‘wellbeing’ spheres.  They have also packaged 
and delivered services in a way that appeals to real consumers and allows them to use their clinical skills.   
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n. Community Pharmacy is better positioned than ever to contribute to improved healthcare outcomes 

i. This concentration on what real people actually want in terms of health and wellbeing might be what leads such an 
eminent commentator as Dr Paul Grundy to observe “there’s nowhere that illness care, health care and wellness come 

together in quite such an exciting way as in Community Pharmacy”.  It is almost certainly also behind the comment of a 
prominent health industry consultant who said to a group of Community Pharmacists I was part of, “I love speaking to 

you people.  When I speak to doctors, I see immediately that they are primarily motivated by the MBS and can’t get 

beyond that; but when I speak to you, I see you are motivated by relationship with patients.  You actually ‘get’ what 

people want from the healthcare system and are prepared to give it to them”. 

ii. These things also get back to Figure 1 above and what it implies about pharmacists’ accessibility and range of concerns  

iii. Pharmaceutical Care – the thing that defines the legitimate societal purpose of pharmacy – is an even more valuable and 

meaningful concept now that it was in 1990 when it was first articulated.  That is because it has expanded to include 

responsibility not just to individual patients but to whole communities and populations, and because it has allowed itself 

to be enriched by – and not just replace – the apothecary tradition it arises from: Community Pharmacists are not only 

drug therapy experts, they continue to be a major front line source of health advice, promotion and education; 

monitoring and management; treatment; triage and referral, for both ill and still-healthy people – see B. d. i. above 

E. A word about wholesalers 

a. Over several decades, wholesalers have developed into the engine room of pharmacy retailing that Community Pharmacists are 
relatively powerless  to moderate.   

b. As the PBS reduced Community Pharmacy to a slavish PBS supply function, and given our tradition of selling proprietary 
medicines and other health care peripherals, it is hardly surprising that some Community Pharmacies turned to retailing other 
goods.  In NSW, the biggest retailing (and prescription discounting) push came from then big corporate player Washington H 

Soul Pattinson (‘Souls’) which advertised discount prescriptions and sold a wider range of goods than pharmacies had 
traditionally. 
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c. This was in due course countered by other “banner groups” that were increasingly aligned to – and then owned by – 
pharmaceutical wholesalers.  Most wholesalers – API in NSW, QDL in Queensland (now part of API), and Sigma in Victoria – 
began as co-ops that were owned and run by Community Pharmacists.  Even those that weren’t – such as FH Faulding in South 
Australia – were overwhelmingly focussed on Community Pharmacy and tended to follow its lead.  However, as the wholesalers 
became more obsessed with the banner brands (that were increasingly aligned to particular wholesalers), they came to see 
themselves as retailers in their own right.    

d. There have been various mergers and acquisitions and several wholesalers have become publicly listed. They are no longer 
beholden to their Community Pharmacy customers in the way that they were and make little effort be proactive in ascertaining 
our needs.  

e. Community Pharmacies that are members of wholesaler banner groups have long received favourable trading terms, including 
retail trading terms.  When the CSO came along, the wholesalers quite openly even used the CSO funding to underwrite retail 
trading terms, rather than use it exclusively to equalise PBS trading terms and delivery performance as was intended.  

f. While this was reprehensible, consumers do love a good retail offer, and since the PBS and associated Professional Services 
don’t provide anything like an adequate $ return, for most Community Pharmacies a strong retail offer is now considered 
essential for commercial viability.  To counter the banner groups, other unbranded or semi-branded pharmacy groups have 
formed in order to obtain trading terms from wholesalers, manufacturers and other suppliers that match the banner groups. 

g. Nowadays the ‘retailing push’ in Community Pharmacy comes overwhelmingly from and through the wholesalers, their banner 
groups such as API’s Priceline, Symbion’s TWC and other key customers such a Chemist Warehouse (for Sigma).  Wholesalers are 
no longer obliged to equally meet their Community Pharmacy customers’ professional needs and already there is pressure to dilute the 
way in which wholesalers support their Community Pharmacy customer base using the CSO, some of which is the subject of this Review. 

h. Community Pharmacy is thus no longer as well-served by the wholesalers as it was.  The retailing activities of the wholesalers through their 
banner groups and other key customers have gone too far and often add little value to the Community Pharmacy health care offering, and 
can be problematic to it.  Community Pharmacies that wish to concentrate on their health care offer would in many respects be better off 
under the former co-op model of wholesaling. 
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F. The opportunity for this Review 

As I’ve indicated, I saw an opportunity as I was starting my career to contribute to society through the provision of Pharmaceutical Care, 
even though I couldn’t have articulated it in those terms at the time.  But here’s the thing: 40 years later, the things that stand in the way 
of Community Pharmacy fulfilling its Pharmaceutical Care social mandate are still the same as the things that stood in the way back then.  
They are:   

a. the way we are paid, the things we are paid for and what we are paid for doing those things and  

b. regulatory and other historical barriers that – for example – still deny Community Pharmacists reasonable access to clinical 
patient information.   

Let’s hope this Review can do something about that.  

To answer your questions: 

1.  In your opinion, is the ratio of community 
pharmacies to population optimal? What 
data would you use to support this 
opinion? 

It is close.  Humans seem to be genetically programed to deal with a wider community up 
to a few thousand individuals and a closer community of a few hundred and that is the 
level most community pharmacies are at: we mostly serve a recognisable population of 3-
6000, of which we have very close iterative relationships with the most needy 500-1500.   

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? 

The resources allocated to health care (including pharmacy) in different geographical 
areas should be determined much more by health care need/burden (as distinct from raw 
population) than they are now.  Healthcare is characterised by market failure and that 
creates challenges.  Nevertheless, all good evidence suggests we must be concerned with 
health inequality and that inequality occurs in ‘hotspots’ that require greater 
concentration and direction of health care services, including pharmacy. For an excellent 
discussion of this see the Grattan Institute’s recent Report Perils of Place 

3.  In your opinion, should there be a 
maximum ratio of retail space to 
professional area within pharmacies to 

It depends on your definition of “retail” and where you draw the line between ‘illness 
care’ and ‘health care’ and ‘wellness care’ and ‘wellbeing’.  In my pharmacy, we have 
limited ‘health and beauty’ offering that I could fairly easily demonstrate is relevant and 

http://grattan.edu.au/wp-content/uploads/2016/07/874-Perils-of-Place.pdf
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maintain the atmosphere of a health care 
setting for community pharmacies 
receiving remuneration for dispensing 
PBS medicines? 

complementary to our healthcare offering – particularly to women, whose conception of 
‘health’ is more likely to include feeling good about one’s appearance, not just physical 
and emotional health.  Our H&B offering occupies about 25% of floor space and is 
relatively less profitable than our ‘professional’ area (the rest of the pharmacy).  We have 
an H&B offering because people expect us to have it and it would be a problem for them 
if we didn’t and – for us – the space is fairly cheap.  On the other hand, the Chemist 

Warehouse H&B offering is clearly much more substantial: in that case, H&B is ‘what they 
do’ and pharmacy and Pharmaceutical Care is not central to the offer.  Whereas my 
pharmacy is clearly and unambiguously a pharmacy, many CWs are not.  

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?  

 

Yes, but not exclusively. More than anything, government funding should take into 
account the health care needs of the population being serviced – see again Perils of Place.  
Some say government exists primarily to deal with market failure – which is the source of 
health inequality in the first place – and so why would you possibly base funding on 
anything else?  It is a similar argument to that used by Patrick Gonski in responding to 
education inequality.   

The matter of some pharmacies being primarily something other than a pharmacy could 
be addressed in different ways including, but not only, through the PBS remuneration 
model.  Clearly, a pharmacy like mine which is overwhelmingly about medicines and 
health care, should be distinguished from a business which is overwhelmingly ‘retail’ and 
in which the pharmacy is either incidental or has the prime purpose of drawing in 
customers to shop while waiting for their prescriptions.  I would also like to see QCPP 
standards that prevent businesses with Professional Areas less than say 70% of total floor 
space from being accredited.    

5.  Is the CPA process consistent with the 
National Medicines Policy? Is it consistent 
with the long term sustainability and 

The question almost so broad as to lack meaning.  In my opinion, the CPA as it stands 
helps maintain Equity of Access to the PBS and Pharmaceutical Care in a better way than, 
say, current remuneration arrangements for doctors help maintain EoA to medical care.  

http://grattan.edu.au/wp-content/uploads/2016/07/874-Perils-of-Place.pdf
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affordability of the PBS? Is it consistent 
with good government practice in terms 
of value for money (for both patients and 
taxpayers), clarity, transparency and 
sustainability? 

That is plainly obvious.  That is not to say it couldn’t be done better, for example by 
adopting bundled funding based upon demonstrated health care needs of the population 
being serviced – see this article from a very recent Harvard Business Review for example 

6.  What would be a preferable approach? 
Why would this be preferable? In 
particular why would this lead to better 
value for money and better meet the 
objectives of the NMP? 

See previous answer.  Because, it would result in a concentration of health care effort – 
including pharmacy services – where it is/they are needed most, with better flow-on 
economic benefits for society and people generally 

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? 

Well it is called the ‘Community Pharmacy Agreement’ after all, and historically this is 
money that is/was for the supply of Pharmaceutical Benefits (goods) by Community 

Pharmacists that, through the CPA process, Community Pharmacists have tried to redirect 
towards rewarding the provision of provision of services by Community Pharmacists.  
There is an opportunity to address the wider context of Pharmaceutical Care, but it 
probably requires a complete re-engineering of pharmacy remuneration including 
rewriting the National Health Act.   

Like many Community Pharmacists, while I would like to see a broadening of the scope of 
pharmacy practice and remuneration, I’d prefer it not to be at my own personal expense.  
I have risked my own capital in building relationships with my patients and delivering 
them Pharmaceutical Care under the PBS.  I would be dismayed if the CPA were to 
suddenly fund a new wave of ‘free riders’ who sought to undermine my practice and 
investment and those of others like me, as some HMR pharmacists obviously sought to do 
a few years back. 

8.  Is it appropriate that the Government 
continues to negotiate formal 

To the extent that those remuneration agreements reflect the current meaning of the 
Act, yes.  If PBS remuneration in future is to be about something different than it is now, 

https://hbr.org/2016/07/how-to-pay-for-health-care
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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? 

then it might well make sense for negotiations to involve different parties.  As I’ve said 
however, personally I’m not keen on ‘free riders’   

It is important for there to be a single negotiator.  If it is not the Guild then there would 
need to be another organisation that represented all PBS contractors, such as the PSNC in 
the UK. In many respects however, that seems like reinvention of the wheel. 

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? 

No.  Why would it?  Partnership is (or should be) a good thing, not a dirty word.  The 
Government already has a ‘licensing agreement’ with individual pharmacists.  I paid 
$500K+ for my licence in 2001. Why wouldn’t you just modify the existing licensing 
agreement?  Better still, why wouldn’t you make Location Rule speculators pay for a new 
licence issue, instead of giving it away to them? 

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, 

Leading question that seems to contemplate handing dispensing medicines in Australia to 
“big business” .  Why is “small business” (vs “big business”?) in any way a relevant 
consideration?  NMP – self-evidently – will be best supported by people who inherently 
believe in it and can be best held to account for it.  The larger the corporation and the 
more it is beholden to delivering a financial return to (anonymous) stakeholders with no 
stake in NMP, the less likely there will be a commitment to NMP.  It’s not rocket science.  
Look at what is happening with the corporatisation of medicine.   
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what could these alternative approaches 
look like? 

11.  Is the 6CPA achieving appropriate ‘access 
to medicines’ as defined in the NMP? If 
so, why? If not, why not and how could 
access be improved? 

Self- evidently, yes.  The question is whether ‘access to medicines’ is the most relevant – 
or only – issue.  As long as the National Health Act continues to define ‘Pharmaceutical 
Benefits’ as goods the question of peoples’ access to appropriate ‘Pharmaceutical Care’ 
will remain uncertain.   

12.  Do current arrangements under the 6CPA 
lead to the appropriate creation and 
distribution of information relating to the 
use of medicines? If so, how and why? If 
not, why not and how could the 
distribution of this information be 
improved? 

The current arrangements have an obvious bias against provision of information to 
consumers.  If you provide the information, you are remunerated at a fraction of the 
agreed value of that service.  If you don’t provide the information, you are remunerated 
at the exact same fraction of the agreed value.  The economically sensible thing to do is 
not provide the information.  The fact that thousands of pharmacists do choose to 
provide the information routinely, suggests that professional culture is inherently more 
motivating that economic reward  

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? 

Why is ‘online ordering and remote dispensing’ considered to be a) inherently desirable 
and b) inherently inaccessible and c) why is it necessary to remove alleged “impediments” 
to it?  Medical care, including pharmaceutical care, is inherently complex and ambiguous 
and not necessarily amenable to market-based care – there is a massive failure of both 
perfect information and market power – the people who most need care tend to be both 
least able to judge their needs and least able to afford it.   

14.  To what degree is it appropriate that 
community pharmacies be protected 
from the normal operations of consumer 

Do you really want the delivery of health care to be controlled by plumbers, electricians, 
tobacco and alcohol retailers and others? At least we are held accountable to a public 
authority that can sanction us and punish us for lapses of care.  Look at what has 
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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? 

happened to medicine – it is now controlled by investors that have no personal stake in 
delivering quality care and cannot be held to account for outcomes in the same way that 
doctors can, and it is losing public confidence as a result. 

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

No, it is not.  Pharmacists should be fairly remunerated for supplying pharmaceutical 
goods and this should be done in a way that removes any incentives to maximise 
dispensing throughput.  For example, I would welcome any arrangement where the 
government bore the risk of stocking VHPMs.  Pharmacists professional remuneration 
should be linked to delivering Pharmaceutical Care that ensures rational use of medicines 
(RUM) and achieves other NMP outcomes, such that pharmacists who commit to and 
deliver good Pharmaceutical Care with beneficial health outcomes should be rewarded 
accordingly 

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? 

Remuneration should more closely reflect the level of effort in each individual encounter.  
The distinction between initial and repeat dispensing is irrelevant and naïve as there is 
nothing that makes encounters involving repeat scripts inherently ‘less complex’ and 
often they are the most ‘ complex’ of all.   The things that create ‘complexity’ in 
dispensing prescriptions and delivering associated Pharmaceutical Care are the clinical 
complexity of the patient, the complexity of their drug treatment regimen, the number of 
different prescribers they have, the number of different pharmacies they use, their 
adherence to treatment,  their literacy and numeracy, their health literacy, their socio-
economic status, English language skills, cultural and ethnic barriers including 
aboriginality, their geographical remoteness and distance from care, their entitlement 
status, the applicability to the patient and impact of the PBS Safety Net arrangements, 
and so-on.   It has little – and certainly nothing consistent – to do with whether a 
prescription is new or a repeat. 

17.  Are the current fees and charges The current fees and charges are a fair reflection of the costs of dispensing an average 
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associated with the dispensing of 
medicine appropriate? In particular, do 
they provide appropriate remuneration 
for community pharmacists? Do they 
provide appropriate incentives for 
community pharmacists to provide the 
professional services, such as the 
provision of medicine advice, associated 
with dispensing? 

PBS script to an average needs patient, given the artificially low wages of employed 
Community Pharmacists and other Community Pharmacy staff.  See previous answer 
(Q16) however.  Also, apart from the inadequate wages, but related to inherent 
complexity issues, a problem arises in areas of higher health disadvantage where he time 
taken on ‘dispensing’ an average script blows out due to the higher Pharmaceutical Care 
needs of a higher than average proportion of patients – see answer to Q2 for example. 

18.  Currently community pharmacists have 
discretion over some charges. For 
subsidised PBS prescriptions, should 
community pharmacists be able to charge 
consumers above the ‘dispensed price’ 
for a medicine in some circumstances? 
Should community pharmacists be 
allowed to discount medicines in some 
circumstances? If so, what limits should 
apply to pharmacist pricing discretion? If 
not, why not? 

Are you kidding?  The only ‘discretion’ we currently have is to reduce the agreed value of 
our work!  Doctors, by contrast, have the ‘discretion’ to charge what they like.  If 
Pharmacists are to be given the ‘power’ (!) to discount, we should be given the ‘power’ to 
both increase or decrease charges,  This obviously affects NMP however because price 
signals affect equity of access to the PBS (and therefore Pharmaceutical Care) 

19.  Is the RPMA the best way to encourage 
pharmacies to operate in locations where 
they would not otherwise be viable? Is 
community need a more appropriate 
measure than geographical location? 

No.  The RPMA is necessary in the sense that there should be some sort of incentive and I 
would be in dire straits without it, but it is grossly inadequate for the most remote areas 
and does not per se address the need for greater funding to areas of health disadvantage.   

On the matter of the RPMA being inadequate, I am in PhARIA 6 and my Community 
Pharmacy is smaller than average.  Through my work with my local PHN I’m aware that – 
like me – every PhARIA 5 & 6 pharmacy in my PHN has permanent difficulties in attracting 
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and retaining adequate staff.  Using myself as an example, my wages alone are $60K 
higher than the industry average AND I have had to buy a house in order to attract the 
permanent employed pharmacist I need to deliver services.   Because I don’t have access 
to the labour pool that exists in closer-settled areas, I not only pay higher wages, but have 
to buy-in certain essential skills such as customer service management, inventory 
management and certain HRM tasks.  My staff recruitment costs are also higher and can 
run to over $20K per year once agency fees are taken into account.  Staff also require 
additional compassionate leave due to having to travel to access services that aren’t 
available locally, such as dentistry, specialist medical care and even children’s education.   

The higher costs of practising in a remote area is not just restricted to wages & HRM costs 
however.  Telecoms and electricity infrastructure quality in remote areas tends to be very 
poor and this creates costs as well.  For example, in the 2015-16 FY we had more than 60 
power outages and another 40+ internet outages that were unrelated to power outages.  
We have also had 3 telephone line outages in the past 12 months, two of them major and 
one of those taking 2 weeks to be fixed.   

Despite having UPS backup on the file server and all 11 PCs  we use to operate the 
pharmacy, on 8 occasions in the last 12 months we had to close the pharmacy for more 
than an hour due to inability to trade.  On one occasion, we were closed for over 5 hours. 

All these things cost the business money.  Telephone outages lead directly to loss of 
business, especially since we do so much of our business over the ‘phone.  Power 
outages, even very brief ‘brown outs’, damage our IT infrastructure and our IT provider 
says we only get about 60% of the life from our PCs than a typical pharmacy.  Damage to 
IT also leads to further losses of productivity as computers go down and/or require 
maintenance more often.  It also means we have to keep backup hardware that other 
pharmacies don’t require.  At any one time, we would have 3 backup PCs and a similar 
number of monitors, keyboards and UPS devices.  We keep 2 spare mono laser printers, 
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two spare thermal label printers and one spare colour laser printer, as well as being able 
to redeploy multi-function printers if we lose our fax machine. 

Other ‘remoteness’ costs are in the form of workload. For example we do a 
disproportionate number of faxed ‘owing’ scripts – all of which require reprocessing when 
received 

The other aspect is that the RPMA doesn’t inherently address health disadvantage.  As 
noted before, practising in a health disadvantage hotspot significantly reduces 
productivity and increases the cost of delivering care.  This is a separate issue from 
‘remoteness’ and should be addressed separately. 

20.  Is the Electronic Prescription Fee 
achieving its intended purpose of 
increasing the uptake of electronic 
prescribing and dispensing? 

Not particularly.  It would be more useful if each party in the process was actually 
rewarded.  At present, 100% of pharmacists’ incentive is passed onto the software 
provider.  If each person in the process was making a certain profit per transaction, it 
would obviously make more sense and create a greater incentive. 

21.  Is the Premium Free Dispensing Incentive 
achieving its intended purpose of 
increasing the uptake of generic 
medicines? Are there better ways to 
achieve this? 

Anything that provides a financial incentive for substitution will help.  As it stands at 
present the incentive to substitute is much lower than it was.  EAPD has destroyed that 
incentive (and resulted in critical shortages of essential medicines to the Australian 
market)  

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

If you mean settlements for payments by pharmacists to wholesalers, yes.  If you mean 
settlements for payments by the Commonwealth to pharmacists, no: those settlements 
should occur within 24 hours, as they do for medical practitioners Medicare payments. 

23.  Are there better ways of achieving 
patient access to very high cost medicines 
through community pharmacy that 

Yes.  Option 1.  Pay pharmacists on the same basis that public hospitals are paid for 
dispensing very high cost medicines.  Option 2. The Commonwealth takes over all 
financial risk of the cost of VHPMs and pays pharmacists for delivering professional 
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reduce the financial risks to the supply 
chain and facilitate consumer choice? 

services only.  

24.  Given that very high cost drugs are likely 
to become more common on the PBS, 
should this remuneration structure for 
hospitals change to more closely reflect 
the remuneration structure of community 
pharmacy? 

Or vice versa.  If these drugs are to become s85, the Public Hospitals remuneration 
structure seems inherently fairer and so should prevail.   

There is also the question of the huge rebates paid to the Government by the sponsors of 
VHPMs.  At present, these rebates aren’t taken into account when determining the ex-
manufacturer and wholesaler prices.  That is to say the savings extracted from product 
sponsors aren’t fed into the pricing of the VHPMs along the supply chain, therefore 
artificially inflating their price to wholesalers and hospitals and pharmacies.  Instead, 
100% of these – very substantial – rebates ‘bypass the PBS books’ and go into 
consolidated revenue.  It means the PBS is actually cross-subsidising general government 
revenue . 

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? 

“Medicines specialists” tends to understate what Community Pharmacists do.  Since 
medicines are so central – not only to treating illness – but to preventive health and to 
treatment of Chronic Diseases and other Ambulatory Care Sensitive Conditions (ACSCs), 
pharmacists occupy a key role in Preventive Health and Chronic Disease Management 
(CDM).  Also, by virtue of our unique position in the healthcare spectrum, we are 
necessarily involved in assisting consumers to self-manage illness, and therefore in 
identifying the possibility of serious illness and referring people to medical care, in 
improving health literacy, in health promotion and in helping people navigate and 
increasingly complex and dysfunctional health care system.   These things are necessarily 
inherent in community pharmacists’ roles and it is futile to imagine a future in which they 
are somehow ‘excised’ from what CPs do.   In addition to the obvious things – i.e., the full 
suite of ‘medication management services’ (MMS) such as dispensing, medication 
counselling, medication reconciliation medication reviews, comprehensive medication 
reviews, dose administration aids, and so-on – pharmacists must therefore  be key 
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members of CDM care teams and remunerated for monitoring CDM patients’ 
management progress between medical visits, managing minor illnesses, medical 
referrals, defined health promotion activities, and so-on 

26.  Should there be limitations on some of 
the retail products that community 
pharmacies are allowed to sell? For 
instance, is it confusing for patients if 
non-evidence based therapies are sold 
alongside prescription medicines? 

Two big issues here.  It would be unwise – firstly – to become overly doctrinaire about 
what is ‘evidence-based’ or not and – secondly – to make assumptions about how people 
engage with their own health care.   

On the first issue of medical evidence, it is best to realise how little of it there is: most 
medical evidence is yet to emerge and no-one with serious medical knowledge would 
disputes this: the “half-life of medical knowledge” is still said to be less than 5 years, and 
has been for some time.   For example, even fully-evaluated drugs come on the market 
having been tested in mostly less than 1000 patients: it is only in the post-marketing 
period that really reliable evidence emerges.  It is also in the post-marketing period that 
doctors and patients start using drugs for conditions which are not ‘evidence-based’.  This 
is the very process which leads to new evidence, so it would be a truly foolish mistake to 
ban ‘non-evidence-based’ treatment.  In some cases, non-evidence-based treatment 
results in major breakthroughs and even wholesale changes in what drugs are prescribed 
for – for example, many of the drugs which are now the mainstay of chronic pain 
treatment originally only had ‘evidence;’ for their effectiveness as treatments for 
epilepsy.   

A similar thing can be true for non-evaluated medicines.  For example, evidence for the 
effectiveness of probiotics – previously considered ineffective or at least questionable –  
is growing rapidly as research into the human biome gathers pace.  The real problem with 
‘non-evidence based’ therapies actually lies with the TGA, its lack of opportunity to 
evaluate the actual effectiveness  of many treatments, the lack of consensus on what 
constitutes ‘effective; in the first place, and the system of ‘TGA Listing’ unevaluated 
therapies and allowing product sponsors and advertisers to make unsupportable 
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therapeutic claims about them.  That is the key regulatory issue that should be addressed 
and it has very little to do with community pharmacy per se.   

On the second issue of how consumers engage with their own health, my experience is 
that people will insist on finding their own pathways to relative wellness, and will not be 
‘pushed’,  no matter how much we health professionals ‘know better’.  If any of the 
Review members are familiar with the (evidence-based) technique known as motivational 
interviewing , you will know exactly what I mean.   Here is a story to illustrate that.  I have 
a 60+ year-old patient who has been a working grazier all his life and who has several 
cardiovascular risk factors and a generally ‘worn-out’ body, although he has always 
appeared relatively fit and strong for his age.  “Hard and tough and wiry’ would be a good 
description.  He is extremely intelligent and articulate and also unusually independent 
and has been resistant to medical care all his life: he actively avoids doctors.  For several 
years I have been trying to get him into regular medical care on account of his 
cardiovascular risk factors.  About two years ago, he presented at the pharmacy with 
obvious symptoms of osteoarthritis in his L knee.  We discussed options and (as usual) he 
was reluctant to submit to either medical care or “drug” treatment: he wanted to do 
something that would “preserve and restore” his joints.  Most of all, he expressed a desire 
to be in control of his own treatment.  He had read about glucosamine for joint problems 
and we discussed the (lack of) evidence for its use (glucosamine is considered by the 
Cochrane Collaboration to be no better than placebo).  He nevertheless wanted to give it 
a go and we agreed to a three month trial (I wanted two) followed by a review.  He 
presented again after two months without noticeable improvement but with noticeably 
increased faith in my judgement.  This time – after the usual gentle wrangle – we agreed 
to a trial of paracetamol for pain relief and an agreement to review in a month.  He 
presented again after about two weeks with some improvement but still in pain and also 
even more willing to discuss options.  This led to a discussion about other health 
problems and the importance of preventive health: for example we discussed how 

https://en.wikipedia.org/wiki/Motivational_interviewing
https://en.wikipedia.org/wiki/Motivational_interviewing
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treating blood pressure and elevate cholesterol is not so much “illness care” as preventing 
illness.  This new understanding led to him agreeing to see a GP and submit to his first 
proper health assessment in over 20 years.  He was identified as having hypertension 
(which I already knew), elevated cholesterol and coronary artery disease.  He had a triple 
bypass which has transformed his life and that of his family (let’s not forget them – 
pharmacists treat families as much as they treat individuals) and helped prolong his 
economically productive life and his QOL.  He is now on medications for his BP and 
cholesterol that on the basis of available evidence will probably increase his lifespan.   He 
has also had a knee replacement (which, to use his words, he “paid cash” for) which also 
went very well and contributed to his improved health and productivity.  Significantly, he 
is now fully engaged with the ‘evidence-based’ health care system and has become a 
persuasive advocate for it.  I often think that if he had read about glucosamine – a 
questioinable treatment ‘on the evidence’ – 10 years earlier he would be even better off.   

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? 

‘Solely’ is a strong word.  Consumers wouldn’t put up with a pharmacy that didn’t carry 
reasonable range of ‘health and wellness’ solutions.  The reason is simple: pharmacies 
exist to solve peoples’ health and wellness problems, including problems that don’t turn 
out to be about your health at all and problems that are almost trivial: and that requires 
having a range of solutions.   Those solutions include products – even products that help 
reassure you that you aren’t in mortal danger – and so those products are (obviously) a 
key part of our stock-in-trade.  People just hate walking away with the sense that their 
problem either hasn’t been solved or hasn’t been taken seriously.   Use yourself as an 
example: if you are travelling and have forgotten a toothbrush, or nail clippers, or 
incontinence pads or if your spouse calls you late one evening on your way home to ask 
you to get a wound dressing for a child who has grazed it’s knee or a repair kit for a 
broken tooth or even if you are on your way to a party and need something to stop your 
new stilettos from wrecking your feet or a safety pin to hold your dress together, where 
do you go?  The supermarket where you get no help at all and find no products that 
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aren’t ‘high turnover’, or a pharmacy where someone can give you advice and a solution 
that actually works?   It’s a no-brainer.  What would you do if some purist totalitarian do-
gooder arbitrarily removed the possibility of getting such help?  I’d venture to suggest 
you’d not be pleased.      

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? 

Yes, obviously.  The reason relates to the need for much cleverer funding of health care 
generally, rather than any inherent problem in the quantity or quality of Community 
Pharmacy work.   

That business model would be built around demonstrated (i.e., evidence-based) health 

care needs in local communities and would include community pharmacy in a properly 

integrated system of primary health care built around patient-centricity and a shared 

patient-controlled personal  health records.  Prescription processing would be 

overwhelmingly automated and managed by para-professional technicians but 

overseen by pharmacists, and enabled by the patient-controlled personal health record.  

Pharmacy practice software would be integrated with medical and other practice 

software and – like them –  built around managing an ongoing, iterative care 

relationship with patients (as opposed to managing insurance transactions as current 

pharmacy software is designed to do).  Crucially, this implies a new generation of 

integrated primary care software providing a single integrated clinical care platform 

across multiple providers (NB: such platforms already exist). This would not only enable, 

but require, the pharmacist to practice clinically and in concert with the patient and 

other members of the patient’s care team, most particularly their GP.  Pharmacists 

would be involved in optimising all aspects of medication management from drug 

prescribing to administration, as well as performing valuable and remunerated roles in 

CDM, managing minor illnesses, referring patients to GP care and assisting patients 

navigate the healthcare system.  Note that not all of these are ‘medication-related’ 

tasks.   
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Importantly, all pharmacists contributions to patients’ care would be recorded and 

shared (at the patient’s discretion) with other members of the care team.   

In this model, the financial risk of carrying expensive medicines might be more evenly 
shared with government (thus reducing what pharmacists are paid for that aspect, 
anwhile pharmacists would be paid fairly – without capping and discounting – for the 
services they deliver.    Pharmacists would continue to stock goods (i.e., health care and 
wellness solutions) consistent with consumers’ right to self-manage their health.    

29.  Is it appropriate that the PBS links the 
remuneration for the provision of 
professional advice to the sale of 
medicines? 

It has never worked in a way that provides an economic incentive to improve health care 
and economic outcomes.  While there is a cost associated with buying and keeping 
medicines and processing prescriptions that should be remunerated, remuneration for 
professional services should be linked to the actual provision of professional services or at 
least paid in a way that incentivises good pharmacy practice, integrated primary health 
care and improved health outcomes.   

Critically, however it is paid, remuneration should be paid at agreed rates and not 
arbitrarily discounted or capped across programs as it is now.   

The problem we all have in moving towards an improved remuneration model is that no-
one – and I mean no-one – believes that the government will ever pay us fairly for 
professional services.  They never have before and they are not doing it now – always, the 
agreed fee is discounted or capped across a program.  That is why people cling to the 
existing remuneration model – we believe that moving to a professional-services based 
model will be used by government to substantially erode our incomes.  This is an 
existential threat for us, and everything in our lived experience reinforces the belief that it 
is.  We require new and unbreakable guarantees that we will be fairly paid for what we 
honestly do.    

30.  Would it be preferable when a medicine 
is dispensed if advice given to consumers 

An MBS payment would be better than what we have now, again on the proviso that it 
was not discounted or the MBS item number(s) capped in the way that CPA PPI payments 
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is remunerated separately; for example, 
through a MBS payment? Would this be 
likely to increase the value consumers 
place on this advice? 

are now and the so-called ‘professional component’ of the dispensing fee was in the past.  
Fee-for-service (FFS) remuneration models have their own (serious) problems however 
and the future healthcare funding probably requires a shift to bundled payment models – 
or possibly capitation funding – see link to Harvard Business Review article above for 
example.  A key principle however is that pharmacists should be paid fairly according to 
the value of what they actually do  

31.  If an MBS payment for professional 
pharmacy advice was introduced, what 
level of service should be provided? 
Should the level of payment be linked to 
the complexity of particular medicines? 
Should it be linked to particular patient 
groups with higher health needs? 

To a clinically trained professional, this seems like a very naïve question: in fact, 
‘complexity of particular medicines’ is an almost comically naïve term.  The cost and value 
of a service is much more linked to the ‘complexity’ of patients, than to that of medicines 
per se.  Consequently, there is no single level of advice that would be appropriate.  Some 
patients require hours and hours of ongoing effort over days and weeks and months while 
others, despite being on complex regimens, require (or accept) little help.   

The thing that healthcare remuneration plainly should be linked to is population health 

need, or health disadvantage.  As the recent Grattan Institute Report Perils of Place 

illustrates, health disadvantage is the major determinant of health need and – 
economically speaking – should logically govern how scarce healthcare dollars are spent.   

My pharmacy, for example, is in a pocket of extreme health disadvantage that is related 
to LSE status, poor average educational status (and therefore low health literacy), 
remoteness, aboriginality and low levels of basic healthcare services, all reflecting market 
failure in the delivery of healthcare.   

In the pharmacy itself, that can be seen in various ways: 

 a relatively large number of complex patients with low health literacy and 
challenging social circumstances that are relatively ‘expensive’ to deliver effective 
services to.  Many of these present frequently to the pharmacy (and elsewhere) 
with a variety of problems.  Some of them choose the pharmacy as their preferred 
health care coordinator and rely heavily on us to help plan and negotiate their way 

http://grattan.edu.au/wp-content/uploads/2016/07/874-Perils-of-Place.pdf
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through ‘the system’.    

 structural barriers to recruiting and retaining quality staff related to remoteness, 
which in turn is reflected in a wages bill that is 40% above industry average 

Redressing such health inequality clearly requires a response that channels healthcare 
and other resources to effectively target that disadvantage.  A simple FFS model does not 
do this.       

32.  What are appropriate ways for 
pharmacies to identify and supply the 
health services most needed by their 
local communities? 

Evidence, evidence, evidence.  This is where evidence does stand up.  Through the efforts 
of the ABS, AIHW, Primary Health Networks and others, there is an increasing body of 
evidence to elucidate the health needs of different communities.  In many cases this 
evidence exists at sub-LGA level.  See immediately preceding answer and Perils of Place.   

33.  Are pharmacy services accessible for all 
consumers under the current community 
pharmacy model? If not, how could 
pharmacy services be made more 
accessible? 

I practice in a remote (PHARIA 6) area where my employed pharmacist and I are the only 
pharmacists living in the 43,000 km2 postcode and consumers don’t have the same access 
to healthcare services as other Australians.  What we do to overcome this is to trade 
somewhat greater hours than is either convenient or strictly economically feasible and to 
place ourselves ‘on call 24/7’ for our local hospital.  This is a completely informal 
arrangement where – even though we have no formal relationship with the Local Health 
Service (hospital), the LHS staff are always able to access us and call us out if necessary.  
The agreed ‘rules’ for doing this are that the duty Medical Officer or the Nurse Manager 
must determine that the situation is sufficiently urgent call us out to open the pharmacy.  
We are not paid an ‘on-call’ allowance but do charge a fee for being called out, which is 
usually payable by the LHS itself.  In this way, patients with a genuine need to access the 
pharmacy always can do so.  It is not something that benefits us economically however – 
we are not paid a retainer for being on-call – and so we do it for altruistic reasons  

34.  How should government design the 
provision and remuneration of new 

In general terms, see answer to Q28. The arbitrary rules around MedsCheck and HMR 
entitlement aren’t helpful, nor is the discounting of Clinical Interventions due to Program 

http://grattan.edu.au/wp-content/uploads/2016/07/874-Perils-of-Place.pdf
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programs that are offered through 
community pharmacy to ensure robust 
provision, value for taxpayers and 
appropriate supply for patients in need? 
For instance, should all patients be 
entitled to an annual HMR? Should HMRs 
be linked to a health event, such as 
following hospital discharge? Should they 
only occur following referral from a 
medical practitioner? 

capping.   

The basic rule for remunerating services ought to be that the fee(s) paid should 

sufficiently incentivise desirable behaviours from the relevant parties involved without 

either limiting genuine access to the service or making it ‘game-able’ by one or more 

party.  

This still isn’t what happens now.  Using HMRs as an example, rather than capping he 
number of HMRs a Consultant Pharmacist can deliver,  there should be a reduction in 
what GPs are paid, especially for second and subsequent HMRs and – since the 
Consultant Pharmacist invariably plays little or no role in follow-through – a requirement 
and financial incentive to engage the patient’s Community Pharmacy in the follow 
through of a completed HMR plus a requirement for the Community Pharmacy to report 
on that follow-through, as in our experience, this is a key to getting the best benefit from 
an HMR.   By actively involving the various parties in this way, the system would be less 
‘game-able’ and deliver better benefits and Consultant Pharmacists wouldn’t be 
arbitrarily disadvantaged as they are now.  To work well this would require much better 
integrated practice tools for all parties than we enjoy now 

35.  Are there non-medicine-related services 
that pharmacists can or should provide to 
consumers due to their expertise as 
pharmacists or for other reasons (e.g. 
consumer ease of access to community 
pharmacies)? If so, why are these services 
best provided by community pharmacy? 

See answer to Q28. 

36.  Would any of these remuneration models 
be generalizable to other medicine 
services offered by pharmacies? Why or 

The remuneration model described in my answer to Q28 is by its nature generalisable to a 
range of services both within and outside pharmacy.  Many authorities consider this to be 
the most feasible pathway for future health care funding.  It does require a level of health 
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why not? care integration including integration of practice tools that doesn’t presently exist (but is 
nevertheless very feasible) 

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

Yes, especially in areas of high health disadvantage (health disadvantage hotspots).  It is a 
major barrier, particularly where – as in my community – all other health services are 
(literally) free of charge and there is a consequent expectation of ‘free’ health care. 

38.  If particular health services were deemed 
to be of clinical value and delivered good 
patient outcomes, what other 
mechanisms could allow these programs 
to be disseminated around the country to 
relevant communities and groups on an 
affordable basis? 

The key to delivering worthwhile services is to target them to, and substantially removing 
price barriers for, the most needy.  This can be done by prioritising service delivery to 
health disadvantage hotspots, providing subsidies based on need and using co-payments 
and safety nets.  

39.  Should both direct consumer 
remuneration and government-based 
remuneration be applied for particular 
services or access arrangements? 

If by “direct consumer remuneration” you mean consumer co-payments, yes.  See 
previous answer.  Co-payments are a very good thing and serve a very useful purpose in 
helping reduce moral hazard in the provision of health services.  It is essential however 
that they apply consistently across the health system.  Otherwise they artificially skew 
with the way people access different services.  For example the lack of a GP co-payment 
in the face of substantial PBS medicine co-payments for the scripts that GPs write for 
patients means that people are encouraged to over-use GP services while being 
discouraged from taking the treatments that GPs prescribe – which is illogical.  A better 
balance of co-payments would result in more efficient utilisation of healthcare services  

A similar argument applies to safety nets 

40.  What pharmacy services should be fully 
or partially Government funded and what 
is best left to market or jurisdiction 

Governments should address the market failure in healthcare.  That means subsidising 
expensive but economically worthwhile aspects of healthcare, but more particularly, 
directing healthcare resources to the health disadvantage hotspots where they are most 
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demands? needed and can do most good.  See Perils of Place 

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? 

There is no reward for innovation embedded in the model at all, except for the 
‘innovation’ of gaming the model in the way in the way the big discounters do and the 
way the HMR model was gamed a couple of years back .  Through discounting and 
remuneration capping, ‘the model’ actually punishes innovation.  That is not to say there 
aren’t rewards from genuine service innovation, just that they have nothing to do with 
the remuneration model.   

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? 

Removing Location Rules would see an explosion in smaller inefficient operators, loss of 
economies of scale and therefore decreased industry efficiency, with higher prices, a 
probable unwinding of the CSO with loss of equity of access to the PBS, and more.  In 
short, it would undo much of the microeconomic reform of pharmacy since the mid 
1980s.  Without some powerful barrier to opportunistic market entry such as putting a 
high price on a licence (PBS Approval Number), removing the LRs would immediately 
diminish the value of existing pharmacies and make many insolvent 

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? 

I am not in favour of removing the Location Rules for the reasons already given.   

44.  Would the removal of the location rules 
in urban areas with their retention in 
other areas, particularly rural and remote 
areas, discriminate against rural and 
regional consumers or benefit those 

I think the Location Rules help to maintain a system of relatively economically efficient 
pharmacies that can maintain the reasonably high service levels the public expects and 
still deliver good value, including competitive prices for goods.  I think that dismantling 
the LRs will lead to a general loss of both economic efficiency (a return to the 1970s) and 
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consumers relative to consumers in urban 
areas? Why or why not? 

utility to the public  

45.  If the states and territories were to 
amend the ownership rules so that any 
party could own a pharmacy, subject to 
requirements for dispensing only by a 
qualified pharmacist, how would your 
response to the full or partial removal of 
pharmacy location rules change? 

Ownership deregulation would lead to a loss of professional standards such as has 
happened with the corporatisation and non-medical ownership of GP practices and – over 
time – the arguments for maintaining LRs would be less compelling  

46.  Is the short distance relocation rule 
appropriate? Please provide examples to 
explain your reasoning. 

Can’t comment 

47.  It has been suggested to the Review that 
this creates unintended consequences in 
locking pharmacies into specific shopping 
centres and transferring effective 
ownership of the pharmacy approval 
number to the shopping centre. Is this a 
reasonable assessment of the effect of 
the location rule regarding short distance 
relocation from a shopping centre? 
Should this rule be modified, and if so, 
why? If not, why not?  

I am aware of some cases where this happened and of shopping centres which effectively 
control the pharmacy business(es) within them.  I don’t think that is a good thing.   

48.  A similar requirement exists with the 
same rule for relocation of pharmacies 
from within medical centres. Is this 

Can’t comment 
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requirement for medical centres 
desirable or undesirable? 

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? 

Sensible and desirable.  Should have happened long ago. Incomprehensible that it hasn’t.  

50.  It has also been put to the Review that by 
limiting competition for existing 
pharmacies, the pharmacy location rules 
raise the profitability of some or all 
community pharmacies. Is this a 
reasonable expectation of the effect of 
pharmacy location rules? Please provide 
examples to explain your reasoning. 

In an internet-connected and smartphone-enabled world it is a bit far-fetched to suggest 
that LRs have a major dampening effect on competition between pharmacies.  I know 
that in my PHARIA 6 pharmacy with the nearest pharmacies 100, 160 and 205km away, 
that I must remain price-competitive with my nearest regional centre, even though it is 
more than 370km away.  In fact, because my community is substantially more LSE than 
our regional centre, I have to be able to offer significantly lower prices on many goods.  As 
to profitability, it is decreasing all the time, mainly due to the PBS price control exerted by 
the government at all levels of the supply chain. We are not talking about a normal 
market here and it seems a little surreal to have the Review hypothesising about all these 
‘market’ responses to what is so obviously a non-typical market that the review seems to 
struggle to properly understand 

51.  Should an approved pharmacy operating Yes, but be careful.  In the most remote areas there is a massive and chronically 
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in an area for which the pharmacy 
location rules preclude the operation of a 
second pharmacy be required to provide 
a minimum level of services in addition to 
the dispensing of PBS medicines? Should 
such pharmacies also be required to 
maintain minimum opening hours in 
addition to those typically offered by 
community pharmacy? 

unaddressed issue of recruiting and retaining suitable staff and this can have a 
debilitating impact on a pharmacy’s ability to deliver a full range of services economically.  
In my pharmacy for example, I can economically justify employing 1.2 FTE pharmacists 
(including myself) but it is impracticable to employ a part-time pharmacist because no 
part-time pharmacist actually lives here and no-one will come this far for anything other 
than a full-time job.  Because of that and because my community is so disadvantaged and 
requires extra care from us, I have recruited an extra full-time pharmacist (at a salary 
about 15% higher than I would have to pay if I was not so remote) and bought a house for 
them to live in, just so that I can maintain an adequate service level to my highly health-
disadvantaged community and have a reasonable quality of life for myself and my family.  
I have similar recruitment and retention challenges with Dispensary technicians and other 
staff members.  The net result is that my wages bill is necessarily about 40% higher than 
industry benchmarks and for this I receive no compensation.  This is not a problem unique 
to remote rural pharmacies – the Local Health Service (hospital), GP and Allied Health 
operators face very similar issues.  What is different about the pharmacy situation is that 
whereas these other operators routinely get State and/or Local government financial, 
housing and travel assistance, the pharmacy gets none. 

52.  The current pharmacy location rules do 
not preclude a pharmacist from operating 
more than one pharmacy within a 
particular area. To the extent that this 
may allow an approved pharmacist to 
restrict local competition by opening a 
second pharmacy in the same area, 
should the rules be amended to support 
choice and value for money for 
consumers? 

I live in a 43,000km2 postcode with a population of about 3000 people.  If my local 
medical services provider can deliver services from 3 different locations and the RFDS 
from another 3 locations, why shouldn’t I be able to deliver services from a second 
location if I choose?  (I only operate from one location).  Seriously.   

The only reason this seems like a serious question is the peculiar situation of ‘pharmacies’ 
being historically defined in ‘bricks and mortar’ terms.  If pharmacies were defined as 
other health services are, it would become perfectly natural for ‘pharmacies’ to operate 
from multiple premises, and even in peoples’ homes 
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Perhaps more to the point of your question however, people open second pharmacies as 
the only logical response to the current situation of the government gifting free Approval 

Numbers to predatory operators.  Using a hypothetical example: A pharmacist pays $800K 
in goodwill for a sole pharmacy business in a – say – PHARIA 5 town, the bulk of which 
accrues from the geographical exclusivity that the Approval Number affords. That 
goodwill and security provides a basis for her to make other necessary investments such 
as a residence for an employed pharmacist and purchase and upgrade of the pharmacy 
premises to secure and support the business.  Let’s say  the whole lot is now worth $2M.  
Let’s also say she still owes the bank $700K with all the usual covenants and hurdle rates 
that involves.  Let’s say she is in a ‘high needs’ community with a new hospital VMO 
contract that now requires 4 GPs instead of the 3 that sufficed earlier.  Let’s say there are 
two supermarkets in town, one 600m2 and the other as recently moved to a previously 
vacant  2000 m2  converted shed on the edge of town.  That now makes her community 
‘eligible’ under the LRs for a second pharmacy, even though there are only 2500 people 
living there.  She gets wind that a new operator is planning to move to town with a free 
Approval Number and threaten her entire investment.  What would you do if you were 
her?  Of course you would quickly open another pharmacy.  Rather than rely solely on 
arbitrary LRs like the number-of-GPs + supermarket floor space rule that applies to one-
pharmacy towns, the government would be better off charging new operators a realistic 
‘goodwill’ price for a new Approval Number.  In the current market, that would be in the 
vicinity of $600K.  In the example above, the established pharmacist would at least know 
there was a level playing field when it came to new entrants. 

53.  Recognising that restrictions on co-
location of pharmacies and supermarkets 
exist under state and territory legislation, 
would the removal of this restriction from 
the pharmacy location rules be desirable 

Undesirable.  It would lead to de-facto control of the pharmacy business by the 
supermarket business and corruption of the pharmacy’s purpose and relationship of trust 
with patients.  It is against everything that pharmacy stands for to co-locate to premises 
that sell cigarettes and alcohol and aisles of sugared drinks.  Pharmacy has never been 
about ‘retailing’ per se, and never will be.   
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or undesirable? 

54.  Could hospital pharmacies complement 
medicine dispensing and related services 
currently provided through community 
pharmacy or other public and private 
hospital pharmacies? 

My nearest hospital pharmacy is 374km away, so probably not.  Why??  Is there a public 
clamour for this?  Or just the usual vested interest?  Why not instead give Community 
Pharmacies the same PBS remuneration terms on high-priced drugs as hospitals get?   

 

I believe it should be a key principle that – whenever possible – Community Pharmacies 

should be responsible for peoples’ ambulatory Pharmaceutical Care needs and Hospital 

Pharmacies for their non-ambulatory care.  This is because the two things require 

different sets of core competencies – Hospital Pharmacy will never be able to replicate 

the ongoing and iterative patient-centric care relationships that characterise 

Community Pharmacy or be able to integrate with their GPs and other community based 

carers in the way we can.  Community Pharmacy will never be able to replicate the 

degree of specialisation and time-compressed, high-intensity clinical care that 

characterises Hospital Pharmacy.   

55.  If pharmacies operating out of private 
hospitals were required to operate 24-
hours a day, would this be beneficial for 
consumer access? Would it be viable or 
economical for private hospitals to 
provide this service? 

See answer to Q54.  Sounds like someone is running an agenda here. 

56.  How might broadening the services 
provided by hospital pharmacies improve 
consumer access in rural and regional 
Australia? 

See answer to Q54.  However, also consider this.  It is not the Review’s intention I know, 
but this is a really insulting question to Community Pharmacists in remote areas where 
hospitals don’t even have pharmacies or pharmacists and can’t effectively manage that 
aspect of their operations.  I’m trained as a hospital pharmacist and am the only 
pharmacy service in the postcode, and the local hospital has been progressively 
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downgrading it’s services for years and years to the point that it is no longer an affective 
‘failsafe’ health provider, and so it’s not a question of what my hospital can do for my 
patients: it’s a question of what I can do for the hospital and my patients when they are in 
hospital.  But, unlike my local GPs who are also VMOs to the hospital, I’m not even 
permitted to have a formal care relationship with my patients when they are in hospital.  
When my patients are in hospital, their pharmacist is a pharmacist 374km away who 
doesn’t know the patient, doesn’t know anything about them and doesn’t even know 
they’re in hospital!  Community pharmacies in areas where the local hospital does not 
have its own pharmacist should be contracted to provide services to the local hospital.   

57.  If hospital pharmacies were able to 
complement the services provided by 
community pharmacy, should all 
pharmacies be able to access similar 
purchasing arrangements? 

It makes sense for all pharmacies to be able to access all medicines at the same prices, 
and to have similar remuneration arrangements for dispensing.  I am not at all sure about 
hospital pharmacies being able to ‘complement’ the services of community pharmacies. 
What does this mean?  Does it mean make a meaningful contribution to the Community 
Pharmacy’s ongoing management and Pharmaceutical Care of the patient or is it just code 
for ‘pick up few extra dollars by stepping outside core business’?  Patients are inevitably 
in hospital for short – temporary – periods and the role of hospitals should reflect that.  
Wherever possible the management of patients should revert to the ambulatory care 
setting and that also means handing Pharmaceutical Care back to the patient’s 
Community Pharmacy.  See answer to Q54.   

58.  Should hospitals be able to open 
dispensing pharmacies in the 
community? Should hospitals be able to 
contract with specific community 
pharmacies? Under these arrangements, 
should community pharmacies be able to 
access medicines through hospital supply 

See answers to Qs 54, 56 and 57.  In areas where Hospital Pharmacy services are lacking 
or unviable, Community Pharmacists should be able to contract to provide a Hospital 
Pharmacy service including clinical services 
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arrangements? 

59.  Should hospital pharmacies be able to 
establish limited dispensing 
arrangements, either in-pharmacy or 
through a delivery or mail order service, 
to enable post-discharge services and 
continuity of care to patients in the 
community setting? 

No.  See answer to Q54.  This is a wrong-headed response to a known and well-
understood problem.  The problem is that hospitals have proved chronically unable to 
effectively manage the clinical handover (which they call ‘discharge’ – says it all really) of 
patients back into the community-based care.  The correct response to that problem is 
better integration of health care and clinical information systems and greater 
responsibility for Community Pharmacists, not diverting Hospital Pharmacy from its core 
business of looking after people while in hospital.   

60.  Could dispensing arrangements by 
hospital pharmacies to patients be 
extended to the broader community to 
complement access to medicines through 
community pharmacy? 

See answers to the last several questions.  Hospital pharmacies should stick to their 
knitting (non-ambulatory Care) and Community Pharmacies should be given better 
opportunities to support all patients in ambulatory care settings. There should be more 
attention paid to achieving properly integrated patient clinical records.  

61.  What other opportunities are there for 
public and private hospital pharmacies in 
securing supply options for greater access 
to PBS subsidised medicines? 

S100 HSDs are not my current area of expertise 

62.  Although s100 AHSs are able to fund the 
employment of a pharmacist from their 
primary health care budget, there are no 
specific funds to employ a pharmacist to 
conduct Quality Use of Medicines 
activities and manage the s100 program 
within the AHS. Do these arrangements 
impact on health outcomes? 

Yes, obviously,  See also answer to Q65 
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63.  The s100 Support Program supports 
increased involvement of pharmacists in 
the supply of PBS medicines to AHSs. Is 
there further scope for pharmacists to be 
more involved without impacting on 
access to medicines? Should pharmacists 
be able to directly claim an MBS type 
payment for QUM activities conducted in 
AHSs? Could this be a trial program under 
the 6CPA? 

Yes, it would be of great benefit to many aboriginal patients.  See also answer to Q65 

64.  Could general improvements in remote 
dispensing improve the delivery of 
medicines in Aboriginal and Torres Strait 
Islander communities? 

I strongly suspect so. See however answer to Q65 – the question of remote dispensing 
doesn’t really arise in my situation. 

65.  Should the s100 RAAHS program be 
extended to include non-remote AHSs? 
Similarly should the Co-Payment measure 
and QUMAX programs be extended to 
include AHSs in remote areas? 

In my community, the AHS has an s100 arrangement that is of very little utility or value to 
the AHS, mostly because the AHS is only 300m from the pharmacy and so there is no 
actual ‘lack of access’ issue.  For that reason the s100 arrangement is hardly utilised.  The 
AHS would be far better off under QUMAX, as QUMAX better meets its actual needs.  The 
separation between s100 AHS and QUMAX is an artificial one that takes little if any 
account of the actual needs of AHSs.  The two programs should be combined and AHSs 
should be free to access those aspects (of each program) that are of most utility to their 
patients.  Again, it isn’t rocket science. 

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

In my community this would be futile, on several counts, principally that 1. The pharmacy 
is just 300m from the AHS and generally more accessible to people than the AHS is and B. 
while approximately 100% of aboriginal people choose to use the pharmacy for their 
pharmacy needs, only about half of those choose to use the AHS for their medical needs.  
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The reasons for this are complex, but also common in aboriginal communities, and boil 
down to trust and privacy concerns.  I realise this sounds strange and even possibly 
disrespectful to aboriginal people but it’s nothing like that.  Let’s just say these things are 
hard to explain to people who don’t have deep lived experience of aboriginal 
communities.  Happy to try to explain off line.   

67.  How could appropriate QUM activities be 
provided in all remote areas at a 
comparable level of quality to those 
provided in non-remote services? 

Firstly, don’t assume that remote pharmacies aren’t doing at least as good – or better – 
job than many other pharmacies with provision of QUM services.  Show us the evidence 
they aren’t.  The issue in remote areas is that health needs are generally greater and so 
more services are required and so it costs more to deliver the needed services. At the 
moment, all that cost is falling on remote rural Community Pharmacies, which 
consequently struggle to recruit and retain the staff they need to deliver consistently 
good services.  Very often, they are compensating by working long personal hours and 
sacrificing QOL.  The answer to the problem has been well-elucidated with other health 
professions and is simple and logical: health professionals – like police, teachers, GPs, 
nurses and others - require financial, housing, transport, career and lifestyle assistance to 
work in remote rural areas.  Whereas all these other professional/occupations have 
addressed this and obtained publicly-funded assistance to support their remote rural 
members, pharmacy never has been.  Nothing will change until it is.  Happy to discuss this 
(at length if necessary) whenever the Review is ready.   

68.  Would it be desirable if remote s100 
Aboriginal Health Services were also able 
to write CTG scripts? 

They can and do.  I did over 15 CTG scripts from my local AHS today (15/9/16).  I know 
what the Review is getting at though.  Of course it is desirable.   

The problem with the CTG (and the CTG PBS Co-Pay Relief measure in particular) is that 

it has never been implemented in the way it was conceived and agreed to by COAG (and 

yes I have discussed this with Tom Calma and Mick Gooda and others who were the 

architects of CTG).  CTG was conceived and agreed to as a lifetime benefit for chronically 

health disadvantaged ATSI people that would not be contingent or conditional on other 
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factors.  This lack of ‘conditionality’ was a critical aspect, since aboriginal people are 

routinely required to ‘justify’ their entitlements and this has become a ritually 

humiliating experience for generations of aboriginal people.  Such ‘unconditionality’ 

would be best reflected by peoples’ CTG status permanently attaching to them, in the 

same way a DVA Gold Card attaches a lifetime benefit to its holder, and the intention 

was that a person’s CTG entitlement  would be linked to their Medicare number (for 

example).  This is how CTG has been ‘sold’ to aboriginal people. What has happened 

instead however, is that CTG has been implemented in a way that makes it contingent 

on various other conditions being met: this turns it ‘on’ and ‘off’ according to 

circumstances, rather than allowing it to be the true lifetime benefit that aboriginal 

people believe it is.  For example it is contingent on being enrolled in the GP IHI-PIP, 

which expires after 12 months unless specifically renewed by the GP, thus plunging CTG 

‘beneficiaries’ back into the despair of perpetual ‘conditionality’ and ritual self-

justification and humiliation which CTG was meant to deliver them from.  It really is 

disgraceful.  And racist.  If the Review is confused by this then I can fully understand.  

Once again I am happy to discuss and explain better than I can here.   

69.  Could the arrangements for s100 and CTG 
co-payments be merged to allow 
Indigenous people who travel to access 
both s100 while they are at home and 
CTG co-payments when they travel? 

Can’t comment based on my local experience.  I am not aware of s100 and CTG being 
mutually exclusive at present   It is a perfectly logical suggestion and I also suspect that it 
is only problematic inasmuch that it creates (yet another) extra layer of bureaucratic 
disrespect and complexity for aboriginal patients to navigate and be caught up in, which 
many would not welcome.  If CTG was the permanent lifetime benefit that was envisaged 
by the architects of CTG, these questions and problems would not arise.  It is the plethora 
of different programs and bureaucratic conditions that make it A. dysfunctional and B. 
unnecessarily disrespectful to aboriginal people 



Submission to the Review into Pharmacy Remuneration and Regulation by Peter Crothers, Pharmacist, Bourke NSW – 23rd September 2016 

 

49 
 

70.  Should access to electronic patient health 
records be required for all health 
professionals treating Indigenous patients 
across all locations? 

Quite a question!.  Shouldn’t we check with the indigenous patients before making their 
health records widely available?  It is objectively desirable for all health professionals to 
have access to all patients’ clinical records when providing services to them, subject only 
to the patients agreeing (and this is taken for granted by all health professions except 
Community Pharmacy).  This is just as true of indigenous patients as anyone else and I 
readily accept there is even more to be gained than for the ‘average’ patient.  ‘Requiring’ 
it for aboriginal people however, seems to discount aboriginal peoples’ right to control 
access to their own personal health information.  Perhaps we should reword the 
question?? 

71.  Should hospitals be allowed to write CTG 
co-payment scripts for out-patients? 

As stated before, CTG status should accrue to the patient automatically and be a lifetime 
benefit that applies regardless of who provides a service to the patient or where they do 
it in exactly the same way as a DVA Gold Card entitlement does for veterans now.  This 
was how CTG was originally conceived and agreed to and anything else simply 
perpetuates the very problems CTG was intended to overcome 

72.  Could there be more scope for tendering 
for the supply of medicines through 
AHSs? 

Not really applicable in my situation and can’t imagine it would achieve a great deal in 
others.  See answer to Q65 

73.  Is the current approach to CPA 
negotiations, as adopted in the 6CPA, an 
appropriate way to meet wholesalers’ 
needs? If so, why? If not, why not? 

Before we even come to that, the wholesalers need to be kept to account on the CSO.  
When they can show they can be trusted to spend the money as agreed, they might be 
given a more direct say in negotiations.  The CSO was conceived as a way of ensuring 
equity of access to the PBS – a key plank of National Medicines Policy.  In other words, its 
purpose was to ensure that more remote pharmacies like mine were not unduly 
disadvantaged cf. pharmacies in metropolitan areas.  Initially the wholesalers chose to 
ignore that and a good deal of CSO money was used – by all wholesalers – to underwrite 
retail trading terms to preferred customers, including their own banner groups.  This has 
helped get them into financial trouble and it is no-one’s fault but theirs.  The wholesalers 
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need to get used to the idea that they are part of a system of government subsidised and 
government price-controlled medicines distribution that is governed by public health 
needs and bears little relationship to a commercial market and the desires of their 
shareholders to make profits, and adjust accordingly.  

   

74.  Are there alternatives to the current CSO 
rules that would enable wholesalers to 
improve the efficiencies of their services 
without detracting from the consumer 
experience and access? 

Can’t comment except to say that unless the current 5-day per week daily overnight 
deliveries to remote areas are maintained, any ‘efficiency’ gained by wholesalers (such as 
cutting deliveries and extending delivery times to the most remote pharmacies) would 
obviously be at the direct expense of A. remote patients, B. remote pharmacies and C. 
National Medicines Policy.  That would be deliberate and direct discrimination against 
already health-disadvantaged Australians.  It’s a con-job.  

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? 

The Pfizer arrangement stinks.  It has been inefficient and unreliable and has shifted costs 
onto Community Pharmacies.  It has contributed to Pfizer’s  loss of market share.  For the 
sake of patients and Equity of Access, I would prefer  all PBS medicines to come through 
the CSO 

76.  Should s100 and RPBS items be included 
in normal wholesale arrangements and in 
the CSO? If so, why? If not, how do the 
current arrangements support consumer 
access to all PBS and RPBS items? 

Yes, to preserve patients’ Equity of Access to the PBS.  S100 and RPBS are all “PBS”.  Why 
have exceptions?  

77.  Have recent changes to the CSO, such as 
the extension of the guaranteed supply 
period and introduction of minimum 

I would be reluctant at this stage to pin it down to changes in the CSO but patients in my 
remote community are definitely waiting longer for essential medicines and in some cases 
this is leading to larger costs in other parts of the health care system.  It is finely balanced 
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order quantities, had an impact on 
consumer access or choice? If so, what 
evidence is available to demonstrate this? 

system and it doesn’t take much for there to be a critical shortage that creates a cost 
cascade though other parts of the system.  It is obvious that low PBS prices are having a 
far greater adverse impact on medicines availability than changes to the CSO – at least 
thus far.   

78.  Currently not all areas are covered by the 
24-hours CSO obligations (such as 
Christmas Island, Derby (WA) and Mission 
River (QLD)). Are these exceptions 
leading to detrimental outcomes for 
patients? If so, why? If not, why not? If 
so, should they be included in the 24-
hour rule? If so, how is this logistically 
possible? If not, are there other areas of 
Australia that could be excluded from the 
24-hour rule without adverse patient 
impact? 

If money needs to be saved from the CSO, rather than reducing deliveries to the most 
remote pharmacies, deliveries should be reduced to the least remote, i.e., the PhARIA 1 
pharmacies: those places where people have a choice of many pharmacies and are more 
likely to be able to find the medicine they need.   

Excluding the most remote areas from the 24-hour rule is – self-evidently – the antithesis 
of NMP intent and therefore shouldn’t be considered under any circumstances.  Mine is 
the only pharmacy in an area the size of Denmark or Taiwan and without the ability to 
obtain medicines overnight, my patients would be significantly disadvantaged.  We have 
several instances every week where the CSO provisions prevent a patient from going 
without essential medicines.  This includes local patients but also the substantial numbers 
of ‘grey nomads’ and other travellers who we deal with.  Reasonably often – I estimate 
15-30% of the time – this prevents either a doctor or hospital visit or the patient having to 
travel hundreds of km to access the medicine.  A few times a year it has prevented 
patients at our local hospital from having to be flown out for medical care, saving 
thousands of dollars.   

NMP has a strong Social Justice underpinning – the Equity of Access plank of NMP is 
essentially 100% about Social Justice and the CSO is nothing less than the practical 
expression of it.   Despite the wholesalers playing fast and loose with it, it works very well 
and it is extremely unwise to consider changing.  We should think about what Social 
Justice means, and what watering down the concern for Social Justice would it mean for 
the CSO and how savings could be made without doing that.  Social Justice seeks to 
redress inequities that exist across society.  In other words, Social Justice demands a 

https://www.dss.gov.au/our-responsibilities/settlement-and-multicultural-affairs/programs-policy/a-multicultural-australia/national-agenda-for-a-multicultural-australia/participation/social-justice
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preoccupation with ensuring the most disadvantaged and needy are treated as equally as 
anyone else.  Reducing the CSO obligation to the most needy (most remote, most health 
disadvantaged) is clearly bypassing the Social Justice intent of NMP.   

79.  Should CSO wholesalers have such 
discretion, or should they as part of the 
CSO arrangements be required to provide 
minimum terms and conditions for PBS 
items? 

No discretion.  Should be required.  See answer to Q78. 

80.  In the 6CPA there was a change in the 
CSO requirements relating to 72-hour 
delivery for the 1000 highest volume 
medicines. Was this a desirable change? 
What impacts has this had and is there 
evidence available to demonstrate this? 

No.   ‘High volume’ varies considerably from place to place.  See also next answer to Q81. 

81.  CSO wholesalers can require minimum 
ordering amounts for specific medicines. 
This is likely to reduce the cost to the 
wholesaler while increasing inventory 
costs and wastage for the pharmacy. Is 
this desirable or undesirable? Are there 
other parts of the wholesaling 
arrangements that create or encourage 
cost shifting that are undesirable for 
community pharmacy or consumers? 

I have not been impacted as yet.  I am aware however that our local prescribing patterns 
are significantly different from – and tend to lag behind – other places, sometimes by 
years.  If I was suddenly required to order significant numbers products I had never 
dispensed before in MOQs of >1, it could cause significant problems for me.  Having said 
that, we make a real effort to order ‘efficiently’ and as long as the MOQs applied to 
universally high-moving SKUs and were not excessive it would not necessarily be a 
problem.  I think the thing we are all worried about however is the ‘thin end of the 
wedge’ effect.  Where will it lead and will it be yet another excuse to big volume-based 
business (wholesalers) to shift costs onto small customer-intimate business (pharmacy)?  

82.  Should there be requirements on 
wholesalers relating to minimum usage 

Yes.  Initially it might increase wastage.  Eventually though, it would almost certainly 
reduce wastage as the supply chain got better at using technology to monitor and track 
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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? 

and optimise the disposition of inventory.  It is both technically feasible and a VERY GOOD 
IDEA.  

83.  Does the current CSO arrangement lead 
to strategic variation in trading terms by 
wholesalers that is detrimental to some 
community pharmacies and patients. If 
so, how? How could the current system 
be modified to remove such undesirable 
strategic behaviours? 

In the past wholesalers have used the CSO to underwrite unequal trading terms, 
especially to their own banner groups and major customers.  That is coming to an end.  It 
is leading to greater equity of trading terms and that is a VERY GOOD THING.  The CSO 
should never have been used to create unequal trading terms in the first place – that was 
not its purpose and it was never legitimate.  It is a reason why wholesaling – which is very 
valuable to Community Pharmacy – should revert to its earlier co-op model with 
Community Pharmacists as shareholders.  The whole point of pharmaceutical wholesaling 
is to efficiently get medicines and other healthcare goods from a multitude of suppliers to 
a multitude of pharmacies efficiently – that is of immense value and the wholesalers have 
always done it well.  There is no public health purpose served however, by them being 
publicly listed and running their own banner groups at the expense of other customers, 
forcing Community Pharmacists down an unduly ‘retail’ pathway that most of us don’t 
want and generally diverting us from our social mandate to improve drug treatment of 
individuals and communities.   

I understand there is still an incentive that works against the most remote pharmacies.  In 
my case, I believe this has effectively prevented me from having a second wholesaler. It is 
a complex matter that I don’t pretend to fully understand but I am happy to discuss 
further.  My wholesaler deliveries rely on two freight operators (was three) and my being 
able to ‘manage upstream’ through  the supply chain in order to maintain good delivery 
performance is, let’s say, a necessary skill.   

84.  Is a percentage mark-up paid by the I am unaware of the alternatives.  The essential thing is that I – as a PhARIA 6 pharmacist 
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pharmacist an appropriate way to 
compensate wholesalers? Would an 
alternative compensation arrangement 
be preferred? If so, please provide details 
of preferred arrangements. 

– shouldn’t have to pay any more than someone in PhARIA 1.  See previous answers.  

85.  Could the Government provide either 
improved wholesale medicine delivery or 
equivalent wholesale medicine delivery at 
a lower cost to consumers and taxpayers 
by moving from a broad CSO system to an 
alternative system? 

I don’t know but I doubt it in my case.  While there were problems in the early days, the 
CSO now seems to have resulted in a pharmaceutical supply system that serves me very 
well.  

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 
manufactures as part of their listing 
requirements on the PBS? 

No.  Manufacturers would not do it well.  It is not what they do.  

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? 

This would essentially be a return to the previous ‘co-op’ wholesale model and I have a lot 
of sympathy for that.  Community Pharmacy and consumers - the wholesalers’ customers 
– have not necessarily been well-served by the current wholesaler model where the 
entities are publicly owned and insufficiently accountable to the profession/industry itself 

88.  Would an improved approach to 
wholesale medicine delivery involve the 
Government tendering delivery on a 
nation-wide basis to one or two 

I don’t understand why you exclude PhARIAs 5 & 6 from this question and, consequently, 
it makes it hard to focus on what its intent is.  Are you saying that a future ‘efficient’ 
wholesaling model would necessarily exclude the most remote locations?  What then of 
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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? 

NMP?? I would not be in favour of that.  

89.  The Review Panel notes that state and 
territory governments already tender for 
the supply of medicines to public 
hospitals, should the Commonwealth and 
state and territory governments work 
together for a single tendering model for 
relevant public hospitals and community 
pharmacy in the relevant state? If so, 
should it be for all medicines or specific 
medicines (e.g. biosimilar or generic 
medicines)? 

It sounds like a good idea but may just result in a disaster such as in New Zealand.  I’m not 
sure whether it is practicable, given the state of the Federation. 

90.  Are there any other regulatory 
arrangements that should be introduced 
to promote high standards of delivery 
and accountability amongst pharmacies, 
wholesalers, manufacturers and other 
entities receiving funding under the PBS? 

Manufacturers should be required – as a condition of PBS listing – to keep the market 
permanently supplied with PBS-listed products.  In other words, there should be financial 
consequences for not being able to keep up the supply of essential medicines such as 
metformin.  While this would necessarily have implications for PBS price, the current 
situation where many, many products are unavailable is causing real patient hardship and 
is unacceptable..   

91.  Are there any existing regulatory The PBS Safety Net – while well intentioned – is a disaster on many levels and is overly 



Submission to the Review into Pharmacy Remuneration and Regulation by Peter Crothers, Pharmacist, Bourke NSW – 23rd September 2016 

 

56 
 

arrangements that are unnecessary or 
overly burdensome? 

burdensome.   

S100 RAHS, QUMAX and CTG need rethinking and re-implementation to make them both 
sufficient respectful of Aboriginal Australians and effective in delivering services that are 
actually needed – see above, Q65 for example 

92.  What data is already available in 
pharmacy and other parts of the health 
system that could be used to inform the 
monitoring and assessment of standards 
of delivery and health outcomes? How 
might a patient’s existing My Health 
Record be used to support this? 

One of the things that should accompany a change in the way pharmacists are paid – and 
therefore practice – is a change in the tools we use to practice, especially our IT.  Our 
current practice IT tools are fragmented, requiring us to use different softwares for the 
many things we do – such as processing prescriptions, doing medication reviews, 
recording non-prescription supplies, preparing DAAs, accessing drug information and 
therapeutic guidelines.  Another current fault is that none of our current practice tools is 
geared towards helping us manage ongoing care relationships with consumers and 
gathering data and contributing data (for example to MyHealthRecord).  Our main 
practice software is not a ‘care delivery’ software at all – it merely processes insurance 
transactions (i.e., dispensings, most of which come under PBS subsidy provisions).  Nor is 
our practice software integrated with that of GPs and other parts of the health care 
system.  All this has to change.  It is both important and urgent.  

93.  Is there a role for pharmacists to work 
with patients and other health 
professionals, possibly relating to 
individual medicines or specific 
conditions, to better create the data to 
analyse the health outcomes for that 
particular patient or group of patients, 
including through the use of a patient’s 
existing My Health Record? 

Yes, see my introductory submission that precedes the answers to your questions.  This is 
central to our future role. 
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94.  If this data collection and analysis is 
desirable, would funding be needed from 
Government or from another source? If 
so, what would be the avenue for such 
funding? 

It won’t come for free, but it needn’t be unduly expensive.  The key point is that data 
collection mustn’t be onerous for clinicians, including pharmacists. It should happen 
largely automatically, ‘in the background’ as we go about our work caring for patients   

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? 

I think so.  It is getting better all the time, as we get better at delivering the range of 
services.  I don’t see it as something that requires remedial action. 

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? 

I am not sure except to say they work fairly well in my own pharmacy.   

Pharmacies are more likely than many businesses to encounter people who are ill, and ill 
people are less likely to be happy and so dealing with discontent of all types is an 
important aspect of work.   

The first thing to emphasise is that the first avenue of complaint should always be to the 
service provider themselves.  I encourage patients to complain to me personally if there is 
any deficiency in the service they receive and I do receive some complaints.  In my 
experience, most complaints resolve easily as they usually arise from a misunderstanding 
or misconstruction of events.   

Very occasionally, people get extremely upset and threaten to take things to a higher 
level, in which case I usually give them the contact address for the relevant authority, 
such as AHPRA, the NSW Health Complaints Tribunal, the NSW Dept. of Fair Trading and 
so on, to both demonstrate my goodwill and show that I am as keen for the matter to be 
resolved as they are.   

In my experience threats to report pharmacies to various higher authorities mostly arise 
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from the pharmacy doing the correct thing professionally and the patient not being happy 
about it – for example when we refuse to dispense a Controlled Drug prescription that 
cannot be authenticated, or refuse to illegally supply a medicine without a valid 
prescription or otherwise outside established professional guidelines or decline to treat a 
patient who isn’t present in the pharmacy and we cannot speak to.   

Consumers sometimes also make false complaints in order to carry on personal vendettas 
against pharmacy staff that are unrelated to the staff member being a pharmacy 
employee.  

In my pharmacy, misconceived and mischievous complaints are about as common as 
genuine complaints and so we have to be careful and skilful how we deal with them.   

Since we are the only pharmacy in our community, effectively dealing with complaints – 
whether genuine or not – is not only essential to maintaining good patient and 
community relationships, but also an Equity of Access (i.e., NMP) issue.  Because we are 
so remote, if for any reason a patient is disinclined to use the pharmacy, their EoA to the 
PBS is necessarily reduced.  It is therefore a professional and ethical imperative for us to 
maintain good relationships with 100% of our patients and potential patients. 

Apart from this, the other thing that surely matters most is what happens when there is 
actual negligence and people are actually harmed. In those cases our natural inclination – 
as well as the advice we are invariably given by our professional indemnity insurers – is to 
take steps to A. rectify the errors B. apologise to the affected people C. make a record of 
the incident and D. takes steps to prevent such an error ever happening again.   These are 
things we take very seriously indeed. 

97.  Is the ability for the consumer to choose 
their pharmacist, and change pharmacists 
if they are dissatisfied, the appropriate or 

In a remote area, choosing a different pharmacist is often not feasible.  The emphasis 
therefore has to be on quality assurance and ensuring beneficial care relationships 
between pharmacists and patients – see previous answer  
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best mechanism to provide feedback? 

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? 

Yes there are. It is a complex area but it doesn’t mean that much more can’t be done.  For 
example, in the past QCPP accreditation has too often focused on things that don’t 
actually have much impact on dispensing and care delivery standards to patients and 
communities.  For example, QCPP doesn’t look at dispensary design and workflow; 
staffing levels cf. workload; workload statistics and how these things impact on levels of 
service provision and patient experience.  In fact, patients’ experiences aren’t taken into 
account by QCPP at all, even though they are increasingly part of the metrics that 
pharmacies use for internal QA purposes.  That is starting to change for the better but 
more still needs to be done.  Many pharmacies are getting away with employing too little 
resources to meet actual demand and exploiting their staff and patients as a result. 

There also needs to be more emphasis on quantifying and describing care needs in 
particular communities and then matching Community Pharmacy resources and capacity 
to those needs.  In other areas of the health system, measures such as SWPE and SEIFA 
indices are used to determine care need, but not for pharmacy services.  Even though 
some of these – such as SWPE – are quite crude measures, they at least go some way to 
helping ensure needs are met by adequate capacity.  These sort of things should be 
embraced  and further developed by Community Pharmacy and Government and should 
impact on PBS remuneration. 

99.  What services should a consumer expect 
to receive from a community pharmacist 
who dispenses their medicines? Why 
should the consumer expect these 
services? 

This is laid out in Standards 3 and 5 of the Pharmaceutical Society Of Australia’s 
Professional Practice Standards – in an ideal world we would want all consumers to 
expect what is laid out in the Standards, as that is certainly what is in their best interests.  
It is important to emphasise that the extent and manner in which the Standards are met 
depends on the nature of the relationship between the particular patient and the 
pharmacist.  For example, for many of my long-term patients meeting the Counselling 
Standards is not so much a matter of working through every Criterion in literal sense on a 
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particular occasion (say the first time a person receives the medicine) or at particular 
intervals, as of commencing and maintaining a dialogue with the patient and ensuring 
that over time all the Criteria in the Standard are regularly reinforced and the patient is 
continually supported to use the medicine properly.   

Also, in reality different consumers expect – and will accept – different things.  Many 
consumers resist comprehensive medication counselling whereas other have special 
needs that demand greater than average levels of service 

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? 

There are minimum services and not all consumers would necessarily be aware – or even 
care – what they are.  The services a patient receives at the time of dispensing should be 
related to their actual needs at that time.  As previously noted (Q16), they do not differ in 
any consistent way between initial and repeat prescriptions and if anything tend to be 
greater with repeats, because it is usually after people start taking medicines that issues 
requiring attention arise 

101.  What does ‘transparently cost effective’ 
mean for consumers in the context of 
remunerated pharmacy services? 

Yes, good question!  If we are talking about taxpayer funded services, presumably it 
means in a way that consumers can judge for themselves the value (or not) to the 
taxpayer.  I am not sure that all, or even many, consumers could make those judgements 
but it doesn’t mean they should be denied the opportunity.  Pharmacy consumers are 
used to making judgements about the value of services on the basis of whether the 
service has immediate utility and is good value to them personally rather than on the 
basis of its inherent economic worth and will usually indicate their satisfaction or not.   

An alternative explanation is that consumers should only be permitted to pay for – or 
access at taxpayer expense – services that have been predetermined to generally meet 
some value standard.  While that is admirable it is also a curious notion that seems to 
disempower consumers. 

I think the key thing with remunerating any health services –pharmacy or not – is that a 
consistent set of principles should apply across all services and all providers.  These 
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should include, but not be limited to: provision on the basis of actual need (no arbitrary 
capping, funding determined by health disadvantage, etc.); service should be provided in 
a relatively cost-effective way (e.g., by the lowest-cost competent provider); equity of 
consumer access to services and programs; services should be within providers’ scope of 
practice; checks and balances to prevent program ‘gaming’ and calculated over-servicing 

102.  In your experience, are community 
pharmacies generally delivering these 
services? 

I believe my pharmacy is, although we struggle at times.  I believe I could do better if my 
remuneration better reflected the fact that my community has a substantial health 
disadvantage that increases my costs of providing necessary services.  The health funding 
system seems to have no difficulty providing additional funding and incentives for other 
occupations to deliver services in remote rural health-disadvantaged areas but ignores 
that Community Pharmacies in those same areas are in the same boat.  

The area of services to aboriginal people provides another useful illustration of how 
pharmacies are disadvantaged in service provision.  It has long been recognised that 
aboriginal people have special needs that require extra resources and particular – 
culturally appropriate – responses from health care providers and that this imposes extra 
costs on providers.  A key way the health care system has responded to this is through the 
creation of Aboriginal Health Workers (AHWs) and Practitioners (AHPs) to assist in the 
provision of services and it has now become common for hospitals, mental health units, 
GPs and others with a substantial involvement in aboriginal healthcare to have funded 
AHW and AHP positions.  Community Pharmacies with high involvement in aboriginal 
healthcare also bear higher costs as a result and could equally benefit from having 
Community Pharmacy-based AHW and AHP positions, but this has never been generally 
considered.   

103.  Are there currently some programs that 
are viewed as additional to dispensing 
which should be included as part of the 

MedsChecks, Clinical Interventions and HMRs should be separate from the dispensing 
process  As stated previously, the idea that initial and repeat dispensings somehow 
inherently involve different service requirements is naïve and nonsensical.   
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service provided by a pharmacist when a 
prescription medicine is dispensed (for 
example, a medicines check or review)? If 
so, how should pharmacists be 
remunerated for providing these 
services? Should such services be 
included each time a prescription is filled 
or should ‘initial’ and ‘repeat’ 
prescription dispensing involve different 
services? 

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

In my experience, there appears to be a general disregard of standards in at least some 
discount pharmacies.  We get large numbers of grey nomads and other travellers in my 
pharmacy during the cooler months of the year, many of whom bring us scripts dispensed 
earlier by other pharmacies.  To the trained eye, things like careless or inadequate 
labelling, missing barcodes, mixed up or lost prescription paperwork, scripts dispensed for 
the wrong patient and so on all indicate a carelessness or degree of chaos, and an 
unwillingness to invest in good IT systems that is all inconsistent with good practice.  Also, 
when counselling patients it often becomes apparent that they have not received 
adequate advice or instruction about their medicines from previous pharmacies.  Often 
these problems seem to involve discount pharmacies.  Those pharmacies are also more 
likely in my experience to be uncooperative with faxed prescriptions and sharing patient 
information such as DAA profiles in order to facilitate patient care.  We have had so many 
problems with a particular discount pharmacy in our region that we have had to twice 
report them to NSW Pharmaceutical Services and now refuse to deal with them. 

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

See previous answer (Q105).  I am sure that offering discounts is not a predictor of poor 
practice per se.  What I do believe however is that buying the cheapest practice software 
available, paying staff the lowest wages and minimising their working conditions, using 
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available to support this? the location rules and aggressive litigation against competitors, making the non-health 
care and non-evidence-based aspects  of the business more important than the pharmacy 
and evidence-based aspects and opting for a dispensing model specifically designed to 
‘game’ the PBS remuneration model by maximising script throughput while deliberately 
keeping consumers in the store longer than necessary and encouraging them to shop, is 
not consistent with delivering high quality Pharmaceutical Care  And I’m saying it shows.  
It is naïve to pretend otherwise.  

106.  How do we measure the quality of 
services provided by the pharmacy? 

Through the QCP Program, which should be evolved and strengthened to give even more 
meaningful assurances of quality than it does now. See answer to Q98. 

107.  What do consumers expect from 
community pharmacy in relation to their 
medicines? 

Openness, consistency and reliability in all aspects.  People don’t like surprises and don’t 
like inconsistency.  In a remote area like mine, they also want to know the pharmacy is 
viable and will be ‘there for them’ come what may: it is no good to them if cheap 
medicines leads to loss of the pharmacy  that has faithfully served the community for 138 
years or even a reduction in services.  We have worked hard to give the community what 
it wants and values and they don’t like people threatening that.  For example, when the 
$1 discount policy was imminent, we wrote to our patients and explained the likely 
impact of the policy on both them and us.  People obviously appreciated that and 
thanked us.  Not one person has asked for a discount. 

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? 

Most consumers to whom $1 is an important amount of money recognise the $1 discount 
as the con-job it is, and do so without much assistance.  It is a silly spiteful policy that 
achieves little and undermines the purpose of co-payments 

109.  What examples can you provide of 
variation in prices for regular PBS 

Not sure I fully understand the question. 
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prescriptions? 

110.  How informed are consumers of the 
scope of medicines and related services 
that can be provided by pharmacists 
without referral to a General 
Practitioner? 

Not fully.  It is increasing all the time hough. 

111.  To what degree do current advertising 
restrictions limit the ability of pharmacies 
to promote medicines and related 
services available to consumers? 

This is not especially relevant to me.  We communicate directly to specific patients’ using 
social media , rather than advertise per se.  We find it much more effective  

112.  In your experience, do community 
pharmacists provide appropriate advice 
for schedule 2 and 3 medicines? 

I and my staff consistently do.  One thing I find a bit hard to take is people who shop at 
our nearest discount pharmacy and get no advice and then come to me for free advice.  
Since my business is built around having good relationships with 100% of my patients, I 
provide such advice with as much good grace as I can muster while pointing out that our 
prices are actually quite competitive with that pharmacy 

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? 

It is close to being the right balance  Personally I don’t have any difficulty with some 
advertising restrictions being relaxed even though I know it would lead to some people 
seeking to use them inappropriately.  In my business model, every opportunity to discuss 
peoples’ health and wellbeing is a chance to build a better relationship with them and 
therefore welcome and I am confident in my own ability to resist inappropriate requests.   

114.  Is the sale of schedule 2 and 3 medicines 
an important contributor to the income 
of community pharmacies? 

In my business it is.  Its contribution isn’t discrete however and it is a mistake to think of it 
in isolation.  S2 & 3 medicines represent one aspect of responding to a wide range of 
patient problems, without which people would be far worse off.  S2 & S3 sales are 
overwhelmingly accompanied by advice about managing various symptoms and health 
care conditions, including referral advice and often also accompanied by the sale of 
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another product – for example, parents buying paracetamol mixture for a child with a 
fever will often enquire about other medicines (e.g., ibuprofen) and also buy a 
thermometer.  There will often be a discussion about non-drug treatments, risk and 
benefit, the physiology behind a ‘temperature’, recognising danger signs such as 
dehydration and assessing when to seek medical assistance 

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

Not especially in mine, as we do not keep a huge range and what we do keep is weighted 
towards evidence-based treatment – see next answer (Q116) 

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

CAMs range from products that are blatantly fraudulent to those which are baseless, to 
those which are simply implausible, to those which are scientifically plausible but don’t, 
or don’t yet, have sufficient evidence of efficacy, to those with good evidence of efficacy.  
Superimposed on that spectrum are products that have a history of traditional use, 
especially in certain cultures, while not necessarily having good scientific evidence.  A key 
principle is that lack of evidence doesn’t necessarily mean lack of efficacy.  Another key 
principle is that people aren’t arbitrarily denied choice when there is no overt threat to 
their health.  

Clearly fraudulent and obviously baseless and implausible remedies have no place in 
pharmacies and stocking them should be not only against QCPP standards, but in my 
opinion also accompanied by sanctions.  On the other hand, there should be no issue with 
pharmacies stocking CAMs with a good evidence base. The issue is where to draw the 
line.  In my pharmacy, we try to avoid stocking products that are both implausible and 
lack evidence of efficacy.  Sometimes we are asked to stock products that we are not 
comfortable stocking.  In those cases we either place a sign next to the product explaining 
this, or agree to order it in for the patient when they need it (i.e., don’t actually stock it) 
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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 and yes. In my pharmacy, we make an effort to restrict the availability of CAMs to 
those with either a good evidence base or a scientifically plausible basis for possible 
efficacy.  It would be counterproductive for the Community Pharmacy’s relationships with 
healthcare consumers to become judgemental and directive: we must acknowledge 
consumers’ independence and their right to take their own self-care decisions.  Our role is 
to advise and guide and respectfully question where appropriate.  We shouldn’t count it 
as a failure when a consumer chooses to do something at a particular point in time that is 
not based on the best available evidence: we should regard it as a step in a relationship 
that will hopefully result in good quality healthcare decision making based on evidence.  

118.  Does the ‘retail environment’ within 
which community pharmacy operates 
detract from health care objectives? 

It can where it is overwhelming: where there is a clear sense that the main purpose of the 
business is not healthcare related.  There is nothing wrong with ‘retail’  per se but it 
important that the retail offering be related, and proportionate, to Community 
Pharmacy’s social mandate of being a Primary Health Care profession with a particular 
responsibility for optimising drug therapy (or if you prefer, ‘medication management’  

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

Not especially.  It comes up occasionally, most often in the context of the doctor varying 
the quantity of a prescription for a non-PBS or under General co-payment item.  People 
might say, for example “Since I am only getting half the quantity this time, why isn’t it half 

the price?”.  Personally, I welcome those conversations because it gives me a chance to 
explain that part of the cost is a fixed fee that represents the same effort, care and 
professional expertise on my part for every prescription, no matter the script quantity, 
and to talk about all the things that aren’t covered by the fee and the myriad things we do 
without being paid at all.  It is also a chance to talk about how fees for things like Clinical 
Interventions – where we might actually save a person’s life – are discounted to a small 
fraction of their agreed value because of program capping.  It is also a chance to talk 
about the inadequate remuneration for VHPDs like the Hep C DAAs.  I cannot remember a 
person who begrudged me the fee I charged and some have expressed concern at the 
unfairness to us of some of our remuneration arrangements, especially around Clinical 
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Interventions and VHPDs.   I would very much welcome greater transparency and 
conversation with consumers around our fees, especially if I thought it would lead to 
fairer remuneration.  

On the other hand, talk of transparency around fees is just a tiny bit hypocritical when we 
don’t have any true discretion over our fees – they are set by the CPA and the only 
discretion we have is to vary some of them downwards.  In some respects it is a 
disingenuous question/conversation.  

120.  Is the PBS Safety Net adequate to address 
the needs of low income consumers who 
face high pharmaceutical costs and other 
medical-related costs? If not, what other 
strategies can be employed to ensure 
access to cost-effective health care is 
protected and promoted? 

The Safety Net would be a reasonable measure if the Government took true responsibility 
for it (instead of hiving off responsibility for administration and all financial risk to 
Community Pharmacy) and did the things necessary to make it workable.  To make it 
workable it requires a system of unique patient identification (UPI) and determination of 
what constitutes a family, accompanied by electronic tracking of entitlements.  It lacks 
these things at the moment as is a diabolical nightmare for Community Pharmacy as a 
result.  For example, earlier this month we took almost 3 hours to determine one family’s 
entitlement (husband and wife).  The patient told us that the two previous pharmacies 
had taken 90 minutes and 2 hours respectively to assess their SN entitlement.  This is not 
unusual and it isn’t surprising that some consumers are incapable of managing their own 
entitlement and that some pharmacies simply avoid doing it – we have had examples of 
consumers who have actually qualified for a Safety Net 20 or more prescriptions before 
coming to my pharmacy.  Earlier this week (19/9/16) while trying to sort out a Safety Net 
problem caused by husband and wife having different Medicare cards and – despite being 
Family Linked at the pharmacy – not having both their SN entitlements verified and 
entered by Medicare , a Medicare operator revealed to me that they were facing an 8-9 
week manual data entry backlog for the PBS Safety Net.  9 weeks!  Manual data entry!  In 
2016!  It says it all really.  These things are an indication that the Safety Net is a complete 
administrative basket case that is beyond Medicare’s capacity to manage, and Community 
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Pharmacy is bearing the financial risk of that incompetence. 

A better system would involve a consistent system of co-payments across the entire 
healthcare system (pharmacies, GPs, pathology, imaging, medical specialists and so on, 
accompanied by a similarly broad ‘total system’ Safety Net (i.e. not confined to the PBS) 
that worked from a system of UPI plus centralised electronic tracking of service 
utilisation.  It is ridiculous and counterproductive to the healthcare budget to have a 
fragmented and conflicting system of incentives for healthcare rationing and protections 
against catastrophic expenditure, depending on which part of the (interlinked) healthcare 
system the patient happens to be navigating at the time.  It is 2016.  There should be a 
single integrated system. 

121.  What do consumers expect for the value 
of the PBS co-payment, noting it is 
intended to contribute to the price of the 
medicine, supply to pharmacy, a 
pharmacy handling fee and a professional 
dispensing fee? 

I’m not aware of many (any?) consumers having a conscious expectation w.r.t. the PBS co-
payment: most regard it as something they have to pay and for some regard it as part of a 
(sometimes cruel) ‘game’ they are forced into.   Many become very stoic and resigned 
while waiting for their SN entitlement to roll around and others seek to actively game 
their SN entitlement by religiously presenting their scripts every 21 days. I believe it is a 
bit futile to be discussing the PBS co-payment in isolation from fees, co-payments and 
safety-nets in the healthcare system generally – see previous answer (Q 120).  The 
purpose of co-payments is well known and is separate from the question of the 
remuneration paid to the provider.  

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 PBS co-payment exists to prevent people accessing subsidised prescriptions in excess 
of their immediate needs but can’t be considered in isolation to the PBS Safety Net which 
exists to protect people with high PBS usage against catastrophic expenditure and is 
triggered by cumulative co-payment amounts. The co-payment sets a price signal that, if 
balanced correctly, causes people to resist having prescriptions dispensed early, except 
where there is a unusual reason.  Co-payment discounts obviously undermine the price 
signals that co-payments send and therefore the intent of the policy.  The discount has 
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been widely construed by the highest PBS users – the ones most likely to reach the PBS 
Safety Net – as an attempt to cheat them, which is a reasonable interpretation.  If the 
government wants to send a price signal to consumers by reducing the co-payment, it 
should simply adjust the co-payment down.  If it doesn’t, it shouldn’t muddy the water.   
It knows this, and the intent of the co-payment discount was to appear to offer voters a 
benefit while disingenuously asking pharmacists to fund it.  Another purpose may have 
been to test Community Pharmacy’s capacity to suffer further income cuts.  In either case 
it was underhanded, and seen by all as such. Dumb dumb policy. 

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? 

No.  See previous answer (Q122).  The co-payment can’t be considered in isolation from 
the Safety Net and discounting the co-payment simply confuses the price signals and 
leaves the most vulnerable consumers exposed.  It is weasel policy.   

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? 

Yes, of course.  Community Pharmacy and PBS medicine are essential health care and you 
can’t call yourself “essential” if you’re not 24/7.  That is why I am on call 24/7 if genuinely 
needed by my community.  The best model of 24/7 Community Pharmacy I have seen was 
in Canberra in the 1980s and 1990s.  This was co-operatively owned and run by a group of 
Community Pharmacies.  It operated on the back a better funded PBS than we have now 
however.  What it comes down to is that extended hours models have to be paid for.  
Extended-hours pharmacy is becoming less and less viable as real PBS remuneration 
declines. It isn’t rocket science.  

125.  What services do consumers expect and 
value from pharmacists outside of 
standard business hours? Are there other 

All of them.   Think in future that extended hours pharmacies could be made more viable 
by hosting GP services.  There are considerable synergies and economies of scope in 
doing this especially utilising telemedicine/telehealth.  Importantly, the GPs would have 
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settings or mechanisms that could deliver 
these services after hours? 

to be located in the pharmacies, not vice-versa.  The location has to be somewhere 
accessible and safe after-hours and where ‘the whole after-hours solution’ is mostly 
available, including the medicine to fill the script, or the wound dressings, or the non-
prescription medicines, etc., and so obviously that has to be the pharmacy. 

126.  Does more need to be done to encourage 
greater access to medicines and 
professional services through the 
expansion of existing rural and remote 
programs? 

Very much so.  The issue is not necessarily being ‘rural and remote’ as being ‘health 
disadvantaged’ – see introductory Submission above.  R&R locations are health 
disadvantaged for a variety of reasons that fall into two broad categories.  Firstly they are 
inherently less well and less well-off: people are often sicker, or less health literate, or 
more likely to be aboriginal, or older than average and so-on or a combination of these. 
Secondly, they have reduced access to health care resources of all sorts: a key issue is 
clinicians’, including pharmacists’, unwillingness to practice in remote areas.  This is a 
particularly acute problem for Community Pharmacy, as there are none of the publicly 
funded financial, housing and travel incentives that routinely exist for other healthcare 
workers.   

127.  Is it reasonable for consumers to expect 
that all community pharmacies provide 
these specialist services? If so, why? If 
not, why not? 

The first issue is that specialist services need to be properly incentivised – there is 
currently no direct financial incentive to provide many of the specialist services that 
consumers might benefit from, or subsidies to make them more accessible, and so many 
of them are not inherently commercially viable.  If that they can be made viable, 
Community Pharmacies should be incentivised to provide – or provide access to – a 
certain core mix of services including some ‘specialty’ services.  Telehealth will provide 
opportunities to make such services more widely available, provided that they are 
inherently commercially viable and financially accessible by consumers in the first place. 

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 

Yes, for reasons already given.  Not just specialist services but ‘generalist’ (i.e., basic 
Community Pharmacy) services.  As pointed out earlier, there is nothing in the 
remuneration formula that recognises the inherent healthcare disadvantage or advantage 
of different communities and therefore the level of Pharmaceutical Care resources they 
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relevant services for populations of need? need and this can be grossly inequitable 

129.  How might access and service barriers 
identified above be resolved and 
consumer needs be better met? Is 
additional training and support within 
community pharmacy sites needed? 

Through the means suggested and also through home visiting and provision of services in 
GP surgeries – there is no good reason why the delivery of Pharmaceutical Care should be 
restricted to the pharmacy premises.  It is essential that patients’ Community Pharmacies 
be included in their ongoing care however. What we have found with HMRs for example 
is that unless the Community Pharmacy is kept in the loop, the quality and usefulness of 
the HMR can be reduced and there can also be insufficient follow-through afterwards, 
with lost benefit.     

Privacy is not the only issue of course.  With aboriginal people, there is the issue of 
cultural appropriateness and other complexities that I have already mentioned – see for 
example Q 102.  Other health providers routinely use AHWs and AHPs to help overcome 
these issues and Community Pharmacies serving significant aboriginal populations should 
also be eligible for financially supported dedicated AHW and/or AHP positions as well 

130.  Are there other inequities in terms of 
access to and quality use of medicines? If 
so, how should those be addressed and 
what population groups could be 
targeted? 

Aboriginal people face entrenched barriers to access and QUM that amount to 
institutionalised racism on a wide and deep scale.  I have alluded to some of those above 
and have also written extensively about them elsewhere.  I can provide the Review with 
more information if necessary   

131.  What can be done to increase public 
awareness of available pharmacy 
programs and services, particularly 
specialist services? 

If there were appropriate economic incentives for their provision awareness would follow 
soon enough.  The problem with some ‘specialist services’ is that they are a nice idea and 
even potentially very valuable, but they don’t make money under the current 
remuneration model with all its qualifications and exclusions and caps.  It means that 
(under the current model) the most they can be are interesting sidelines, rather than 
‘core practice’ 

132.  How can we encourage and support See previous answer (Q 131).  The most useful and appropriate way to approach this 
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consumers to engage more with their 
local pharmacy and what specific patient 
groups require more general awareness 
about available pharmacy services? 

would be on the basis of demonstrated local health needs.  The scope of Community 
Pharmacy practice is already quite wide and I find it difficult to be specific about which 
groups would benefit from greater engagement.  It is certainly not hard to find people 
who would likely benefit from a whole range of services.  I think we should be upfront in 
acknowledging that ‘encourage and support’ here has to mean ‘remunerate and subsidise 
the cost of’ – just as with medical or any other healthcare services, there is no other way 
in which engagement will significantly increase.  If then we are talking about remunerated 
and patient-subsidised services, then the question will come down to data about actual 
needs and decisions to commission particular services.  The key thing in that case will be 
to make sure that – in line with principles of Integrated Primary Health Care – peoples’ 
chosen Community Pharmacy/ist continues to be part of their ongoing care and isn’t ‘cut 
out’, for example by parachuting in clinicians who simply collect a fee for delivering a 
service but then have no stake in patient’s ongoing Pharmaceutical Care.  

133.  It is the Panel’s understanding that the 
additional $20 payable for infusions 
compounded by TGA licensed 
compounders is remuneration for the 
cost of gaining and holding the TGA 
licence. Should the PBS provide additional 
remuneration for compounders that 
meet TGA licensing requirements? 

Can’t comment 

134.  It is unclear to the Panel that there is any 
therapeutic difference between 
chemotherapy medicines provided by 
TGA licenced compounders and non-TGA 
licensed compounders. Is there any 
therapeutic difference, if so, what are 

Can’t comment 
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they? If there are no therapeutic 
differences, should the payment of 
chemotherapy compounding be the same 
regardless of whether the provider is TGA 
licensed? If there are therapeutic 

differences, why should the Government 
continue to subsidise sub-optimal 
medicine? 

135.  Are the two compounding fees ($60 for 
TGA licensed, $40 for non-TGA licensed) 
reflecting a supply guarantee? 

Can’t comment 

136.  If it is appropriate to have differential 
payments for chemotherapy 
compounders, what is the best way for 
those payments to be made? What 
should form the basis of the difference of 
the payment? 

Can’t comment 

137.  Are the levels of these fees sufficient to 
ensure long term viability of 
compounding services? 

Can’t comment 

138.  Should non-TGA licensed public hospitals 
be allowed to provide chemotherapy 
compounding services to other public and 
private hospitals? 

Can’t comment 

139.  Chemotherapy patients benefit from the Can’t comment 
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ability of local chemotherapy 
manufacturing facilities to provide more 
timely medications to patients locally. 
These facilities generally do not hold a 
TGA licence. Is there a need for additional 
standards for non-TGA licensed 
compounders? 

140.  Are there other issues with the 
production and delivery of chemotherapy 
medicines which the Panel should be 
aware of? 

Can’t comment 

 


