
Dear Review Panel, 

Firstly I’d like to extend my appreciation for allowing me a platform to submit my humble 

opinions review. 

I’m a community pharmacist employee with who’s been registered for fifteen years. I’ve 

worked mainly in Sydney NSW, but have also practiced in Dublin, Ireland for a few years. I’m 

at the coal-face each day, and I’d like to make the following points: 

Dispensing Remuneration 

1. The current model of dispensing remuneration whereby the same dispense fee is

payable for dispensing PBS medication during late nights and weekends as

compared to regular working hours does not encourage pharmacies to open after

hours. It’s understandable with the extra expenses of opening after hours, with

penalty rates and extra security, coupled with lower sales that many pharmacies

chose not to open after hours. This challenges the model to provide timely and

equitable access to medicines.

 Furthermore, the workload involved in dispensing medications after hours is often 

much more complex than dispensing during business hours. Prescribers are not 

readily contactable for queries and interventions, resulting in more counselling 

required with patients, and suppliers/manufacturers are not readily contactable to 

resolve any stock supply issues. Any inevitable follow-up with prescribers and 

suppliers during regular business hours results in duplication of workload involved - 

all for no extra remuneration. 

2. With the recent de-listing of diabetes glucose test strips off the PBS, and the

introduction of IPC supplies through community pharmacy, pharmacists are being

“rewarded” with a $1 incentive to process NDSS orders. The ordering process is as

follows:

○ Identify NDSS patient with either Medicare or NDSS Registration number.

(Often patient doesn’t have their card present, so we’ll have to search our

pharmacy dispense database).

○ Identify product(s) required. (Often patients are confused as to which machine

they have at home - or have multiple glucometers).

○ Search and place order for desired NDSS product(s).

○ Print order form.

○ Search wholesaler website to ensure any IPC product(s) desired are currently

in stock. If unavailable, check when stock is expected. (Often involves calling

wholesaler). If unavailable long-term, search through NDSS website with

patient and advise on another suitable alternative product.

○ Collect any stocked items from our shelves.

○ Provide form for patient to sign.

○ Package item for sale.

○ Collect payment from patient.

○ Submit NDSS order online. Include payments for any monies collected for

NDSS.
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○ Seal order/claim into an envelop and post to NDSS. 

○ Once order is received from wholesaler, package up item with patient name 

for collection. 

○ If product doesn’t arrive due to unforeseen availability issues, keep a log of 

any products owed to patients. Contact patient to explain the situation. 

○ Once stock becomes available, contact patient. Package for collection. 

Stock of IPCs have been consistently unavailable since the change in supply from 

NDSS to pharmacy wholesalers. Even if and when the supply issues resolve, the 

ordering process would still take a staff member at least fifteen minutes (excluding 

postage) - all for the princely sum of one dollar. For comparison, a GP referring a 

patient for HMR and providing a form, which I dare say involves less work is paid 

$132.70. 

 

3. The current PBS payment claim system is inefficient and needs to be streamlined. 

Currently, we need paper prescriptions to be in the possession of the pharmacy to be 

confident of PBS payment. This actively discourages the pharmacist from purchasing 

expense medications in advance. This delays the patient’s treatment. 

Conversely, if a pharmacist pro-actively orders stock on the back of a faxed/emailed 

prescription from a prescriber in order to facilitate timely access for a patient’s 

treatment, they do so at their own risk, as if the prescription is not forthcoming, the 

pharmacy will be out of pocket until the prescription is collected. I’ve had a case 

where an Immunologist/Gastroenterologist wanted to initiate a patient on 

Adalimumab treatment, and sent a fax prescription, indicating the prescription would 

be forward in the post. After promptly ordering and supplying the medication, the 

prescription failed to materialise. The prescription had been lost in transit. We worked 

with the surgery and prescriber in order to provide a replacement prescription, and 

eventually had to involve Medicare when our efforts failed. Six months, countless 

phone calls and numerous letters later, we were eventually paid the $5000 due to us. 

Many small businesses would not be able to cope with such a cash flow deficit. 

 

4. There is a lot of waste with our current PBS system compared to the Irish system. In 

Australia prescriptions are prescribed with the standard pack quantity in mind. So, for 

example if a patient is initiated on Metformin XR 500mg, they will be given and 

subsidised for 120 tablets - regardless of dosage and whether it would prove suitable 

or not. A dosage of once daily would mean four months treatment. If tablets are 

unsuitable there is a lot of wastage there. The Irish system would see only a month’s 

supply is given each month - 31 tablets. In fact the patient’s full medication regimen 

would be dispensed at the same time each month. They would only be served once a 

month, compared to numerous times over a course of a month here (as much as we 

love seeing our patients) - this is made even more common with the PBS’ SN20Day 

rule which sometimes dictates to a customer that they can get X medication today, 

but Y medication next week. Dispensing a patient’s full medication regimen means 

the patient’s therapy is much clearer to pharmacists and doctors and thus better 

managed. Adherence to therapy wouldn’t be difficult to assess. 

We have a great number of patients returning hoards of medication from their 

cabinets that have ultimately proved unnecessary. 



And because the Irish patients know their medications are to be dispensed once a 

month only, addictive medications such as temazepam or oxycodone oddly never 

“goes missing”. 

Although I’m not advocating a wholesale change to a different system (and all 

systems have their flaws), investigating another country’s health system may be 

beneficial. 

 

Pharmacy Business Models 

 

1. Pharmacies need to be able to stock a wide range of health related products for 

pharmacists to be familiar and comfortable with such products for better monitoring 

and counselling. Taking health products away from community pharmacy would limit 

pharmacist’s expertise with these health products and reduce our ability to counsel 

and advise on potential side effects and drug interactions. A great number of Clinical 

Interventions involve the complexities that exist between prescription and health-

related products. 

 

The Medicine Supply Chain 

 

1. Exclusive supply arrangements in its current form, are restricting patient’s ability to 

access medications in timely and equitable manner. If a supplier allows a maximum 

number of deliveries per month, and charges a fee for any extra deliveries thereafter, 

depending on the often inconsistent medical needs of patients, and thus ordering 

habits - a pharmacy may be forced to provide a PBS medication at a loss, after 

freight expenses. 

Furthermore, these exclusive supply models restricts competition between 

pharmacies, as only larger pharmacies with a dependable customer base and 

turnover will be willing to stock Tofacitinib or Etanercept, each costing over $1600. 

Smaller pharmacies would not dare keep such medications on their shelves for fear 

of not being able to sell them due to their one patient ceasing their treatment. The 

alternative is to order as needed. Depending on when the patient requests the 

product, this could take up to 72 hours. 

 

In reflection of my own personal experience of the pharmacy industry over the last fifteen 

years, I’ve seen the industry being bombarded with challenges after challenges. I’ve gone 

from a fresh-faced pharmacist with pride in my chosen profession as an integral and 

respected health professional to one who actively discourages high school leavers with 

decent marks from studying Pharmacy. In that time, I’ve gone from a well-paid professional, 

to a professional with fifteen years experience, who earns less than your average tradie. 

(I’ve not had a pay rise in ten years - so in real terms, my disposable income has gone down 

every year). And this is the same experience with many of my colleagues - some of whom 

have abandoned for greener pastures in other fields. If we are to attract quality individuals to 

our profession, and maintain professional standards, the funding simply has to be there. 

 

Regards, 

 

 

Pharmacist Manager 



 

 

 

 




