
Submission in response to the pharmacy review 

My name is Fiona Watson.  I have been a registered pharmacist in Australia and 
overseas for the past 15 years.  I have been a partner in a community pharmacy for 
the past 7 years. I have had the privilege to serve an amazing community and I hope 
to be able to do so for many more years. The viability of my business is of constant 
concern.   

Thank you for taking the time to read my submission.  I am happy to be contacted for 
further information. 

Question 1. I believe that this ratio is close to optimal.  I think this is demonstrated by 
the guild geospatial analysis. 

Question 2. I agree with the suggestion of an incentive payment similar to that 
offered in the 90s.  I think this would allow some pharmacy owners to leave the 
profession with dignity. 

Question 3. I believe that there should be a degree of regulation around the minimum 
requirements for a functioning pharmacy.  For example to offer certain services there 
should be a consulting room. As a Queenslander I believe that S2 and S3s should be 
out of reach of the public. I agree with the suggestion that there should be a 
maximum workload per pharmacist.  

Question 4. I don’t think that there should be a difference in remuneration between 
business models.  The actions of dispensing a prescription and counseling a patient 
are the same regardless of the wording over the door.  I think this would encourage 
certain models to further reduce their standards in relation to patient care and I don’t 
believe that this would benefit our profession or the general public.  

Question 5 - 9.   I believe the community pharmacy agreement is a fair and effective 
way of achieving the goals of the National Medicines Policy. I believe that this 
agreement should be negotiated by the invested parties, namely the guild as a 
representative of the majority of pharmacy owners, and the government as a 
representative of the health consumer (and tax paying public).  I feel that the idea of 
negotiating with many smaller groups would lead to fractured standards.  I also think 
it would be a waste of government time and money.  The PBS is a highly 
complicated beast and it concerns me that people with limited understanding and 
respect for what is truly a world-class system could be given the opportunity to affect 
the supply and delivery of medicines.    

I am concerned about the idea that the CPA could include services and programs 
that are not delivered in or by a community pharmacy.  I site the example of HMRs - 
when they were originally introduced as part of the CPA they were required to be 
referred to the community pharmacy.  After a period of time this requirement was 
changed and GPs were allowed to refer directly to an accredited 
pharmacist.  Unfortunately this quickly lead to a situation where opportunist groups 
and individuals essentially rorted the system, resulting in spiraling costs which 
eventually lead to the caps still in place. From a clinical perspective what I witnessed 
in my own pharmacy was HMRs being conducted on residents in private care 
homes, who I provided webster packs to, with absolutely no contact between myself 
(as the community pharmacy) and the review pharmacist.  I was not contacted for 
dispense history, packing details etc, nor was I provided with a copy of the 
report.  This did not achieve an improvement in patient outcomes as I was not aware 
of the pharmacist’s recommendations and could not follow up with the GP when they 
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had not been implemented.  This unfortunately happened on more than one 
occasion.  Since the caps have been in place I have not experienced this kind of 
situation. This rorting had serious consequences on the CPA as funding which had 
been allocated for meds reviews was moved to HMRs.  
 
Question 10.  I think the current system of community pharmacy, in the form of small 
business, is the optimal way to achieve the objectives of the NMP.  I feel that you 
only have to look at the corporate overseas models to see this. I refer you to the 
Guardian article - How Boots Went Rogue, as I believe it is an eloquent example of 
what we should be avoiding at all costs. As a small business owner I am intimately 
invested in the health and wellbeing of my community.  
 
Question 11. I believe that the 6CPA achieves appropriate access to medicines. I 
feel that it could be improved by requiring all PBS medicines to be made available 
through the wholesalers.  
 
Question 12.  If the next CPA (or this one - but I don’t know how you would be able to 
do it) could include an incentive for pharmacy to assist with uptake of the electronic 
health record I think that would improve the ‘creation and distribution of information 
relating to the use of medicines’.  I think as a profession we have shown our 
willingness to be involved in electronic health, and I can’t really understand why the 
government continues to incentivise GPs in this area for such dismal results.  
 
Question 13.  My concern with the introduction of completely electronic scripts would 
be the channeling that would occur.  In the UK the GPs all send their scripts to 1 
pharmacy and I believe this is in violation of the patient’s right to choose. I think that 
you would see anti competitive behavior and I think it would lead to confusion 
amongst consumers. 
 
Question 14.  I don’t believe the location rules protect pharmacy from consumer 
choice.  I believe the location rules encourage a fair and accessible network of 
community pharmacies, which provide the Australian public with one of the best 
systems of access to medication in the world. To suggest that the location rules 
protect the pharmacy owner from competition shows an unfortunate lack of insight 
into the current market. I believe that we are in a highly competitive market with 
multiple different models available. Chemist Warehouse has introduced more 
competition into our industry in the last 15 years then even the supermarkets could 
have dreamed of in their wildest dreams.  
 
Question 15-17.  There are many unquantifiable factors in the deliver of medicine.  I 
don’t think that there should be a different fee for original vs repeat dispensing.  The 
actual mechanics of dispensing the script remain the same (checking for legality, 
safety etc) and repeats can often raise issues about how the customer is managing 
their medication.  For example Mr X gets his repeats for candesartan and bisoprolol 
dispensed but the pharmacist notices he should be due to get his rosuvastatin but 
hasn’t asked for it to be filled.  On investigation it turns out his neighbour told him 
‘statins are bad’ so he has decided not to take it.  A 15 minute conversation and Mr X 
is now educated on the importance of taking his statin (post MI) and is encouraged to 
discuss his concerns with his GP as he may possibly be able to reduce his dose (as 
a compromise).  Mr X agrees to continue taking his statin and will talk to his 
GP.  These situations occur often.  I think the current fees provide the pharmacist 
with appropriate incentives to provide the advice and other services with should 
accompany the provision of medicine.  It is only when businesses seek to 
commoditise prescriptions and ‘discount’ PBS co-payments that we risk loosing sight 
of this.  



 
Question 18-21. I don’t think that pharmacists should be able to discount PBS 
subsidised scripts.  I think this is in direct violation of the idea of equitable access to 
medicines. I think it creates confusion for consumers and takes the pharmacist away 
from time spent doing useful things such as counselling consumers, and instead 
spending time working out that the patient hasn’t yet reached their safety net - and 
even more time explaining to them why they haven’t when they believe that they 
have.  I think the EPF achieves its aim of increased electronic dispensing.  I don’t 
see how we can further influence the GPs that are yet to take up this risk reducing 
initiative.  The PFDI achieves its aim of increased generic uptake.  Again I don’t know 
how to further influence GPs, short of adopting some of the overseas measures such 
as removing brand names from GP software.   
 
Question 22-23.  I like the idea of the government paying the manufacturer directly 
for the high cost drugs, and paying pharmacy and wholesalers a handling 
fee.  Alternatively community pharmacy could be better compensated for managing 
these high cost molecules. I also think that consideration should be given to the 
suggestion that medications classed as S4 and S8 should be GST free throughout 
the supply chain.  This would save a lot of time and money.  I believe that the high 
cost medications should be available in the community pharmacy setting, as the 
benefits to the consumer and the community of easy access are undeniable. 
However I believe that consideration needs to be given to the amount of up skilling of 
the workforce that is needed to be able to safely manage these complex 
medications. 
 
Question 25.  Medicine reconciliation on discharge. Fee to provide current accurate 
medication list to health record. Meds review. HMRs.  DAAs are one of the most 
valuable tools to help consumers manage their medications.  I don’t think we can 
overestimate the impact these can have in certain situations.  Over the past few 
months we have been asked by our local hospital to commence Webster packing for 
a local consumer.  This particular lady had multiple medical issues and had been on 
warfarin for years.  Over the past few months her INR had become very erratic, and 
the medical team were concerned for her safety and her ability to remain at home.  
After less than 2 weeks of Webster packs her INR was stable again and she hadn’t 
been readmitted to hospital. For many of our consumers the Webster pack service 
includes delivery, and liaising with other health professionals such as doctors, 
specialists and hospitals.  On many occasions we are providing the local GP with 
information on discharge well before they even know the patient is home.  
 
Question 26. Why?  The consumer has the right to choose to take a health 
supplement or complementary medication. I have seen many occasions where 
complementary medications are sold in a GPs surgery.  There are many examples of 
complementary medications that are recommended by doctors, including specialists, 
such as fish oil, probiotics, CoQ10 etc.  I don’t see how it would benefit the consumer 
to NOT be able to access these products where they can also access expert 
medication advice. I acknowledge that there is a lot of strong feeling around 
complementary therapies such as homeopathy, but I ask again, how does it benefit 
the consumer to not be able to access these products in a pharmacy.  If someone 
wants to use them they will. As a pharmacist nothing irritates me more than having a 
consumer bring in a random bottle with almost no information on the label and say ‘I 
bought this on the internet - can you please tell me if it is safe for me to take with my 
medications?’.  I think the government’s role is to ensure consumer safety, not to 
inhibit their choice in where they purchase health products. 
 
Question 27-28.  I think there are new business models being continually developed 



in pharmacy.  You only have to look at some of the recent finalists in the Guild 
pharmacy of the year competition to see some diverse examples.  The market will 
decide if they are viable or not.  Not all models are suitable in all locations.  
 
Question 29-31.  I think the current remuneration system is appropriate. We have the 
option of claiming for a clinical intervention for services supplied outside of the 
provision of a script.  My concern with the introduction of an MBS number or multiple 
numbers for little individual parts of advice would be drowning in the red tape.  The 
thought of pharmacists spending time after each prescription marking on a form if it 
was a complex med, the patient was over 60, hard of hearing, already on warfarin etc 
is horrifying.  I want my pharmacists to spend their time speaking to consumers, not 
ticking boxes.  The only people I see benefiting from a system like this are the 
corporate models who would make it a requirement that all interactions are recorded 
as complex to obtain the maximum reimbursement. I think that it would be possible to 
have a payment per customer - to cover the provision of care for that customer - but 
there would obviously be concerns about ‘locking in’ consumers to one particular 
pharmacy - so I don't really see how that would work in the current health 
system.  As such I believe that the current model where there is a reasonable 
remuneration per script in effect provides for the provision of medicine advice.  
 
Question 35.  Blood pressure check.  Bowel screening, HbA1c check.  Cholesterol 
check. Screening for disease such as COPD, Diabetes, etc. Lifestyle advice. Pain 
management. STI screening.  The most obvious benefit is consumer ease of 
access.  I was amused by the AMAs submission where they state that pharmacy is 
not the best place for screening as consumers go to the GP to get their blood 
pressure checked! I am fortunate to have some wonderful GPs in my area and they 
advise their patients to get their BP checked at our pharmacy regularly over 2 weeks 
before their next GP visit.  Community pharmacy is ideally placed to offer health 
screening services.  We see almost every member of the community, and I often 
hear people say ‘but I only go to the GP when I am sick’. I believe that community 
pharmacy is much more accessible than any other health professional and as such 
has a much greater reach for screening programs.   
 
Question 42-44.  I dont actually believe this question is within the scope of the review 
but will answer regardless.  I dont believe the removal of the location rules would 
improve access to medication.  I think it would encourage clumping of pharmacies in 
‘desirable’ areas and would reduce access in low socio-economic areas and rural 
areas. I think it would not improve the affordability of medications as we are already 
in a highly competitive industry.  
 
Question 45. I believe the removal of the ownership rules would be detrimental to 
health outcomes, and would result in a decrease in value for money for the health tax 
dollar.  I refer you to the article ‘How Boots went Rogue’ as an international example 
of deregulation and the cost to the taxpayer. Corporate models are there to make a 
profit for the shareholder, and the only person held responsible is the employee 
pharmacist.   The article cites multiple examples of disciplinary action being taken 
against pharmacists who had nothing to gain by their behaviour other than satisfying 
the unreasonable expectations of their supervisors.  In this corporate model the 
‘offending’ pharmacist is removed and the employer just places another in the exact 
same position with the same expectations.  There are no consequences felt by the 
non-pharmacist owner for unethical behaviour.   
 
Question 75. I believe that all PBS medicines should be available through the CHS 
wholesalers.  
 



Question 104-106.  I believe that there is a variation in service standards in 
community pharmacy, but that this is not represented by the different business 
models.  There are plenty of amazing pharmacist working in pseudo-discount models 
such as Good Price, Discount Drug Stores, etc who provide exemplary service 
levels, and there are plenty of pharmacists working in ‘premium’ models such as 
Chemmart, Terry White etc who provide the bare minimum.  I am frustrated by the 
panel’s use of the description ‘discounters’ when referring to community pharmacy.  I 
believe that both Terry White and Price Line consider themselves to be ‘discounters’ 
and they certainly make some pretty drastic pricing decisions. To attempt to define 
the individual community pharmacy by the franchise they are a part of is a simplistic 
view of a complex system.  I think a simple and effective way of measuring a service 
level would be to look at the number of prescriptions supplied per pharmacist per 
time frame. For example if a pharmacy only employed 1 pharmacist to supply 350 
prescriptions in an 8 hour shift then there is no physical way that that pharmacist 
could be providing a high level of service. I agree that there is no ‘one size fits all’, 
each community pharmacy is influenced by the community it resides in.  
 
Question 108.  I do not believe that the $1 discount has had any positive impact on 
the access and affordability of medicines. I believe it has created a level of inequality 
and has had no benefit to those groups who should be receiving government 
support. This measure has also had unintended consequences in creating high level 
of confusion around the safety net limit.  As a pharmacist I have spend untold hours 
explaining the changes to consumers and helping them to understand how they are 
impacted by them, I have also spent hours calculating safety net limits for customers 
who shop multiple pharmacies and have a combination of values (where previously 
this was a relatively simple process).   I don’t believe that discounting PBS 
subsidised prescriptions would result in any benefit to consumers.  If the patient 
contribution is considered too high then it should be reduced by the government.  
 
Question 113-114. I think that there is enough evidence already presented to support 
the notion that pharmacies and pharmacists are the most accessible health 
profession.  As such I don’t believe that the current restrictions on sales provide 
inappropriate barriers to consumer access.  S2 and S3 medication are restricted to 
supply in a community pharmacy to protect the health of the consumer, and I believe 
that community pharmacy takes this role very seriously, and provides a high level of 
advise and education around these products. Especially in Queensland where these 
products are kept out of the reach of the consumer.  Unfortunately when a product is 
easily accessible this creates the illusion that it is completely safe. 
 
Question 115-118.  There is a high level of consumption of complementary 
medications by Australian consumers.  Whether or not these products are available 
in pharmacy will have little impact on the number of people who use them.  What it 
will do it impact on the viability of many small businesses, and also remove the 
option for the consumer to seek expert advise at the point of purchase.  As a 
pharmacist I tell people about the evidence (if any) available for the product they ask 
about.  In many cases there is little high quality evidence (possibly due to the high 
cost of trials and the little incentive there is for companies to do much research in 
these areas), and I inform the consumer of this.  It is their right to choose to take a 
product.  In the case of homeopathy I propose the following example.  A young first 
time mum has a teething infant, the child is grizzly and has been sleeping poorly for 
the past few weeks.  As a result mum is highly stressed and her anxiety is affecting 
the infant, who is becoming more agitated. The action of doing something to help her 
child will calm the mother, and as a result calm the child.  What harm is there in 
providing a product which has no risk of harm but the potential for benefit?  The 
alternative is usually an over medicated infant. I can site many examples of situations 



where the consumer has benefitted from the pharmacist’s advise in relation to the 
purchase (or not) of complementary products.  This week I had a consumer ask my 
advise about a high strength cranberry supplement which had been recommended 
for her urinary symptoms. As the consumer was known to me I was able to 
immediately advise her not to take it as she was on warfarin therapy.  I am not really 
sure that there are many other industries that spend so much of their time advising 
consumers NOT to purchase their products.  I believe that many consumers benefit 
from the advise of the pharmacist regarding their use of complementary medication, 
and often these consultations don’t include a transaction. 
 
These are my own opinions. 




