
1 & 2: The ratio of community pharmacies to population is acceptable. Patient satisfaction towards 

accessibility would support this opinion. Distribution of pharmacies on the other hand should be 

improved. The best way to achieve this is to limit the number of pharmacies that can exist in 

metropolitan areas to provide incentives for new pharmacy owners to locate in rural areas.  

3 & 4: Clear delineation between retail space and professional area within pharmacies is necessary 

to maintain the atmosphere of a health care setting but not a ratio. The effect of the price disclosure 

policy has caused a close to 25% loss of revenue over the years, which has been partially contained 

by retail activities. Support would gladly be given to a professional services only pharmacy that is 

remunerated at a higher rate, if the remuneration was enough to maintain viability of running a 

pharmacy under this model. Conversely, if the business model is predominately retail based with 

pharmacy as an after thought, funding should be different as the level of service offered is different.  

5, 6 & 8: The CPA process is consistent with the National Medicines Policy, but the decisions made by 

the Government are not consistent the National Medicines Policy, in particular with regards to the 

maintaining viability. It is not consistent with the sustainability objective, as evidenced by the 

constant out of stock situation. A prime example is with slow release metformin. It is not consistent 

with good government practice. The situation makes pharmacy overall look bad, eroding patient 

confidence and confuses patients who are already highly confused. It is not value for money for 

patients. Opinions should be able to be voiced from all parties, but the CPA should be a guild-

government agreement because ultimately pharmacy owners are the ones being remunerated.  

7: CPA should not be limited to dispensing and professional programs provided by community 

pharmacy only due to cross-over of tasks undertaken by staff. 

8: It is appropriate that the Government continues to negotiate formal remuneration agreements 

with the Guild on behalf of, or to the exclusion of, other parties involved in the production, 

distribution and dispensing of medicines. 

9: The Government should not move away from a partnership arrangement because the 

Government needs to negotiate with the body that represents the largest proportion of pharmacies 

in Australia. 

10: The current system of dispensing of medicines in Australia is the best way to achieve the 

objectives of the NMP. There should be no alternative arrangements. 

11: The 6CPA is achieving somewhat appropriate access to medicines. Access could be improved by 

scrapping price disclosure policy. 

12: Current arrangements under the 6CPA lead to the appropriate creation and distribution of 

information relating to the use of medicines, but there is scope for more. Remuneration of 

interventions is not transparent.  Remuneration given to reconciling hospital discharges, significant 

medical changes or new diagnoses is a way distribution of information could be improved. 

13: The requirement may possibly be a significant impediment to online ordering and remote 

dispensing but is not personally relevant.  
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14: It is appropriate to a great degree that community pharmacies be protected from the normal 

operations of consumer choice. Pharmacy is a healthcare provider, so it needs to be protected to 

allow for better health outcomes. Protection is required to achieve the NMP access objective as 

some areas may result in not having any pharmacies, leading to no consumer access.  

15: The swings and roundabouts approach to remunerating pharmacists for dispensing is not 

appropriate because it leads to undesirable incentives as pharmacies will need to retain patients 

who need a lot of time. There is no guarantee of a roundabout or swing. The disincentive is no 

incentive to spend on hour when knowing there is not going to be adequate remuneration for that, 

which could be at the detriment of other customers. 

An example is a patient who has multiple charts recently discharged from hospital. She was confused 

due to travel between respite and hospitals and was not self-administering medications during time 

away from home. When the patient was finally back at home, she no longer knew what she was 

supposed to be taking. It took three hours to reconcile what medications she was meant to take. In 

the end, no prescriptions were required to be filled so the pharmacy was not remunerated at all. It 

was difficult to allocate time to other patients entering the pharmacy. Beyond wanting to provide 

care to the patient, there was no incentive and actually a disincentive as high level of care could not 

be offered to other patients who could be of greater financial benefit. If the now Webster patient 

had not received such care, the Government would have incurred a far greater cost than 

remunerating the pharmacist for the three hours. 

16: Dispensing fee remuneration should more closely reflect the level of effort in each individual 

encounter, but not just related to counselling and dispensing, such as a blood pressure measuring 

program when dispensing blood pressure tablets. Dispensing fees should not be different between 

initial and repeat scripts because counselling could be longer on repeats due to greater patient 

experience with the medication.  

 17: Current fees and charges associated with the dispensing of medicine not appropriate. There is 

no incentive to spend a long time counselling patients due to the money taken out of pharmacy. The 

incentive is to have a fast turnover of patients. 

18: Community pharmacists should not be able to charge consumers above the ‘dispensed price’ for 

a medicine in some circumstances. There should not be discretion in charging. There should be 

consistency.  

19: RPMA is one of the best ways to encourage pharmacies to operate in locations where they 

would not otherwise be viable, but it does not personally apply. Community need is not a more 

appropriate measure than geographical location because that does to fit with the access objective of 

the NMP. 

20: The Electronic Prescription Fee is not achieving its intended purpose of increasing the uptake of 

electronic prescribing and dispensing because there are too many technical problems and slow 

uptake from more prescribers. 

21: The Premium Free Dispensing Incentive helps increase the uptake of generic medicines. 

Consistency of information disseminated about safety and quality of generics not just amongst 



different health professions but media as well could be a really good way to achieve increased 

generic uptake. 

22. The timeframes for payment settlements for very high cost medicines should be lengthened 

throughout the supply chain and mandated by Government. 

23. A better way to achieve access to very high cost medicines through community pharmacy is via a 

special centralised system where the Government pays for the medication upfront. 

24: The question is not personally relevant. 

25: Professional programs and services that pharmacists should or could be providing to consumers 

are medicines information enquires; provision of patient medication profiles to GPs, RDNS, hospitals, 

specialists, dentists and family members; referral service to other health professionals and 

community groups; hospital discharge reconciliation by regular community pharmacy; mental health 

triage; smoking cessation and weight loss programs; prescription management, i.e. organising with 

doctor dose changes, etc., so patients can receive care rather than have administrative or paper 

work visits to the doctor; and dose administrations aids. 

26: The limitations should be that products that are allowed to be sold must be listed on the register 

of the ARTG. Sometimes it can be confusing for patients if non-evidence based therapies are sold 

alongside prescription medicines, but the high prevalence of CAM use means that rapport may be 

negatively affected due to the perceived negative attitude of healthcare provider towards CAM, 

which may be even more detrimental to health outcomes. For example, the lack of CAMs sold in a 

pharmacy may signal to the consumer that the healthcare provider is not accepting of CAMs and 

create a barrier to patient disclosure of CAM use. Lack of disclosure could mean potential 

interactions with medications would not be identified and lead to adverse reactions or other 

negative health outcomes. 

27: A community pharmacy that solely focused on dispensing does not provide an appropriate or 

better health environment for consumers. Under current arrangements, a community pharmacy 

solely focused on dispensing would not be viable and only attractive to a small proportion of the 

public.  

28: There is a need for improved current business models in pharmacy rather than new models. 

These models would have better remuneration for tasks that are already completed as 

aforementioned. If paid properly, pharmacists can afford to complete tasks properly so patients can 

have better health outcomes, e.g. if a patient enters a hospital with a correct PMP, there is 

continuity of care, less likelihood of errors and confusion, and more efficient use of time for patient 

care rather than administration.  

29: It is appropriate that the PBS links the remuneration for the provision of professional advice to 

the sale of medicines because advice is provided when medicines are supplied. Additional 

remuneration opportunities should be available for advice that is not linked to supply of 

medications. 

30: it may be preferable if advice is remunerated separately to when a medicine is dispensed. People 

ask why this is not the case all the time. 



31: Guidelines could be introduced so standards are met. They could be incorporated into the 

quality care program. The level of payment should be linked to disease states. It is too hard to know 

where to draw the line with medicines. 

32: Demographics and dispensing statistics for which classes of medicines are being dispensed are 

ways pharmacies scan identify and supply health services most needed by their local communities. 

Additionally, better communication between prescribers and pharmacists regarding perceived gaps 

and services would be facilitative. 

33: Pharmacy services are not accessible for all consumers under the current community pharmacy 

model. Opioid substitution programs should be on the PBS. 

34: The Government should consult the Guild, conduct focus groups with those who actually work 

on the ground and consumers. All patients should be entitled to an annual HMR because those who 

are not in need of such a service will not avail themselves of it. HMRs should not be linked to a 

health event because the aim is to be preventative of those health events. HMRs should not only 

occur following referral from a medical practitioner because it makes the process too laborious for 

consumers and introduces an extra Medicare visit. 

35: Vaccination is a service that pharmacists should provide to consumers because the product is 

already being supplied at the pharmacy. It is not replacing the existing structure. It is an additional 

convenient way to access the service. 

36: Because of cross-subsidisation for years, perception of consumers will be that the service should 

not be on a user pays basis. This makes it difficult for implementation of that. 

37: Cost is a barrier to accessing worthwhile health services offered by pharmacy. 

38: Subsidising the program to make it more affordable and not overlap with existing programs, as it 

leads to patient confusion and reduces uptake, are other mechanisms that could allow these 

programs to be disseminated. Simplifying access to programs and raising awareness are additional 

mechanisms. 

39: Both direct consumer remuneration and government-based remuneration should be applied for 

particular services or access arrangements, similar to the co-payment for PBS scripts. 

40: All pharmacy services should be at least partially funded by the Government, as market and 

jurisdiction demands will govern which services each individual pharmacy will choose to offer or 

promote.  

41: innovation looks like a research project. There is insufficient scope and reward for innovation in 

general. Innovation could be achieved via better remuneration for a wider variety of service 

offerings. 

42: Removal of the location rules with the retention of the current state ownership rules for 

pharmacies would decrease access and affordability for pharmaceuticals to the public, as it would 

lead to pharmacy clustering. 



43 & 44: There needs to be consistency of location rules. It is too hard to set boundaries, too easy to 

lead to rural pharmacy shortages.  

45: Location rules would be almost impossible to enforce. 

46: The short distance relocation rule is inappropriate, as seen with Chemist Warehouse. 

47 & 48: Not know enough is known about nuances of the rule. 

49: The approach described is undesirable, as this would seem to benefit large corporations rather 

than patients. 

50: The expectation of the effect of pharmacy location rules is reasonable but examples cannot be 

provided because the rules do not seem to apply in reality. 

51: An approved pharmacy operating in an area for which the pharmacy location rules preclude the 

operation of a second pharmacy should be required to provide a minimum level of services in 

addition to the dispensing of PBS medicines, depending on what the minimum level is and the 

opening hours should at least be the standard. 

52: The location rules should not be amended to support choice and value for money for consumers. 

53: Removal of restrictions on co-location of pharmacies and supermarkets would be undesirable 

because ownership of the pharmacy would effectively be given to the supermarket. 

54, 55, 56 & 60: Hospitals already cannot meet demands in a timely fashion.  

57: Pharmacies should not all be able to access similar purchasing arrangements as tendering means 

elimination of choice for consumers and increased confusion. 

58: Hospital pharmacies should not be able to open dispensing pharmacies in the community 

because consumers would not be receiving treatment from their regular pharmacy where they have 

a history. It would lead to decreased health outcomes. 

59: Hospitals pharmacies should be able to establish limited dispensing arrangements only for HSDs. 

61: There are no other opportunities. 

62: The arrangements seem likely to impact on health outcomes, but not enough is known about it. 

63: There hopefully is further scope for pharmacists to be more involved without impacting on 

access to medicines. 

64: General improvements could be made, 

65: The s100 RAAHS program should be extended to include non-remote AHSs. 

66: AHSs in all states and territories should be able to operate like a pharmacy depot. 

67: Appropriate QUM activities could be provided via better remuneration, employment of more 

pharmacists, and undertaking programs that improve accessibility to services by Aborigines and 

Torres Strait Islanders. 



68: It would be desirable if remote s100 Aboriginal Health Services were also able to write CTG 

scripts. 

69: Arrangements for s100 and CTG co-payments could possibly be merged and linked to their 

Medicare number. 

70: Access to electronic patient health records should be required for all health professionals 

treating Indigenous patients across all locations. 

71: Hospitals should be allowed to write CTG co-payment scripts for out-patients. 

72: There could possibly be more scope for tendering. 

73: The current approach to CPA negotiations is appropriate if recommendations were adopted by 

the Government. 

74: There are no alternatives because too many more changes will lead to lengthened delivery times 

and impact patient access to medications. 

75: All PBS medicines should be available from CSO wholesalers, whilst a direct supply model may 

exist as well, it should not be the only way a medicine can be accessed. The Pfizer model has led to 

significant burden on community pharmacies to carry higher volumes of stock and also increased 

unnecessary administrative burdens on a daily basis. For example, if a patient is started on a Pfizer 

medication on Thursday, he or she may need to wait until Monday afternoon to take it. 

76: ideally s100 and RPBS items should be included in normal wholesale arraignments because 

current access can lead to wasted time trying to source them, large disparities in wholesale cost and 

lengthy delays for patients in receiving products. 

77: Recent changes to the CSO have not had an impact on consumer access or choice but there is 

potential for this to occur in the future. 

78: Not enough is known about this to comment. 

79: Yes, although this should already be the case for PBS medicines. 

80: This is not a desirable change, but impact has not occurred yet. Should this occur, ordering would 

be difficult, especially in the months preceding price disclosure price drops, which will cause financial 

detriment. 

81: Undesirable. Other parts have already been mentioned above. 

82: Unspoken code in place but requirement would be desirable. Decrease wastage. Manufacturers 

should be required to carry some of the burden by accepting returned short dated stock. 

83: Possibly, governments should offer incentive payment to offset costs of delivery of PBS 

medicines to genuinely remote areas. 

84: Appears to be working. 

85: No. 



86, 88 & 89: No, wholesale system should remain as is. Tender leads to decreasing consumer choice 

and increasing consumer confusion. 

87: No, negotiation should be between manufacturers and wholesalers. 

90: Manufacturers should be required to have stock and if there is an out of stock, they need to 

disseminate information better, hold small volume of emergency stock as buffer, try harder to 

source the medication. Manage it better in general. 

91: Do not know. 

92: MedsIndex for health outcome. Number and variety of interventions for quality of services. My 

Health Record should be an opt out system rather than opt in and should be accessible to hospitals 

and all health providers. 

93: Yes. 

94: if lengthy to collect, funding should reimburse pharmacist’s time. 

95: No, there is too much overlap with programs offered by GPs, RDNS and private health insurance, 

leading to confusion. 

96: No, the point is to offer the service not an avenue for complaint.  

97: Patients have a right to choose but feedback would be good. 

98: Yes, but not always upheld. Monitoring and enforcement of the standards should be increased. 

99: Current counselling on medication; lifestyle, CAM, OTC and minor ailment advice. Pharmacists 

are easily accessible medication expert health professionals.  

100: Just receiving their medication as the doctor prescribed. They should receive more than that, 

such as an offer of counselling and safety checks. There are differences between initial and repeat 

dispensings because counselling needs to reflect progress from taking the medication. These 

services are not provided by all pharmacies. 

101: They care what they are paying for as a consumer, not as taxpayer; therefore, patient 

contributions should be clearly explained before services are commenced. 

102: Yes. 

103: Existing guidelines and remuneration for offering MedsCheck are sufficient. The offer of these 

services need to be at the pharmacist’s discretion, taking into account the patient’s history and 

nature of medications.  

104 & 105: Yes, because discount model tends to lead to short time spent with patients in order to 

facilitate higher volumes of customers. This leads to the situation where patients go to pharmacies 

operating under care orientated models for counselling and clinical enquires relating to medications 

supplied by discount model pharmacies. In this situation, care orientated pharmacies are not 

remunerated under current arrangements and is not sustainable. 



106: Patient satisfaction and quality care checks as per existing model.  

107: as in 99. 

108: Has led to a great deal of confusion. Patients had misunderstood that the government gave $1 

to the pharmacy who could choose to pass it on or not to them. Additionally, they did not 

understand the safety net anyway and now they understand it even less, particularly if they visited 

multiple pharmacies with different pricing structures. Some of the advertising material spread 

misinformation and created greater confusion. Overall, patients became less trusting of information 

imparted by healthcare providers and government. 

109: Too many changes too often and too many variables. For example, a box of amoxycillin could 

be $1-20 depending on brand, pharmacy, time of the year. 

110: Consumers are informed of advice for minor ailments. Generally not aware of services unless 

they had cause to access them. 

111: Current regulations allow sufficient advertising of services and S2 and S3 are appropriately 

restricted.  

112: Not always. It is dependent on pharmacy model, patient flow, and patient expectations and 

privacy. Making scheduled medicines more widely available gives people the false impression that 

these medications do not carry risk. 

113: Yes, see above. 

114: Yes, because it is an opportunity to sell a product for treating a minor ailment, showcasing skill 

and be fiscally rewarded, building rapport with patients as well. 

115: Not apart from convenience. 

116: CAM should be available, as long as advice offered reflects current evidence and is in the 

patient’s best interest. 

117: Yes, as they will buy them anyway. At least in a pharmacy setting, patients are able to access 

appropriate advice. Patient medication history available in pharmacies facilitate safe choices. 

118: It can but does not have to. 

119: Not transparent or appropriate. 

120: Safety net thresholds should perhaps be tiered for individuals, compared to families. Tax 

deductions for health expenses should be re-introduced. Their removal has placed significant 

financial burden on families. 

121: For medicine to be in stock, consistency of supply, quality, safety, accessibility. 

122: Yes, neither as the intention of the co-payment was to create a perception of value. The $1 

discount does not undermine this, as there is still a financial stake.  



123: No, confusion and distrust is already rife and further discounting would force some pharmacies 

into bankruptcy.  

124: Yes, because some people may work shifts and illness can be unpredictable. Some pharmacies 

can be open for extended hours, while most should not be. 

125: Triage services where patients are uncertainty of severity and urgency of treatment required 

for ailment. These services are also provided by emergency departments and home visiting doctor. 

However, pharmacy could take some of the burden off these services and free them up for real 

emergencies. 

126: Yes, but not enough is known about it. 

127: Yes, because of the access objective of the NMP. However pharmacies must maintain discretion 

over the scope or extent of service offer. 

128: Yes, it would be desirable but difficult to deliver in practice. 

129: Additional training of pharmacy staff is not generally relevant as privacy concerns relate to 

perceptions of other customers rather than staff. Creative solutions, for example, our pharmacy 

supports proactive patients who are attempting alcohol abstinence by monitoring alcohol 

breathalyser readings in store or via video linking twice daily.  

130: Sometimes language and cultural and personality barriers exist between patients and 

prescribers. Elderly ethnic populations, in addition to low income earners. Prescriber education and 

additional support services, such as interpreting services which currently exist. 

131: Better referral services, independently managed online guide to services. 

132: Engagement activities, such as Christmas events. Groups that require more awareness are 

people who are disadvantaged and those with mental health issues.   

133: Probably yes, but do not know enough about it. 

134-140: Insufficient experience in this field to answer. 

 


