
I have been a registered pharmacist for over 25 years, and HMR accredited for over 15 
years.  

I have witnessed every Federal Government - Pharmacy Guild Agreement since 1990.  
The First Agreement was intended to promote more efficient pharmacies and supposedly 
improved patient care and value for money by encouraging businesses to amalgamate or 
by paying some to close, along with location rule restrictions for new or relocating 
pharmacies.The result of this was an instantaneous escalation in "goodwill" commanded 
by existing pharmacy owners, and a diminution of natural competition for service to the 
community. 

Over successive agreements and changes to the Pharmacy Act we have seen pharmacy 
ownership changes so that now a pharmacist may have a pecuniary interest in up to five 
pharmacies. I believe this change has encouraged pharmacists with an entrepreneurial 
bent to seek business expansion, often at the expense of the clinical interests of patient 
care. 

It is now not uncommon to find pharmacies owned by absentee pharmacists or 
partnerships of absentee pharmacists, and managed by non-clinically trained staff, with a 
nominal pharmacist-in-charge, who is in effect subordinate to such managers and has 
little say in what is sold in such "shops".  

With regards sale of "CAM" OTC products, I believe that the TGA needs to tighten AUSTL 
advertising and efficacy claims standards. Pharmacies and pharmacists should not be 
pressured to stock or sell products with dubious therapeutic claims. 

We have seen a concentration of ownership of community pharmacies, the focus of which 
in many cases is heavy discounting with high turnover of product, often without 
appropriate counselling and a willingness to sell almost anything, often products without 
evidence of efficacy. 

The problem with many pharmacies competing on price alone is that it has been at the 
expense of providing a professional service and in some cases compromises patient care. 
Generic substitution, whilst good for the Australian taxpayer with regards PBS costs, and 
for patients from point of view of value for money, can and does lead to medication 
misadventure through causing patient and sometimes prescriber confusion. 
The PBS needs to strike a balance between providing patients and the taxpayer with good 
value for service, and providing sufficient income for pharmacies and pharmacists to 
maintain and improve patient care, as well as make a decent living commensurate with 
the workload and responsibility entailed in performing their work. 

My view is that a pharmacy should be run and controlled by pharmacists, who are 
accountable for every aspect of the practice. The present location rules penalise patients 
as well as pharmacists who desire to set up their own practice. I believe that pharmacists 
are still the most qualified professionals to "sell" or often refuse sales of medicines, 
according to the clinical needs of patients. 
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With regards the HMR Program, it is my view that Accredited Pharmacists should be in a 
position to conduct such work entirely independently of community pharmacies. There is 
no doubt at all that it is desirable to obtain dispensing history from the patient's 
community pharmacy. However, it is my experience that few community pharmacy 
owners take any interest in the HMR Program, apart from accepting income generated. 
I believe that the present limit of 20 HMRs per month punishes both patients, who may 
be denied timely access to a review recommended by their GP, and accredited 
pharmacists, who may be forced to work part-time as a result. 
My view is that the present limit should be lifted to 40 HMRs per month, which would 
enable such pharmacists to focus entirely on providing this much needed service.  
There has been some criticism of "over-servicing" HMRs. The pharmacist cannot "over-
service" as a referral is required from the patient's GP. The pharmacist must provide a 
report for the GP. Every aspect of the HMR Program is fully accountable. 
My view is that the HMR Program should be taken away from the PBS budget and 
directed through the MBS, with the Accredited Pharmacist paid directly through this 
scheme. 
I believe that the Medscheck Program, whilst a good idea, is often poorly implemented 
due to lack of sufficient pharmacist staff in community pharmacies. I believe that a 
pharmacist should be HMR Accredited in order to conduct quality Medschecks. 

Yours faithfully, 

Community and HMR Pharmacist. 


