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Presentation to the Review of Pharmacy 

John Jackson1 

Thank you for the opportunity to present to the Review into Pharmacy Regulation and 

Remuneration.  

Introduction 

This submission will primarily focus on aspects of regulation and remuneration of 

pharmacists and pharmacies in primary care.  

Australia has a widely respected community pharmacy system. It is underpinned by a highly 

trained workforce, an accessible network of pharmacy facilities and the globally recognised 

Pharmaceutical Benefits Scheme. While widely respected there are a number of aspects of 

the system that warrant attention. This inquiry can contribute to the resolution of these 

matters and further development of the pharmacy services delivered to the Australian 

community. 

1
 John Jackson: I am a registered pharmacist with post graduate qualifications in public health and hospital 

pharmacy. I have operated PBS approved community and hospital pharmacies and am currently undertaking 
research into professional pharmacist services in primary care and the pharmacist workforce.   
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Background 

Professional community pharmacists are: 2 

 skilled, knowledgeable, competent and considerate professionals;

 work as part of a local network of health care delivery;

 a primary source of health information and advice;

 help people stay healthy and improving health where needed;

 routinely promote self-care and are associated with key public health initiatives;

 provide services to help people with both acute and long term medical conditions;

 and they are local leaders for health in their community.

Professional community pharmacies are conceptually and by historical model, a blend of 

health care facility and small retail premises. They dispense prescriptions with counselling, 

provide primary care consultations and over-the-counter medicines, sell health and well-

being products and offer related services. The also frequently sell items such as toiletries, 

hair-care products and cosmetics. This is to referred to as the service model of community 

pharmacy. 

However, a growing number of community pharmacies present an image of a broad-based 

price-focused retailing premises that happen to dispense prescriptions, rather than as a 

professional health care facilities. This has proved to be a very successful business model. 

Why has this development occurred, how does the business model affect the range and 

nature of professional services available and does it pose a problem for consumers, the 

government or the profession?   

The answer to the first part of this question lies mainly in the fact that the relationship 

between the Commonwealth government as principle funder of primary health care and the 

profession is defined almost exclusively in terms of PBS dispensing. Changes to PBS 

remuneration that have been implemented over the last decade have been unfavorable to 

community pharmacy and have undermine the capacity of pharmacists to deliver a 

comprehensive range of primary health care services. 

2
 Scahill S, Harrison J, Carswell P, Shaw J. [2010]. Health care policy and community pharmacy: implications for 

the New Zealand primary health care sector. NZ Med J, 123( 1317): 41-51. 



3 

There is no exclusive association between professional pharmacists and professional 

pharmacies. Professional pharmacists can be found in both service and price-focused 

pharmacies and the latter model satisfies the requirements of some segments of the 

community. However others segments require the advice and services available through a 

professional relationships with their pharmacist that is more likely to develop within the 

environment of the conventional service-focused model.  

Relatively healthy and stable individuals largely responsible for managing their own health 

are more likely to have their pharmacy requirements met by the price and product model 

whereas those requiring greater assistance with their health care will be attracted to the 

service model. 

A combination of a PBS funding structure, regulatory framework and marketplace that 

favours the product and price model at the expense of the service model will risk segments 

of the community losing access to the comprehensive range of professional pharmacist 

services that they require.  
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Submission 

1. What pharmacy and pharmacist services does Australia require?

To be able to objectively respond to the review of pharmacy regulation and

remuneration it is necessary to consider the types of community pharmacies and

primary care pharmacist services that Australia require? This review of pharmacy

regulation and remuneration is in fact constrained by the absence of a nationally agreed

statement of what the community expects of pharmacist and pharmacy services now

and in the future. A white paper or vision statement should describe a preferred future

for the pharmacy profession and how the future is to be achieved. Numerous countries

with health and social systems similar to Australia have established such statements and

Australia should do so also.

2. Legislative regulation of the practice of pharmacists is to some extent subverted by the

funding of pharmaceuticals.

The state and territory jurisdictions are responsible for the legislation that governs the

practice of pharmacists, the ownership of pharmacies and the handling of medicines but

they have no involvement with the funding of medicines in community pharmacy

services.

On the other hand, the Federal Government funds pharmaceuticals through the PBS and 

this is the major source of income for both community and hospital pharmacies.  

Because ‘he who pays the piper calls the tune’ Commonwealth policy is able to 

dominate a profession for which it does not have primary legislative responsibility. 

A collaborative and coordinated approach by the Commonwealth and other 

jurisdictions is necessary to foster expanded practice. 

3. Pharmacists are identified as the suppliers of medicines but their knowledge and

training is about much more than dispensing.

Pharmacists have received extensive education in relation to medicines; the indications

for their use, their compounding, dispensing and distribution, the desired and possible
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inadvertent effects arising from their use, counselling patients and advising health care 

workers to achieved desired outcomes from use, monitoring  for their impact including 

assessment of pathology test results. They are trained to apply the philosophy of 

pharmaceutical care thereby focussing on the outcomes of medicines use, rather than 

just the supply of the medicines. 

In addition to this education which underpins their primary clinical practice aimed at 

achieving best outcomes from the use of medicines, pharmacists are trained in 

pathophysiology and therapeutics, the recognition and treatment of minor ailments, 

screening, public health services and the structures and functions of the health system. 

Their ready access and the education and training that they receive, means pharmacists 

serve as an access point to the health system, provide a wide range of primary care 

services and triage to other health practitioners. 

People seek the advice of a pharmacist much more frequently than they consult a 

medical practitioner. Every day in every community pharmacy throughout the country, 

pharmacists apply their knowledge and training to provide health-care advice and 

reassurance, recommend treatments or triage people to other health service providers. 

These services are not quantified, are nor well recognised by other parts of the health 

system nor remunerated in a manner equivalent to the professional patient-care 

functions of other health professionals. They do not appear on governments’ health 

budgets or measures of health care delivery. The only income derived by the pharmacy 

will be from a possible retail sale, often in a competitive market, and in fact many of 

these services generate no income for the pharmacy and are cross subsidised from other 

pharmacy income.  

The patient and health system benefits of pharmacists primary care services need to 

be described, measures, quantified and evaluated.  

4. Cross subsidy is not a sound basis for a business

Pharmacists are available without appointment for free-of-charge consultation. Not

free-of-cost, just free-of-charge. The cost of having a pharmacy open and a pharmacist

present and able to be consulted by members of the community, is largely cross
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subsidised from dispensing and other business revenues. This has never been a sound 

business model and is no longer a viable one [see below].   Take into  

Similarly, it would not be appropriate or sustainable for the government to take into 

account non-dispensing revenue when determining what pharmacists are paid for 

dispensing. Prescription medicines form a significant component of the country’s health 

care and their provision should be facilitated by a specific, sustainable and unique 

funding model which should not be associated with or dependent on other non-health 

retailing and business processes. 

If the government linked PBS remuneration to non-health retailing it could potentially 

contribute to a reduced perception of a pharmacy as a health care facility and inhibit the 

development of novel, patient focussed pharmacist services divorced of retail activities. 

5. Remuneration for dispensing should reflect the responsibilities

There are both clinical and financial risks associated with prescription medicines and to

mitigate these, pharmacists should be appropriately remunerated for their

responsibilities and liabilities associated with dispensing.

The following are some of the variables associated with dispensing that have a bearing 

on patient risk and by association pharmacist responsibilities and liability.  

 Nature of the drug – therapeutic margin, toxicity, allergenic status

 Prior use by the patient – sensitivity, tolerance

 Patient parameters – pharmacokinetics, lifestyle,

 Health literacy – comprehension, compliance

 Concomitant medication – drug-drug interactions

 Comorbidities – drug-disease effects

 Diet – drug-food interactions

 Environment – work processes, work load, support staff, interruptions

 Prescriber –level of detail, accuracy

In recent years an increasing number of potent biologically derived drugs have been 

introduced and sicker, more complex patients are being treated in primary care. The 
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historic model of a uniform dispensing fee was appropriate when we were less cognisant 

of the contributors to patient risk and the dispensing process was more consistent.  

However determining which factors should be taken into account in establishing a 

variable dispensing fee is extremely complex.  

A number of countries have introduced fees that are reflective of effort. 

United Kingdom: the New Medicine Service involves additional payment when patients 

are initiated on trigger drugs or multiple drug regimens. 

New Zealand: a payment is provided to pharmacists to support chronic patients on 

multiple medications.  

Korea: the dispensing fee is reduced after a specified number of items have been 

dispensed per day. 

 Canada: pharmacists are specifically remunerated for adapting a prescription based on 

their pharmaceutical expertise. 

A further factor relevant to dispensing remuneration is the cost of poor compliance. A 

medicine of proven safety, quality and efficacy appropriately prescribed and dispensed 

can become a waste of PBS expenditure if the patient is not compliant with the 

prescribed regimen. Furthermore poor compliance can result in failure of the treatment 

and subsequent further health care costs, including possible hospitalisation. 

Pharmacists’ primary role is dispensing and they should be supported to provide   

In determining dispensing remuneration it should be recognised that funding 

pharmacists to not dispense or to dispense with an enhanced level of counselling 

appropriate to the risk and to deliver on-going monitoring, may be cost effective. 

6. Reductions in PBS margins will potentially compromise the capacity of pharmacists to

deliver primary care services.

PBS funding is the major source of revenue in community pharmacy. A significant

portion of the income received for dispensing PBS prescriptions is linked to the

wholesale price of the medicine and due to the introduction of cheaper generic versions
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of medicines and the pricing policy of the Federal government the profession has over 

the last ten years experienced at best stagnant and often a reduction in dispensing 

revenue.  

As these revenues have historically cross subsidised the primary care services provided 

to patients and enabled community pharmacies to serve as a free access point to the 

health system, the sustainability of these services will be an issue in coming years.   

If the PBS is to operate and be funded as an isolated health program and not be a source 

of cross subsidy for pharmacist delivered primary care services, then alternate funding 

for these services will be required or they will not survive. 

Primary care pharmacist services should be remunerated in a manner equivalent to 

other health care providers. 

4. Reductions in PBS margins will potentially compromise the standards of pharmacy

services.

PBS funding is the major source of revenue in community pharmacy and with reduced

margins, pharmacy proprietors are under increasing pressure to improve the

productivity of their dispensing services. While improving productivity is a sound

business principle, all aspects of the PBS [product range, quantity, price, processes] are

regulated, leaving few options other than to increase the dispensing load to staff ratio.

While the PBA has provided guidance on dispensing loads, the recommended load is 

frequently exceeded raising concerns of patient and pharmacist safety. An excessive 

dispensing load can contribute to errors which can cause patient harm and can 

contribute to staff stress and burnout.  The Pharmacist Support Service can attest to the 

level of workplace stress experienced by pharmacists. 

The risk of patient or pharmacist harm arising from business viability pressures should 

be recognised in setting the PBS funding model. 

5. Overall PBS funding and community pharmacy

Prior to the introduction of the PBS to public hospitals and the expansion of Section 100

programs the Commonwealth PBS expenditure was almost exclusively for Section 85
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listed drugs dispensed in community pharmacies. In essence the Community pharmacy 

network was sustained by this funding.  

The price disclosure policy relating to off-patent drugs has generated significant saving 

for the Commonwealth and while the savings have been reinvested in the PBS, much of 

this has been invested in high-cost and specialised medicines which are predominantly 

distributed under Section 100 and via hospitals. For example, in 2015 oncology and 

immunosuppressant drugs that make up approximately 1.5% of PBS prescription 

volumes and are almost exclusively dispensed in hospitals or a small number of specialist 

pharmacies, accounted for 25-30% of PBS expenditure [PBS Expenditure data June 

2016]. 

Community pharmacy has in effect not benefited from the reinvestment of price 

disclosure savings and where high cost drugs are dispensed in community pharmacy 

[hepatitis C drugs] the PBS funding model has not provided a fair and adequate return. 

Community pharmacy is an essential participant in the Commonwealth’s National 

Medicines Policy and is essential to the first objective of access to medicines and the 

third objective of quality use of medicines however an equitable and sustainable PBS 

funding formula is required if community pharmacy is to remain a viable component 

of a responsible medicines industry. 

End of submission 




