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REVIEW OF PHARMACY REGULATION AND REMUNERATION 

The Australasian College for Emergency Medicine (ACEM) welcomes the opportunity to provide 

feedback to the Department of Health (the Department) on its Review of Pharmacy Regulation and 

Remuneration.   

ACEM is a not-for-profit organisation responsible for the training and ongoing education of 

emergency physicians, and for the advancement of professional standards in emergency medicine, 

in Australia and New Zealand. As the peak professional organisation for emergency medicine in 

Australasia, ACEM has a vital interest in ensuring the highest standards of emergency medical care 

are maintained for all patients across Australasia.  

Following review of the Department’s discussion paper, ACEM provides feedback specific to the 

Closing the Gap (CTG) Indigenous chronic disease co-payment measure. Given the significant 

disparities in healthcare outcomes experienced by Aboriginal and Torres Strait Islander people, 

ACEM recommends that an expansion of this co-payment measure to incorporate eligible 

emergency departments (EDs) would represent a major opportunity to close the gap by improving 

both health care access and outcomes for Aboriginal and Torres Strait Islander peoples across 

Australia.   

As noted in the Department’s discussion paper, Aboriginal and Torres Strait Islander peoples 

continue to experience poorer health outcomes across a range of population measures, compared 

to non-Indigenous Australians.  

The reasons for these disparities are complex and multifactorial, encompassing differences in social 

determinants of health, biomedical risk factors and access to healthcare services [1].  One of the 

most significant issues faced by Aboriginal and Torres Strait Islander peoples, across the spectrum 

of health services is access to appropriate health care.  There are numerous barriers impacting the 

accessibility to health services, including remoteness, lack of cultural appropriateness and, 

importantly, cost [2, 3].  In 2012-13, almost one third (30%) of Aboriginal and Torres Strait Islander 

people reported that they had not seen a health care provider, even though they had needed to, 

with the main reasons for this being transport/distance, waiting times, fear or dislike of a service 

and cost [3]. 

Regarding health outcomes, high rates of chronic disease continue to present one of the biggest 

challenges to Aboriginal and Torres Strait Islander communities, with up to 80% of the mortality gap 

between Aboriginal and Torres Strait Islander peoples and non-Indigenous Australians attributed to 

chronic diseases [4]. There remains an over-representation of a number of illnesses such as 
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ischaemic heart disease, diabetes mellitus, chronic kidney disease and pulmonary diseases. Diabetes 

affects over 10% of Aboriginal and Torres Strait Islander adults, with a further 4.7% identified as 

being at high risk of developing diabetes [5]. Furthermore, almost two-thirds (65.3%) of Aboriginal 

and Torres Strait Islander adults possess at least one risk factor for cardiovascular disease [5]. 

For Aboriginal and Torres Strait Islander people, health care needs also continue to increase with 

remoteness.  This is compounded by a subsequent decrease in access to primary health care, 

rehabilitation and aged care services. Evidence of the impact of these factors can be seen in the 

significant differences in chronic illness rates with increasing remoteness. Aboriginal and Torres 

Strait Islander adults living in remote areas are twice as likely to have diabetes (20.8% compared to 

9.4% in urban areas), five times as likely to have newly diagnosed diabetes (4.8% compared to 0.9%), 

and two and half times as likely to present with signs of chronic kidney disease (33.6% compared 

with 13.1%) [5].   

While Aboriginal and Torres Strait Islander people represent approximately 3% of Australia’s 

population, nationally, they account for almost 6% of all ED presentations, with higher rates of 

chronic disease and subsequent complications, leading to an overall increased likelihood of 

hospitalisation compared to non-Indigenous Australians [2, 6]. For example, Aboriginal and Torres 

Strait Islander peoples are: 

 Admitted to hospital 10 times more often, compared to non-Indigenous Australians 

 Twice as likely to be admitted to hospital for cardiovascular disease  

 Four times more likely to be hospitalised for diabetes 

 Four times more likely to be admitted to hospital for chronic obstructive pulmonary disease 

 Twice as likely to be admitted for asthma [2]. 

Aboriginal and Torres Strait Islander patients present to ED with for a variety of concerns including 

numerous acute complications or forerunners of chronic diseases, such as: 

 Skin conditions that can predispose to infection 

 Skin and throat infections that can predispose to chronic kidney disease or heart disease 

 Infective exacerbations of chronic obstructive pulmonary disease 

 Various other infections often associated with and exacerbating diabetic glycaemic control 

 Acute episodes of reactive airway diseases. 

Furthermore, there are instances where complications arise requiring ED presentation that are 

directly due to a lack of medicines. For example, an asthmatic patient, who presents with an upper 

respiratory tract infection, is at risk of further exacerbation of their asthma if they are unable to 

access their preventive medication, due to their prescription running out. Or a patient with epilepsy, 

who has suffered a grand mal seizure, may need to be recommenced on their previous 

anticonvulsant medication.   

Therefore, there is an important intersection between the management of chronic disease and its 

complications, and the delivery of care through EDs. As the front door to the hospital system, ACEM 
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considers that EDs are uniquely positioned as a first-point-of-call access point to healthcare, and can 

play a vital role in providing targeted quality acute medical care for these chronic conditions, as well 

as identification of comorbidities and provision of coordination of care between the hospital and 

community systems. For the examples provided above, if the patient presents early, is at the mild 

to moderate end of the spectrum and responds to initial management, then they could be 

reasonably discharged from the ED with a view to further community follow-up. 

However, ACEM notes that at present, EDs and emergency physicians are not eligible to provide 

scripts to Aboriginal and Torres Strait Islander patients under the CTG co-payment measure. 

Emergency physicians have two options in this instance – write a script or dispense the medication 

from the hospital. If a script is written, the patient will subsequently incur any cost, while for 

dispensed medications the cost is borne by the hospital.   

ACEM acknowledges the central role General Practitioners and Aboriginal Medical Services (AMS) 

play in managing the chronic disease in Aboriginal and Torres Strait Islander people, and recognises 

that the management of chronic disease should rest with these primary care settings. However EDs 

are also a key contact point to the mainstream healthcare/hospital system for Aboriginal and Torres 

Strait Islander patients, providing linkage points for health promotion activities and primary health 

care alongside the acute episodic care provided.  Given the higher rates of chronic disease, 

complications and particularly hospital presentations, ACEM considers it a significant disparity that 

EDs are not eligible to participate in the provision of CTG scripts. The ability for ED staff to prescribe 

under the CTG script scheme would contribute to providing equitable access to essential medicines 

and treatment for Aboriginal and Torres Strait Islander ED patients. ACEM therefore recommends 

that the Department consider expanding the eligibility of the CTG co-payment measure to include 

hospital EDs and emergency physicians as eligible settings and practitioners respectively, under this 

scheme.   

There are a number of instances where the ability for hospital EDs and emergency physicians to 

provide Aboriginal and Torres Strait Islander patients with CTG scripts would (i) improve health care 

access (ii) decrease service duplication (iii) reduce delays in care and ultimately (iv) assist with 

management of chronic disease and its complications to improve health outcomes, for Aboriginal 

and Torres Strait Islander peoples.  

Service duplication can occur when, following an ED presentation with an exacerbation of their 

chronic illness, patients are provided with a script for medication by an emergency physician. ACEM 

members report that in some instances, rather than fill this script and bear the cost burden, patients 

will instead take the script to their primary care setting that is eligible to provide CTG scripts, so that 

it can be converted to a CTG script. This therefore causes a duplication of services across two 

settings.  Furthermore, it also results in a delay to patients accessing their required medication as 

part of their treatment plan. ACEM wishes to acknowledge that this is not the fault of the patient, 

but is the result of a system that creates a barrier to the appropriate treatment, based on which 

part of the healthcare service the patient has accessed. 
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As outlined above, geography and remoteness plays a significant role for Aboriginal and Torres Strait 

Islander peoples’ ability to access the care they need and there are times when the only option is a 

hospital ED. This is particularly the case for small rural and remote communities.  ACEM members 

report that in some smaller towns, the ED/hospital will also functions as the region’s primary 

healthcare service. The ineligibility of such settings for the CTG co-payment measure means that a 

proportion of Aboriginal and Torres Strait Islander patients, whose only access to health care is 

through hospitals/EDs, are excluded from accessing CTG scripts, consequently increasing their 

medicine costs.   

Furthermore, the services that are currently entitled to write CTG scripts are not accessible across 

the entire day or week, making the ED the only point of access to care.  If eligible CTG script settings 

are unavailable, this lack of access, through no fault of the patient, results in delays to treatment, 

further exacerbation of their chronic condition, coupled with the risk of significant acute clinical 

deterioration, as well as potential additional costs..   

As stated in the discussion paper:  

‘The National Medicines Policy recognises that cost should not constitute a substantial 

barrier to people’s access to the medicines they need and explicitly recognises the role of 

subsidies for medicines, within a framework of cost-effectiveness and rational use of 

medicines’ (p. 7).  

ACEM strongly agrees with this statement, and recommends that the Department consider how 

appropriately incorporating EDs into the CTG co-payment measure could improve medicine access 

and most importantly, health outcomes for Aboriginal and Torres Strait Islander peoples.  ACEM 

would welcome further discussion with the Department on development of this initiative, .in 

particular the identification of appropriate CTG script eligibility criteria for EDs, including 

identification of relevant exacerbations and complications of chronic illnesses, in the acute care 

setting.  

Thank you for the opportunity to provide feedback to the Department on this important issue. If 

you require any clarification or further information, please do not hesitate to contact the ACEM 

Policy and Advocacy Manager Fatima Mehmedbegovic     

  

Yours sincerely, 
 

 

 
Professor Anthony Lawler Dr Liz Mowatt 
President  Chair, Indigenous Health Subcommittee 
Australasian College For Emergency Medicine Australasian College For Emergency Medicine 
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