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Summary  
AMSANT is the peak body for community controlled health services. Our members provide services 

from Darwin to the most remote parts of the NT.  

The NT has the highest proportion of Aboriginal people of any jurisdiction. One third of the population 

is Aboriginal and Aboriginal people bear a disproportionate burden of illness and premature death. 

The life expectancy gap between Aboriginal and non-Aboriginal people is the highest in the nation (14 

years for females and nearly 17 for males if the NT Aboriginal life expectancy is compared to the 

national life expectancy). Thus the national finding that Aboriginal people only have 44% of the 

expenditure expected on medicines is particularly concerning given that NT research suggests that the 

NT figure for expected to actual expenditure is even lower than 44% (Maylon et al, 2010). 

S 100 has greatly increased access to medication for Aboriginal people in the NT. Darwin is the only 

area not covered by S 100.  Darwin is covered by the CTG scheme but as our previous submission on 

the fifth Community Pharmacy Agreement points out, there is significant medication access issues 

when people travel from remote areas to Darwin and are not eligible for the CTG scheme.  

There is also significant inequity in that there is only a very minimal payment for dispensing ($ 2.32) 

in the S 100 scheme compared to the CTG scheme or the mainstream pharmacy system which pays 

pharmacists a standard fee of $7.02 for dispensing PBS medications.  There is also a relatively small 

payment for quality use of medicine activities per clinic ($ 10-15,000 per clinic) through the S 100 

scheme.  This is particularly concerning given that Aboriginal people have high rates of complex 

chronic multimorbidity, often do not speak English well, with a high proportion of the population 

having relatively low educational levels and often low health literacy. It is inappropriate that the 

population with the highest need for pharmacy expertise is being denied access to that expertise 

through the S100 scheme, because the dispensing fee and pharmacy allowance are not adequate to 

pay for this expertise at a level commensurate to the need.  

AMSANT made a submission to the 5th Community pharmacy agreement which is attached.  We made 

key recommendations to redress the inequity between the S 100 and CTG scheme including that all 

Aboriginal people should be eligible for the CTG scheme across Australia. However, the inequity 

persists and we believe that the stark differentials in medication access for Aboriginal people indicate 

that this inequity must be addressed.  

We have answered some of the more relevant questions posed in the discussion paper.  In summary, 

our key recommendations are: 

1) Allow ACCHSs to operate commercial pharmacies.

2) Have one national medication scheme for Aboriginal people that provides free medication to

all Aboriginal people, includes a dispensing fee that is the same as the mainstream dispensing

fee and that includes quality use of medicine funding that is equivalent to QUMAX. This would

cover all people visiting remote areas (given it is burdensome for remote ACCHSs to charge
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for medication for non-Aboriginal people in remote areas) but would be restricted to 

Aboriginal people in regional and urban areas.  

3) Add important medications to the S 100 scheme, including S 8 medications (with safeguards 

to ensure good stock control and reduce risk of diversion), important over the counter 

medication such as iron and antifungal treatment.  

Most of these recommendations are further discussed in answers to specific questions. An exception 

is recommendation 4.  There are important medications that are not on the S 100 scheme and paying 

for these medications as well as ordering them through a different mechanism (via individual scripts 

in the case of S 8s) is a burden to health services. These include S 8 medications (opiates) and some 

important over the counter medications such as antifungal medication (with fungal infections being a 

major issue in people with diabetes) and iron/folic acid preparations. Iodine is recommended in 

pregnancy but is not subsidised.  Subsidy of a combination iron/folic acid/iodine preparation would 

be beneficial.  

Answers to individual questions 
 Below are brief answers to the most relevant questions: 

Q2. There is maldistribution of the pharmacy workforce, with a lack of pharmacists in the most remote 

areas (where the highest need patients are) and an oversupply of pharmacists in the cities. There is 

also poor access to pharmacists for most Aboriginal people – including urban people, with contributing 

factors being the cost of medication, and the cultural safety of pharmacies. In the NT there are few 

pharmacists working outside Alice Springs, Darwin and Katherine. Large ACCHSs do not generally 

employ a pharmacist despite having a very high load of patients with complex chronic disease. 

Measures are needed to reduce maldistribution and incentivize pharmacists to move to rural and 

remote areas.  Two options to help Aboriginal people are to allow ACCHSs to open commercial 

pharmacies and to fund salaried pharmacists within ACCHSs, including those in remote areas. In some 

locations, a salaried pharmacist within an ACCHS would be a better model than the ACCHSs opening 

up a commercial pharmacy - this would particularly suit a remote regional service with multiple 

dispersed clinics, where a pharmacist’s role may focus on upskilling other staff, managing stock, and 

seeing very complex patients, rather than undertaking routine dispensing. In other areas an ACCHS 

may want to open up a commercial pharmacy within their service focusing on the needs of Aboriginal 

people. However, this would need to be a business decision which may depend on the location and 

cultural competence of surrounding pharmacies.   So, two options to address the lack of access to 

pharmacy expertise for Aboriginal people are to provide the funding for salaried pharmacists in 

Aboriginal PHC and allow ACCHSs to open up commercial pharmacies.  

Q5. An exclusive agreement between Guild (business owners) and Department does not necessarily 

represent value for money as it cuts out many other relevant stakeholders including the ACCHS sector 

which needs to be included given that Aboriginal and Torres Strait Islander people are a key priority 

group. Restricting the negotiations by only including two main parties restricts innovation which is 

likely to reduce effectiveness, as innovation is essential to ensure service models are continually 

improved. The process should be broadened and include health experts who do not have a direct 

business interest in the outcome, including academic pharmacists and primary health care experts. 

The ACCHS sector should be included as should other peak health organisations such as the RACGP 

(Royal Australian College of General Practitioners).   

In particular, there is substantial funding directed to activities to improving medication access/use 

particularly for rural /remote and Aboriginal people.  The consultation process for deciding how this 

funding should be spent is inadequate. There is no real grass roots consultation and nor is there 

tailoring of measures to the remote context. Negotiations about measures to target Aboriginal people 
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are conducted between the Guild and NACCHO   – but NACCHO is not resourced to undertake 

extensive consultation about what the needs of the ACCHS sector are in relation to improving access 

to medication.  

We understand that the funding from the 5th CPA is to be used for a major trial of provision of 

individual patient consultations with pharmacists in Aboriginal primary health care, with the aim of 

determining whether they improve patient outcomes.  Again, there has been a lack of consultation 

about how this will work, including in the remote context. Dealing with individual patients is only one 

component of a pharmacist’s role – they also have key roles in upskilling other staff, ensuring good 

medicine management policies and undertaking other quality use of medicine activities. Isolating one 

professional activity of pharmacists, trying to prove it improves clinical outcomes and reduces adverse 

events is quite likely to fail. AMSANT has limited information on this trial so our concerns may be 

misplaced. However, it is unfortunate that there is not broader consultation about such a major 

initiative.   Research evaluating how pharmacists integrate into ACCHSs would have been more 

beneficial.  

We believe that a much better consultation process needs to occur for the next pharmacy agreement, 

about how to improve medication outcomes for ATSI people and that there should be local flexibility. 

A regional model of using additional funding to meet local needs would be a better way of spending 

this money.  

Q 8. It is not appropriate that negotiations about the CPA only occur between the Department and 

the Guild.  There is an inherent conflict of interest in such limited negotiations. It also limits the 

discussions to a private practice model of pharmacy provision rather than looking more broadly at a 

range of models. Inclusion of other experts such as academic pharmacists and primary health care 

experts could lead to more innovative models where pharmacists are incorporated into primary health 

care.  The ACCHS sector should definitely be consulted given improving access to medicines and 

pharmacy expertise for Aboriginal and Torres Strait Islander people is a top priority and the community 

controlled sector are strong consumer advocates for Aboriginal people as well as being health experts.  

Q10. Other arrangements beside the private practice model should be considered including models of 

pharmacy services that would fit within comprehensive PHC including ACCHSs and where pharmacists 

would have a greater role within the team. For the ACCHS sector, two mechanisms need to be 

considered: operation of a pharmacy within an ACCHS or salaried pharmacists within ACCHSs. There 

is evidence that including pharmacist in the primary health care team improves outcomes (Jorgensen 

et al, 2013).  Also, access to enhanced pharmacy services at hospital is also very useful as it allows 

patients to be dispensed medications on discharge for a month instead of 5-7 days.  

Q11.As already discussed, access to medicine for Aboriginal people is not commensurate with high 

health need.  Cultural safety of commercial pharmacies, cost and health literacy barriers would be 

some of the key reasons for this.  Extension of a modified S 100 scheme nationwide and increasing 

access to pharmacists within ACCHSs are key solutions to this issue. Non- Aboriginal people in remote 

areas will benefit from ACCHSs in remote towns operating pharmacies as they would be free to use 

them.  

Q12.Most available information on medicine is not suitable for many Aboriginal people in the NT given 

that it is written in technical English and many Aboriginal people in the NT do not speak or read English 

well. Pharmacy expertise within ACCHS could create much better information (working together in 

regional areas) on medicines, especially if there was specific funding for provision of easy to 

understand (often visual) information. For many Aboriginal people, Aboriginal health practitioners 

(who often speak the same language) will be the most accessible source of advice. Therefore, it is 

essential to upskill AHPs in the use of medicines so that they can be a resource for patients.  
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Q15/16. Expenditure related to complexity of dispensing would be beneficial for ACCHSs if they were 

able to operate a pharmacy as a high proportion of dispensing would be complex and if this was not 

recognised, it may make it less financially viable. 

Q25. Key roles of a pharmacist in Aboriginal primary health care include:  

 Dispensing of medications including individual advice to patients as medication is dispensed. 

 Role in chronic disease management, especially for those at high risk of hospitalisation.  This 

should be part of a multidisciplinary team including an Aboriginal health worker and a chronic 

disease nurse. This could be partly funded through the HMR mechanisms, although   it is clear 

that Aboriginal people would prefer HMRs to be conducted within services (Swain et al, 2015).  

 Advice to doctors and other clinicians on medication regimes/interactions /side effects.  

 Stock control to reduce wastage and improve effectiveness. 

 Quality use of medicine activities such as audits.  

 Upskilling of other staff particularly Aboriginal health practitioners (who are a valued source 

of advice to patients) and nurses. 

Q29.Linking advice from a pharmacist only to dispensation of medication, limits their role: they could 

have a larger role in chronic disease to maximise adherence, reinforcing advice and detecting side 

effects with patients on complex regimes.  This is a limitation of the private practice model of 

pharmacies.  

Q32.A pharmacy can have a broad role in defining community needs if they are embedded in 

comprehensive PHC and are not so linked to a retail model.  However, it would be inappropriate for 

private business pharmacists to have a major role in defining community needs given potential conflict 

of interest between expanding the business model and meeting community needs.  There should be 

further work to embed pharmacists into comprehensive multidisciplinary primary health care as an 

alternative to the private business model. ACCHSs are one of the strongest examples of 

comprehensive primary health care in Australia and so are the best place to expand this model.  

Q33.There is insufficient access to pharmacy expertise for people in remote areas apart from the very 

few ACCHSs that employ pharmacists. This is despite the high need. A model of funding salaried 

pharmacists for regional ACCHSs (population of around 3000 or more) and for sharing pharmacy 

expertise between smaller ACCHSs need to be developed.  

Q34.HMR should be targeted to those who need them, which would include   those who may have 

more difficulty understanding medication regimes (including Aboriginal people especially if they don’t 

speak English), have complex regimes, have high risk conditions such as heart failure or high risk 

medications such as anticoagulants (Huynh K  et al, 204).  For Aboriginal and Torres Strait Islander 

people, HMRs should be able to be conducted in the health service because Aboriginal people may 

not feel comfortable being visited at home by a professional that they do not know.  

Q37.Cost is a barrier which the government has sought to address through S 100 and CTG schemes. 

There are still major gaps particularly when remote patients come into Darwin or when a patient is 

provided with a script by a specialist or a doctor who is unfamiliar with CTG. There are also issues with 

non S 100 items such as S8‘s which can be expensive as well as other items recently taken of the S100 

list such as iron and folic acid. Cost is a particular barrier for people accessing opiate substitution 

therapies through pharmacies.  

We believe one simple system should be instituted for Aboriginal people. The S100 scheme could be 

used nationally but with two major changes. The dispensing fee should be increased to the 

mainstream dispensing fee and should be provided to the ACCHS so that they can use it to employ a 

pharmacist (larger services), share a pharmacist with other services (smaller services), upskill and train 
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other clinicians or use an external visiting pharmacist. The QUMAX program should be rolled out 

nationally 

If the S 100 scheme is not rolled out nationally, a second best option is to have the CTG scheme 

extended into remote areas so that remote people travelling into urban areas are eligible for CTG. 

Q38.The opiate substitution program is an evidence based intervention that substantially improves 

outcomes for people with opiate addictions and also reduces the harm to society (through reduced 

crime).  However, the cost of methadone to the client is substantial and deters people from entering 

or staying on the program.  The government should pay the dispensing fees but it should also be a 

requirement of obtaining a pharmacy license that the pharmacists provides an opiate substitution 

program, if there is a need within the community (e.g. no other pharmacy within a reasonable 

distance).  

Q42. Allowing ACCHSs to operate a pharmacy (even if they were relatively close to an established 

pharmacy) would be one concrete step to increasing access to medicine in a culturally safe 

environment and so would reduce medication access barriers.  

Q43. Freeing up urban licenses whilst maintaining a freeze on rural and remote would likely worsen 

maldistribution and is not supported. States and Territories should open up the rules to ensure ACCHSs 

can own a pharmacy.  

Q51. A licence holder in an area should be obliged to offer an opiate substitution program if there is 

not another one close by. There should also be some regulations affecting weekend and evening 

opening hours, so that there is 7 days a week and evening access in urban and regional areas where 

pharmacists could operate a roster of opening on weekends and evenings. This may be more difficult 

in rural areas.  

Q52. Multiple pharmacists owned by the same individual can lead to loss of competition and poorer 

service. This should be discouraged through regulation.  

Q54. Operation of hospital pharmacies is useful as long as it allows patients to obtain medication for 

a longer period of time than what is normally provided on discharge. This is a particular problem for 

remote patients who may take a few days to travel back to their community – and who may then run 

out of medication. Provision of medication for four weeks’ post discharge would be useful.  

Q59.Yes, this could increase access to medicine for discharged patients.   

Q62.It is very likely that the lack of pharmacy expertise within ACCHss is affecting health outcomes.   

It is a major inequity that the S 100 program does not provide reasonable access to pharmacy expertise 

for Aboriginal and Torres Strait Islander people, who have the highest rate of complex chronic disease 

in Australia. General practitioners do not have to fund   pharmacy expertise out of Medicare funding 

– it is provided by the government through the Community pharmacy agreements. Funding a 

pharmacist out of the core budget with no increase will inevitably mean another needed position 

(diabetes educator, health promotion officer etc.) will be cut.  

In remote clinics, the funding for pharmacy time is inadequate and only allows infrequent visits. This 

time is usually spent on stock inventory and perhaps some limited staff upskilling but it does not allow 

for patient consults.  Most ACCHSs do not feel in a position to negotiate QUM activities provided 

through S100 with their contracted pharmacists as in reality, there is very little choice when it comes 

to pharmacists who can provide these services. In Central Australia, it is essentially the one pharmacy 

owner who provides all of the S100 services.  
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There is limited access to HMRs even though the literature suggests that they should be of particular 

benefit to Aboriginal people as they have been found to benefit those at high risk of adverse 

medication events and Aboriginal services will usually have high proportion of patients at high risk 

(Huynh et al, 2014). Part of the issues is the cultural issues with home visits by external pharmacists - 

a recent review found that Aboriginal patients found the process confusing and confronting and 

wanted the HMR to be conducted at the service (Swain et al, 2015).  

Anecdotally, a pharmacist who has worked in a very remote ACHCS has demonstrated that the money 

he saved through better use of stock and less wastage more than paid for employing him.  

Solutions to the lack of pharmacy expertise in Aboriginal primary health care include: 

1) Increasing the dispensing fee to that provided by the CTG program, with that fee provided 

back to the service with the understanding that they used the income to improve quality use 

of medicine activities. For large services this could be by employing a pharmacist directly. 

Smaller services may contract pharmacy expertise in and/or skill up another clinician.  

2) Allowing ACCHSs to operate a pharmacy.  

Q63.   Yes, there is scope to increase non dispensing pharmacy input into the S 100 scheme, but there 

is no reason to make the funding mechanisms a fee for service funding model. The funding should be 

related to the population. The funding model should be through increasing the dispensing fee (which 

will be roughly commensurate with the disease burden and population in the community) and 

providing it back to the ACCHS to use to employ a pharmacist or contract an external pharmacist. 

Billing for individual services outside of dispensing, will just increase reporting without improving 

outcomes.  

It does not seem justifiable to make this a “trial” when it is a basic inequity that should be corrected. 

However, if it is the only way it is going to be achieved, providing this through the 6 CPA with a robust 

and realistic evaluation would be useful. Importantly, evaluations would need to have realistic 

outcomes, recognising that the pharmacist is one important member of a multidisciplinary team and 

it may be difficult to “prove “that the addition of one professional changes hard endpoints like 

hospitalisation. Reduced errors, improved stock control, reduced wastage, increased knowledge and 

skills of other clinicians would be useful end points.   

Furthermore, only a minority of a pharmacist’s time may be spent directly counselling patients 

especially if one pharmacist is employed by a large regional remote ACCHS with multiple dispersed 

clinics. The pharmacist should prioritise reviewing the most complex clients but should spend most of 

their time providing advice and support to other PHC clinicians.   

 

Q64.Yes – there is considerable scope to improve use of medications given the high rate of complex 

chronic mulitmorbidity. Many people need dosette aids (which are not funded). Some information 

management systems (such as Communicare) do not have best practice dispensing modules 

incorporated and this is thus likely to lead to errors. These are both areas which could do with 

increased funding. Funding appropriate prescribing and dispensing modules in patient software would 

be a very useful way to reduce errors and improve quality of dispensing.  Training of nurses and 

Aboriginal Health practitioners is critical as in remote areas, these staff will do the bulk of dispensing.   

This is a key role for pharmacists and given the high turnover of the non- Aboriginal workforce, it is a 

priority area for pharmacists to focus on.  

Q65. As already set out, the S100 scheme should be extended nationally with all Aboriginal patients 

eligible and with non-Aboriginal patients in very remote areas also eligible (as it is administratively 

burdensome for ACCHSs to have to charge a few non-Aboriginal patients), with the dispensing fee 
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increased to the mainstream dispensing fee and paid to the ACCHS. Medications should be free rather 

than having a small co-payment for those without a health care card (as occurs in the CTG scheme) as 

many Aboriginal people earning a wage are supporting large numbers of other people.  Private general 

practitioners should be able to provide free medication to Aboriginal people through community 

pharmacists on the basis of Aboriginal identification on a Medicare card without any requirement to 

be “at risk” of chronic disease.  

A second best option is to continue to restrict S 100 to remote areas but to allow CTG to be used 

nationwide as this will reduce the issue of patients not being eligible when they move to urban areas 

as they could be enrolled in CTG before they travel. Inevitably, patients will still fall through the gaps 

though and a nationwide single scheme would be more effective at reducing the gap in medication 

access between Aboriginal and non-Aboriginal people.  If this is the preferred options, all fees should 

be abolished including for non-card holders.  

Q66. Yes, as already stated, this would be an important reform, but operating a commercial pharmacy 

will not be suitable for all ACCHSs, including some urban ACCHSs.  

Q67. Increasing the dispensing fee to the standard dispensing fee and providing it back to the ACCHSs 

will allow ACCHSs to buy in pharmacy expertise and this could be supplemented through the QUMAX 

program, given the high cost of service delivery in remote areas. Additional funding may be needed 

for staff housing.   Importantly, the dispensing fee needs to be paid at the standard mainstream rate, 

even if the medication is not dispensed by a pharmacist, as long as the service is obtaining pharmacy 

expertise (either through an external pharmacist or an employed pharmacist).  

Q68.  A second best option to a single national scheme, is for the CTG scheme to be extended into 

remote areas, so that doctors in remote areas could enrol patients and provide them with scripts that 

could be dispensed under CTG in urban areas.  

Q69. There should be one single national scheme.  

Q70. Pharmacists should be able to view the shared electronic health record with patient consent but 

there should be no universal right for health professionals to view patient records without consent, as 

confidentiality is critical to patient trust.  Modified access may be desirable given the limited 

confidentiality available in commercial pharmacies.  

Q71. Hospital specialist scripts should be eligible for CTG; otherwise patients fall through the gap if 

they cannot get to a doctor to rewrite the script. There is no real reason for this anomaly and it is a 

burden for ACCHS to see patients just for the purpose of rewriting a script. Some patients will not fill 

the script because it is difficult to get back to the ACCHS to get this done.  
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AMSANT comments – 5
th

 Community Pharmacy agreement 

AMSANT believes pharmacy expertise is a vital contribution to closing the gap. As you are well aware, 

the life expectancy gap in the NT is the largest in the nation and the burden of chronic disease is 

large and unfortunately growing (COAG Reform Council). There has been good progress in closing 

the gap in the NT but this will only continue to improve if there is ongoing progress in the 

management of chronic disease including in the management of medications. As set out in our S100 

submission to the Senate Inquiry, we believe that every regional Aboriginal community controlled 

health service (usually providing services to a population of around 3000) should have a full time 

pharmacist on site as a member of the multidisciplinary primary health care team. We are a long 

way from realizing this at present, but clearly it is needed and equitable given the burden of disease 

borne by Aboriginal people in the NT and the current lack of pharmacy expertise in Aboriginal 

primary health care. 

AMSANT urges the next Community Pharmacy Agreement to make special provisions for the 

increased access of Aboriginal people to the advice and support of pharmacists as part of the health 

care team in Aboriginal health. We set out below some specific issues that we believe should be 

addressed. 

Inequity between S100 and QUMAX scheme in use of CTG copayment measure 

AMSANT recognises that urban Aboriginal and Torres Strait Islander people have access to the 

advice and support of a community pharmacist for no charge under the Closing the Gap Copayment 

measure (CTG). This provides further subsidised PBS medicines for Aboriginal people if they have a 

chronic disease and they are registered through an Aboriginal Community Controlled Health Services 

(ACCHS) or a GP registered for PIP Indigenous health incentives. This support is not available to 

remote Aboriginal people who are ineligible to access CTG even when they travel to urban areas.  

There are some clear inequities between the two schemes now with the dispensing fee for S100 

being only $2.82 whereas the dispensing fee for CTG patients is $6.63 per item. The low dispensing 

fee in S100 is not matched by the level of S100 support allowance which is only $10,000-13,000 per 

clinic. This obviously limits the capacity of pharmacists to provide their expertise to Aboriginal 

primary health care. Simply extending CTG to all medications supplied through remote ACCHS may 

not be an ideal solution for all ACCHS as there are logistical barriers to accessing regular dispensing 

and support of a pharmacist. However, If CTG was extended nationally to all areas including remote 

areas, it would resolve the funding inequity and give greater capacity for ACCHSs to increase 

pharmacy input into their health service. Many larger regional ACCHSs could then probably employ a 

full time pharmacist but this would require the scheme to be modified so that ACCHSs would be 

provided with the dispensing fee as there are no commercial pharmacists in remote areas.  Below 

we set out further justifications for extending CTG to remote areas. 

1) Remote people who spend time in Darwin

Many remote Aboriginal people from the Top End (and even from Central Australia) spend 

considerable time in Darwin often because they have health or other problems to sort out for 
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themselves or their family. They frequently present to Danila Dilba requesting medications.  Danila 

Dilba is the only service in the NT that is not eligible for S 100. This means that Danila Dilba has to 

pay for medications for remote patients which is a huge burden to them and very inequitable.   If all 

remote people were enrolled in Close the Gap, then Danila Dilba would only need to pay for acute 

medications for patients.  If Danila Dilba was also being eligible for S 100, they could use either 

scheme as required. This would be equitable. Like many large regional ACCHSs, Danila Dilba provides 

medications to a very large number of visitors.  

2) Tennant Creek and other small remote towns with a pharmacy 

Tennant Creek is a small remote town where just over half of the population is Aboriginal. It has a 

commercial pharmacy in the town that provides services to the whole town including providing       

S100 services to Anyinginyi Aboriginal Health Corporation. However, as Tennant Creek is classified 

RRMA 6 (very remote) they are ineligible to access CTG co-payment despite most prescriptions for 

chronic disease patients being dispensed by the pharmacy.  The low dispensing fee provided through 

S100 makes it difficult to ensure that the pharmacy is commercially viable. It would be more 

equitable if the pharmacy could use CTG for Aboriginal chronic disease patients given the high costs 

of dispensing aids and the need for pharmacy advice to be provided to chronic disease patients. This 

inequity also removes any incentive for a pharmacist to start a pharmacy in a small town with a 

significant Indigenous population and an ACCHS. It would be important to include some 

accountability measures to ensure that Aboriginal people accessing a commercial pharmacy are 

provided with a good service.  

It is understood that the CTG copayment measure does not strictly come under the Community 

Pharmacy Agreement. However, the present inequitable CTG situation could be resolved by 

adequate compensation for pharmacies and ACCHS in remote areas in other programs such as the 

s100 support allowance.   

Quality use of Medicine Allowance 

The S100 scheme provides for an allowance for the pharmacist to provide quality use of medicine 

expertise but this is capped at $13,000 per clinic which does not provide sufficient pharmacy time to 

provide a comprehensive service.  It is clearly unjust for a very large service such as Central 

Australian Aboriginal Congress which has around 8000 active patients and is managing 1000 people 

with diabetes but receives only $3000 over the minimum amount.  By contrast, a service with 

multiple small clinics receives a much more substantial amount even though they may have a much 

smaller total population than a very large ACCHS such as Central Australian Aboriginal Congress or 

Danila Dilba. This anomaly should be rectified. Clearly small very remote clinics will require a larger 

per capita funding than large urban clinics because of economies of scale and travel time.  But there 

needs to be some scaling up based on a minimum amount of funding for pharmacy/quality use of 

medicine expertise. 

The pharmacy allowance does not provide anywhere near enough funding to ensure services are 

provided with equitable pharmacy expertise. As suggested in our submission to the Senate review of 

the S 100 scheme, AMSANT believes that each regional ACCHS should have a full time pharmacist on 

staff. In the interim, the quality use of medicine allowance should be substantially increased. In 

order to ensure that this results in improved delivery of pharmacy expertise, there needs to be 

improved information to services to ensure that they know what services they should expect from a 
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pharmacist. Pharmacists providing S 100 support should also be required to report on their activities 

to ensure accountability. 

MedsChecks 

MedsChecks are a mechanism for providing pharmacy expertise to people with chronic complex 

disease. At present, they need to be provided in a commercial pharmacy and so are largely 

unavailable to people who attend an ACCHS and have their medication dispensed from an ACCHS by 

a pharmacist. This will essentially mean that no Aboriginal people living in remote areas will be able 

to access pharmacy expertise through MedsCheck, even if a pharmacist is employed by the ACCHS. 

This is another inequity between urban and remote Indigenous people. AMSANT recommends that 

ACCHSs be eligible to bill MedsChecks if they employ a pharmacist. If this is not possible, it is another 

major inequity and another reason that remote Aboriginal people should be eligible to enrol in CTG. 

Dose Aids 

There is currently no funding for dose aids which are a core part of improving chronic disease 

management. AMSANT believes that there should be appropriate reimbursement for this activity 

which requires substantial clinical time. 

Addition support for very remote areas. 

Very remote services require increased funding to compensate for freight costs. These costs can be 

particularly high for services based on islands. 

Addition of S100 medications 

Although this is beyond the scope of this agreement, AMSANT believes that the Guild should work 

with the ACCHS sector to ensure S 8 medications are included in S100. Other medications that 

should be included are vitamin D, iron and Fefol. 

Fifth pharmacy agreement does not support Aboriginal employment in ACCHSs 

The fifth community pharmacy agreement provides funding for an Aboriginal trainee to work in a 

community pharmacy. There is no equivalent funding stream for ACCHSs where it is more likely that 

an Aboriginal person could be supported to work in pharmacy and this could lead some of these 

people into studying a pharmacy degree. It would be interesting to know how many Aboriginal 

people have taken up the option to work in a commercial pharmacy: if the numbers are low, then 

the strategy should clearly be rethought and ACCHSs should be funded to employ Aboriginal trainees 

in pharmacy with support for those who wish to study pharmacy to take up this option (including 

support for any bridging courses the person would require). The course should also link into 

Aboriginal Health practitioner training. 

Conclusion 

AMSANT believes that increased funding for medication management / pharmacy expertise in 

Aboriginal community controlled health services would significantly contribute to closing the life 

expectancy gap. The NT Aboriginal population has the largest life expectancy gap in the nation 

(although the rate of progress in closing the gap is also the fastest in the nation). There is now 

significant inequity in that  remote Aboriginal people are eligible for S 100 but this provides very 



 

 

Page 4 of 4 

limited funding to pay for pharmacy /dispensing expertise  ( $2.88 per item) compared to the CTG 

scheme for urban Aboriginal people which provides for $ 6.63 per item).  

AMSANT recommends that all remote Aboriginal people be eligible for CTG scripts.  This would 

reduce inequity in pharmacy funding whilst also solving the issue of remote Aboriginal people 

coming to Darwin and relying on Danila Dilba to pay for medicine for visitors out of core funding.  

AMSANT also recommends 

• Increasing pharmacy allowance particularly for larger clinics based on an equitable funding 

formula. 

• ACCHSs be eligible to bill for MedsChecks if they employ a pharmacist. 

• Funding for dose aids is included in S100.  

• Additional funding is provided to very remote areas (particularly islands) to compensate for 

freight costs. 

• S8 medications be included in S100. 

• A scheme providing training for Aboriginal people to work in medication 

management/pharmacies within ACCHSs be funded as part of the sixth agreement. This 

training should provide a pathway into enrolling in pharmacy degrees for those who wish to 

take on this course and it should also link with Aboriginal Health Practitioner training. 

COAG Reform Council: Indigenous Reform 2011-12: Comparing performance across Australia 

accessed at www.coagreformcouncil.gov.au/reports/indigenous-reform/indigenous-reform-2011-

12-comparing-performance-across-australia. 

 




