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Dear Professor King and Members of the Review Panel 

Re: Review of Pharmacy Remuneration and Regulation – Discussion Paper – July 2016 

Thank you for the opportunity to provide comments on the discussion paper. I note that 
members of my team met with you on 31st August 2016 to discuss the issues, some of which 
are outlined in this written response.  

The Northern Territory Department of Health (the Department) is responsible for oversighting 
and delivering a range of health services, and works in partnership with government, non-
government organisations and the private sector to advance the wellbeing of all Territorians.  

A number of issues have been raised in the discussion paper which either directly or indirectly 
affect access to PBS subsidised medicines and pharmacist-led services by consumers in the 
Northern Territory (NT).  Rather than responding to each question posed in the paper, the 
Department has elected to provide comment under five broad areas: 

1. Regulation
2. Alternative models for the delivery and remuneration for pharmacist-led services to

improve consumer access
3. Expansion of hospital pharmacist services
4. Accessibility of pharmacist services by consumers
5. Programs to support access for Aboriginal people.

In general, the Department would like to highlight the need for multi-stakeholder engagement in 
all future agreements that relate to supply of medicines and pharmacist led services, and 
supports the need to find an alternative model to the current Community Pharmacy Agreement 
(CPA). The National Medicines Policy emphasises the need for collaboration between all partners 
(consumers, health care providers, educators, industry, government and the media) in order to 
achieve Quality Use of Medicines.  As the review team points out this has not been the case for 
the past six CPAs. 

I note and am willing to agree in principle that our response will be published on the 
Commonwealth Department of Health website, however this should only occur after discussion 
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with Ms Bhavini Patel, Executive Director of Medicines Management to ensure sensitive 
information can be redacted as appropriate.  
 
NT Health would welcome the opportunity to discuss these comments further.  The 
Department’s contacts are Ms Bhavini Patel ( ) and Dr Robyn Aitken 
( ). 
 
 
Yours sincerely  
 

 
Janet Anderson PSM 
6 October 2016 

http://www.nt.gov.au/
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Attachment A: Submission from the Northern Territory Department of Health on the Review of 
Pharmacy Remuneration and Regulation – Discussion Paper – July 2016. 

1. Regulation

Community pharmacies in the Northern Territory 

The Northern Territory (NT) has the lowest number of community pharmacists per capita in 

Australia.[1] Around 98, 000 people (46% of NT population) live in remote and very remote 

areas of which 47,000 identify as Aboriginal (80% of NT Aboriginal population).[2] There is 

only one registered community pharmacy outside of the major towns of Darwin, Alice Springs, 

Katherine, Nhulunbuy and Tennant Creek. This limits people’s access to Pharmaceutical 

Benefit Scheme (PBS) subsidised medicines and pharmacist-led clinical services funded through 

the Community Pharmacy Agreement (CPA). The Remote Area Aboriginal Health Services 

(RAAHS) programme allows access to some PBS subsidised medicines (this excludes Schedule 

8 medicines and some complex community access medicines) to people living in remote areas 

who do not have access to a community pharmacy. This scheme allows medicines to be 

provided in “bulk” to approved Aboriginal Health Services by a pharmacy which is usually 

based in an urban setting without the need for an individual patient prescription. The Quality 

Use of Medicines (QUM) issues associated with this arrangement have been well described and 

some of these are discussed under section 4.[3]  

Funding Agreements 

The Department supports a major review of all of the various agreements (e.g. Pharmaceutical 

Reform Agreement (PRA), the RAAHS programme, the closing the Gap co-payment initiative 

(CTG) and the CPA) which relate to the funding and supply of medicines and access to 

pharmacist-led services to consumers. The Department would like to see a strengthening of 

communication between states and territories and the Australian Government in relation to 

medicines management which would allow unique differences in demographics and geographic 

location to be adequately taken into account in decision making.  

Engagement 

The Department supports early and on-going engagement with state and territory 

Governments during deliberations of the listing of new medicines on the PBS, any changes to 

listings on PBS and changes to the pricing mechanism, to ensure adequate consideration is 

given to the impact of the decision on the Department’s medicines budgets, implementation 

planning and any unintended consequences (such as impact on other agreements). Recent 

examples include: 

 The addition of new Hepatitis C medicine to the PBS which had a series of

consequences for Health Departments, at least some of which might have been

avoided if greater notice had been given.

 Changes in the listing of medicines on the PBS such iron supplements, indigestion

liquids and antimicrobial eye preparations which required changes in what was stocked
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in each remote health centre and resulted in some of these medicines not being 

available through the RAAHS programme thus impacting local medicines budgets.  

 The lack of engagement with state and territory Governments during the planning 

stages of initiatives, such as efficient funding chemotherapy, has left a disparity of 

funding. The smaller regional hospitals or hospitals with no reconstitution facilities do 

not cover costs when it comes to providing a chemotherapy supply service. The cost of 

paying for manufacturing, transport, and wastage (due to short expiry dates) greatly 

impacts smaller hospitals’ medicine budgets. For example, for the period January to 

June 2016 Alice Springs Hospital had a shortfall of approximately $50 000 and 

Katherine District Hospital had a shortfall of approximately $9 000. 

 

Electronic medicines management 

Changes have been made to the NT legislation to reflect the innovative practice within the NT 

Health System.  The NT Medicines, Poisons Therapeutic Goods Act allows for the use of 

electronic medicines managements systems which includes the use of an electronic 

prescription. The Department is supportive of pharmacists fully participating in the My Health 

Record. 

 

Pharmacy business ownership 

The NT Health Practitioner Act has provisions for the Minister to grant an exception to 

Aboriginal Health Service (AHS) or Friendly Societies to own a pharmacy subject to evidence 

that health services or access to health services will be improved and will meet the needs of 

the community. There are currently no pharmacies owned by AHSs in the NT. 

 

2. Alternative models of the delivery and remuneration for pharmacist-led services 

The Department agrees that an alternative model for remuneration of pharmacists should be 

explored. In particular, there needs to be a move away from using remuneration associated 

with the activity of dispensing to fund clinical pharmacy services.[4] The recent price 

improvements under the price disclosure program and improved agreements with the generic 

medicines industry association have reduced the discretionary revenue available to 

pharmacists through the supply process, which in the past has been used to subsidise clinical 

pharmacy services to meet the objectives of the Quality Use of Medicines (QUM). The current 

remuneration model does not incentivise community pharmacists to interact with consumers, 

carers and health professionals which are essential to achieve the goal of QUM.  

 
Taking a population needs based approach. 
A remuneration structure based on therapeutic management will provide transparency to 

consumers and increase the understanding of a pharmacist’s role. Future funding models that 

are based on a population needs approach to cater to particular demographic cohorts within 

regions would support services being provided that best meet the needs of a community. For 

example if one location has a high population of smokers, pharmacists would be funded to run 

QUIT programs and support. An understanding that all pharmacists will not be able to provide 

all services should be implicit in the new model. Instead what should be sought is a mosaic 

approach similar to that provided through public hospitals in a region where pharmacists 

provide specific services which, when added together, meet the needs of the community. 

Lessons can be learnt from the UK and US in this regard.[5, 6] 

http://www.nt.gov.au/


Attachment A Page 3 of 7 www.nt.gov.au 

Department of Health is a Smoke Free Workplace 

 
Pharmacy trials programme. 
The Department is supportive of a remuneration mechanism that allows pharmacists to 

provide clinical services as part of the multidisciplinary team, independent of working within a 

community pharmacy. This mechanism could be through a Medical Benefits Scheme payment, 

however we note the work currently underway to establish Health Care Homes which will 

move away from fee for service models for General Practitioners.  In light of this initiative, it 

may be appropriate to undertake further research in this area. This could include a review of 

the structure of the Home Medicines Review program, including the recently applied cap, and 

inclusion of funding under the Pharmacy Trials Program (as agreed in the current CPA) to 

evaluate different funding models of pharmacists providing services through General Practices, 

in the Health Care Home sites, within Aboriginal Medical Services (both community controlled 

and government funded: urban and remote), primary health networks purchasing clinical 

pharmacist activities, providing direct services to the consumers through the setting up of 

clinical pharmacy clinics. [7-12] The innovative use of electronic prescription integration, 

centralised dispensing (such as the hub and spoke model), Pharmacist contribution to the 

shared electronic health record, increased use of tele-health to provide clinical pharmacy 

services to people in rural and remote area are all opportunities that should be explored to 

increase the ability of pharmacists to provide patient centred care which improves therapeutic 

outcomes, reduces medication misadventure and improves overall value provided by 

pharmacists. The Department also notes that some pharmacists may require additional training 

and skills development in order to take up these roles. 

 
3. Expansion of hospital pharmacist services 

The practice model of hospital pharmacists provides a cost-effective model of how clinical 

pharmacists can be integrated into a multidisciplinary healthcare team.[13] This allows clinical 

pharmacists to have direct input into decision making within the entire medicine management 

cycle, including influencing the decision to prescribe, and providing a range of patient-centred 

services such as medication reconciliation, therapeutic drug monitoring, consumer education 

on the appropriate use of medicines and adverse drug reaction monitoring.[14]  

 
Funding of hospital pharmacists 
The remuneration or employment of pharmacists in hospitals is based on the complexity of the 

patient population they work with and this could be used to inform alternative remuneration 

models for community based pharmacists.[15] Unfortunately, with only a few exceptions, the 

majority of Australian hospital pharmacists still work traditional business hours. This is a result 

of funding allocation as well as shortages of an appropriately trained workforce (most clinical 

pharmacists have post-graduate qualifications, and undertake additional training through 

structured internships). As with doctors and nurses in a hospital, ideally there should be 24/7 

access to hospital pharmacists however the cost implications of this need careful 

consideration.   

 

Additional community based services provided by hospital pharmacists 
Subject to workforce supply and training prerequisites, additional community services that 

hospital pharmacists might provide in the future could include: hospital referred medicines 

review before and after admission to optimise inpatient care and reduce readmission; review of 

patients on complex medicine regimens; providing specialist support through primary health 

http://www.nt.gov.au/
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networks such an antimicrobial stewardship activities, chronic disease care coordination, de-

prescribing support to General Practitioners; tele-health clinical pharmacy services to patients 

in rural/remote communities.[4, 10, 16, 17] The Department is supportive of these services 

being evaluated through the Pharmacy Trials Programme. 

 

4. Accessibility of pharmacist services 

Under the current arrangements, direct contact between pharmacists and clients living in rural 

or remote locations is relatively rare.  The model of care and facilitation of QUM that exists 

under the RAAHS is not comparable to that in urban and regional settings. While it is 

acknowledged that the RAAHS programme has made significant gains in improving access to 

essential medicines for Aboriginal people living in remote areas of the NT, the current 

arrangements have not effectively addressed QUM.[3] Since its inception, the RAAHS 

programme has provided little support for application of the principles of the QUM such as a 

clinical review of the appropriateness of the medicines which is implicit in the dispensing 

process, (drug, dose, frequency, interactions etc.); client education; drug usage review for 

appropriateness and safety; services that consumers in other parts of Australia receive every 

time they receive medicines from a community pharmacist. The S100 programme allowance 

supports a limited number of visits to remote health centres. These visits are typically utilised 

to establish and maintain storage and supply systems and provide an opportunity for staff to 

discuss any issues.  There is often little time for the pharmacist to interact with individual 

health care consumers.  Given that clients’ capacity to self-manage medicines is typically an 

essential factor in their successful management of their chronic illness and in improving health 

outcomes, the Department feels this represents a significant missed opportunity in the current 

arrangement.  This lack of a direct pharmacist – patient relationship has resulted in limited 

progress in developing client understanding of medicines; self-management; the role medicines 

play in chronic disease management and the need to maintain adherence to medicine regimes 

(senate enquiry).  If this is then considered in the context of limited access to other clinical 

services due to distance and isolation, it is clear that this presents a significant barrier to 

achieving the Closing the Gap health goals. As such, the Department is supportive of 

alternative funding arrangements (as outlined in section 2) which would support direct to 

patient relationships with a clinical pharmacist.  

 

5. Programmes to support access for Aboriginal people 

Since the implementation of the RAAHS programme barriers in access to essential medicines 

listed under the PBS have been greatly reduced for many Aboriginal people in remote regions 

of the NT.  The Closing the Gap co-payment initiative (CTG) has also reduced some of the 

financial barriers that Aboriginal patients living in non-remote settings face when accessing 

medicines.  While these two programs have addressed some of the supply issues,  the 

following barriers still exist: 

 Some communities (e.g. Yulara in Central Australia), that would appear to be otherwise 

suitable to receive the benefits of S100 arrangements relative to existing beneficiaries, 

are still unable to access medicines through the S100 arrangements.  While it is 

understood that not every community should be eligible for this system, there is 

significant ambiguity in the selection criteria, creating disparity in service provision 

capacity for similar health centres. 

http://www.nt.gov.au/
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 The programs do not acknowledge the mobile nature of the clients it aims to serve.  

Currently clients can only access S100 medicines while at their remote residential 

location.  However if clients are temporarily in an urban setting, often to access medical 

or hospital services or as escort to someone who is, they are unable to access 

medicines under S100.   

 The CTG and other AMS funded programs are not readily available to clients who live 

in remote areas.  The complexity of administration of these systems and the limited 

capacity of non-remote AMSs to manage these additional clients often means these 

services go unused.  As a consequence clients often discontinue taking their medicines 

due to this access barrier, resulting in under management of the condition and clinical 

deterioration. 

 The inability of specialists to approve access to CTG for eligible clients for hospital 

prescriptions (out-patients and discharge)results in client s having to schedule an 

appointment with their GP to re-write the prescription, creating a delay in access to 

medicines and unnecessary administrative burden for the primary care teams. 

 Clients who need to see a hospital specialist to access medicines on the hospital only 

Highly Specialised Drugs Programme are also not able to claim the CTG benefit.   

 Similarly, due to the burden of illness faced by this population, hospital inpatient care in 

urban centres is often required.  Upon discharge from hospital, clients are provided 

with a limited supply of medicines or are expected to pay a co-payment if a full PBS 

quantity is supplied. In the absence of an ability to meet the co-payment requirement, 

many receive the limited supply. However, these clients often face delays of varying 

lengths when returning to their remote residential location. This is often due to 

circumstances outside their control, such as limited transport options or ongoing 

specialist/outpatient treatment requirements. In these cases a substantial barrier to 

access then remains, as clients are unable to access S100 medicines during the interim 

period between when discharge medicines are completed and additional supplies can 

be accessed in their home community.  As a result clients frequently face clinical 

deterioration and readmission to hospital. 

 
The multiple funding arrangements in place need to be simplified to allow clients who are 

eligible under RAAHS and the CTG programmes to have on-going access to medications 

regardless of where they are receiving care. The Department supports a move to a patient 

centred approval process. Understandably, limitations would need to be applied to avoid 

misuse of these arrangements. 

 

Accountability and monitoring 
In regard to quality use of medicines, medicines supplied under RAAHS are not included in the 

routine reporting by the PBS and this information is not publicly available. The quality of 

information available is limited due to the bulk nature of the supply under this program. The 

reporting needs to be enhanced as a lack of regular reporting limits our understanding of 

patterns of use in these areas. This is particularly relevant when endeavouring to benchmark 

for best practice. The Atlas of Healthcare Variation report (the Atlas) on the 26 November 

2015 identified that the Northern Territory has the lowest rates of antibiotic prescribing 

overall under the PBS nationally.[18] The Atlas also notes that the NT has four to five of the 14 

lowest rate areas for antimicrobial dispensing. These figures however, may not represent a true 

http://www.nt.gov.au/
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picture of antimicrobial usage in the Northern Territory as not all usage of subsidised 

medicines (and in this case, antibiotics) is captured through prescribing under the 

Pharmaceutical Benefits Scheme (PBS). Medicines supplied through the RAAHS are not 

included in the routine reporting by the PBS and this information is not publicly available, nor is 

it available to the ACCHOs or government health. Data is reported to the Commonwealth by 

the participating pharmacies in order to receive reimbursement under the scheme, but this 

data is not in a form that is comparable with that used to compile the PBS usage data for the 

Atlas.[18] 

 

In order for this Atlas item to represent a true picture of antimicrobial usage in the Northern 

Territory it is necessary for there to be changes to this reporting. These changes are required 

at the Commonwealth coordinating level. Such changes would preferably occur before 

collating the data for the second edition of the Atlas so that the Northern Territory can 

respond to the Federal Minister’s intention that “State and territory health departments, local 

health networks, primary health networks, and relevant state bodies responsible for safety and 

quality of health care determine the need to review high and low outliers presented in the 

Atlas and develop local priority action plans for addressing atlas findings.”[18] 

Quality Use of Medicines 

It should be acknowledged as discussed in section 4, that access to a medicine does not equate 
to achieving QUM. One potential solution is to directly support Health Services in implementing 
dedicated clinical pharmacy services and QUM programs.  This will build on the access benefit 
currently being seen, allow safer and more effective use of the medicines supplied, reduce 
wastage and improve patient outcomes.  Such QUM initiatives have been trialled and established 
in some Local Hospital Networks in regional and remote settings, where a pharmacist is directly 
employed to work with health centre staff to: 

 Provide onsite clinical review and work within the multi-disciplinary team 
 Assist in meeting legislative requirements, and  
 Undertake continuous quality improvement activities.  
 Practice-based Research 

The Department recognises the need for culturally responsive delivery of health care; this is for 
both the hospital and community sector. Any changes to the remuneration or pharmacist led 
service delivery must ensure systems are in place that support pharmacists to develop cross 
cultural competencies to provide culturally safe care. Supporting pharmacists to provide patient 
level services is required to improve health outcomes for our Indigenous population. Directly 
funding pharmacists to provide clinical activities, separate from supply, as a result of 
considerations outlined in section 2 would allow the incorporation of interpreters and 
community liaison officers either on site or during visits. This would promote cultural safety and 
greatly improve the delivery of QUM to clients. 

  

http://www.nt.gov.au/
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