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Ratio of pharmacies to population 

While it can be argued that the ratio of pharmacies to population is appropriate when compared to 

other countries of a similar standing the argument must be made that the ability of the pharmacy to 

provide services is limited by state and federal laws that are often not complimentary to each other. 

For example the NT allows Aboriginal Health Services (AHSs) to provide pharmacy services including 

dispensing from the AHS. No other state defies the NHS Section 90 rules. NSW does not deliver PBS 

prescribing and dispensing in the hospital system. 

There have been many reviews and research in my short time on earth in Australia demonstrating 

the need for alternative modelling especially in rural and remote locations.  

http://www.psa.org.au/policies/access-to-pharmacy-services-in-rural-and-remote-areas 

For many locations in rural and remote Australia there are community health centres or AHSs that 

could incorporate a pharmacy service. It is very difficult to deliver these services from these 

locations as they do not meet the S90 requirements. 

There needs to be flexibility in the rules for isolated locations to have a more appropriate 

arrangement for the supply of pharmacy services including PBS supply. There also needs to be 

alterations in State regulations to allow alternative models to provide services. 

Cost of medicines to pharmacy 

Currently there are several systems of medicines supply and costing to pharmacy. 

 Direct supply from manufacturer to pharmacy who then dispenses to the patient 

 Direct supply from manufacturer to patient bypassing GP and pharmacy 

 Tendering by manufacturer to state hospital supply 

 Supply from manufacturer to wholesaler to pharmacy 

The latter two cause great angst to community pharmacists as the cost of a very expensive Hepatitis 

C medication from manufacturer to wholesaler to pharmacy is very high and includes GST. The 

hospital supply method does not have as high a cost and the GST issues appears to go off into an 

unknown area. 

Community pharmacy receives very little return for dispensing very high cost medicines but carries 

all of the risk for obtaining and supplying this medicine. We are told this is the beginning of the high 

cost issues and that we have to be willing to obtain and supply. The risk and the low return on 

investment makes this situation difficult for a pharmacist. We carry the GST load for this medicine 

and the question has to be asked why is there not one system of pricing to both hospital and 

community pharmacy and why is there GST applied when we just have to claim it back as it is not 

passed on to the end consumer. It is a paper work and finance nightmare. 

Affordability of medicines 

I live in an area decimated by the collapse of the coal mining industry. The amount of people out of 

work or working low return contracts is the worst this area has ever seen. Consumers cannot afford 

their medicines. Every year the safety net figure goes up and consumers struggle to reach safety net 

totals. 

http://www.psa.org.au/policies/access-to-pharmacy-services-in-rural-and-remote-areas
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The current system of provision of health care cards to low income earners takes a very long time to 

initiate and often the savings have long run out before this assistance becomes available. The 

current system does not work for these consumers. I question whether low income consumers could 

be able to access a ‘bank of health care’ situation where Centrelink links to their Medicare card and 

provides money for health care costs that can only be spent on health care? 

The department of veteran affairs (DVA) works on a whole of person payment system. The DVA 

looks at the whole lot of the patient’s health care needs and coordinates what is needed. They do 

not work in silos of care. This system needs to be extended to the general community to reduce 

costs and provide a more comprehensive health care service that is affordable. For example there is 

multiple duplication of pathology testing currently occurring as the patient goes to multiple Doctors 

and services who all order the same pathology as there is no linking of these results. 

The same problem occurs with medications as there is no overall record of medications for patients 

even within the one hospital let alone between hospital and community and health service. My 

Health record is supposedly partly going to remedy this issue but with no payment system in place 

for pharmacy to be proactive in updating records how will the MHR medication record be 

maintained? Accredited pharmacists are unable to update MHR’s at the time of a medication review 

or upload the HMR/RMMR to the MHR. At this stage only two software providers are involved in 

MHR which limits the effectiveness of this initiative. 

 

Pharmacy agreement process 

I do not think the current community pharmacy agreement process ensures value and 

representation from all facets of pharmacy.  

All related professional and consumer organisations need to be represented in the agreement 

process e.g. SHPA, PSA , NACCHO,CHF etc 

The negotiating process may need to take on a tiered level approach of consultation that leads to 

the end point model. The agreement discussion process may also need to include health economists 

and evaluators in the overall process rather than individual bodies consulting their own economists 

and then trying to meld the required outcomes to the pre-set model. 

The Department of health has been critical of the 6CPA trials program presentations and they have 

requested economist input plus more expert input from the sector. The trials program models have 

taken a long time to develop due to the DoHA wanting a format that has rigor in the economics of 

health outcomes. 

The partnerships in the current community pharmacy agreements and the programs that evolve 

from the agreements are not firm partnerships. When one party is unhappy with outcomes they will 

break away and form other partnerships which causes disharmony in the programs. The 

relationships are not cohesive within the agreement. 

The pharmacy agreement needs to be separated into Part A and B. Part A would remain the same 

with need for negotiation for effective fees for the role of dispensing. 

The part B component could become a commissioning process. This process would involve 

pharmacists but not be restricted to being delivered through a section 90 pharmacy. 
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Home medicine review 

Home medicine reviews should remain linked to events such as but not limited to recent discharge 

from hospital; recent changes to medication; recent changes to lifestyle e.g. weight loss, smoking 

cessation. The HMR needs to be able to be ordered by a member of the patient’s health care team. 

Currently only a GP can order a HMR. Many patients that I see in my pain clinic work are referred by 

a pain specialist or a rehabilitation specialist but I cannot see them under the HMR rules as the 

referral is not from a GP. For my work in western QLD the domiciliary nurses, allied health and the 

Health and hospital service practitioners identify the patients who require this service but I cannot 

see the patient as there is no GP to write the referral. These patients are often serviced by fly in/out 

or drive in/out Doctors and do not have a regular GP. Up until recent times many of the clinics were 

serviced by RFDS but that funding has ceased so there are minimal affordable health services in 

these regions. The communities rely on the HACC funded domically nursing nurses, the health and 

hospital board services (HHS) and their community pharmacy. The HHS footprint is very sparse in the 

rural and remote locations as their major services are concentrated in the regional hospitals. The 

patient is expected to travel long distances to access the HHS services.  The health provider who is 

providing the patient care should be able to identify and authorise the need for a HMR.  

I am not suggesting that the GP is not to be involved in the end process but the initiation of the 

service should be linked to identified need. HMRs are not just about changes of medication. There 

may be a need for increased monitoring, addition of a dosage administration aid or other 

compliance tool. 

Telehealth is a very useful tool to enable health care providers to provide services to patients who 

are located at a great distance from service providers or who are unable to travel due to illness, 

disability or affordability. Many health providers use these services in conjunction with the local GP 

or nursing service and the patient acceptability of these services is high. Telehealth could be used in 

certain cases to provide HMR services to patients who are isolated and not able to access an 

accredited pharmacist. This service could be facilitated by the local nursing service or community 

pharmacist to provide this much needed service to patients in isolated areas. Accredited 

pharmacists, under the current HMR funding rules, are unable to access funding or tools  to 

provideTelehealth which reduces the ability of isolated patients to access these services. 

In some of the locations that I have visited the health records of the patients are not complete as the 

Doctor who flies in and flies out has not updated the files at the health service. They have taken this 

information and knowledge with them back to the location that they were seconded from.  

In locations such as these with no regular GP there needs to be a central health service concept 

developed for the location. The location should then be able to apply for funding to provide services 

such as Diabetes CheckUp, Eyes and Ears CheckUp, telehealth for wound care and follow ups. There 

also needs to be funding for medication management services. This would include HMR, Quality Use 

of medicine and other support services such as dosage administration aids where needed. 

If I do receive HMR requests from these regions I am limited to seeing 20 patients per month. At 

times I drive 1800km in a round trip to see patients. The government pays me $125 per round trip to 

see these patients and no accommodation allowance. This is not $125 per patient. It is $125 per trip 

and I must be sent the referrals direct from the GP. If the community pharmacy sends me the HMR 

referrals I cannot claim the travel allowance. To drive that distance over several days and pay for 

accommodation makes the service totally unviable. If there is no more money in the Professional 

services budget than rural and remote HMR provision needs to be funded the same way as the chek 
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up and HACC services so that my travel and accommodation is able to be covered. The HMR cap 

needs to be expanded for these locations as there is very little economic sense sending a pharmacist 

these distances and restricting how many patients they can see.  

I currently have three requests for rural and remote HMRs on my desk.  

1. Direct west of Mackay – 200 patients – travel time 5-7 hrs one way. Accommodation 

provided –No. Travel allowance $125. Most of these patients are awaiting placement into 

aged care facilities of which there are very little in this location. The expectation is that they 

will never achieve placement. 

2. Direct west of Rockhampton – 60 patients – travel time 7 hours one way. Accommodation 

provided –No. Travel allowance $125 

3. Direct west of Toowoomba – 300 patients – travel time 12 hours one way. Accommodation 

provided – No. Travel allowance $125 

All of these areas have asked their local pharmacies if they can provide the services and they cannot. 

All of these locations have Health and Hospital service accommodation for visiting medical officers; 

pay their GPs to fly in and out and have support services such as diabetes educators funded by 

CheckUp. see http://www.checkup.org.au/page/Initiatives/Outreach_Services/ 

All of these patients have been investigated and deemed to be at risk due to: 

 Multiple prescribers 

 Poor health literacy 

 Predominance of aboriginal heritage in the cohort 

 Lack of recurring health services with the loss of RFDS and other programs  

 Inability to access regional hospital and health services due to lack of money and ability to 

travel 

I can only visit 20 patients per month so you can see I would have plenty of work for several years! 

How do I triage who to see first? Why would I travel these distances and pay for accommodation and 

travel and receive a measly $125.00 to compensate? 

While the current model is barely adequate in the regional locations, it is not feasible when you have 

to travel distances that require overnight stays and large distances. 

The requirement to see a patient in their home is also an issue in these locations. How do you judge 

the ‘home’ of an aboriginal person who lives on the lands and is mobile due to work, family and their 

‘business needs’. Home is not a bricks and mortar single location to many of these patients.  

The HMR program requires a serious overhaul to adequately provide these services to the patients 

that need the service. These patients will not be able to access a HMR pharmacist unless one moves 

to the area and even then with the cap the patient is still in danger of not being seeing seen for 

months. There needs to be an ability to expand the cap for areas of need such as I have outlined 

above. 

The HMR program needs to become an integral part of the cycle of care programs both within the 

MBS and Veteran affairs. All cycles of care e.g. coordinated veterans care, cycle of care for chronic 

disease, Over 75 year old cycle of care, Mental health care plans etc should include HMR as part of 

the cycle not as an ‘add on’ as it will be missed when reviewing the patients overall health status. 

HMRs should be funded out of the MBS and DVA systems and they should be an integral part of all 

of the primary health care cycles.  

http://www.checkup.org.au/page/Initiatives/Outreach_Services/
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Funding for telehealth, travel and accommodation for rural and remote locations needs to be 

extended to include medication management services such as HMR and RMMR and QUM. 

Aboriginal and Torres Strait Islander Health services 

Currently we have silos of care when providing services to ATSI patients. We have Closing the Gap 

PBS measure; Quality Use of Medicine in Aboriginal services (QUMAX), state hospital supply and 

remote area Aboriginal Health services supplying PBS medicines via Section 100 of the Health Act.  

These silos are not effective in the management of the medicines for this cohort of the population. 

As a patient moves from location to location they move between and through programs and there is 

no continuity of program rules and accessibility rules. For example the patient may move to a 

location where that is not deemed remote so they will need to obtain a PBS prescription and obtain 

their medication from the pharmacy under the Closing the Gap program. When they return to the 

lands they may go back to being supplied with their medication from the AHS under the S100 

program.  

Closing the Gap does not apply to prescriptions written by specialists, nurse practitioners or from a 

state government hospital so the  patient is out of pocket and disadvantaged when they live in a 

location where the only Doctor available is in the hospital or if they access a hospital after hours. 

There are many band aids to assist patients through this minefield but at the end of the day patients 

are being disadvantaged by the fact that Australia has developed ‘band aid’ programs instead of 

developing an overall program that enables Aboriginal and Torres Strait Islander people to access 

affordable medicines. 

The supply from S100 facilities has many issues: 

 The pharmacist acts as a wholesaler to the aboriginal health service (AHS) but is not involved 

in the supply to the patient 

 The patient does not gain the benefit of counselling and professional interaction with a 

pharmacist 

 The pharmacist is not involved in identifying, labelling and checking the medicine being 

given to the patient. 

 The pharmacist is not involved in updating the patient records, reconciling the medication 

given and reviewing the patient’s medication chart. 

 The patient has no ability to discuss their concerns about their medicines with the health 

professional who is trained to perform this role. 

The system is not ideal or best practice and needs urgent overhaul. In the past there was always the 

issue that there are not enough pharmacists to perform these roles. The increase in graduate 

numbers means there are enough pharmacists but the model needs to change to allow funding for 

the employment of pharmacists in Aboriginal health services to perform these and many other roles 

when there is no access to a community pharmacy. In their pre-budget submission PSA has outlined 

the significant role that pharmacists can perform when employed within an Aboriginal Health 

Service http://www.psa.org.au/downloads/ent/uploads/filebase/corporate/advocacy/PSA-2016-17-

Budget-Submission.pdf 

The HMR and RMMR model is not best fit for Aboriginal and Torres Strait Islander people. For HMR 

there needs to be an opportunity for the pharmacist to follow through  on the medication changes 

that are implemented at the time of the review. The ATSI patient needs follow up, reinforcement 

http://www.psa.org.au/downloads/ent/uploads/filebase/corporate/advocacy/PSA-2016-17-Budget-Submission.pdf
http://www.psa.org.au/downloads/ent/uploads/filebase/corporate/advocacy/PSA-2016-17-Budget-Submission.pdf
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and support to adhere to the medication plans that are proposed. The current HMR model does not 

provide funding to allow a follow up process to occur. 

The RMMR funding model can only be applied to aged care beds that have the Federal government 

funding code. In Aboriginal health the aged care system may have alternate funding models and 

does not comply with the Commonwealth funding and Aged Care accreditation agency standards so 

these people cannot access RMMR services. In many communities that I visit these aged patients are 

either sitting in hospital beds or are in hospice type accommodation or in the community awaiting 

placement in the very limited numbers of aged care beds that are available in their community. The 

RMMR funding model needs to recognise the alternate models of aged care services that exist and 

expand the criteria to enable a RMMR to be performed. 

Expanding scope of practice of pharmacists 

Pharmacists are health professionals who have undertaken a university course that enables them to 

perform pharmacy services within the scope of practice as defined in their state and territory 

regulation. Pharmacists also adhere to the Competency Standards 2010,a code of ethics and the 

Professional Practice standards. Many pharmacists have undertaken advanced training in areas that 

allow them to expand their scope of practice and state legislation has been adjusted to allow these 

practices to evolve. There are many occasions where pharmacists are often one of a very small 

group of practitioners practicing in a location. The rural and remoteness of Australia causes there to 

be a lack of access to all health providers in some locations. In these locations the employment of 

health practitioners with advanced skills and training is paramount to support the health of the 

community.  

Health Workforce Australia (HWA) discussed the opportunities to allow Australian pharmacists to 

undergo advanced training to enable them to provide advanced services within the community that 

they provide services to. For example a pharmacist being able to insert a cannula and set up a 

syringe driver to allow the administration of morphine for a palliative patient; being able to 

immunise all of the applicable vaccines on the Australian Immunisation register to the community 

children. Many of these services can be provided by nurses but what if the community only has the 

pharmacist? In many of the rural communities that I visit for HMRs the community pharmacist is the 

lifeline of the community. They stock everything from resorcinol cream for saddle sores to birthday 

cards and everything in between. Many of these rural communities rely on Doctors to be ‘delivered’ 

into the community from elsewhere. The Doctors often do not arrive due to weather, getting lost or 

there just not being enough Doctors.  

For example I was working recently in a very small rural town. The pharmacy, butcher, post office 

and the two banks, small general store and the bakery are the sole traders left standing after years 

of drought, floods and many other tragedies. On the Friday morning I was presented with a young 

ringer who had hit his head playing touch football the night before. He was dizzy, vomiting and not 

quite right. The local Doctor was 2.5 hrs away by road; the ambulance had gone 2.5 hrs in the other 

direction for a caravan roll over, the local nurse was away due to a family emergency. I am more 

than capable of taking general observations and calling the flying Doctor for an evacuation of a 

patient but I am not allowed. I am the pharmacist.  

After a series of car rollovers in the bull dust the local surgeon at the regional hospital was looking 

for staff to assist in the operating theatre as the hospital was very short staffed due to medical 

evacuations? I was asked to stand and monitor equipment as I was one of the few staff capable of 
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reading off the numbers and monitoring the screen. This is outside my scope of practice and I am 

not covered by law.  

If I choose to practice in rural Australia and I chose to undertake advanced learning to enable me to 

be a support to the health providers in that community why can’t my services be utilised? Why is our 

scope of practice so limited? HWA proposed advanced practice modules in the 4th year of pharmacy 

school studies that could be taken as an elective to enable pharmacy students to learn how to insert 

cannulas; advanced first aid; set up oxygen delivery; take basic observations and bloods; advanced 

immunisation skills to name a few areas identified. The skill shortage in the rural and remote 

locations is acute and we need to make the most of the skills of the healthcare workers we have 

available. 

 

 

 


