
 

 

1st August 2016 

 

 

Dear Pharmacy review panel,  

  

My Name is Luke Dillon and for 14 years I’ve worked in regional WA. As such I have quite a strong interest in rural 

pharmacy. Members of my team have assisted me in answering some of the key questions relating to S100 and indigenous 

health in relation to the Pharmacy review that is currently under way. For your information I own two pharmacies in 

Northwest WA that have a contract with a local AHS. 

 

 
62. Although s100 AHSs are able to fund the employment of a pharmacist from their primary health care budget, 
there are no specific funds to employ a pharmacist to conduct Quality Use of Medicines activities and manage the 
s100 program within the AHS. Do these arrangements impact on health outcomes?  

  

Absolutely these arrangements impact on health outcomes. Pharmacy 777 has been a service provider to 
two Aboriginal Health Services in regional WA over the past 7 years. In both instances we entered the partnership 
where the existing arrangement provided by the preceding pharmacy was limited to that of supply. I.e. the role of 
the pharmacy was purely as a ‘wholesaler’ and ‘stock controller’ with occasional brief QUM interventions as provided 
for under the current S100 remuneration structure. After a period of observation and working with the AHS the staff 
have seen the value of a full time ‘in house’ pharmacist to control the dispensing and counselling aspects of 
medication provision also. The CEO’s at both services continue to support this structure through a fee for service 
agreement.  
The benefits include but are not limited to: 

 Continuous daily opportunity for intervention as seen in a regular community pharmacy setting (i.e. 
Identification of drug interactions, dose issues etc.) 

 Ongoing opportunity to monitor compliance and make changes to improve patient outcomes (i.e. Suggest 
changes to medication regimes to allow for once daily dosing) 

 Effectively manage DAA service to improve patient compliance 

 Better support for what is usually a fairly volatile and unstable GP team. Over the time we’ve been working 
with the AHS’s there have been many GP transitions. Our team of pharmacists has provided a steady 
backbone, helping to stabilize the medication management aspect and ensuring medication delivery to 
clients is reliable and consistent at all times thus maximizing QUM. 

 The laws surrounding the storage and supply of scheduled medications can be confusing for those not 
intimately aware of the details of the positions regulations. The pharmacy is often a cause of stress and 
worry for the AHS in the absence of a licensed pharmacist.  

 In the absence of a licensed pharmacist the GP needs to be interrupted between patients to check the 
labeling and selection of medications. This reduces the time they spend with clients managing what are 
often complex and chronic disease states.   

 The pharmacist is able to work as part of an integrated health team to provide valuable input and advise on 
complicated medication regimes e.g. Diabetic and dialysis patients. Given they are working in what are 
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already some of the most isolated and challenging conditions in Australia the GP’s really value this extra 
resource and it undoubtedly leads to improved patient outcomes.  

 
63. The s100 Support Program supports increased involvement of pharmacists in the supply of PBS medicines to 
AHSs. Is there further scope for pharmacists to be more involved without impacting on access to medicines? Should 
pharmacists be able to directly claim an MBS type payment for QUM activities conducted in AHSs? Could this be a 
trial program under the 6CPA?  
 

The current support allowance is insufficient to provide meaningful change. Given the high cost of 
employing pharmacists in regional areas including the need to provide well above award wages, relocation assistance 
and housing, the hourly rate is far above that paid in urban areas. Currently our pharmacists do everything they can 
within the limitations of the allowance to provide support to the AHS. This has included education sessions to clinic 
staff, implementation of compliance monitoring programs, medschecks and medication summary reviews. There is 
certainly scope to provide much more support and education should the remuneration allow. There is the potential 
to assist with running various campaigns i.e. Quit smoking, weight loss, heart health, diabetes management, sleep 
apnoea etc. as well as providing more in depth medication reviews at request of GP’s. A fee for service structure 
would support the delivery of such programs. It is my opinion that any MBS arrangement being paid to a pharmacist 
should be to the same body providing the medications so as to ensure a fully integrated model. 
 
 
64. Could general improvements in remote dispensing improve the delivery of medicines in Aboriginal and Torres 
Strait Islander communities?  
 

Not at the expense of a face to face visit with their local Pharmacist 
 
 
65. Should the s100 RAAHS program be extended to include non-remote AHSs? Similarly should the CTG Co-
Payment measure and QUMAX programs be extended to include AHSs in remote areas?  
 

Yes, there should be overlap between the available programs to maximize access to PBS medicines for all 
indigenous Australians and to allow pharmacists and health care providers to improve outcomes by administering 
the system which best works for them. This will also lead to less confusion and greater efficiencies. The current 
claiming procedure is antiquated and still involves written invoicing! All transactions need to become paperless. 
 
66. Should AHSs in all states and territories be able to operate a pharmacy business?  
 

Aboriginal Health Services are complex destinations with many moving parts. It has been our observation 
that just the procurement of a reliable and stable primary health care team is challenging for the AHS. The pharmacy 
comes with its own complexities. The location of a pharmacy within an AHS could lead to some positive outcomes 
including a broader range of availability of pharmacy items for sale to the wider community. Partnership with a local 
community pharmacy to operate a satellite site, overseen by the owner of that local pharmacy could provide real 
benefits to the community in the right circumstances under the right structure. Opportunities allowing for shared 
ownership and responsibility for running the pharmacy to ensure it’s long term sustainability and financial viability 
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could be explored. Shared profits from the business could be driven back into the AHS to assist in funding health 
related programs in the wider community. 
 
67. How could appropriate QUM activities be provided in all remote areas at a comparable level of quality to those 
provided in non-remote services?  
 

With adequate remuneration to account for the higher cost of employing pharmacists in remote areas there 
should be no barrier to achieving a level of QUM activities comparable to those available in urban areas.  
 
68. Would it be desirable if remote s100 Aboriginal Health Services were also able to write CTG scripts?  
 

Possibly? However, we have not found it common place for clients frequenting the AMS to enquire about 
accessing their medicines anywhere other than at the AMS. 
 
 
69. Could the arrangements for s100 and CTG co-payments be merged to allow Indigenous people who travel to 
access both s100 while they are at home and CTG co-payments when they travel?  
 

Yes, that should be allowable. 
 
 
70. Should access to electronic patient health records be required for all health professionals treating Indigenous 
patients across all locations?  
 

Yes, this would be ideal. I like the idea of electronic health records being used for all patients by all health 
professionals- the bulk of interventions I find myself doing at the AMS stem from lack of communication and 
poor record keeping. A few examples I can provide include:  

 The specialist has started someone with COPD on Ultibro and Symbicort and ceased Asmol and Seretide, 
and the records are updated after a significant lag time or they are not updated correctly. The GP continues 
prescribing the old regime, and the confused patient ends up asking us for both their new medication from 
the specialist, and their old medication as well because they have been using both.  

 A patient in and out of hospital often - heavy user of the health care system. This particular man has been in 
and out of hospital and respite care for the last few months, with changes made to his medication 
every time he comes home. He sees a specialist, who then informs the AMS of the change, which is all good. 
But before we have a chance to make the change, the patient is admitted to hospital, and the hospital works 
off an old medication list, making changes to his medication regime based on the now obsolete list they 
have. When he leaves hospital, he leaves with a new list of medication, which is now missing the changes 
made by the specialist. I believe that his care could have been optimised if the hospital was also aware of 
the changes made to his medications.  

 
71. Should hospitals be allowed to write CTG co-payment scripts for out-patients?  
 

When the AMS is shut, patients have to go to the hospital for their health concerns - mostly acute problems 
requiring antibiotics. Because the hospital cannot write a CTG script, often they will present with their prescription 
and not pick it up because there is a cost involved. Otherwise they wait for Monday and then bring the script in to 
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the AMS to convert it to an AMS script so that they can get the medication for free. This means then that presenting 
to the hospital over the weekend was a complete waste of time and resources.  Having said that, allowing the 
hospital to write CTG scripts isn't the perfect answer either because this may result in overburdening the hospital 
A&E with non-urgent matters, e.g. a repeat script for a PPI which is available OTC. At the end of the day, we need 
to be able to empower everyone to take care of their own health, in this case, I need to make sure I have my tablets 
for the long weekend, instead of rocking up to the hospital on Christmas Eve having run out of tablets because 
I didn't pack them, because I know the health system will always be there to have them arranged for me for free.  
 
Perhaps some sort of agreement allowing a s100 community pharmacy to dispense a hospital script under the s100 
program when the AMS is shut? I am thinking the s100 community pharmacy because we have the rapport with the 
patients, and we can make sure the information gets passed on to the AMS doctors.  
 
 
72. Could there be more scope for tendering for the supply of medicines through AHSs?  
 

Possibly. Although there should be restrictions based on geographical location and the timely access of the 
pharmacist to the AHS. Pharmacies located within the same geographical area will have a better understanding of 
local area health care system and will be better placed to network with other local area providers to optimize patient 
outcomes.  
 
 
 

 

 

 

 

Kind Regards, 

 

 

 

 

 

 

Pharmacist 
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