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Pharmacy Remuneration and Review Discussion Paper Questions 

8 Is it appropriate that the Government continues to negotiate formal remuneration agreements with the 

Guild on behalf of, or to the exclusion of, other parties involved in the production, distribution and 

dispensing of medicines? 

 No it is not appropriate.  The Guild are involved with Government negotiations as they are said to “carry the 

business risks”.  However, the flow on effects of these agreements affect pharmacists that work on the floor 

on a daily basis (e.g. low wages) to consultant pharmacists who may not necessarily work in community 

pharmacies at all (e.g Home Medicines Reviews cap).  In being involved with Government negotiations, the 

Guild have the opportunity to extend the role of all community pharmacists.  As Guild membership is limited 

to owners (who represent the minority of pharmacists), it would be more appropriate if other stakeholders 

were also involved in these negotiations to balance these interests, such as the Pharmaceutical Society of 

Australia (approximately 18,000 members) who represent all pharmacists. 

As a side note, approximately 60% of pharmacists are female and earn on average 13.6% less than their male 

counterparts.  Furthermore, less than 20% of female pharmacists go on to ownership and leadership roles in 

pharmacy.  Therefore, it is highly likely that these negotiations between the Government and the Guild 

around pharmacy remuneration negatively affect the majority of female pharmacists’ wages, who are also 

unlikely to be represented at the Guild level.  This is a significant issue that must be addressed if the 

Government genuinely intends to advance gender equality across Australia.  

63 Should pharmacists be able to directly claim an MBS type payment for QUM activities conducted in AHS’s? 

Ideally yes.  However I can see that adding pharmacist service MBS items is unlikely in this current climate of 

the MBS freeze and review.  Instead, it may be better to have specific funding for AHS’s to employ 

pharmacists to provide education to staff and patients, respond to medication queries, conduct and follow 

up HMRs, consult with patients who have medication based concerns, document and follow up adverse drug 

events, conduct drug use evaluations, monitor prescribing behaviours and provide other Quality Use of 

Medicines activities.  Funding should also be extended to employ pharmacists to carry out these activities 

within the general practice setting.   

 

65 Should the s100 RAAHS program be extended to include non-remote AHSs? 

Yes.  I work in an Aboriginal Community Controlled Health Service (ACCHS).  This ACCHS does not receive 

funding for medicines through the s100 RAAHS program as this ACCHS is situated in an urban area.  The 

community made the decision to subsidise medicines for their patients.  Without this support, many 

community members would not access medical treatment and suffer from poorer health outcomes.   

The direct cost of this subsidy to this ACCHS (which funds medicines stocked on imprest and covers the gap 

on scripts) is approximately $500 000 p/a.  The Closing the Gap script program is maximised in our patients 

to help minimise costs, however this does not help with the costs of medicines held at clinic sites (imprest 

medicines) which are used for acute presentations, the homeless population or those with language 

difficulties.   

For example, to stock benzathine benzylpenicillin injections (LA bicillin) at clinics it costs $293.47 for 1 box of 

10 syringes.  We can ensure scripts are done and stock is delivered for patients who require regular 

injections e.g. those with rheumatic heart disease.  However, for conditions like impetigo and syphilis where 

stat doses or short courses are required, it is not unusual for a script to be given to the patient and have 

them not return to the clinic.  Similar issues have been noted with the etonogestrel implant (Implanon). 
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66 Should AHSs in all states and territories be able to operate a pharmacy business? 

Yes.  Key barriers to medicines adherence and service access in our patient population include transport, 

access to clinics, affordability of services and chronic illness.  A pharmacy established, owned and controlled 

by an AHS could:  

 provide high quality and culturally-appropriate pharmacy services that integrate and complement 
the current services offered at a particular AHS 

 improve engagement with pharmacy services and build relationships between patients and 
pharmacists  

 improve Indigenous employment and provide a pathway for training and development in 
medicines/pharmacy  

 if it were a (preferably co-located) section 90 community pharmacy, AHS’s could dispense under PBS  
with revenue being reinvested into other AHS programs to improve patient and community health. 
(Currently, location rules can make this difficult in certain areas) 

Risk assessment would need to be thorough to ensure the viability of the pharmacy business.  

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? 

Have a pharmacist embedded into the AHS as per answer in question 63. 

68 Would it be desirable if remote s100 Aboriginal Health Services were also able to write CTG scripts? 

Yes.  The current rules present a barrier to access if patients require medicines when they are in urban areas.  

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.  As an urban ACCHS we see a number of patients who are visiting from their communities.  Often they 
have forgot to bring medications with them or need to stay in town longer than anticipated.  Subsequently, 
our clinic covers the cost of their medication while they are away from their community.  If they were able to 
access CTG co-payments, this would reduce the cost to our ACCHS.  Additionally, we also have patients 
visiting from interstate who are CTG registered, however, prescribers always have difficulties verifying this.  
CTG should be linked to the patient not the primary care provider and their status should be able to be 
confirmed via medicare card for the ease of all health professionals involved with their care. 

70 Should access to electronic patient health records be required for all health professionals treating 
Indigenous patients across all locations? 

Yes.  This is important for patient safety.  This should be required when treating non-Indigenous patients 
also. 

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

Yes.  This has been a significant barrier to timely access to treatment, patient safety and continuity of care.  
A large number of our patients are seen in hospital and discharged with hospital scripts (e.g. analgesia, 
antibiotics), often when our clinic is closed.  As many of our patients cannot afford the non-CTG cost, they 
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wait until they can see a doctor at our clinic to either rewrite the script annotating CTG or obtain the 
medication supply from our clinic, with some patients not following up these scripts at all.  Additionally, if a 
patient presents a non-CTG script to their regular pharmacy, where they are known to be CTG registered 
(e.g. had previous CTG scripts dispensed), a pharmacist cannot annotate the script with CTG.  These issues 
contradict the aim of the Closing the Gap PBS co-payment measure of improving access to medicines for 
Indigenous people living with, or at risk of, chronic disease, and therefore must be addressed.       

  

 

Other comments 

The Council of Australian Governments states that it is “committed to working in partnership with Aboriginal and 
Torres Strait Islander people to achieve the Closing the Gap reforms…”.   When blood glucose test strips were 
delisted from the PBS on July 1st 2016, this decision was made without consultation from Aboriginal and Torres Strait 
Islander people.  Although measures to improve access to Aboriginal and Torres Strait Island people were 
haphazardly put in place after this date, involvement was not sought during the decision making process to ensure 
that views were reflected in the options developed.  Decisions like this contradict the Closing the Gap reforms and 
can subsequently disadvantage the most disadvantaged.  

The Closing the Gap PBS co-payment measure is used almost always by our clinic doctors when writing scripts.  
However, approximately 30% of scripts written are not eligible for CTG co-payment measure as they are non-PBS 
medicines.  It would be beneficial to have a PBS schedule specifically for medicines for Aboriginal and Torres Strait 
Island people.  For example azithromycin for bronchiectasis, oral iron tablets, short acting nicotine replacement 
therapy (gum, lozenges) and a number of other medicines recommended in the CARPA Standard Treatment Manual 
which are not covered by PBS. 

It is well known that Aboriginal and Torres Strait Island people are underserviced in the area of Home Medicines 
Reviews yet are a population with the highest needs for this service (as a result of the high burden of chronic disease 
and high hospitalisation rates due to medication misadventure).  Reasons for this include the limited clinical 
pharmacy services provided in communities and cultural barriers.  In our clinic, there have been several occasions 
where a pharmacist has received an HMR referral for a patient they have not met before.  Some patients may feel 
uncomfortable about being interviewed about their health in their home by someone they have not met.  In some 
cases, pharmacists may feel unsafe interviewing certain patients in their home.  The requirement for prior approval 
to conduct an HMR outside of the patient’s home (e.g. clinic) presents a barrier to HMRs conducted in Aboriginal and 
Torres Strait Island people.      

 


