
I wish to respond to the issues raised within the discussion paper with respect to the supply of 

medicines and professional pharmacy services to Indigenous Australians and in particular to those 

living in remote areas. My emphasis will be on the impact of s100 programs and the lack of access to 

other important quality use of medicines (QUM) services that other Australians enjoy.  

I am a pharmacist who has lived in regional and remote areas of the Northern Territory and 

Queensland for the past 30 years. During this time I have worked in hospitals in the NT and Qld with 

mostly Indigenous patients, and have provided visiting ‘s100 support’ services for community 

pharmacies in Central Australia and the Top End of the NT. I saw the introduction of the s100 

scheme in 1999 and have contributed to all the reviews into its effectiveness. As a pharmacist 

academic for the Centre for Remote Health in Alice Springs, I contributed educational support to 

remote primary health care practitioners including pharmacists, nurses and Aboriginal Health 

Practitioners. I am currently providing Home Medicines Reviews (HMR) to clients of remote 

Aboriginal Health Services (AHS), which due to the current business rules of a maximum of 20 per 

calendar month, can only be a part-time role, but with significant add-on expenses for travel.  

I would like to call the panel’s attention to the several reviews that have been done into 

the supply of medicines and s100 support services, in particular, the Senate enquiry “The 

effectiveness of special arrangements for the supply of Pharmaceutical Benefits Scheme 

(PBS) medicines to remote area Aboriginal Health Services” (2011) available from 

http://www.aph.gov.au/parliamentary_business/committees/senate/community_affairs/

completed_inquiries/2010-13/pbsmedicines/index . Chapter 4 lists the reviews and 

evaluations of the s100 program since it’s commencement in 1999. The report notes that 

similar recommendations in consecutive reviews have not been acted upon or responded 

to and calls on the Commonwealth government to implement the recommendations from 

these reviews.  

I trust this review will not be yet another list of recommendations that are not acted 

upon.  

Home Medicines Review in remote areas 

I would firstly raise an issue about Home Medicines Review (HMR) and the business rules 

and travel allowances that make provision of HMR to remote Indigenous clients practically 

impossible.   

As the discussion paper describes, the Home Medicines Review (HMR) program is a 

valuable program. I currently work with the support of a pharmacy in Darwin providing 

HMR on GP referral for 4 different remote Indigenous communities. The limit of 20 HMR 

per month requires that I can spend no more than 1 week per month in the bigger 

communities and then another week or so providing reports with day trips for smaller 

communities. While I am in the community, the AHS provides the services of an Aboriginal 

Health Worker or Practitioner or Community liaison worker to help me find people in the 

community and act as cultural liaison. Use of a car and accommodation is also usually 

provided by the AHS or health board. However, return flights to and from the community 
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are between $800-$1,100 return. I rely heavily on the goodwill of people on the ground, 

and I am able to claim $125 in travel support through the 6CPA.  

The feedback I have received from patients, GPs and other clinical staff have been positive 

in terms of outcomes for the patients. If the doctor is in the community at the time of my 

visit (I like to time it so they are), I am able to provide verbal reports on the spot and I can 

raise issues I feel require urgent attention for immediate action. On occasion, I have gone 

back to a patient the next day after they have asked me to sort out a problem for them. I 

have provided over 100 HMR this year and have made many recommendations for follow 

up. I have not done a comprehensive review of whether my recommendations have been 

accepted, but GPs and patients have been very appreciative.  

A review of travel allowances is desperately needed to bring them in line with actual costs 

for remote travel. This is a population with no regular access to pharmacists, and a greater 

burden of chronic disease that the wider population and would benefit greatly from more 

equitable access by remote Aboriginal people[1]. Perhaps a ‘special rule’ for travel to 

remote AHS may be appropriate that does not open the door for widespread blowing of 

the budget for a single HMR. When I commenced a program of HMR in Alice Springs 

before the current travel allowance was introduced, there was a system of $30 extra per 

HMR for travel to a remote area from a pharmacy in pharia 3 (Alice Springs). This means 

under that formula, I could claim $600 for 20 HMR, a figure that comes a little closer to 

actual costs. The slashing of that benefit put a complete stop to my remote HMR activity 

for a number of years. I now feel I am again contributing to the health outcomes of 

remote Aboriginal people with the support of other casual funding and in kind support, 

but I am not sure how long this is sustainable.  

S100 and QUM services for remote Indigenous Australians.  

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? 

The s100 program has been acknowledged as successful in the supply of PBS medicines, 

but as the panel acknowledges, has done little to promote QUM. The s100 support 

allowance provides funds of between $10,000 and $13,000 depending on the number of 

PBS items supplied and the distances from the pharmacy. The expectation is that this 

covers only 2 visits per year. A comprehensive program that supports QUM in the AHS is 

impossible with just 2 visits per year. In some cases, the pharmacist has provided extra 

support for the AHS well beyond the value of the support allowance.  In other cases, brief 

visits are conducted twice a year that tick a box, and the support allowance provides a 

profit for the pharmacy without making any impact on QUM. The business rules that 

require a workplan to be developed between the health services and the pharmacy and 

the resultant signoff by AHS at the end of the reporting period are ineffective as they have 



never been called to account. The workplan and Form A and B in most cases are simply 

another piece of paper AHS managers are asked to sign without understanding that more 

services may be possible. So either the support allowance is woefully inadequate with 

respect to the costs of successful pharmacist support that has in some cases been 

provided, or it is pocket money to pharmacists not able to or not interested in QUM 

support. In either case, it does little to impact on health outcomes.  

As health budgets are squeezed, AHSs are also under pressure to provide more services 

from less of the primary health care funding. It is difficult to argue that resources be 

allocated to the employment of a pharmacist when that has not been done in the past, 

nurses are legally able to supply medicines and the cost may be at the expense of other 

programs and services. There have only been a handful of AHS that have spent some of 

their primary health care budget on a pharmacist. However, in these cases, there have 

been significant improvements in costs of drugs and workload of other staff. There have 

been no specific studies looking at the health outcomes of having or not having access to 

a pharmacist in remote areas, through the AHS. However, there are Australian and 

International studies assessing the impact of pharmacists in primary care through the 

community pharmacy setting. Why should these results not be also relevant to remote 

Aboriginal people?  

It is essential that specific funding for improving QUM activities in remote areas be accountable and 

quarantined from diversion to other programs. This is likely the biggest challenge of the proposal and 

in the past has been a problem. Funds identified in CPA have usually been allocated to general use 

such as ‘rural’ and competing interests have seen funds directed to traditional pharmacies. Likewise, 

funding provided to the AHS directly may also result in funds being directed to other priorities. There 

should be a separate (adequate) pool of funds that is administered by direct government agencies 

requiring adequate accountability.  

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? 

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? 

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? 

It is gratifying to see the review panel acknowledge that appropriate QUM activities SHOULD be 

provided in all remote areas at a comparable level of quality to those provided in non-remote 

services and just need to work out HOW. That is certainly a first step, however, any comparison 

should be to the services provided to the broader community, not to urban AHS, where there may 



also be issues of inequity with the broader community. One might even suggest that extra resources 

are required in order to sufficiently service this population. Health outcomes of Indigenous people 

are behind those of the general population and the need to ‘close the gap’ has been acknowledged 

nationally.  

The inconsistencies between s100, QUMAX and the CTG Co-payment measure have obviously been 

presented to the panel and I fully support the revision of the systems. I present below, a model using 

aspects of each system that may address some of these inconsistencies between services for urban 

and remote Indigenous people. I refer to remote AHS as that is what I am familiar with, however a 

program that could be ‘modelled’ for both urban and regional AHS could be developed.  

In remote areas, the circumstances of AHS are widely varied. There are larger services, serving over 

3,000 people and there are small services that service 150 people. There are those in remote towns 

with a pharmacy already operating, while most do not have that service. There are AHS within a 15 

minute drive of a regional town, more than 1,000 km away from the nearest town or on islands with 

no access except by air or sea. It is a difficult task indeed to develop a formula that fits all.  

A model of addressing the needs of each individual AHS is essential and complex but not impossible. 

A system of submission for resources based on needs should be developed and administered based 

on providing reasonable access to QUM activities that meet existing guidelines and standards. The 

existing networks of AHS such as NACCHO or state/territory health departments or the primary 

health care networks could be used to act as regional co-ordination to identify the best model and 

resources required for improving QUM. Whatever model is introduced, it is essential that 

pharmacists are involved. They are skilled experts in clinical use of medicines as well as experienced 

in the logistical requirements and can provide advice and guidance to clients and other health staff. 

‘Mainstream’ programs such as brief interventions, Meds Checks, support for Indigenous trainee 

pharmacy assistants as well as CTG and any other future program that may be implemented such as 

pharmacists in GP practices etc. should be made available to AHS provided they are conducted 

under the supervision of a pharmacist. An essential role of the AHS pharmacist, whether employed 

directly by the AHS or the supplying community pharmacy, would be to implement a model that 

maximises the services and resultant funding within existing programs where possible. This would 

ensure that QUM activities are consistent with national standards, and at the same time offers 

services that are currently denied people because they don’t live close to a community pharmacy.  

The exact format of such a program should be the subject of a discussion between stakeholders (but 

not another review that never gets acted upon), but aspects of the program might include: 

1. Supply under the CTG system in a community pharmacy where such a system is available as 

a priority.  

2. Supply of acute medicines for ‘one stop shop’ supply for acute medications under similar 

rules to the existing s100 program, where there is no community pharmacy or where it is felt 

that immediate supply is essential.  

3. Supply under CTG (or s100 with full dispensing fee) for chronic medicines that are required 

to be packed into a DAA and delivered to the AHS.  

4. Increased support for DAA packing. The current CPA DAA payment is insufficient to cover 

costs and health services are required to meet the difference. This could be negotiated as a 

set cost per DAA for a person registered through an AHS which would be indexed annually.  



5. QUM support which is responsive to a health services needs and logistical costs. This would 

ideally involve a pharmacist on-site at the AHS for a consistent period of time. Larger AHS 

could have a full-time pharmacist on the team, smaller ones would have pharmacist time 

depending on the size and needs of the AHS, but with a minimum of a monthly visit.  The 

health service and pharmacy could present a joint submission based on the population 

serviced, the number of patients on the AHS chronic disease register and the real costs of 

providing pharmacist support including travel, accommodation and time.  

6. Providing inclusive access to mainstream QUM activities currently only available to 

traditional pharmacies as described above may contribute to funding this support. There 

may need to be a facility for one-off capital costs to support things such as drug room 

equipment set-up costs, software, renovations to physical space in the AHS, a vehicle or 

lease of accommodation.  Travel can be prohibitive, with travel costs sometimes over $1,000 

for a return flight and accommodation expensive or reliant on the availability of the ‘visitor’s 

house’ operated by the AHS. The latter can be quite variable in quality and often needing to 

be booked months in advance.  

7. An MBS type payment for direct patient contact could be included in this model and would 

provide compensation for direct patient care. This would allow better tailoring of advice 

than Meds Checks for complex patients, as there would be no limit to repeat consultations. 

However, there are other functions that would fall to the pharmacist that may not be direct 

patient care and there should be resources to cover non-patient contact. For example, 

education of staff, development of health promotion programs etc. Also, ordering, stock 

control, dealing with freight issues and other logistical aspects of pharmacy management 

may be seen to be chores that can be managed by non-pharmacy staff, however in most 

AHS, this task falls to the nurse who is also a valuable health professional and should not be 

required to undertake tasks he/she may not be experienced or trained in. From experience, 

where there is a pharmacist on-site, the pharmacist is expected to manage these logistical 

functions.  

8. Such a program may also require the assistance of a series of regional co-ordinators to 

advise both pharmacists and AHS on appropriate services and use of resources. Pharmacy 

professional bodies, the primary health care network or the network of Pharmacist 

Academics in University Departments of Rural Health (UDRH) may be able to support in this 

regard.  

 

64.  Could general improvements in remote dispensing improve the delivery of medicines in 

Aboriginal and Torres Strait Islander communities? 

Absolutely. It is recognised that labelling and recording of dispensing (or supply) of medicines by 

nurses or ATSIPs is not optimal. Computer systems are not available that are able to both 

prescribe and dispense a medication, even though some systems in place in remote AHS have 

been developed with the remote context in mind, and where prescribing and dispensing occurs 

frequently in the same place.  

For labelling, some health services have purchased a stand alone dispensing program that does 

not ‘talk to’ the medical records system, but most rely on a series of Word documents scaled 

down to print on a medicine label. The person labelling the medicine opens the document, 

makes appropriate changes to dose and patient’s name and prints. This is subject to error, not to 

mention lack of privacy, as labels get saved with patients’ names and dosages on it which then 



has to be changed when the next person opens the file. There are also some AHS that still rely 

on handwritten labels (or none at all).  

Recording of supply of medicines are also inadequate as some systems require a separate ‘item’ 

to be entered for medicines supplied. Locum staff (or busy experienced staff) may not realise 

that to just make a note that 2 DAAs were supplied in the context of the progress notes results 

in a record that is not able to be searched or accessed in auditing of a person’s adherence to 

medication.  

I wish the panel well in their deliberations and thank them for the opportunity to present my 

views.  

 

Fran Vaughan  

Consultant Remote Pharmacist 
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