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Aboriginal Health Services Remote Access Program 
 

PBS supply through special arrangements under Section 100 of the 

National Health Act 1953 

 

Comments on Chapter 2 – Discussion Paper –Review of the Existing Supply and 

Remunerations Arrangements for Drugs Listed Under Section 100 of the National 

Health Act 1953 

 

1. About the author 

Rollo Manning was a public servant working as the Rural Pharmacist in the 

Katherine Region of the NT in 1998 when the Commonwealth indicated its 

intent to develop a program under Section 100 of the National Health Act to 

supply PBS listed medicines free of charge to remote Aboriginal Health 

Services. 

The Territory Health Services, being aware of the previous experience 

Manning had working in Canberra with the Pharmacy Guild and prior to that 

for the pharmaceutical manufacturer Glaxo Australia, invited him to move to Darwin and take up 

the position of Chief Poisons Inspector vacated by Mr. John Gorrell. Given that Geraldine Parker 

had been acting in this position the move resulted in the appointment of a Senior Policy Officer 

(Pharmacy) in the Health Planning Division with responsibility for advising on the introduction of 

the s100 arrangements. 

For the record it is important to note that in this work Manning had the interests of the Aboriginal 

client at the centre of his focus rather than the welfare of private pharmacy operators. This 

approach brought Manning into conflict with his pharmacist peers in the NT who were more 

interested in the business they should gain from the arrangement rather than the future health of 

remote living Aboriginals. 

This resulted in a petition being taken up by the private pharmacists calling for Manning’s removal 

from the post – a move that was successful and in February 2001 he was made redundant and the 

position he held was not continued.  

This context is considered important to the substance of this submission which again looks at the 

arrangements from the viewpoint of the Aboriginal client of remote health services and considers 

the way that “community” (retail) pharmacy has assisted the process of improving health 

outcomes. 

 

2. Introductory comment on context of this review 

The DoHA website states that “The discussion paper prepared by AHA summarises the issues 

impacting on community pharmacies which were raised by stakeholders during the initial 

consultation, and invites a broader group of stakeholders to provide their input on the potential 

solutions to address these issues.” 

The key words here are seen to be issues impacting and potential solutions. 
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The objectives of this are stated as being to: 

• Review the existing supply and remuneration arrangements for drugs listed under Section 

100 of the NHA and provided through community pharmacies;  

• Assess the effectiveness and efficiency of the current arrangements as they relate to 

community pharmacy; 

• Identify the impact of the supply and remuneration arrangements on community pharmacy; 

and  

• Develop options to address any identified impact of the current supply and remuneration 

arrangements on community pharmacy.  

 

The funding for this review is provided from the Fourth Community Pharmacy Agreement as a part 

of its research program extracted from the $570 million over five years that is in effect revenue 

foregone by Australia’s Approved Pharmacy network of PBS suppliers in order to improve their 

commercial viability and maintain a strong presence in the health care arena. 

 

It is thus understandable that the focus should be on the IMPACT the s100 supply arrangements 

have had on community pharmacy and the solutions needed to improve their position as financially 

viable businesses. 

 

In conflict to this is the “Context” provided under Item 2.2 which indicates the Closing the Gap 

program of the existing Government and its COAG undertakings to improve the health status of 

Aboriginal people in Australia. This puts into direct conflict the objective of the review to examine 

the impact on community pharmacy and the objectives of the Government in Closing the Gap. 

 

This writer suggests that whilst pharmacist’s wealth and Aboriginal health are not mutually 

exclusive a review needs to decide early in its workings whether it is meant to be reviewing the 

impact the arrangements have had on Aboriginal health as opposed to the impact they have had on 

community (retail) pharmacy. It appears that the impact on community pharmacy is the prime 

objective given to the Consultants and this will be addressed in this submission. 

 

3. Historical context of Community Pharmacy involvement 

The original involvement of the Pharmacy Guild in the s100 arrangement came about because of it 

being the organisation which is named in the National Health Act (Section 98) as the party to be 

consulted by Government with respect to Approved Pharmacies involvement in the supply of PBS to 

the Australian public. This was not brought about by any previous history the Guild had towards a 

concern about Aboriginal health. In fact the deplorable state of the supply arrangements at that 

time to Aboriginal Health Services indicated that NO pharmacy organisation had any interest in the 

subject with the standards and quality involved in pharmaceutical supply being so low. 

The original plan of the Guild had been that remote health services be defined as those being 25 

Kilometers from an Approved Pharmacy. If this had been followed through in the final 

arrangements it would have ruled out AHSs in Alice Springs, Tennant Creek, Katherine and Gove.  
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The lobby for the AHSs, NACCHO, recognised this and successfully had the Minister of the day 

agree to use the RRMA classification index which then brought these additional large services into 

the fold for the s100 supply. 

At no stage was the introduction of the s100 seen as anything other that a means whereby the cost 

of PBS items supplied to remote living Aboriginals would be met by the Commonwealth and this 

would not impact on the level of funding States/Territories received under the Commonwealth 

Health Funding Agreements. The States/Territories were however asked to retain the funds saved 

($1.4 million in the case of the NT) and use it on identifiable service delivery improvements – and 

not necessarily pharmaceutical improvements. 

Once the goods supplied from the retail pharmacy to the AHS arrive at the health centre the supply 

on to clients becomes a matter for State/Territory law under either the Poisons Act (prescribing, 

recording and labeling) or the Pharmacy Act (quality standards).  

What has happened is that the supply of PBS under s100 has shown up the poor standards of 

quality in the supply on to Aboriginal clients. This is NOT as a result of s100 but had existed before 

s100 supply started. 

That States/Territories are now grappling with the question of improving standards of quality is not 

before time and if this has been brought about as a result of the s100 arrangements then it is a 

good thing. 

Do not blame poor quality on s100 – it was there before and will remain there so long as a supply 

chain is expected to rectify problems that exist at the elemental level of State/Territory Health 

Departments or ACCHO management. 

 

4. Remuneration by Medicare Australia 

It is stated that the remuneration excludes the s85 mark up – this should be checked as initially at 

least in the MoU with the NT Government the remuneration included a 10% mark up. 

It must be recognised in all of this subject area of remuneration that the “handling fee” was never 

calculated as meaning anything but the difference between the co-payment at the time ($3.20) 

and the Dispensing Fee for s85 Dispensing Fee ($4.34).  

It was thus arrived at by a purely arbitrary combination of two elements which bore no relationship 

to each other. The Dispensing Fee following an analysis of all costs associated with the act of 

dispensing and the co-payment – a political and financial means of conferring a cost to a patient in 

the hope they will exercise responsibility. To now say this is inadequate is trite considering it was 

never believed to be adequate but rather a compromise to appease the Guild and get the program 

under way. The fact that there was no adjustment in nine years is an indication that it was 

accepted by the supplying pharmacies. 

To arrive at a proper measure requires an extensive study and this should only be done after this 

review is completed to ensure the method is correct. 

 

5. Stated Program benefits and outcomes 

The statement from the joint of the Guild, NACCHO and the AMA is a prime example of the vested 

interests being prepared to make such a statement without any evidence to back it up.  

“Completely revolutionized access to medications…” could have been done by an arrangement with 

a freight operator and a pharmaceutical wholesaler.  
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The logistics of getting product from “A” to “B” is not one that requires the magical input 

of three key lobby groups for nationally recognised health service suppliers. 

 

In addition: 

• It is stated that “the removal of the financial barriers” has increased adherence. This is hard 

to understand when there were no financial barriers for the client prior to the s100 

arrangements. 

• It is stated that it has “improved the ability of AHSs to provide integrated care” and yet in 

the final report of the ABCD Project (CRCATH and MSHR1) it is said: 

If future diabetes quality improvement interventions are expected to improve patient 

outcomes, medication adjustment measurements should be routinely included in the 

spectrum of quality of care measures, and barriers to making medical regimen changes in 

healthcare systems need to be identified and addressed.” 

• It is stated that “Removal of the requirement for a PBS prescription” has led to the so called 

success. There was not the need for a PBS prescription in the NT (50% of the target health 

centres) and in other places supply was from a health service pharmacy room with doubtful 

accurate recording of outgoing supplies. Statements such as this bring into question the 

credibility of the review and its informants. 

 

6. S100 Support Allowance 

As acknowledged in the Discussion Paper this has nothing to do with the s100 Supply 

Arrangements under the National Health Act. 

The quantum of money allocated is inadequate and bears no resemblance to the value that is 

needed to add to the PBS supply to bring remote living Aboriginals to anywhere near a comparative 

quality support program as exists for mainstream Australians accessing the PBS through the 

Section 85 arrangements. 

The following is a comparison of the two for a paper presented at the 13th Annual Chronic Diseases 

Network Conference held in Darwin on 10-11th September 2009. 

 
                                            
1 Bailie R, Si D, Dowden M and Lonergan K. 2007. Audit and Best Practice for Chronic 
Disease. Project Final Report. Menzies School of Health co-operative research Centre for 

Aboriginal Health. 
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The following is the stark contrast when it comes to PBS outlay on the dispensing function: 

 

In Senate Estimates on 4th June 2009 Senator Rachel Siewert asked (on notice) why the difference. 

The answer was that “…functions are not equivalent to, or as intensive as, dispensing.” 

And why should they NOT be equivalent?  

Does the remote living Aboriginal only need a second rate system of care?  

Or, is this the view of a bureaucrat in Canberra exercising their own version of racism? 

There must be a clear acknowledgment that there is a will to improve the standards for 

pharmaceutical care to remote living Aboriginal people and this should come from the 

Commonwealth as custodians of the PBS with urging from NACCHO – the peak body representing 

the Aboriginal community controlled health services across the Nation. 

As for the government owned and operated health centres in WA, NT , Queensland and South 

Australia such a commitment should be an integral part of the COAG agreed “Closing the Gap” 

strategy. 

This commentator is taking the same view in stating the above as the authors of the Discussion 

Paper – that whilst this is not a part of the s100 supply scheme under the NH Act it is stated here 

in the hope it will be taken further following this review. 

The “Support Allowance” has with it such form filling functions that the smaller pharmacy operator, 

without the critical mass of a NT Contractor, would not be bothered with the bureaucratic process 

that accompanies obtaining the allowance. 

 

7. Current challenges for community pharmacy 

7.1 Inflexible and non-evolving nature of the payment scheme 

It must be recognised by the supplying Approved Pharmacies that there are only 34 of 

them in Australia and this need not be considered a large number in terms of efficiency 

gains that would accompany and electronic claims process. Each pharmacy no doubt 

has developed its own way of claiming and has developed its own efficiencies in system 

development. 

The AHS market is a small one needing specialized treatment and other methods need 

to be established to improve turn around of claims processing. Maybe the inventory in 

the pharmacy should be owned by the PBS and payments made when replacement 

stocks are ordered. This way there would be no mark up (which this review does not 

recognise at any rate) and a handling fee only paid to the supplying pharmacy. 

If community pharmacies do not like the present arrangement they should opt 

out of the scheme. Hospitals or wholesalers could easily take back the supply 

function. This said as especially when the arrangement through community 

pharmacies has failed to improve QUM. 
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7.2 Costs associated with participation 

There will always be costs associated with the supply scheme. It is a matter of who 

picks these up. As for freight this was always being paid by the health services prior to 

the s100 arrangements. 

 It was the Pharmacy Guild which decided to offer to pick up the freight costs 

as a means of being part of the scheme.  

This offer made at a time when the NT was deciding to handle the entire scheme 

through the pharmacy departments of the five regional hospitals in the NT. 

If the Guild, through its members, is now concerned about the freight cost it should 

renegotiate the entire deal rather than blame someone else for a deficiency it created. 

Pharmacists are “aggrieved” that the handling fee had not increased. The question 

needs to be asked as to what it should be. A proposal is needed for an analysis of the 

earnings, costs and profits from the scheme before any rational decision can be made 

on what the fee should be. This needs to be done in the context of the efficiency gains 

for the scheme to operate through community pharmacies as opposed to other 

methods of supply such as hospitals or wholesalers. It could be said that a product 

costing $1 from a generic supplier reimbursed at $8 is sufficient to cover all costs. The 

facts need to be known before this notion of “under payment” is taken further. 

The fact that there have been two reviews with no real outcomes is an acknowledged 

means whereby modern day governments put off doing something and are not 

concerned with the cost. The two reviews (Kelleher and Urbis) would have cost $1 

million which is 20% of the total made available for QUM activities in a year. Efficiency 

gains are as much a function of government but this seems to go unnoticed in analyses 

of a scheme such as the one under review. 

One recommendation from the Kelleher review was the one relating to the criteria for 

determining AHS eligibility. That would have enhanced the program for the Aboriginal 

client had it been accepted by the Government – but no – as with so many things the 

client comes last and the Aboriginal living at Yarrabah is still disadvantaged compared 

to the one living at Kuranda – just 30 minutes up the mountain from Cairns and even 

closer by cable car! 

That “some” pharmacies are considering withdrawing from the Scheme should not be 

any concern – the government hospital system can fill the void.  

If a pharmacy is relying on s100 income to maintain viability there is every 

chance it should not be there in the first place. 

The PBS must be seen as part of a government health/welfare system and not 

a small business support agency. 

 

7.3 Costs associated with pharmacists visits 

There needs to be a separate look at how improvements can be made to the quality 

value that is added to the supply of the goods. This is the responsibility of the 

governors of the AHSs be they government owned or community controlled. 

The fact that this has not happened to date after ten years of operation should be 

enough to illustrate the fact that not all mainstream programs can be made to fit a 

remote Aboriginal service delivery model. 
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It should be “back to square one” in terms of this issue and an analysis made of the 

options available when the PBS agrees to meet the cost equivalent to that paid to 

mainstream. 

In every instance when a person in mainstream has a prescription filled they have 

access to a pharmacist. Taking advantage of this is a matter of personal choice. 

 

For the remote living Aboriginal there is no pharmacist in sight, or even on 

call to assist with quality advice. Options are available including 

telepharmacy but these have not even been explored. 

 

It is time to end the institutionalized racism and put the two markets on an even 

playing field. The following illustrates where the money could come from to at least 

make a start on a State/Territory based QUM advisory service that would have at its 

initial focus the articulation and costing of real need. 

 

7.4 Professional concerns related to QUM 

The Discussion Paper provides an excellent critique of the “professional issues” 

associated with the s100 supply arrangements. That so much of the paper is devoted 

to this is indicative of the concern and rightly so. 

In a recent publication for the Australian Pharmacy Council titled “Remote Rural 

Pharmacists Project”2 the following recommendation is made: 

Exempting Aboriginal Health Services in remote areas from pharmacy 

ownership laws, if a pharmacist is employed full-time to oversee and establish 

QUM observance. 

This recommendation is made against a background of concern about the ability of 

persons employed by community based pharmacies (retail) to embrace the subject 

areas required to affect change in Aboriginal health services. A large part of this is due 

to the need to develop the confidence and trust of the people over a period of time for 

change to be effective. 

The “professional concerns” of pharmacists will only be alleviated when a concerted 

effort can be made towards developing models of practice that can test different 

models of funding to allow more pharmacists to become involved. 

                                            
2 Remote Rural Working Party Final Report June 2009: Australian Pharmacy Council  
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The community controlled model appears to be the most likely to succeed especially if 

the ownership of the pharmacy business can be rested with the ACCHO. 

In the Kelleher Report 3it is stated that: 

 

“The Tiwi Health Board is thought to be the first Aboriginal and Torres Strait 

Islander health board to own and operate a pharmacy approved to dispense 

PBS medicine. It is only possible in NT for a pharmacy to be owned by a 

person or entity other than a pharmacist. The development of the Nguiu 

Pharmacy was assisted by a grant of $100,000 made through HIC ‘Start Up 

Allowance’ for new pharmacy approvals in rural/remote areas.” 

 

The situation for the Tiwi Health Board at the time has not changed in the NT, except 

that Ministerial approval is now required for an AHS to own a pharmacy business. 

In the other States only a pharmacist can own a pharmacy and this needs to be 

changed to allow greater flexibility for the Aboriginal health service industry. 

The next opportunity to amend pharmacy ownership laws will come through the 

establishment of the National Registration and Accreditation Authority requiring the 

functions of Pharmacy Boards to be divided into the registration and accreditation 

functions and the business control functions. 

A Bill – Bill C – will need to be introduced and passed through all State Parliaments to 

retain the existing provisions of pharmacist only ownership. This then presents the 

opportunity, commencing in Queensland, for an amendment to be made to allow 

Aboriginal health services to own a pharmacy business. 

The NACCHO should be urged to undertake this lobbying activity in the best interests 

of the clients of its member’s services. 

It is only when a pharmacy is an integral part of an ACCHO that the pharmacist can 

exert the influence need to improve and bring up to equivalent standards the quality in 

the use of medicines. 

8. Conclusion 

Pharmacy departments of remote Aboriginal health services are in a parlous state of disrepair and 

have never been seen as a point for quality improvement. The clinicians who work in these places 

know of nothing better and accept the present as the way it is done. Only pharmacists recognise 

the deficiencies which lead to poor adherence, unworkable inventory controls, unsafe supply 

practices and inadequate recording and labeling systems. That these have remained is indicative of 

the fact that more needs to be done. 

It is not until there are more pharmacists out there doing things that others will know 

what they can do.  

It is hoped this commentary may spark some interest in greater action from the owners of the 

health services. 

Rollo Manning 

16th September 2009 

                                            
3 Evaluation of PBS Medicine Supply Arrangements for Remote Area Aboriginal Health Services under S100 of 

the National Health Act. Kelleher et al. CRCHATH and MSHR 2004 


