
Review of Pharmacy Remuneration and Regulation: opioid 

replacement therapy funding system 

Introduction 

The signatories to this submission are a range of healthcare professionals and harm reduction 

advocates including, pharmacists and medical practitioners. They have a keen interest in harm 

minimisation, specifically opioid replacement therapy services. These individuals have many years 

experience and a wealth of knowledge across a variety of areas in the health sector. Their combined 

expertise gives insight into the issue discussed from different viewpoints; patients, pharmacist 

providers, general practitioners, government and the justice system.   

Background 

Illicit drug use, including the use of illegal drugs such as heroin, and the misuse of pharmaceuticals 

such as morphine and oxycodone, has serious health and social implications. Illicit drug users are 

more likely to experience mental and physical health problems such as overdose, self-harm, suicide 

and death. Those that inject illicit drugs have an increased risk of transmission of bloodborne 

viruses, including HIV/AIDS, hepatitis C and hepatitis B. The social impacts of illicit drug use can 

include poverty, strained family relationships, domestic abuse and other forms of crime. Illicit drug 

users are often challenged with economic disadvantages and an overall poorer quality of life.1,2 

In Australia, it has been estimated that 2.6% of the burden of disease and 0.5% of deaths were 

attributed to illicit drug use in 2010.3 The 2013 National Drug Strategy Household Survey (NDSHS) 

indicated that 15.3% of Australians aged 14 years or older used an illicit drug in the 12 months prior 

to the survey.1 Illicit drug use imposes a significant economic burden on the wider community. It has 

been estimated that illicit drug use is costing the Australian economy $8 billion annually through 

crime, productivity losses and health-care costs.4 

Illicit drug use often leads to an opioid use disorder, a chronic condition that requires ongoing 

therapy. Without treatment or engagement in recovery activities, an opioid use disorder, like most 

other chronic disorders, is progressive and can result in disability or premature death.5 Much like 

type 2 diabetes and asthma, an opioid use disorder, for the most part, cannot be cured; however it 

can be treated and managed. 

Question 25: As medicine specialists, what are the professional programs and services that 

pharmacists should or could be providing to consumers in order to best serve the consumers? 

Community pharmacists are ideally situated to provide Opioid Replacement Therapy (ORT) to 

patients, as they are both highly accessible and medicines experts.  

ORT is a vital and effective maintenance program addressing opioid use disorders. It assists clients in 

successfully managing physical dependence, drug cravings and compulsive drug use.6 Long-term 

treatment with ORT drugs (methadone and buprenorphine) has been shown to reduce the quantity 
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and frequency of illicit drug use, criminal activity and the risk of blood-borne virus transmission 

whilst providing opportunities for patients to gain stability in their lives.6  

There are currently a variety of ORT service delivery models operating in Australia, they are; public 

and private clinics, correctional-based services and community-based services which comprise of 

community pharmacists and general practitioners. Community pharmacies provide the bulk of ORT 

in Australia.2 According to the National Opioid Pharmacotherapy Statistics Annual Data (NOPSAD), 

72% of ORT patients were dosed in a community pharmacy on a ‘snapshot day’ in 2015.7 

There are many benefits for delivering ORT in community pharmacies including, increasing 

accessibility of treatment, removing the stigma around opioid use disorders and normalising 

treatment as a long-term maintenance therapy for a chronic condition. However, the current 

funding model for the community-based ORT program is inequitable and creates a major barrier to 

treatment access, retention and optimal outcomes.2  

 

Question 37: Is cost a barrier to accessing worthwhile health services offered by pharmacy? 

Whilst there are many factors that may prevent patients suffering from opioid use disorders from 

seeking treatment or prompt their premature departure from the ORT program, one of the major 

barriers, and the focus of this submission, is the co-payment associated with dosing ORT. Access to 

and retention in the program is paramount to the success of the treatment. Cessation has often 

been associated with relapse and poor outcomes, as would be expected if therapy for diabetes or 

depression was ceased.8 

Currently, patients fund the delivery of the ORT program, which incorporates the pharmacist’s 

dispensing fee, the consumables, and general business costs.2 The payable fee for this service, 

known as the co-payment, is determined by individual pharmacy provider and agreed to by the 

recipient patient.9,12 The fee can range from $1.50 to $10 per day with the daily median cost being 

approximately $5.9 The co-payment for patients paying $5 per day would typically be $35 a week 

and $1,825 annually. 9,12 The charges are onerous for most ORT patients, particularly those 

healthcare card holders whom under the current Pharmaceutical Benefits Scheme (PBS), would be 

charged a maximum of $372 annually for therapy of any other health condition.12 

The impact of ORT co-payments on patients is significant, potentially jeopardising their continuity of 

therapy and their relationship with their pharmacists.2 It adds to the financial burden already faced 

by many of these patients and may prevent them from making positive changes in their lives and 

participating fully in their communities.9 ORT patients are often prioritising their co-payment over 

basic necessitates including food and accommodation, in fear that they may not be able to continue 

to afford therapy. An Australian study found that the main reason patients discontinued ORT was 

due to the cost of co-payments.10 When stable patients discontinue ORT and are forced to meet the 

needs of their chronic illicit drug use through other means, there is an increased risk of harm not 

only on that individual but also to the wider community.9 

Co-payments also have a significant impact on pharmacies and their provision of the ORT service. 

The payment varies significantly across states and territories, as pharmacies are responsible for 

setting their own fees based on their own assessment of costs.10 However, the average co-payment 

of $5 per day has remained unchanged since 1985 as pharmacies are aware that raising the costs by 



just a few dollars would result in loosing a large percentage of their patients who find the current 

fees to be a significant cost burden.9 A report written for the Australian National Council on Drugs 

(ANCD) in 2004, revealed that pharmacies were writing off an average of 20 per cent bad debt 

accrued from running ORT programs.11 The co-payments are inequitable to pharmacies who 

generally provide the service as much for altruistic reasons as financial.12 It has been suggested that 

the co-payments impacts on the willingness of pharmacists to provide an ORT service.2 The 

collection of fees proves to be a major disincentive to pharmacists participating in the delivery of an 

ORT program.9 It is insufficient remuneration for the time, energy, expertise and responsibilities 

involved in providing the service.13  

Question 40: What pharmacy services should be fully or partially Government funded and what is 

best left to market or jurisdiction demands? 

As previously stated in response to Question 25, the provision of ORT through community 

pharmacies is a vital service. It should be readily accessible and affordable through community 

pharmacies in each jurisdiction and not left to market demands, as such we would recommend that 

the service be fully Government funded through the Pharmaceutical Benefits Scheme (PBS). 

Currently, the costs associated with providing an ORT service are funded as follows: 2 

 The Commonwealth Government funds the medications under section 100 of the National

health Act 1953

 State and Territory Governments provide funding for public clinics, regulatory services and

costs associated with training of general practitioners and pharmacists

 ORT patients fund the running of the program, which incorporates the pharmacist’s

dispensing fee, the consumables, and general business costs.

With increasing health care costs and limited resources, government and policy makers require cost-

effective solutions to issues such as illicit drug use and opioid use disorders.2 Whilst shifting the cost 

of ORT dispensing to the patient through co-payments may appear to reduce cost to government, it 

is not a viable solution if the program is not accessible and is not retaining patients due to the cost 

associated with receiving treatment. The repercussions of this are a far greater cost to the 

community. 

Australian researches developed a system dynamics model of the pharmacotherapy system to 

explore some of the key issues of concern including affordability. The model revealed that the 

overall costs for the provision of ORT are almost $11.73 million per month. 13 Comparatively, the cost 

to the community related to untreated heroin use for the same period of time was estimated to be 

between $15.8 million and $31.6 million per month. The ‘cost burden’ of ongoing heroin use 

includes;2 

 Health care costs (blood borne viruses, accidents, trauma, overdose)

 Crime (associated with heroin)

 Family disruption, domestic violence, impact on children

This research however did not examine the cost of untreated pharmaceutical misuse, a growing 

problem in Australia which is associated with severe harms such has addiction and overdose. The 



cost of oxycodone can be as low as $5.20 per month and the patient does not need to attend a 

pharmacy daily for their dose. The costs of ORT co-payments are approximately 25 times more 

expensive than prescription opioids. This large cost variance makes it difficult to enrol patients in 

ORT programs, which are proven to achieve better outcomes than receiving unsupervised doses of 

pharmaceutical opioids in circumstances where the drugs can be traded, trafficked and injected. 2 

However, this is a current cost burden on the PBS system that would be shifted to better supporting 

these patients on ORT programs instead of funding their pharmaceutical misuse.  

It is therefore clear that the most cost effective solution to the current co-payment issue 

jeopardising the success of the ORT service in Australia, is for the government to fund the ORT drugs 

through the Pharmaceutical Benefits Scheme (PBS). Methadone and buprenorphine should be 

removed from the section 100 listings and be included as regular items on the standard PBS listings.  

The direct payment to suppliers of the drug component would remain as status quo. The patients 

would be charged a monthly contribution determined by the PBS (currently $38.30 for general 

patients and $6.20 for healthcare card holders).  They would also be provided with the same safety 

net entitlements currently enjoyed by other PBS recipients.12 An appropriate payment for the 

pharmacist providers should be determined using the current PBS pricing structures. The three 

components that generally comprise the pharmacist payment are: 12 

 The basic ingredient cost (which is $0 in the case of ORT drugs) 

 A professional fee, currently $7.02 (dispensing, recording, counselling etc.) 

 A drug of addiction recording fee, currently $2.95 

This comes to a total daily payment of $9.97, which equates to $303.25 each month (30 days). This 

value would be indexed and subject to the same rules for annual change that apply to other PBS 

items. The PBS would supply the differential between the total monthly fee ($303.25) and the 

particular patient contribution ($38.30 and $6.20) directly to pharmacies as is the case with all other 

PBS payments. 12  

Conclusion 
The effectiveness of opioid replacement therapy for treatment of opioid use disorders is well 

documented, with studies showing a reduction in illicit drug use and a benefit to individual patient 

and the wider community.14 As discussed in response to Question 25, community pharmacy 

providers are perfectly situated to provide this service with their extensive knowledge of medicine 

and their highly accessible nature. However, patient access and retention on the program rely on 

several other factors, including affordability of the treatment.  

As discussed in response to Question 37, the current co-payments required of ORT patients for their 

treatment are a major barrier to the success of the program. ORT patients are often on low income 

and the cost of treatment proves to be a financial burden further adding to their poverty and making 

it challenging to improve their quality of life and contribution to society.2 The provision of ORT 

services in community pharmacies are not incentivised through the current remuneration model. 

Pharmacies are reluctant to provide this service due to the immense workload and inequitable 

funding provided.  



Recommendations made in response to Question 40, prove that the addition of ORT drugs to the 

PBS would reduce the financial burden on patients making the service more viable, whilst motivating 

more providers to offer the program. The costs associated with this funding model would be offset 

by the reduction in costs across the board from governments including justice and corrections, and 

health costs such as hospital and mental health admissions.2 It would also reduce the current cost of 

pharmaceutical misuse on the PBS by shifting these patients onto the ORT program. 

Opioid replacement therapy is an effective treatment that provides benefits to individuals, their 

families and the wider community. Patients on ORT should be provided with the same access to 

medication as other Australians with chronic health conditions.2 

                                                           
1 

Australian Institute of Health and Welfare 2014. National Drug Strategy Household Survey detailed report 
2013. Drug statistics series no. 28. Cat. no. PHE 183. Canberra: AIHW.  
 
2
 Ryan J, Thomson N, Muhleisen P, Griffiths P. (2015). Chronic Unfairness: Equal treatment for addiction 

medicines?. Penington Institute. http://www.penington.org.au/wp-content/uploads/2015/04/Chronic-
Unfairness-Penington-Institute.pdf 
 
3 IHME (Institute for Health Metrics and Evaluation) 2014. Data visualizations. Seattle: IHME. 

4 NRHA (National Rural Health Alliance) 2012. Illicit drug use in rural Australia. Fact sheet 33, June 2012. 

Canberra.  

5 American Society of Addiction Medicine. (2011). Public Policy Statement: Definition of Addiction. Retrieved 

from: http://www.asam.org/advocacy/find-a-policy-statement/view-policy-statement/public-policy-
statements/2011/12/15/the-definition-of-addiction 
 
6
 Victoria. Department of Health (issuing body). (2013). Enhancing the Victorian community based 

pharmacotherapy system: directions paper. [Melbourne Department of Health]. 
 
7
 Australian Institute of Health and Welfare. (2015). National Opioid Pharmacotherapy Statistics Annual Data 

Collection (NOPSAD): data and references: supplementary data. Retrieved from: 
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129554786 
 
8 Gossop M, Marsden J, Stewart D, Kidd T. The National Treatment Outcome Research Study (NTORS): 4-5 year 

follow-up results. Addiction. 2003 Mar;98(3):291-303. PubMed PMID: 12603229. Epub 2003/02/27. eng. 
 
9
 Lord S, Kelsall J, Kirwan A. Centre for Research Excellence into Injecting Drug Use(CREIDU): Policy Brief No. 8. 

(2014). Opioid pharmacotherapy fees: A long standing barrier to treatment entry and retention. 
http://www.hrvic.org.au/wordpress/media/Policy-Brief-Lord-Kelsall-PDF.pdf 
 
10

 Shepherd, A., Perrella, B. & Hattingh, H. L. (2014). The impact of dispensing fees on compliance with 
opioid substitution therapy: A mixed methods study. Substance Abuse Treatment, Prevention, and Policy 
9(32). Retrieved from: www.substanceabusepolicy.com/content/9/1/32. 
 
11 Clark, N., Muhleisen, P., Teo, A., Brogan, D., Dunlop A. (2004). Who Should Pay the Costs of 

Methadone Treatment? Report for ANCD. 
 
12 Newton (2016), Personal communication, Irvine Newton B.Pharm FPS FAIPM OAM 
 
13 Chalmers, J. & Ritter, R. (2012). "Subsidising patient dispensing fees: The cost of injecting equity into the 

opioid pharmacotherapy maintenance system." Drug and Alcohol Review 31(7): 911-917. 
 

http://www.penington.org.au/wp-content/uploads/2015/04/Chronic-Unfairness-Penington-Institute.pdf
http://www.penington.org.au/wp-content/uploads/2015/04/Chronic-Unfairness-Penington-Institute.pdf
http://www.healthmetricsandevaluation.org/tools/data-visualizations
http://ruralhealth.org.au/sites/default/files/publications/fact-sheet-33-illicit-drug-use-rural-australia.pdf
http://www.asam.org/advocacy/find-a-policy-statement/view-policy-statement/public-policy-statements/2011/12/15/the-definition-of-addiction
http://www.asam.org/advocacy/find-a-policy-statement/view-policy-statement/public-policy-statements/2011/12/15/the-definition-of-addiction
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129554786
http://www.hrvic.org.au/wordpress/media/Policy-Brief-Lord-Kelsall-PDF.pdf
http://www.substanceabusepolicy.com/content/9/1/32


                                                                                                                                                                                     
14

 Rossmanith A. Fees for pharmacotherapy: An unfair buden?. Of Substance: The National Magazine on 
Alcohol, Tobaco and other Drugs; Nov (2011). Vol. 9, No. 3. 
 
 

Signatories of this submission: 
 
Ms Christine Bellamy BPharm GradDip ClinPharm PostGradDip Psych NPS AACPA 

Quality Use of Medicines Program Coordinator at Eastern Melbourne Primary Health Network 

 

Emeritus Prof Colin Chapman BPharm BVSc PhD FPS 

Monash University Faculty of Pharmacy and Pharmaceutical Sciences 

 

Dr Malcolm Dobbin PhD MBBS DRANZCOG MPH FAFPHM 

Public Health Physician 

 

Ms Jana Dostal BPharm 

Pharmacotherapy Liaison Coordinator, South Eastern Melbourne Primary Health Network 

 

Ms Marina Hanna BPharm MPS 

 Harm Minimisation Pharmacist 

 

Mr Robert Jamieson BPharm 

Victorian Police Pharmacist, Victorian Pharmacy Authority pharmacist member 

 

Ms Sarah Lord 

Harm Reduction Victoria 

 

Ms Michelle Lynch BPharm 

National Hospital Pharmacy Manager, Ramsay Pharmacy Group 

 

Mr Jarrod McMaugh BPharm MPS 

Community Pharmacy Managing Partner 

 

Mr Irvine Newton BPharm FPS FAIPM OAM 

Retired Community Pharmacy Proprietor 

 

Mr Angelo Pricolo BPharm 

Community Pharmacy Proprietor 

 

Ms Pene Wood BPharm 

Opioid Management Clinical Advisory, Western Victoria Primary Health Network 


