
	Submission	by	Romsey	Amcal	Pharmacy,	Wallan	Amcal	Pharmacy	and	Kilmore	Amcal	
Pharmacy	Partners	to	the	Pharmacy	Remuneration	and	Regulation	Review.		

	To	the	panel	of	the	Pharmacy	Remuneration	and	Regulation	review.	

We	 are	 a	 group	 of	 community	 pharmacists	 that	 operate	 in	 partnership	 together;	 Matthew	
Liubinas,	 Denis	 Liubinas	 ,	 Karen	 Lay,	 Binh	 Thanh	 Le	 and	Ming	 Yiu	 Ko.	 In	 all	we	 co-own	 three	
pharmacies	together	in	rural	locations	north	east	of	Melbourne.	
The	pharmacies	within	our	partnership	group	have	operated	since	2012	and	two	have	been	the	
recipient	 of	 awards	 of	 recognition;	 Australian	 Amcal	 pharmacy	 of	 the	 year	 and	 also	 Victorian	
Amcal	Pharmacy	of	the	year.	

As	part	of	our	submission	we	agree	with	 the	Pharmacy	Guild	on	 location	and	ownership	rules,	
PBS	discounting	and	issues	around	supply	of	the	new	expensive	S100	drugs	and	in	particular	the	
removal	of	GST	from	all	dispensed	medication.	

Re	:	Message	from	the	panel	

At	the	outset	we	question	sections	and	aims	contained	in	the	“message	from	the	panel”	

“this	is	primarily	a	consumer-focused	review	that	aims	to	identify	which	services	and	programs	
consumers	value	from	community	pharmacy.”	

The	panel	claims	this	a	review	“primarily”	focussed	on	identifying	which	services	and	programs	
consumers	 value	 from	 community	 pharmacy.	 Yet	 it	 seems	 to	 be	 the	 very	 little	 about	 that	 and	
more	that	the	focus	is	on	government	own	costs,	pharmacy	remuneration	and	location	rules.		

“the	sustainability	and	viability	of	an	effective	community	pharmacy	sector	is	a	key	consideration	
of	this	Review.”	

It	seems	the	panel	 is	hiding	behind	a	stated	aim	of	consumer	benefit	to	 initiate	a	remuneration	
review	which	we	mostly	feel	many	discussion	points	are	slanted	at	delivering	cuts	to	pharmacies	
and	savings	to	the	incumbent	government,	changing	location	rules	to	the	benefit	of	an	oligopoly	
pharmacy	 group	 Chemist	 Warehouse	 and	 detriment	 of	 current	 and	 future	 prospective	 young	
pharmacist	owners	and	questioning	ownership	rules	(q.42	and	45)	in	the	guise	of	review	headed	
by	 an	 “independent”	 chair.	 From	 the	 content	 of	 the	 Review	 panels	 comments,	 it	 seems	 that	
changes	 to	 Location	 rules	 are	 a	 given	 thus	 allowing	 big	 box	 discounters	 to	 locate	 and	 poach	
business	 at	 the	 expense	 of	 other	 community	 pharmacists.	 The	 panel	 is	 simply	 pleading	 in	 its	
review	questions,	to	seek	responses	on	how	they	can	get	about	this	with	minimal	disruption.	

The	introduction	says	it	all	and	is	a	constant	and	repeated	theme.	

“The	 Review	 will	 provide	 recommendations	 on	 future	 remuneration,	 regulation	 including	
pharmacy	location	rules,	and	other	arrangements	that	apply	to	pharmacies	and	wholesalers	for	
the	 dispensing	 of	 medicines	 and	 other	 services	 provided	 under	 the	 Pharmaceutical	 Benefits	
Scheme	(PBS),	to	ensure	consumers	have	reliable	and	affordable	access	to	medicines.	“	

“The	 NMP	 is	 aimed	 at	 bringing	 better	 health	 outcomes	 for	 all	 Australians,	 with	 a	 focus	 on	
supporting	 timely	 access	 to	 the	medicines	 that	 Australians	 need,	 at	 a	cost	 individuals	 and	 the	
community	can	afford.”	

“As	a	Commonwealth	program	the	PBS	primarily	assumes	responsibility	for	the	cost	of	drugs	to	
patients	in	the	community	setting”	

“	The	cost	of	providing	the	PBS	has	always	been	a	concern	to	Government	and	the	very	high	cost	
of	new	medications	has	increased	the	scrutiny	on	the	efficiency	of	the	PBS.”		

We	are	particularly	offended	by	the	 last	quote	 inserted.	We	wonder	why	this	 is	 included	in	the	
review.	 High	 cost	 drugs	 included	 in	 the	 PBS	 are	 a	 government	 spending	 policy	 that	 the	 panel	
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seems	 to	 implicate	 by	 its	 inclusion	 in	 this	 review,	 that	 somehow	 community	 pharmacy	 must	
carry	the	cost	burden	for	government.	

Community	pharmacy	has	already	made	 its	contribution	through	numerous	costs	 to	 its	 income	
caused	by	price	disclosure	and	yet	the	government	wants	more.	We	shall	respond	to	the	high	cost	
drugs	question	and	the	poor	performance	by	the	government	in	negotiating	its	cost	later	in	our	
submission.	

However	we	have	no	objection	 to	 the	review	panel	considering	how	community	pharmacy	can	
add	 value	 to	 the	 consumer’s	 experience	 through	 expanded	 roles	 and	 services	 that	 a	 properly	
remunerated	and	rewarded	community	pharmacy	can	provide.		

We	 object	 to	 the	 review’s	 term	 that	 sustainability	 is	 an	 adequate	 and	 appropriate	 level	 of	
remuneration.	 Sustainability	 does	 not	 imply	 a	 consideration	 of	 remuneration	 satisfactory	 for	
pharmacy	 owners	 to	 incentivise,	 innovate	 ,	 increase	 service	 capacity,	 adequately	 remunerate	
professional	employees	and	also	be	rewarded	for	being	the	risk	takers	who	invest	in	a	pharmacy	
network	 that	 provides	 the	 government	 and	 community	 a	 very	 accessible	 and	 highly	 regarded	
service	to	the	Australian	health	care	system.	

What	is	missing	in	this	review?	

We	 note	 several	 issues	 missing	 from	 the	 review	 panel’s	 agenda	 that	 should	 be	 of	 vital	
consideration.	

It	 is	 time	 to	 consider	 the	 extremely	 low	 pay	 rates	 for	 pharmacists	 employed	 in	 community	
pharmacies.	We	believe	the	current	pay	rates	are	too	low	and	are	being	widely	exploited	by	large	
pharmacy	 groups	 ,	 primarily	 Chemist	 Warehouse,	 as	 evidenced	 by	 Pharmacy	 Professionals	
Australia	 (http://www.professionalpharmacists.com.au/blog/discount-pharmacy-act-as-a-
handbrake-on-pharmacists-pay/).	 Pharmacies	 such	 as	 ours	 are	 doing	 the	 right	 thing	 in	
supporting	decent	pay	rates	and	yet	are	required	to	compete	with	the	aggressive	and	low	wage	
paying	 discounters.	We	 often	 tell	 customers	 this	 and	 it	 is	 a	 shame	 the	 consumer	 doesn’t	 care	
about	 this	 impact	 in	 the	 search	 for	 the	 cheapest	 price.	 The	 future	 impact	 of	 low	 pay	 on	 the	
Australian	pharmacist	workforce	needs	to	be	taken	into	consideration	as	 it	 is	one	of	the	lowest	
paid	professions.	 Is	 it	also	true	that	Chemist	warehouse	 is	employing	pharmacists	on	457	visas	
whilst	many	Australian	pharmacists	are	unemployed?	

Another	item	that	should	be	considered	is	how	such	a	large	pharmacy	group,	Chemist	Warehouse	
and	 My	 Chemist	 came	 into	 existence	 in	 the	 face	 of	 ownership	 regulations.	 It	 is	 common	
knowledge	 throughout	 the	pharmacy	 industry	 that	 the	ownership,	 income	and	“control”	of	 this	
group	 is	mostly	 in	 the	hands	of	 the	Gance	and	Verrocchi	 families.	How	does	 this	happen	when	
other	pharmacists	are	constrained	by	ownership	regulations?	Those	ownership	rules	are	based	
on	 the	 interest	 and	 protection	 of	 the	 community	 that	 limit	 the	 number	 of	 pharmacies	 that	 a	
pharmacist	may	have	ownership	or	a	pecuniary	interest	in.			

Q1.	Yes	-	We	believe	the	ratio	of	Pharmacies	to	the	population	is	optimal,	or	if	anything	too	many	
pharmacies	 as	 in	 the	data	 in	 the	 submission	 from	The	Pharmacy	Guild	of	Australia,	with	 input	
from	 Professor	 Henry	 Ergas	 and	 Professor	 Jonathan	 Pincus,	 to	 the	 Competition	 Policy	 Review	
Draft	Report.		

Q2.	We	should	not	be,	with	the	proviso	below,	increasing	pharmacy	numbers	as	the	report	above	
demonstrates	 current	 access	 and	pharmacy	 ratios	 to	 the	Australian	population	 at	 levels	 better	
than	many	other	essential	service	providers	and	similar	to	other	developed	countries.	It	should	
be	considered	by	the	panel	that	the	current	locations	rules	were	most	likely	a	driver	for	this.	Our	
proviso	is	that	where	the	current	location	rules	provide	,	new	approvals	be	granted,	where	need	
is	demonstrated	under	the	current	provisions.	

Q3.	The	current	Victorian	Pharmacy	Board	guidelines	cover	this	aspect	adequately.	What	should	
be	 considered	 is	 that	 in	 any	 pharmacy	 business	 certain	 goods	 detrimental	 to	 health	 should	



definitely	 not	 be	 sold.	 Such	 items	would	 include	 cigarettes,	 alcohol	 and	 sugar	 loaded	 drinks.	 I	
would	add	that	many	warehouse	pharmacies	promote	and	sell	supplements	that	are	of	dubious	
proven	efficacy.	This	 is	an	area	 for	 the	TGA	to	review	and	 implement	 the	removal	of	 “clinically	
tested”	or	“traditionally	used”	marketed	supplements	and	only	allow	better	validated	efficacious	
preparations.		
	
Q4.		No,	why	should	the	government	double	dip	and	take	some	of	the	extra	pharmacist’s	earnings	
unrelated	to	the	PBS.	This	is	tax	on	a	tax!	
	
Q5.	The	CPA	process	 is	 a	 collaborative	approach	 to	medicines	policy.	 Since	 its	 first	 iteration	 in	
1990,	 It	 has	 enabled	 the	World	 Leading	 PBS	 system	 to	 sustain	 and	 function	whilst	 delivering	
good	value	 for	government	and	patients	alike.	The	5CPA	process	alone	has	delivered	over	$1B	
worth	of	savings,	which	has	enabled	PBS	listing	of	world	first's	such	as	Hepatitis	C	medications	
listed	in	March	2016.		
These	agreements	are	public	documents	so	any	issues	with	clarity	&	transparency	are	a	complete	
fallacy.	Sustainability	has	been	demonstrated	with	 falling	overall	PBS	dollars	consistently	since	
2008	and	will	continue	to	do	so	(Note	that	this	is	like	for	like	comparisons	-	newly	Listed	HIV	and	
Hepatitis	C	medications	have	skewed	FY	2016	results).	Community	pharmacy	has	never	provided	
better	 value	 for	money-	 for	 government	 and	 patients	 -and	 any	 further	 regulation	 in	 this	 area	
could	has	drastic	consequences	to	this	network	and	provide	worse	outcomes	for	patients,	public	
health	&	pharmacies.		
	
Q6.	The	preferred	approach	would	be	a	7th	CPA	-	negotiated	by	the	Guild	and	Government		
only.	The	CPA	process	is	a	collaborative	approach	to	medicines	policy	which	to	date	has	delivered	
outstanding	 outcomes	 for	 both	 parties	 and	 ensured	 a	 world	 leading	 pharmacy	 service	 to	 the	
Australian	community.	
	
Q7.	 The	 CPA	 by	 definition	 is	 for	 Community	 Pharmacy	 only.	 Other	 groups	 are	 not	 immune	 to	
making	their	own	agreements.	We	do	not	believe	any	other	stakeholders	should	have	input	into	
an	agreement	that	the	owners	of	the	pharmacies	providing	the	services	(Pharmacy	Guild)	and	the	
government	who	pay	for	the	services	(on	behalf	of	the	people).	Contestability	and	effectiveness	
are	proven	with	 the	resulting	reports	 from	professional	programs.	The	administration	of	 these	
programs	should	be	tendered,	providing	the	administrators	have	adequate	knowledge	in	the	field	
and	can	resolve	problems	specific	to	pharmacy	practice.		
	
Q8	Yes-	it	is	entirely	appropriate.	The	CPA	by	definition	is	for	Community	Pharmacy	only.	I	don't	
believe	 any	 other	 stakeholders	 should	 have	 input	 into	 an	 agreement	 other	 than	 those	 directly	
impacted,	(skin	in	the	game)	i.e.	the	owners	of	the	community	pharmacies	providing	the	services	
(Pharmacy	Guild)	and	the	government	who	pay	 for	 the	services	(on	behalf	of	 the	consumer).	 It	
would	be	appropriate	 then	 for	 the	Government	 to	determine,	as	per	 this	 review,	what	services	
pharmacy	could	provide	for	its	taxpayers	and	then	negotiate	remuneration	for	those	services	it	is	
willing	to	subsidise.	
	
Q9.	 No	 -We	 believe	 the	 current	 system	 has	 been	 very	 productive	 to	 both	 parties	 in	 terms	 of	
improving	patient	outcomes,	providing	new	services,	constraining	costs,	driving	innovation	and	
change	 in	 the	sector.	This	question	 itself	 is	disturbing	as	 the	review	seems	 focussed	on	a	price	
and	not	an	outcome.	Delivery	of	health	outcomes	 for	 the	nation	 is	what	 the	pharmacy	network	
should	be	judged	on,	and	there	is	clear	evidence	the	normal	market	mechanisms	do	not	delivery	a	
gold	standard	health	product,	in	quality	or	cost	efficiency.		
	
Q10.	 Public	 hospitals	 already	 dispense	 PBS	 items.	 The	 objectives	 of	 the	 NMP	 are	 already	well	
served	by	community	pharmacy.		
	
Q11.	Yes-	refer	to	Guild	review	presented	to	Harper	review	re	accessibility	of	pharmacies.	
	
Q12.	Yes-	Patient	access	to	 information	at	“service”	style	pharmacies	has	never	been	greater	as	
owners	with	“skin	 in	 the	game”	are	striving	to	create	a	point	of	difference	between	themselves	
and	 warehouse	 pharmacies.	 We	 often	 find	 that	 many	 patients	 come	 from	 these	 high	 volume	
script	pharmacies	to	us	for	medication	information	as	it	was	never	given	or	offered.		Perhaps	in	



such	cases,	can	a	pharmacist	claim	remuneration	under	Clinical	Interventions	for	doing	someone	
else’s	work?		Our	pharmacies	find	that	patients	all	differ	in	their	need	for	information	from,	don’t	
want	to	know	(which	we	work	to	improve	that	attitude)	to	those	that	are	paranoid	of	side	effects	
and	 want	 to	 know	 everything	 and	 are	 in	 danger	 of	 talking	 themselves	 out	 of	 taking	 their	
prescribed	medication.	 Again	we	 need	 just	 as	much	work	with	 the	 high	 info	 patient	 to	 ensure	
compliance	that	will	potentially	save	on	future	health	care	costs.	
	
Q13.	Paper	prescriptions	 still	provide	 the	best	 communication	&	best	 fraud	protection	method	
between	 doctors	 and	 pharmacist.	 And	 yes,	whilst	 this	may	 be	 inconvenient,	 it	 is	 the	 safest	 for	
medication	management,	and	less	risk	of	privacy	&	technology	hacks.	I	believe	a	'barcode	only'	or	
technology	 only	 system	 is	 fraught	with	 danger.	 Privacy	 leaks	 and	 the	 issues	 involved	with	 the	
PCEHR	have	already	suggested	that	a	government	body,	or	any	kind,	is	not	ready	to	handle	this	
sort	of	private	data.	The	dispensing	pharmacist	 is	ultimately	 responsible	 for	 the	correctness	of	
the	medication.	i.e.	Indication,	drug,	suitability,	dose,	duration,	drug	form	and	delivery,	by	having	
an	 electronic	 only	 solution,	 you	 run	 the	 risk	 of	 reducing	 the	 relevance	 of	 the	 pharmacist	 in	
checking	these	parameters	are	correct.	 'In	person'	consultations	with	paper	prescriptions,	with	
or	 without	 electronic	 backup,	 is	 the	 gold	 standard	 of	 patient	 care.	 	 Pharmacist	 to	 patient	
consultations	also	uncover	many	more	medication	problems	such	as	incorrect	inhaler	technique,	
need	for	medscheck,	offer	to	monitor	BP	etc,	which	will	not	be	uncovered	by	online	dispensing.		
	
Also	 although	 eRx	 scripts	 system	 exists,	 it	 is	 generally	 poorly	 implemented	 by	 prescriber’s	 as	
well	as	issues	with	the	retrieval	system	of	eRx.	These	are	issues	at	the	prescriber’s		and	software	
provider’s	 end	 and	 until	 that	 end	 is	 fixed	 ,	 electronic	 script	 exchange	 should	 not	 even	 be	
considered.	
	
There	is	also	the	risk	that	some	prescribers	and	large	volume-driven	pharmacy	groups	could	use	
the	 introduction	 of	 digital-only	 prescriptions	 to	 channel	 patients	 to	 a	 preferred	 pharmacies,	
undermining	patient	choice	and	opening	up	potential	for	kickbacks	to	prescribers	as	incentive	to	
do	this.	
	
Q14.	 In	 no	 way	 is	 pharmacy	 “protected”.	 The	 implied	 question	 here	 is	 about	 location	 and	
ownership.	Pharmacy	is	“highly	regulated”	and	there	is	an	enormous	amount	of	restrictions	as	to	
who	owns	and	how	a	pharmacy	must	operate.	Rather	than	saying	that	the	pharmacy	industry	is	
protected,	 the	 review	 panel	 should	 recognise	 that	 it	 is	 the	 consumer	 that	 is	 “protected”	 by	
regulation	 against	 poor	 standards,	 knowing	 that	 owners	with	 skin	 in	 the	 game	 are	 ultimately	
responsible	 for	 the	way	 the	 pharmacy	 safeguards	medication	 delivery	 to	 them	 and	 have	 their	
expectations	 met	 around	 any	 concerns	 about	 their	 medicines	 being	 appropriately	 addressed.	
Ownership	rules,	goods	 that	we	do	not	stock,	 service	standards,	accountability	are	some	of	 the	
regulations	that	“protect”	the	consumer,	 in	what	most	people	do	not	realise,	 is	an	industry	that	
can	have	life	and	death	implications	in	every	day	dispensing.	In	fact	these	standards	are	designed	
to	ensure	patients	receive	the	appropriate	advice	and	checks	that	quality	use	of	their	medication	
occurs.	 And	 what	 about	 all	 the	 times	 patients	 are	 not	 recommended	 any	 medication	 or	 are	
referred	to	a	medical	practitioner?	
Surely	this	is	vital	part	of	the	NMP?	
	
Q16.	This	question	appears	to	assume	there	is	a	significant	difference	in	the	‘level	of	effort’	when	
dispensing	 an	 initial	 vs.	 a	 repeat	 prescription.	 Pharmacists	 are	 registered	 health	 professionals	
under	 the	 National	 Law	 and	 scheme	 administered	 by	 the	 Australian	 Health	 Practitioner	
Regulation	Agency	(AHPRA).	The	Pharmacy	Board	is	the	practice	board	that	is	responsible	for	the	
registration	of	pharmacists.		
The	 Pharmacy	 Board	 has	 a	 published	 document	 Guidelines	 for	 Dispensing	 of	 Medicines	 (latest	
version	 September	 2015)	 and	 is	 available	 from:	 http://www.pharmacyboard.gov.au/Codes-
Guidelines.aspx	
These	guidelines	do	not	differentiate	between	an	initial	or	repeat	script.	It	is	also	often	the	case	
that	 a	 repeat	prescription	 from	another	pharmacy	 is	more	 time	consuming	 than	dispensing	an	
original	 prescription.	 The	 review	 also	 does	 not	 appreciate	 all	 the	 situations	 that	 arise	 in	
dispensing	that	are	not	directly	remunerated	such	as	providing	owing	supplies	for	patients	who	
did	 not	 realise	 their	 repeats	 have	 expired	 or	 did	 not	 realise	 that	 had	 no	 repeats	 left.	 Owing	
prescriptions	are	extremely	time	consuming	as	there	is	a	need	to	dispense	twice.	Also	the	review	



panel	has	not	considered	irregular	hours	dispensing.	Should	there	be	extra	fees	paid	by	the	PBS	
for	dispensing	after	6pm	on	weekdays	and	also	on	weekends	when	employers	 are	 required	 to	
pay	penalty	rates	to	provide	the	same	service.		Many	government	departments	reimburse	service	
providers	for	out	of	hours	work	so	why	not	pharmacies?	
However	different	 rates	would	be	difficult	 to	manage	 as	 the	 admin	 costs	 for	 segregating	 these	
payments	would	be	nightmarish	for	the	pharmacists	knowing	already	how	difficult	PBS	claiming	
process	is	for	other	rendered	services	such	as	PPI’s,	CI’,	DAA	fees.	
Due	to	our	rural	location	there	have	been	numerous	times	where	the	pharmacist	has	driven	40	
minutes	or	more	to	deliver	a	medication	to	a	patient	with	a	serious	condition.		We	are	fortunate	
to	 have	 another	 pharmacist	 on	 most	 of	 the	 time	 to	 allow	 this	 but	 this	 also	 puts	 the	 rest	 of	
pharmacy	under	stress.	
	
Q17.	No	it	does	not	-	This	is	a	service	that	has	never	been	remunerated	by	the	PBS	even	though	
this	is	a	requirement	of	every	Pharmacy	Board	in	Australia.	I	can	see	a	risk	that	such	a	payment	
being	 rorted.	 Dispensing	 remuneration	 should	 however	 include	 this.	 	 The	 current	 fees	 do	 not	
take	 into	 consideration	 the	 time	 spent	 by	 our	 pharmacists	 contacting	 Doctor’s	 for	 a	 dose	 or	
medication	query,	an	 interaction	with	another	medication,	an	 inappropriate	medication,	 to	 find	
an	 alternative	 medication	 due	 to	 the	 countless	 out	 of	 stock’s	 or	 trying	 to	 decipher	 a	 hospital	
practitioners	prescriber	number.		
Q18	 Each	 of	 these	 add-on	 fees	 to	 the	 dispensing	 fee	 have	 a	 particular	 purpose.	 The	 PFDI	
encourages	 pharmacies	 to	 substitute	 generic	 medicines	 with	 the	 consent	 of	 the	 patient.	 The	
Dangerous	 Drug	 Fee	 and	 the	 Extemporaneous	 Dispensing	 Fee	 reflect	 the	 additional	 work	
entailed	in	dispensing	these	medicines.	It	is	vitally	important	that	any	changes	or	rationalisation	
of	these	fees	continues	to	recognise	the	additional	work	involved	and	is	not	used	as	a	means	to	
reduce	 the	 overall	 level	 of	 dispensing	 remuneration	 for	 pharmacies,	 which	 are	 already	 under	
severe	 financial	 pressure	 from	 PBS	 reforms.	 Further	 discretionary	 pharmacy	 discounting	 of	
patient	co-payments	would	undermine	 the	universality	of	 the	PBS	and	commoditise	medicines,	
sending	the	wrong	message	to	pharmacists	and	patients	in	relation	to	quality	and	price.	
	
The	 current	 policy	 that	 is	 adversely	 affecting	 rural	 pharmacies	 is	 the	 $1	 co-payment	 discount.	
This	policy	favours	larger	pharmacy	models	and	in	our	locations	as	rural	pharmacies	we	are	not	
immune	 to	 larger	 pharmacies	 doing	 this	 20	 minutes	 away	 by	 car	 who	 have	 access	 to	 higher	
volumes	and	have	access	to	lower	pharmacist	costs	as	they	operate	in	the	edge	of	the	Melbourne	
urban	 area.	 The	 $1.00	 concession	 discount	 does	 not	 recognise	 the	 higher	 costs	 associated	 to	
attract	pharmacists	away	from	urban	areas.	This	policy	is	a	severe	detriment	to	our	bottom	line	
whilst	 incurring	 higher	 costs.	 Also	 while	 the	 policy	 might	 be	 saving	 some	 money	 for	 some	
customers,	 this	 is	 not	 ultimately	 in	 the	 interest	 of	 patients/consumers	 if	 it	 means	 that	 some	
pharmacies	are	 cutting	 their	 staff	 levels	and/or	 services	or	 they	are	driving	20	minutes	by	 car	
costing	 fuel	 and	 running	 costs	 in	 the	 perception	 of	 saving	money.	 Another	 problem	with	 this	
policy	 is	 that	 it	 is	 undermining	 a	 central	 tenet	 of	 the	 PBS	 –	 namely,	 equitable	 access	 to	
medications	 for	 all	 Australians.	 Many	 pharmacies	 are	 not	 in	 a	 financial	 position	 to	 offer	 this	
discount	to	everyone	(indeed	many	are	not	in	a	position	to	offer	it	at	all).		
	
	
Q19.	The	RPMA	is	insufficient.	The	cost	to	attract	pharmacists	to	work	in	pharmacies	in	remote	
rural	areas	is	extremely	onerous.	Some	of	our	partners	have	just	exited	a	partnership	in	two	rural	
pharmacies	as	a	result	of	this	problem	even	though	receiving	RPMA	allowances.	
	
Q20.	Yes	at	the	pharmacist	end	but	lots	of	works	needs	to	be	done	with	prescribers.	
	
Q21	and	21	has	been	addressed	in	detail	by	the	Guild.	
	
Q23	and	24.	Yes.	The	government	has	done	a	very	poor	job	in	negotiating	the	cost	of	these	high	
cost	drugs.	The	PBS	is	paying	the	manufacturer	and	exhausting	funding	at	mind	blowing	rate	of	
over	$20K	per	script	for	Harvoni.	The	same	medication	can	be	purchased	overseas	at	$170	AUD!!!	
The	PBS	could	have	supplied	over	120	patients	for	the	price	of	one	if	they	had	tried	harder.	The	
issue	of	expensive	drugs	is	a	global	budgetary	issue	and	hospitalisation	cost	saving	issue	and	it	
should	not	be	incumbent	to	use	this	as	a	reason	to	extract	savings	from	pharmacists	to	cover	the	
increased	costs	for	the	PBS	.	This	funding	should	come	from	the	hospital	funding	budget	as	it	is	a	



direct	savings	benefit	 to	 the	public	hospital	system.	Perhaps	all	 such	high	cost	 items	that	come	
onto	 the	 PBS	 that	 show	 a	 viable	 cost	 benefit	 argument	 to	 other	 health	 area	 costs	 should	 be	
funded	 from	those	other	health	budgets.	 If	high	cost	drugs	are	 listed	 for	compassionate	 issues,	
then	the	increased	cost	is	a	permanent	increase	and	not	be	used	for	PBS	budget	comparisons.		It	
has	been	extremely	poor	form	for	health	ministers	to	point	the	finger	at	pharmacists	who	already	
provide	and	have	provided	massive	budget	savings	through	unpaid	services	and	price	disclosure	
as	a	reason	for	managing	PBS	expenditure	when	in	fact	it	is	the	expensive	drug	listings	that	cause	
the	highly	disproportionate	cost	blowouts	 just	 so	 that	 the	government	of	 the	day	meets	voters	
expectations.		
Lets	also	hasten	the	PBS	payment	to	pharmacies	and	scrap	GST	on	medication	purchases	which	
would	greatly	improve	the	cash	flow	for	the	pharmacies.	
	
Also,	The	current	remuneration	structure	for	high	cost	items	does	not	reflect	the	risk	involved	in	
stocking,	 ordering	 and	 dispensing	 them.	 Most	 pharmacies	 would	 have	 at	 some	 point	 had	 the	
experience	 of	 being	 presented	 with	 a	 prescription	 for	 a	 high	 cost	 item	 which	 they	 are	 have	
proceeded	to	order	in	for	the	patient,	then	only	for	the	patient	to	then	not	require	or	not	collect	
it.	There	are	also	costs	of	maintaining	stock	on	hand,	risks	of	products	expiring,	power	 failures	
affecting	fridge	lines	and	risks	in	the	requirement	to	retain	the	paper	prescription	for	payment.	A	
$70	profit	margin	on	an	item	which	costs	thousands	of	dollars	does	not	reflect	this	risk	and	we	
cannot	think	of	any	other	industry	that	would	accept	such	a	low	margin	on	a	high	cost	item.	 
	
	
Q25	 Continuing	 pharmacy	 programs	 (from	 the	 5th	 Community	 Pharmacy	 Agreement)	 are	
undergoing	 a	 cost-effectiveness	 analysis	 as	 part	 of	 the	 6CPA	 –	 these	 include;	 clinical	
interventions,	MedsChecks,	Home	Medicine	Reviews	and	Dose	Administration	Aids.	Assuming	a	
favourable	or	positive	outcome	for	these	services,	then	these	services	should	continue.		
Furthermore,	assuming	a	positive	outcome	on	cost-effectiveness	–	with	appropriate	and	targeted	
selection	criteria	there	should	be	a	lifting	of	the	caps	on	medication	management	programs	such	
as;	MedsChecks	and	Home	Medicine	Reviews.	
It	is	extremely	disappointing	and	frustrating	that	the	government	has	held	back	the	$600	million	
in	the	6CPA	agreement	to	allow	pharmacists	to	offer	a	wider	range	of	services.	
	
In	2014,	 the	Victorian	Government	held	 a	parliamentary	 Inquiry	 into	Community	Pharmacy.	 It	
was	run	by	a	bipartisan	senate	committee	and	produced	a	report	with	a	number	of	findings	that	
would	help	expand	the	role	of	pharmacists	in	primary	and	preventative	care.	This	can	be	found	at	
http://www.parliament.vic.gov.au/file_uploads/Community_Pharmacy_FINAL_Report_2BnB3N9
9.pdf 
The AMA representing the for-profit medical profession obviously objects and claim that they alone 
have the skills and yet allow practice nurses to perform many of these routine simple services. 
However they do support funding for a practice pharmacist in their practice and their research 
highlights the savings to the review	
	
Q26	Answered	earlier	in	our	response	to	Q3.	
	
Q27.	We	think	the	current	market	has	answered	that	already	in	that,	currently,	there	are	very	few	
pharmacies	in	community	that	are	able	to	rely	solely	on	dispensing	income	and	that	it	is	also	not	
the	 expectation	 of	 a	 consumer	 that	 other	 OTC	 items	 are	 not	 available	 in	 such	 a	 dispensing	
pharmacy.	 	This	would	not	be	viable	considering	the	current	Guild	analysis	of	 the	announced	1	
October	Price	Disclosure	reductions	 indicates	an	average	 impact	of	$0.23	per	script	or	$12,400	
per	pharmacy	per	year	reduction	in	gross	profit.	 	We	can’t	think	of	any	other	health	profession	
that	suffers	such	unfunded	losses	due	to	deliberate	government	policy.	This	was	not	included	in	
the	scope	of	the	review	panel	and	should	be	questioned	if	the	panel	is	looking	at	impacts	on	fair	
pharmacy	 remuneration.	 This	 one	 policy	 alone	 threatens	 the	 viability	 of	 many	 smaller	
pharmacies	as	this	is	a	hit	directly	to	the	bottom	line	and	this	happens	twice	a	year	on	a	regular	
basis!		
	
Q29	What	the	question	proposes	in	terms	of	pharmacists	in	general	practice	is	not	actually	going	
to	lead	to	any	better	health	outcomes.	In	our	role	as	community	pharmacists	we	already	perform	



most	 roles	 being	 proposed	 for	 a	 pharmacist	 in	 general	 practice	 such	 as	 counselling	 on	 new	
medications,	helping	with	adherence	and	monitoring	inhaler	technique.		
Why	 is	 there	 a	 need	 to	 duplicate	 these	 services	 when	 they	 are	 already	 done	 well	 in	 most	
community	 pharmacies	where	 pharmacists	 are	more	 accessible	 than	 they	would	 be	 in	 general	
practice?	And	if	this	is	not	the	case,	then	the	issue	should	be	addressed	separately	as	to	why	not.		
	
Q30.	 Is	 this	 question	 proposing	 that	 advice	 be	 remunerated	 and	 undertaken	 as	 a	 complete	
separate	 action	 from	 supply	 or	 as	 part	 of	 supply	 but	 with	 a	 formal	 remuneration	 structure	
included?	 Advice	 cannot	 and	 should	 not	 be	 separated	 from	 supply	 as	 it	 could	 potentially	
compromise	 quality	 use	 of	 medicines	 and	 not	 achieve	 optimal	 patient	 adherence.	 Formal	
remuneration	(whether	it	be	through	the	MBS	or	other	means)	should	be	considered	for	certain	
activities	 such	 as;	 ongoing	 patient	 adherence	 programs,	 inhaler	 technique	 check,	 blood	
monitoring	such	as	Hb1ac,	cholesterol	and	blood	pressure.	
	
Q33.	Again	we	reiterate	the	Guild	review	to	the	Harper	Competition	review	
	
Q37.	Yes	of	course,	cost	is	an	inhibiting	factor	for	most	things	in	life.	This	question	is	unnecessary	
and	vacuous.	
	
Q40.	Opioid	substitution	should	be	fully	funded	for	compliant	patients	for	supply	of	medication,	
dispensing	 costs	 and	 Admin	 fees	 for	 recording	 attendances,	 doses	 and	 Drug	 of	 Addiction	
recording.	 This	 could	 save	 the	 community	 and	 taxpayers	 substantial	 costs	 in	 crime	 and	many	
other	 costs	 incurred	 with	 dependant	 drug	 users.	 Administration	 of	 vaccines	 should	 be	 fully	
funded.			
We	 find	 it	 disrespectful	 that	 pharmacists	 can	 administer	 vaccines	 but	 the	 service	 cost	 is	 not	
funded	 as	 an	 MBS	 like	 doctors	 or	 nurse	 practitioners.	 It	 is	 not	 surprising	 that	 at	 times	
pharmacists	feel	like	the	poor	cousins	not	invited	into	the	same	house.	
It	 follows	a	 recurring	 theme	 that	 the	government	dose	not	 regard	our	work	as	equal	 to	others	
and	hence	the	ongoing	subjection	to	scrutiny	through	one	review	after	another.	
At	times	it	can’t	be	helped	if	we	feel	that	the	true	aim	of	reviews	like	this	is	that	the	governments	
most	preferred	outcome	is	that	we	work	as	 low	paid	public	servants	and	provide	everything	at	
cost	or	for	free.	
Screening	 programs	 such	 as	 cholesterol,	 coeliac,	 kidney,	 diabetes	 must	 be	 partially	 funded.		
Pharmacists	are	in	a	unique	position	to	educate	and	offer	consumers	these	screening	programs	
due	to	our	accessibility.		We	already	offer	some	of	these	services	and	have	uncovered	conditions	
that	patients	were	not	aware	of	and	would	not	have	known	otherwise	as	many	are	 likely	 to	go	
and	see	doctor	for	these.		This	demonstrates	the	unique	skills	we	possess.	Since	pharmacists	are	
the	 most	 visited	 health	 professional	 in	 our	 community	 they	 have	 the	 greatest	 opportunity	 to	
make	a	meaningful	 contribution	 this	way	 to	 the	health	of	our	 community.	These	patients	were	
then	referred	to	their	doctor	for	a	diagnosis.	Surely	this	deserves	some	form	of	support	from	the	
health	budget	in	light	of	savings	this	could	generate	down	the	track.	Intervention	and	prevention	
is	the	cheapest	form	of	health	care.	
	

Q41.	 There	 is	 very	 little	 reward	 for	 innovation	 in	 pharmacy	 due	 to	 the	 lack	 of	 current	
remuneration.		If	some	of	the	aforementioned	services,	screening	programs	in	Q40	were	funded	
this	would	allow	pharmacy	owners	 to	employ	pharmacists	 for	 longer	hours,	employ	additional	
pharmacists	for	these	tasks	and	also	increase	the	pharmacists	wage	which	they	duly	deserve	as	
alluded	to	in	the	introduction	(Pharmacy	Professionals	Australia).			

Q42.	 “The	Review	would	 like	 to	 understand	how	modification	 or	 removal	 of	 location	 rules	 for	
some	 or	 all	 areas	 of	 Australia	might	 be	 implemented	without	 unintended	 consequences.”	 This	
seems	a	statement	by	the	panel	that	changes	are	a	foregone	conclusion	so	is	our	response	futile?		

The	 location	 rules	 to	 date	 have	 actually	 been	 influential	 in	 developing	 a	 highly	 accessible	
community	pharmacy	network.	Some	fiddling	has	had	to	be	done	on	occasion	but	that	has	been	
to	 preserve	 the	 intention	 of	 the	 rules	 that	 ensure	 adequate	 and	 evenly	 dispersed	 pharmacies	
throughout	urban	and	regional	Australia.		

The	Pharmacy	Guild	has	made	substantial	presentations	to	the	Harper	Competition	Policy	review	



which	indicate	that	consumers	would	be	$115	million	worse	off	with	such	a	scenario	compared	
to	the	current	baseline	of	pharmacist	ownership	laws	and	location	rules.	The	removal	of	location	
rules	 would	 inevitably	 lead	 to	 clustering	 of	 pharmacies	 in	 areas	 perceived	 to	 be	 desirable	 in	
metropolitan	areas	with	fewer	services	in	rural	and	regional	areas.		
In	a	keynote	address	at	the	recent	Pharmacy	Connect	conference	hosted	by	the	Pharmacy	Guild	in	
Sydney	during	September	2016,	esteemed	and	respected	economist,	Professor	Henry	Ergas	gave	
a	keynote	address	on	pharmacy	regulation	pertaining	to	location	rules	and	ownership.		
On	ownership	regulations,	Professor	Ergas	said	the	requirement	that	only	a	pharmacist	can	own	
a	 pharmacy	 contributed	 to	 the	 trust	 consumers	 have	 in	 community	 pharmacy,	 which	 in	 turn	
helped	achieve	the	Commonwealth’s	health	goals.		
Below	are	 some	quotes	 attributable	 to	Professor	Ergas,	 and	are	 shared	and	 fully	 supported	by	
our	pharmacy	partnership;	“To	begin	with,	a	key	feature	of	the	ownership	rules	is	that	they	ensure	
a	 dispersed	 ownership	 structure,	 with	 very	 low	 levels	 of	 ownership	 concentration.	 That	 provides	
crucial	 benefits	 to	 the	 Commonwealth,	 as	 it	 prevents	 a	 situation	 emerging	 where	 the	
Commonwealth,	 to	meet	 its	objectives,	would	have	 to	purchase	dispensing	 services	 from	suppliers	
with	substantial	market	power,”	
	
Prof.	Ergas	commented	on	the	benefits	of	an	owner	pharmacist	structure	and	having	skin	in	the	
game.	
	
	“That	gives	them	strong	 incentives	to	maximise	the	goodwill	 in	their	asset,	not	 least	by	providing	
excellent	 customer	 service;	 this	 ‘skin	 in	 the	 game’	 aspect	 also	 enhances	 owners’	 incentives	 to	
conduct	 themselves	 and	 their	 pharmacies	 ethically	 and	 professionally,	 and	 not	 risk	 loss	 of	
registration	and,	therefore,	loss	of	value	in	the	pharmacy,”._	_	
“It	is	inconsistent	with	the	evidence	to	claim	that	the	location	and	ownership	rules	reduce	access	or	
undermine	 efficiency—on	 the	 contrary,	 that	 evidence	 suggests	 they	 result	 in	 a	 high	 level	 of	
community	access	while	underpinning	a	dispersed	ownership	structure	which	serves	the	interests	of	
the	Commonwealth,	of	individual	proprietors	and	of	consumers.	Whatever	claims	might	be	made	in	
theory,	these	practical	outcomes	demand	and	deserve	substantial	respect.	“	
“In	 short,	 one	 needs	 to	 be	 extremely	 cautious	 in	 altering	 a	 framework	 that	 is	 well	 grounded	 in	
economic	analysis,	compellingly	supported	by	evidence	and—most	importantly—	works	“	

Furthermore	 the	 change	 in	 location	 rules	 will	 actually	 rule	 out	 the	 chance	 for	 many	 young	
pharmacists	 of	 ever	 becoming	 an	 owner	 or	 partner	 pharmacist.	Dismantling	 the	 location	 rules	
will	 allow	 predatory	 groups	 to	 establish	 pharmacies	 in	 large	 market	 areas	 and	 develop	 a	
dominant	position	by	 loss	 leading	and	removing	opposition	 to	monopolise	profitable	 locations.	
This	will	kill	any	chance	a	young	pharmacist	has	of	getting	skin	into	the	game.	Does	the	review	
understand	the	enormous	cost,	commitment	and	risk	to	establish	a	new	pharmacy?	These	costs	
are	onerous	without	even	paying	goodwill	and	beyond	the	scope	of	experience	and	savings	of	a	
young	 pharmacist.	 Our	 partnership	 has	 three	 young	 pharmacist	 partners	 that	 are	 looking	 to	
increase	their	share	whilst	one	partner	seeks	retirement.	This	is	the	kind	of	succession	plan	and	
strategy	that	community	pharmacy	needs	to	sustain	the	important	aspect	of	having	pharmacists	
gain	nurtured	experience	and	with	skin	in	the	game.	

It	is	interesting	to	note	that	many	warehouse	style	pharmacies	have	not	moved	into	rural	areas	
with	small	populations	as	this	doesn’t	suit	their	business	model	of	high	volume	dispensing.		They	
are	 only	 interested	 in	 areas	 where	 they	 can	 maximise	 their	 profit	 promoting	 dubious	 and	
expensive	supplements	to	the	uninformed	public.	They	do	not	comply	with	the	code	of	practice	of	
the	pharmacy	boards	which	call	for	pharmacists	to	only	recommend	evidence	based	therapeutic	
goods.	

Chemist	 Warehouse	 and	 possibly	 other	 groups	 have	 supported	 deregulation	 in	 the	 hope	 of	
creating	 an	 oligopoly	 and	 then	 fight	 it	 out	 for	 the	 monopoly.	 This	 situation	 may	 benefit	 the	
Australian	 community	 short	 term	 in	 some	 temporary	 competitive	pricing	but	 as	we	have	 seen	
with	petrol	stations	around	Australia,	nothing	will	change	once	market	supremacy	is	established	.	
Monopolies	 are	 opportunists	 at	 every	 level.	 On	 top	 of	 this,	 service	 levels	 will	 diminish	 as	 the	
“corporate”	style	will	seek	to	improve	profits	by	reducing	labour	costs	and	pushing	consumers	to	
do	all	the	work	themselves	at	self	serve	counters,	apps	to	get	your	CMI’s	online	resulting	in	self	
interpretation	of	medical	information	,	payments	for	document	witnessing,	payments	for	delivery	



services	,	self	script	check	–in,	no	skilled	service	staff	on	the	retail	floor	(	as	recently	experienced	
in	the	USA	by	one	of	our	partners	)	etc	etc	and	the	list	will	go	on	.	

	Q43&44.	 Rural	 areas	will	 suffer	 through	 if	 location	 rules	 change	 in	 any	 situation.	Many	 rural	
towns	 are	 already	 in	 strong	 competition	 with	 pharmacies	 located	 in	 regional	 towns,	 online	
pharmacies	 and	 urban	 areas	 and	 their	 proliferation	 shall	 only	 exacerbate	 the	 situation.	 Rural	
pharmacies	 as	 previously	 stated,	 have	much	 higher	wage	 and	 other	 costs	 as	well	 as	 access	 to	
smaller	markets	which	limits	their	potential	profitability.	

Q45.	Ownership	 is	not	 in	 the	scope	of	 this	 review.	This	question	should	be	removed.	However,	
since	the	panel	has	 introduced	the	issue	we	shall	make	the	most	of	this	opportunity	to	address	
this	 and	 hope	 that	many	 consumers	 shall	 read	 our	 submission.	 This	 issue	 is	 the	 constant	 that	
hangs	 over	 owner	 pharmacists	 promoted	 to	 governments	 by	 the	 lobbyists	 for	 supermarkets,	
media	moguls	with	corporate	interests,	Chemist	warehouse	so	that	they	can	make	their	fortune	
by	selling	to	Coles	or	Woolies.	As	stated	before	no	review	has	provided	any	sound	evidence	as	to	
why	 this	 is	 in	 the	 public	 interest	 except	 for	 perhaps	 better	 pricing	 which	 will	 eventually	
disappear	when	 an	 oligopoly	 is	 established.	 	 So	what	 is	 the	 driving	motive	 for	 a	 corporate	 to	
deregulate	and	become	pharmacy	operators….to	promote	health?	We	doubt	it.	Ah	yes	,	of	course	
they	do	not	control	every	sector	of	retail	in	Australia	yet.	They	see	this	as	another	opportunity	to	
increase	 profits	 for	 shareholders	 and	 reasons	 to	 increase	 executive	 bonuses.	 How	 will	 this	
benefit	the	public?	How	will	Coles	and	Woolies	be	trusted	to	support	the	NMP	(a	strong	criterion	
of	this	review	panel)	as	well	as	the	support	the	health	outcomes	of	every	Australian	when	they	
themselves	are	a	causal	 factor	to	poor	health	through	the	products	they	promote	that	generate	
the	bulk	of	their	profits?	One	only	has	to	look	at	their	top	10	selling	categories.			

	https://everytable.wordpress.com/2009/10/16/changing-top-10-grocery-items/		

If	deregulated	ownership	occurs,	how	will	the	authorities	ensure	public	safety,	as	no	director	will	
ever	 be	 culpable	 for	 mistakes	 that	 occur	 which	 could	 happen	 in	 management	 requests	 for	
improved	 productivity	 or	 cost	 cutting	 in	 counselling	 services.	 Will	 the	 CEO	 be	 personally	
responsible	 for	 incidents	 that	 present	 before	 Pharmacy	 Boards	 and	 will	 they	 have	 their	
pharmacy	license	revoked	for	the	whole	of	that	organisation?	If	it	were	an	owner	pharmacist	that	
would	happen…skin	in	the	game	equals	responsibility	and	accountability	at	the	ground	levels.	

One	of	our	pharmacists	has	been	a	preceptor	for	the	last	seven	years,	giving	up	countless	hours	of	
his	time	and	which	is	also	unpaid.		Who	will	pay	for	that	in	a	deregulated	environment	and	why	
should	 preceptors	 not	 be	 paid	 for	 their	 contribution	 to	 providing	 future	 pharmacists	 to	 the	
community?	

Will	the	likes	of	Coles	or	Woolies	declare	their	interest	in	public	health	now	that	they	would	be	a	
health	 service	 provider	 and	 cease	 ownership	 in	 any	 holdings	 that	 promote	 ill-health	 to	 the	
Australian	community?	Will	they	stop	selling,	cigarettes,	alcohol,	and	sugar	loaded	beverages	and	
confectionery?	To	compete	in	a	level	playing	field	will	we	as	pharmacists	be	able	to	sell	the	same	
products	 to	 cross-subsidise	 our	 business	 as	 a	 competition	 war	 ensues	 between	 pharmacist	
owned	 and	 non-pharmacist	 owned	 pharmacies?	 How	 will	 the	 ACCC	 monitor	 and	 prevent	
supermarkets	 from	 predatory	 pricing	 with	 their	 ability	 to	 run	 prices	 at	 a	 loss	 by	 cross-
subsidising	these	losses	with	their	profitable	unhealthy	products?	

How	will	authorities	prevent	 infiltration	of	bikie	gangs	and	criminal	elements	accessing	control	
of	pharmacy	businesses?	Owning	a	compounding	pharmacy	would	give	access	to	drugs	 in	pure	
form.	To	date	criminal	elements	seem	to	easily	infiltrate	any	business	they	target.	

Should	doctors	or	medical	practice	owners	be	allowed	to	own	pharmacies	adjacent	to	or	in	their	
own	 practice?	 The	 answer	 is	 a	 resounding,	 no!	 Imagine	 the	 temptation	 and	 potential	 for	 over	
prescribing,	pressuring	patients	to	go	to	the	medical	practice’s	own	pharmacy	and	thus	resulting	
in	 excessive	 use	 of	 medication	 as	 well	 as	 increasing	 PBS	 costs.	 Also	 we	 believe	 likewise,	 that	
pharmacists	should	not	be	able	to	own	medical	practices	for	the	same	reasons.		

And	lets	 look	at	eventual	price	benefits	to	the	consumer	if	deregulation	occurs.	Best	we	look	at	
the	 USA	 which	 is	 the	 gold	 standard	 of	 deregulation.	 We	 challenge	 the	 panel	 and	 anyone	 to	



compare	Walgren’s	 or	 CVS	 online	 pricing	 in	 the	 US	 and	 compare	 that	 with	 current	 pricing	 in	
Australia.	 We	 have,	 and	 medicines	 are	 not	 cheaper	 in	 the	 USA	 and	 are	 in	 fact	 much	 more	
expensive.	This	is	also	before	one	applies	the	affordability	test	as	the	average	wages	in	the	USA	
are	far	less	than	in	Australia.	What	that	tells	me	is	that	these	corporate	giants	maybe	competing	
against	each	other	(just	like	petrol	retailing	here)	but	any	savings	are	not	reaching	the	consumer.	
Expect	that	to	happen	here	once	independent	pharmacies	are	out	of	the	way.	

So	 the	 Harper	 review	 never	 provided	 any	 evidence	 of	 consumer	 benefit	 or	 answered	 these	
questions	 in	 its	 recommendations	 and	 just	 as	 the	 public	 is	 fed	 overarching	 statements	 that	
deregulation	is	good	by	the	media,	the	Harper	review	toed	the	same	corporate	interest	view.	Why	
should	we	believe	any	that	any	of	this	is	true?	

Ownership	 deregulation	 presents	 so	many	more	 issues	 than	 problems	 than	 they	 solve,	 if	 they	
solve	 any	 at	 all.	 And	 all	 this	 is	 raised	 when	 pharmacists	 are	 at	 the	 top	 of	 the	 most	 trusted	
professions.	We	are	definitely	far	ahead	of	any	other	retail	or	paid	service	provider.	Perhaps	it	is	
because	the	consumer	perceives	that	pharmacist	 fulfil	 their	role	to	a	high	expectation.	To	often	
we	hear	from	the	few	who	in	the	media	have	a	pre-occupation	to	belittle	the	outstanding	work	
most	pharmacists	do	or	are	they	a	mouthpiece	for	the	media	who	rely	on	corporate	advertising	
for	their	livelihood.	For	example,	Chemist	warehouse	are	one	of	the	biggest	advertisers	at	Fairfax	
and	 Newscorp.	 	 These	 papers	 are	 always	 quoting	 CWH	 in	 a	 positive	 frame	 and	 the	 “nasty”,	
“strong	lobbyist	group”	and	“greedy”	chemists	of	the	Guild	are	never	reported	in	context	or	given	
enough	space	for	a	proper	reply.	

Has	 the	media	 ever	 reported	 CWH	 on	 defrauding	 the	 PBS,	 breaches	 of	 advertising,	 their	 anti-
competitive	behaviour	 through	market	power,	 that	 their	pharmacists	are	 the	most	poorly	paid,	
interns	working	for	nothing,	staff	not	being	paid	for	attending	training	and	now	the	employment	
of	pharmacists	on	457	visas	as	Australian	pharmacists	are	too	expensive?	

Deregulation?		Beware	the	corporates.	

Q49.		Such	an	approach	is	undesirable.	Again	this	presents	the	same	problems	as	abandoning	the	
current	location	rules.	Any	license	fee	would	not	substantially	be	able	to	compensate	pharmacies	
that	are	impacted	by	a	new	entrant	in	lieu	of	surrendering	their	approval	number.	Did	Chemist	
Warehouse	prepare	this	question	for	the	panel?	

Q50.	 Again	 we	 object	 to	 the	 question	 that	 location	 rules	 are	 limiting	 competition.	 Even	 rural	
towns	are	in	strong	competition	with	urban	discount	and	big	box	pharmacies	and	as	expressed	
before,	 medication	 in	 Australian	 is	 cheaper	 than	 in	 deregulated	 environments	 of	 similar	
developed	 countries.	 However	 location	 rules	 have	 helped	 maintain	 profitability	 to	 date	 as	
pharmacy	 is	 struggling	 with	 the	 losses	 incurred	 in	 stock	 value	 each	 time	 a	 price	 disclosure	
reduction	has	occurred.	Has	the	review	considered	the	impact	of	price	disclosure	reductions	on	
stock	holding	value	losses	each	time	this	occurs?	This	impacts	the	bottom	line	substantially	twice	
a	year.		

Maintaining	 profitability	 is	 a	 more	 than	 reasonable	 expectation	 as	 why	 would	 any	 business	
including	 supermarkets	 operate	 at	 cost?	 Why	 would	 a	 pharmacist	 experience	 the	 stress,	
workloads,	responsibilities	and	risk	for	no	reward?	I	am	sure	the	panel	members	are	being	paid	a	
comfortable	remuneration	 for	 their	efforts	as	 it	 is	a	normal	expectation	 for	 the	knowledge	and	
skills	they	have	acquired	and	are	using	hopefully	in	this	review.	Profitability	as	stated	earlier	in	
this	submission	is	vital	in	maintaining	a	innovative,	valuable	and	trusted	pharmacy	network	for	
the,	Australian	community.		

Q51.	No-	again	we	do	not	agree	that	there	is	benefit	in	changing	the	location	rules.	With	regard	to	
pharmacy	 hours	 ,	 that	 is	 a	 matter	 for	 each	 owner	 to	 determine	 if	 the	 hours	 of	 operation	 are	
indeed	 in	 demand	 	 and	 if	 staffing	 and	 other	 costs	 can	 be	 recovered	 when	 open	 those	 hours.	
Maybe	even	the	owner	will	be	allowed	to	make	a	profit?	The	AMA	representing	for-profit	medical	
practitioners	disagrees	and	eyes	this	as	an	opportunity	to	encompass	small	dispensaries	within	
their	owned	medical	centres	hoping	to	 top	up	rent	 income	as	 they	do	already	 from	the	 likes	of	
pathology,	physios,	psychology	etc.	



Q52.	 Again	 we	 do	 not	 believe	 a	 change	 is	 necessary	 as	 all	 pharmacies	 are	 exposed	 to	 strong	
competition.	The	review	seems	to	have	a	distortion	on	pricing	that	every	pharmacy	must	be	the	
lowest	because	 it	 is	 good	 for	 the	 consumer.	Each	owner	has	different	 cost	 structures,	different	
service	models	 and	 if	 the	 owner	 is	 pricing	 too	 high	 people	will	 vote	with	 their	 feet.	We	were	
involved	in	such	a	situation	in	a	rural	town	where	we	partners	in	the	only	two	pharmacies	in	the	
one	 town.	 Our	 staffing	 costs	 for	 pharmacists	were	 exorbitant	 as	 it	was	 near	 impossible	 to	 get	
regular	pharmacists	to	stay.	Nevertheless	competition	was	only	15	minutes	away	and	regardless	
of	that	competitive	pricing	is	a	way	of	maintaining	goodwill	and	repeat	business	in	both	stores.	

Q53.	This	would	not	be	desirable	as	it	would	put	pharmacies	into	a	commoditised	location	that	
removes	the	professional	environment.	The	review	should	understand	that	scheduled	medicines	
and	prescriptions	and	not	normal	commodities.	There	are	strong	reasons	why	the	sale	of	potent	
medicines	 and	 dispensing	 of	 medicines	 are	 regulated	 and	 can	 only	 be	 distributed	 from	 a	
pharmacy.	Also	one	would	expect	much	higher	rent	costs	for	a	pharmacy	in	such	locations	from	
landlords	even	though	the	supermarket	itself	is	most	likely	being	charged	far	less	rent	per	sq	ft.	
as	an	anchor	tenant.		

	

Q54.	Public	hospitals	could	provide	this	service	but	they	are	already	overwhelmed,	have	higher	
staffing	 costs.	 Longer	 waiting	 times	 and	 are	 very	 inaccessible	 and	 poorly	 distributed	 in	 the	
community.	For	all	 these	reasons	we	wonder	why	ask	this	when	the	review	is	 focussed	on	cost	
saving	 and	 improving	 consumer	 access.	 Pharmacies	 that	 service	 private	 hospitals	 can	 already	
dispense	PBS	 items	so	why	ask	 this	question?	 Is	 the	 review	panel	presuming	deregulation	and	
that	 private	 hospital	 owners	 will	 operate	 their	 own	 pharmacies?	 Again,	 another	 recipe	 for	
disaster	 if	 the	 panel	 believes	 the	 private	 hospital	 owned	 pharmacies	 will	 reduce	 costs	 to	 the	
consumer.	(See	article	the	Age	22/9/16	Page	2	re	escalating	private	health	insurance	costs)	One	
only	has	to	look	at	how	expensive	our	private	hospital	system	is	and	their	propensity	to	charge	as	
much	 as	 the	market	will	 bear.	 If	 this	 should	occur	what	 choice	would	 a	patient	have	of	where	
his/her	medication	came	from	and	what	price	would	that	be?	Please,	let’s	get	real	here	and	this	
will	not	benefit	anyone	but	the	owner	of	the	private	hospital	and	definitely	not	the	patient.	

Q55.	It	would	not	be	viable.	Currently	public	hospitals	do	not	even	run	a	full	pharmacy	service	24	
hours.	

Q56-60	We	 do	 not	 agree.	 Community	 pharmacy	 already	 performs	 this	 role.	What	 needs	 to	 be	
actioned	 is	 the	 use	 of	 6CPA	 funds	 to	 establish	 a	 better	 protocol	 for	 hospital	 discharge	 issues	
around	 changes	 to	 a	patient’s	medication.	Hospital	 pharmacies	will	 not	broaden	access	 for	 the	
community	to	pharmacy	services.	A	more	pressing	issue	is	to	allow	certain	restricted	medication	
on	hospital	prescriptions	to	be	dispensed	 in	a	community	setting.	 	Time	and	time	again	we	see	
patients	 travelling	 up	 to	 3	 hours	 in	 order	 to	 secure	 a	 medication	 restricted	 to	 a	 hospital	
pharmacy	that	could	be	dispensed	at	a	community	pharmacy	if	it	was	funded.	

Q62-72	No	response	as	we	do	not	deal	with	these	services	in	our	location.	

Q75.	Pfizer	supply	direct	has	been	difficult	and	cumbersome	and	at	 times	has	disrupted	access	
for	 patients	 due	 to	 unpredictability	 of	 patient	 demand	 for	 particular	 stocks	 and	 the	 delays	
involved	at	times	with	Pfizer	direct	supply.	In	some	cases,	a	medication	supplied	by	Pfizer	it	has	
taken	 up	 to	 four	 days	 to	 be	 delivered	 to	 the	 pharmacy.	 It	 is	 definitely	 not	 a	 situation	 that	 a	
community	pharmacy	would	want	 having	 to	 deal	with	XX	number	 of	 suppliers	 and	having	 the	
ordering	 difficulties,	 administrative	 and	 handling	 costs	 and	 time	 checking	 and	 unpacking	
piecemeal	orders	onto	dispensary	shelves.	The	current	CSO	and	wholesaler	arrangement	serve	
the	community	well	in	providing	timely	access	for	supply	of	PBS	and	other	medicines.	

Q79.	The	wholesalers	should	have	the	freedom	for	discretion	in	trading	terms	etc	as	long	as	this	
does	not	impact	on	pricing	lifting	above	the	PBS	cost	base	used	to	calculate	remuneration.	

Q80.	This	was	not	a	desirable	change.	Fortunately	our	wholesaler	is	not	stretching	out	orders	to	
72	hours.	



Q81.	Minimum	order	quantities	can	disrupt	supply	and	even	deter	a	pharmacy	from	stocking	a	
particular	 item	 if	 demand	 is	not	 sufficient.	 Currently	 community	pharmacies	 assist	 in	ordering	
efficiency	 by	 doing	 a	 large	 order	 at	 the	 start	 of	 each	 month	 according	 to	 demand	 and	 then	
topping	up	with	another	large	order	once	a	week	and	then	smaller	daily	orders.	This	assists	the	
wholesalers	 in	reducing	 their	costs	and	some	compensation	 is	given	 to	our	pharmacies	 for	our	
cooperation	and	effort.		

Q84.	Do	 not	 understand	 the	 question	 and	 the	mark-up	 concept	 is	 not	 explained	 sufficiently	 to	
comment.	

Q85.	No	change	required.	The	current	delivery	system	works	well	to	the	benefits	of	taxpayers	as	
most	medicines	can	be	delivered	in	a	timely	fashion	

Q86.	As	stated	earlier	dealing	with	manufacturers	such	as	Pfizer	is	inefficient.	However	what	the	
review	should	look	at,	is	that	listed	PBS	medicines	should	be	available.	The	ongoing	out	of	stock	
situation	is	worsening	year	on	year	as	governments	keep	squeezing	blood	from	the	stone.	

Q87	Undesirable	as	per	Q75	

Q88.	 Disagree	 with	 the	 contemplation	 of	 the	 question.	 The	 review	 panel	 seems	 to	 want	 to	
complicate	the	current	system	for	the	sake	of	tendering	the	most	profitable	area	of	a	wholesaler’s	
business.	 This	will	 affect	 rural	 and	 regional	 services	 and	 pricing	 and	 benefits	 the	 government	
only.	 The	 review	 wants	 to	 focus	 on	 possible	 government	 cost	 savings	 under	 the	 umbrella	 of	
representing	 taxpayers.	 Perhaps	 this	 review	 panel	 could	 also	 add	 a	 question	 to	 the	 consumer	
portion	of	this	survey	asking	how	else	the	government	could	save	taxpayer’s	money	to	improve	
the	 PBS.	 Now	 wouldn’t	 that	 be	 embarrassing?	 How	 about	 for	 starters,	 plebiscites,	 detention	
centres,	politicians	pay	and	perks,	diesel	rebates,	tax	avoidance,	negative	gearing	costs.	

Q90	and	91.	In	answer	to	these	questions,	The	Pharmacy	Board	of	Victoria	already	maintains	the	
highest	standards	as	well	as	pharmacies	enrolling	in	QCPP.	Although	sometimes	we	may	not	all	
meet	 customer	expectations,	 this	 is	 the	 same	of	 any	business,	 however	 again	we	 reiterate	 that	
community	 pharmacies	 must	 be	 doing	 something	 right	 as	 demonstrated	 by	 trust	 and	 service	
surveys	compared	to	other	service	providers.	

Q92.	Interesting	that	this	question	is	asked	as	we	have	never	been	asked	about	a	single	question	
by	a	client	about	their	MY	Health	Record.	Perhaps	the	department	responsible	is	doing	a	poor	job	
and	needs	a	review	panel	to	assess	improvements	in	their	operation.	

Q93.	We	 as	 pharmacists	would	 love	 to	 be	 involved	 in	 this.	How	 can	 doctors	 be	 encouraged	 to	
participate?	Medical	practitioners	either	see	this	as	stamping	on	their	turf	 ,	have	low	regard	for	
pharmacists	and	do	not	wish	to	engage	or	are	 just	 too	busy	to	co-operate.	This	 is	another	area	
6CPA	 funds	would	be	well	 spent	on	 to	 initiate	 such	a	program	of	 interaction	between	medicos	
and	community	pharmacists.	 	An	opt	out	approach	should	be	taken	with	the	My	Health	Record	
allowing	 health	 professionals	 to	 share	 and	 review	 information,	 saving	 time,	 reducing	mistakes	
and	medication	errors	and	thus	reducing	medicated	related	hospital	admissions	and	ultimately	
saving	taxpayers	money.	

Q98.	Yes	these	standards	are	and	must	be	upheld.	To	not	do	so	is	in	breach	of	the	regulations.	The	
current	 standards	 do	 not	 need	 improvement.	 	 In	many	 cases	 community	 pharmacy	 creates	 its	
own	new	standards	as	recently	demonstrated	with	the	Pharmacy	Guild’s	innovative	codeine	and	
scheduled	substances	recording	program.	Even	the	state	authorities	were	amazed	at	how	quickly	
this	came	into	affect.	

Such	improvements	left	to	governments	take	forever	or	never.	How	long	have	governments	been	
looking	at	real	time	recording	of	prescriptions	for	Drugs	of	dependence	and	addiction	to	detect	
doctor	shopping?	We	are	still	waiting	with	baited	breath.	

Q99.	We	note	that	the	review	has	broken	down	dispensing	into	5	double	steps	and	not	the	real	10	
steps	 as	 per	 submission	 by	 Harriet	Wright.	 The	 10	 steps	 also	 do	 not	 include	 checking	 expiry	
dates,	 time	 taken	 in	 item	selection,	 issues	with	out	of	 stocks	and	a	myriad	of	other	small	 steps	
that	are	part	of	the	supply	process.	



Q103.	 Is	 the	 question	 re	 initial	 script	 and	 repeat	 script	 workload	 beyond	 the	 scope	 of	 a	
consumer?	Would	a	consumer	know	the	10	steps	to	dispensing	each	and	every	script?	Does	the	
consumer	 understand	 the	 workload	 differences	 between	 an	 outside	 repeat	 and	 a	 pharmacy’s	
own	repeat?	Does	a	consumer	understand	that	the	care	and	checking	of	any	script	be	it	original	
or	 a	 repeat	 entails	 the	 same	 need	 for	 detail,	 checking,	 correctness,	 selection	 and	 at	 times	
counselling?	We	put	it	that	this	question	is	beyond	the	scope	of	a	consumer	to	be	able	to	answer	
this	question	as	 the	consumer	has	no	 involvement	with	 the	dispense	process	and	 is	purely	 the	
recipient.	

	

Q106.	Another	 inane	question.	 In	what	way	 is	a	consumer	have	the	skill	or	knowledge	to	asses	
the	answer	to	the	question?	A	consumer	may	have	received	poor	service	or	advice	and	consider	
that	is	was	good	or	on	the	another	the	consumer	may	have	received	great	service	or	advice	but	
may	have	 considered	 it	 in	 their	 judgement	 inadequate	 or	 considered	poor	 advice	 if	 that	 is	 not	
what	they	wanted	to	hear.	One	only	has	to	look	at	websites	such	as	Tripadvisor	to	see	the	great	
disparity	in	peoples	reviews	which	vary	to	over-bearing,	too	fastidious	or	too	easily	pleased	and	
then	have	visited	that	place	and	wondered	about	the	value	of	that	review.		

Q108.	 Re	 concerns	 about	 confusion	 of	 the	 $1	 discount,	 this	 is	 a	 government	 policy	 designed	
purely	to	save	itself	on	safety	net	expenditure	and	to	appease	the	disenchanted	pensioner	voters	
at	 the	 expense	 of	 community	 pharmacy.	 The	 Liberal	 minister	 for	 health	 as	 was	 the	 previous	
Labour	 Health	 minister	 (introduction	 of	 accelerated	 price	 disclosure	 against	 the	 5CPA)	
disingenuous	to	community	pharmacy	by	introducing	this	after	the	Guild	had	found	many	other	
ways	 	 in	 6	 CPA	 to	 save	 the	 government	 on	 PBS	 costs.	 This	 has	made	 things	 difficult	 for	many	
country	pharmacies	as	firstly,	country	pharmacy	wage	costs	are	higher	and	secondly,	passing	on	
the	 discount	 incurs	 is	 the	 same	 cost	 as	 employing	 a	 staff	 member	 or	 a	 direct	 effect	 on	 their	
bottom	 line.	Many	 country	pharmacies	have	had	 to	make	 serious	 staffing	 cut	decisions	around	
this.		

The	confusion	arises	from	the	government’s	own	policy	in	that	although	it	sets	a	PBS	concession	
script	price,	it	is	sending	other	signals	to	the	consumer.		

Q110.	 Our	 consumers	 are	 heavily	 informed	 by	 written	 signage,	 locally	 distributed	 catalogues,	
pharmacist	 recommendation	when	a	service	 is	appropriate	and	we	even	have	an	 illuminated	5	
foot	sign	with	symbols	of	our	services	at	the	front	entrance	to	our	stores.		Obviously	the	services	
pharmacy	 offers	 vary	 between	 each	pharmacy	but	 our	 stores	 actively	 promote	 our	 services	 to	
our	communities.	

Q111.	It	does	not	limit	our	ability	to	recommend	appropriate	medications	to	our	customers	when	
and	if	appropriate.	We	do	not	support	explicit	advertising	of	scheduled	or	restricted	substances	
as	 this	we	believe	will	 lead	 to	 inappropriate	and	overuse	of	 these	substances	as	customers	are	
easily	 convinced	 by	 the	 smarts	 of	 marketing	 departments.	 Again	 the	 experience	 of	 drug	
advertising	 in	 the	 USA	 is	 frightening	where	 prescription	medication	 is	 actively	 and	 constantly	
advertised	 putting	 pressure	 to	 bear	 on	medical	 practitioners	 and	 pharmacists	 to	 supply	 these	
items.	We	do	not	object	to	“soft”	advertising	that	creates	awareness	that	there	may	be	medication	
solutions	 to	 particular	 illnesses	 but	 need	 to	 be	 discussed	 with	 your	 pharmacist	 or	 medical	
practitioner	depending	on	whether	the	solution	is	a	scheduled	OTC	or	prescription	medicine.		

Q112.	Our	experience	is	that	we	provide	too	much	counselling	and	questioning	and	in	particular	
to	 S3	 items.	 This	 is	much	 to	 the	 annoyance	 of	many	 consumers	 and	much	 time	 is	 also	wasted	
explaining	 that	 it	 is	 required	 to	 do	 so	 in	 our	 professional	 standards	 and	 that	 this	 is	 in	 the	
consumer’s	own	interest.	However	we	do	not	do	this	solely	because	of	the	professional	standards	
but	as	part	of	our	own	service	standards	that	pharmacists	are	the	best	person	to	conduct	those	
sales.	

Q113.	 A	 poor	 question.	How	 is	 a	 consumer	 skilled	 or	 qualified	 to	 assess	 the	 health	 and	 safety	
aspects	of	numerous	scheduled	items?	



Q114.	Another	poor	question.	Next,	the	review	shall	want	every	pharmacy	owner	to	post	their	tax	
returns	in	the	window.	Again	how	is	a	consumer	exactly	able	to	assess	this?	Of	course	the	most	
likely	 answer	 will	 be	 the	 answer	 the	 question	 indirectly	 infers…	 a	 yes,	 but	 of	 course	 every	
category	 of	 a	 pharmacy	 business	 is	 important	 to	 income	 otherwise	we	would	 not	 stock	 those	
categories.	

Q115.	 	 Yes.	 This	 needs	 to	 be	 better	 regulated	 so	 that	 vitamins	 and	 complimentary	 medicines	
should	only	be	allowed	to	be	promoted	or	sold	in	a	pharmacy	if	evidence	based	data	exists	that	
those	supplements	satisfy	a	therapeutic	need.		

Q116.	If	complimentary	medicines	meet	the	criterion	as	per	Q116	we	see	no	problem	in	selling	
these	through	pharmacy.		

Q117.	To	what	location	does	the	question	refer.	To	answer	the	second	part,	Yes	the	consumers	do	
appreciate	the	advice	given	and	a	pharmacist’s	advice	should	be	based	on	evidence	which	is	what	
we	 do	with	 great	 honesty	 in	 our	 business.	 Should	 pharmacists	 be	 remunerated	 for	 the	many,	
many	times	we	get	asked	about	purchases	made	by	consumers	from	health	stores,	supermarkets	
and	Chemist	Warehouse,	looking	for	honest.	Informed	and	trusted	advice?	

Q118.	 No,	 community	 pharmacies	maintain	 to	 distinct	 separation	 from	 professional	 and	 other	
retail	areas	as	required	by	Pharmacy	Board	regulations.	

Q124	and	125.	Most	areas	are	serviced	by	pharmacies	7	days	a	week	and	often	until	9	or	10	pm.	
Considering	 most	 of	 the	 population	 is	 home	 asleep,	 the	 question	 implies	 that	 a	 supply	 of	
prescription	 medication	 that	 someone	 forgot	 to	 get	 cannot	 wait	 until	 the	 morning.	 Most	
emergency	 departments	 are	 able	 to	 provide	 medication	 treatment	 for	 emergency	 cases	 that	
present	 from	 imprest	 stock.	 Simple	pain	or	 allergy	 relief	 is	 available	 at	petrol	 stations	 and	 the	
likes	of	7/11	stores	

The	hidden	implication	of	this	question	implies	a	possible	benefit	to	consumers	if	supermarkets	
were	allowed	pharmacies	would	be	access	to	scheduled	substance	and	prescription	medication.	
We	 are	 afraid	 that	 someone	 would	 be	 duped	 into	 believing	 that	 supermarkets	 will	 employ	 a	
pharmacists	24/7	in	all	there	stores.	We	would	like	to	inform	the	review	that	this	does	not	even	
happen	 in	 the	USA.	 In	 fact	 several	 stores	 visited	 shut	 the	 pharmacist	 department	 at	 6pm.	And	
reopened	at	9am.	

Can	the	review	also	apply	this	question	to	medical	practices,	pathology	services,	dentists,	banks	
and	most	professional	services?	

Q127.	 No	 without	 appropriate	 remuneration	 to	 employ	 extra	 staff,	 equipment	 and	 other	
associated	costs	involved	such	as	staff	training,		

Q133-Q144.	Not	our	area	of	expertise	but	we	support	the	submission	by	the	Pharmacy	Guild.	

Finally	 we	 trust	 that	 the	 Review	 panel	 will	 discuss	 and	 provide	 answers	 to	 all	 the	 questions	
raised	by	all	 submission	participants	 in	a	 logical	and	objective	way.	We	would	expect	 that	as	a	
minimum	 standard	 of	 a	 review	 panel	 that	 presented	 an	 onerous	 and	 detailed	 number	 of	
questions	to	be	answered	in	its	consideration	for	recommendations.	

Regards	

Mr.	Denis	and	Matthew	Liubinas,	Binh	Thanh	Le,	Karen	Lay	,	Ming	Yiu	Ko.	

	

	




