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Dear Sir/Madam, 

Review of Pharmacy Remuneration and Regulation: 
Home Medicine Review (HMR) Program 

I believe I am qualified to objectively comment on the operation of the current HMR program 
based on 47 years professional practice and having undertaken over 6,000 HMRs since its 
inception in late 2001. Previously I spent 31 years in Australian teaching hospitals as a clinical 
pharmacist, drug information pharmacist and Director of Pharmacy, as a sessional academic, 
an international research fellow at the University of Bath, United Kingdom, publishing over 80 
research papers in medical and pharmaceutical journals including with medical and academic 
staff of Australian and US universities including Harvard University, being an invited speaker 
at 45 national and international scientific conferences and having been the recipient of over 30 
research grants. I have also served as an invited researcher at the Fogarty International 
Centre, US National Institutes of Health. 

In summary, the current HMR program requires urgent review: 

 The program was established based on research that it reduced hospitalisation and related
financial costs caused by medication misadventure. Subsequent research has shown that
it is a cost effective program, but that the cost effectiveness is optimised by targeting the
reason for referral (such as recent discharge from hospital, recent change of medicines,
difficulties managing medicines, adverse effects of medicines, sub-optimal response to
medicines, taking a medicine(s) with a narrow therapeutic index) rather than simply because
a patient takes 5 or more medicines (although in my experience medication issues are
relatively common in patients referred when taking 5 or more medicines).

 The current 20 HMRs per month per accredited pharmacist seriously impedes timely service
to general practitioners by delaying service delivery to clients in their home. Prior to this limit
I could see clients within 1 (if very urgent) to 3 days with an average of 5 days. Currently,
once the limit of 20 HMRs per month has been met (which often occurs within the first 10
to 14 days of each month, clients cannot been seen until the next month. Referrals
requesting rapid follow-up post hospital discharge, recent change of medicines, an adverse
reaction, difficulties managing medicines (such as memory issues) can, and do, result in
consequences including hospitalisation or additional medical interventions. I have
personally experienced numerous clients hospitalised because of medication misadventure
as I was unable to see them within a suitable time following receival of the referral from their
general practitioner.

 Hospitals have, for many years, been advocating rapid HMR follow-up of patients on
discharge who have been identified as high risk of medication misadventure. To date, this
need has been totally ignored by the Pharmacy Guild of Australia in its supervision of the
HMR program as noted below.

 Since the Pharmacy Guild of Australia took over the operation of the program from March
2014 (during 5CPA), no additional funding has been allocated to meet the needs of patients
requiring HMRs in 6CPA.
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 Unfortunately in both my personal experience, those of independent accredited pharmacist 
practitioners with whom I have collegial contact as well as comments from many general 
practices with whom we have contact and now undertaken direct HMR referrals, community 
pharmacies are not active in identifying clients at high risk of medication misadventure. Thus 
this potential for referral to their general practitioner is rarely initiated. This was a major 
reason for the decision by Medicare (who operated the HMR program until March 2014) to 
permit general practitioners to refer patients directly to accredited pharmacist from October 
2011. Before this time statistics showed that approximately 20% had not bothered to 
register for processing HMRs. This was one of a number of reason that general practice 
found that HMR referrals sent to a patient’s dispensing pharmacy were ignored, or even 
when sent to a pharmacy registered for HMRs that it often took weeks or months for HMR 
interviews to be conducted. By that time the reason for the referral (medication 
misadventure) had not been appropriately addressed. 

 The limit of 20 referrals per month needs urgent reform. While acknowledging that 
uncapping the number may be financially difficult, the number needs to be increase to at 
least 40 per month. 

 The HMR program needs to be uncoupled from the 6CPA and funded based on patient 
need which includes an ability by accredited pharmacists to apply a key performance 
indicator by seeing clients in a short time frame so that the HMR program regains its cost 
effectiveness in addressing medication misadventure. The pharmacy Guild of Australia has 
no direct incentive to promote HMRs as a large proportion of HMR referrals are conducted 
by accredited pharmacist through direct referral from general practitioners and not through 
community pharmacies whom the Guild represent. This program will only provide its goal 
of reducing medication misadventure and reduce hospitalisation costs by being operated 
separately from the 6CPA, ideally by Medicare.  

 
Yours faithfully, 

 
RICHARD PLUMRIDGE 
B Pharm, MBA, FPS, Dip Hosp Pharm, Grad Dip Admin, Grad Dip Fin, Cert Health Econs, AACPA 

 
 




