East and North Hertfordshire
Clinical Commissioning Group

Standard Operating Procedure for Delivering Medication Optimisation in Care Homes

SCOPE

This standard operating procedure (SOP) covers the process for a pharmacist led Medicines
Optimisation service within Care Homes in East and North Hertfordshire CCG (excluding preparation
and delivery of informal and formal training).
The overall aims of the Care Home Vanguard Project are to:

e avoid unnecessary patient harm;

* reduce medication errors;

e optimise the choice and use of medicines in care home patients;

* reduce medication waste;

e reduce conveyances to A and E (Vanguard objective)

* reduce admissions to hospitals from care homes (Vanguard objective)
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Start with complex care homes (11 homes).
Identify further care homes:
High number of emergency hospital

admissions and LAS call out data

High turnover of residents

Identified by GP practice as a problem
Overdue medication reviews

High GP and/or care home engagement

Arrange and undertake an introductory meeting
with the care home and GP.

Establish date and time when GP conducts ward
rounds.

Agree with the GP a method of communicating
medication reviews and actions to follow up.

Review background information about care
home.

Liaise with quality team to identify common
medicines related issues and themes that have
resulted in hospital admissions.

Liaise with Community pharmacist to introduce
yourself and to identify medicines system
related issues.

Fill in care home background form.

Check if Wi-Fi available.

Liaise with practice to gain access to system.
Complete RAO2 for Smart card if needed or
necessary documentation for access.
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o Frequent fliers

o Polypharmacy
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Prioritise patients

________________ »
v
Contact care home to arrange - Arrange to visit care home/GP at time
access convenient to them.
- For each resident, review all current medicines
records
Medication reviews in the Care - Feresu paileit losk o e
Home. Step 1 - Review electronic ________________ > ¢ Monitoring
PMR ¢ Inherited prescribing.

¢+ Any medicines with no clear indication.

¢ Documents e.g. Mental health reviews,
transfer of care for dementia patients.

¢+ ldentify how often medicines are
requested/ repeated and any PRN
medicines.

¢+ Any dementia patient is READ coded
correctly.

+ Identify if patient is taking ONS, and fill in
review form

- Record any pharmaceutical needs identified.

- Also refer to Appendix 1 to aid with medication




Medication reviews in the Care
Home. Step 2 —ward rounds, use
of MAR chars and resources in the

Care Home
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Medication review. Step 3 —speak
to lead nurse /carer for that unit
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For each resident, review all current
medicines records (Medicines
Administration Record (MAR) charts and
FP10 prescription re-order forms), any
relevant clinical monitoring records (e.g.
BG record charts, BP monitoring charts,
weight charts) and any other useful
sources information within the home (e.g.
patient files, staff) to identify any
medicines issues and compare with GP
records.
For each patient look out for:
o Frequency of PRN administration
(ensure clear directions).
Refusal of any medications
Allergies recorded on MAR (inc
NKDA)
Signatures missing.
Short courses (e.g.
chloramphenicol eye drops)
prescribed with no course
duration & continuing indefinitely.
Interactions
ADRs
Any medicine on MAR chart which
not been issued for indefinite
period.
Record any pharmaceutical needs
identified and any actions on the review
log.
Also refer to Appendix 1 to aid with
medication reviews.

They often know indications of drugs if
unclear & know about their residents’ pain,
continence, mood etc.

Record any pharmaceutical need identified.
Also refer to Appendix 1 to aid with
medication reviews.
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Feedback to Care Home

Feedback to Community Pharmacy
if necessary
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- Dependent on agreement made with
GP/practice/ care unit manager upon initial
engagement regarding method of
communication.

- Plan meetings in advance — can sometimes take
weeks (or months) to book in

- Two hour appointments are ideal

- How much you get through depends on GP —
prioritise key patients first as you may not get
through all in one meeting

- They may make changes as you go along, or they
may ask you to do them afterwards

- If GP wants to make changes in their own time,
then agree a timescale and go back to the
practice to check if all the changes have been
made.

- Ensure changes are updated on GP records using|
read code: XaXBe with recommendations. Also
update care plan records at care home.

- Inform care home of any changes made, and

ensure who responsible to feedback to residents

and family involved in their care.

- They need to know about their residents

- They need to monitor outcomes

- If they are not informed changes will be
reversed (e.g. they may order items that they
don’t know have stopped, prescribing clerks
see them in past drugs & issue them)

- Refer to SOP on Care Home Work Actions

One copy to GP, one copy to that practice’s

»| name pharmaceutical adviser and one copy to

Care Home

At any point where safeguarding is seen to be a
possible concern link in with safeguarding team.
Tel: 01438 844344




