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Foreword
The principles of Prudent Healthcare set out by the Welsh
Government have challenged all health and social care organisations
including professional bodies such as the RPS Wales to think
differently about how resources are utilised in the Welsh NHS.

A number of key recommendations have been made by drawing
on examples of good local practices across Wales and with the
advice from experts within the pharmacy profession, other health
and social care professionals and patient representative groups.

This policy takes into account the prudent principles and makes
recommendations in response to the report A Place to Call Home?
from the Older People’s Commissioner for Wales. Focused on
improving safety and ensuring consistency in service provision,
the policy sets out a vision for a model of safe and effective
pharmaceutical care for the residents of care homes.

The RPS are calling for the next Welsh Government to commit
to the collective action that will implement the necessary changes
to allow the pharmacy team together with health and social care
colleagues to use their expertise for improving care for care home
residents in Wales.

Concerns have been raised in other reports and documents in
relation to medicines use in care homes across Great Britain.
These concerns, coupled with an ageing population and increasing
levels of chronic disease mean that engaging the skills of the
pharmacy team is increasingly important to help reduce medicines
related harm as well as maintaining and improving the health and
wellbeing of older people.
Care home residents should receive the right medicine at the
right time and in the right way to maximise the benefits of the
medication. The pharmacy team; pharmacists and registered
pharmacy technicians, have significant expertise to support
medicines management and safe administration for all care home
residents as part of a multidisciplinary team.

With thanks to contributions and support from:
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Suzanne Scott Thomas
Chair, Welsh Pharmacy Board

Timothy Banner
Chair, Policy Steering Group
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EXECUTIVE SUMMARY
Integrating the expertise of the pharmacy team
into multidisciplinary approaches in care homes will
improve the care, safety and quality of medicines use
for residents.

By drawing on advice from experts within the pharmacy
profession as well as other health and social care professionals and
patient representative groups, five key themes have been identified
as areas for immediate support from the pharmacy team:
1.

Polypharmacy

2.

Antipsychotic prescribing

3.

Safe transfer of information

4.

Education, training and standards

5.

Palliative and end of life care

This policy sets out several recommendations under each of the
five key themes that will improve the care, safety and quality of
medicines use for residents living in care homes.

2.1 Antipsychotic medicines should not be routinely prescribed
to treat behavioural and psychological symptoms of dementia.
2.2 In line with NICE guidance, when an antipsychotic medicine
is required, the lowest dose should be prescribed for the
shortest time with regular review by an appropriately skilled
pharmacist as part of the multidisciplinary team.

EXECUTIVE SUMMARY

This policy takes into account the principles of Prudent
Healthcare 1. It also addresses issues highlighted by a number of
recent reports, in particular those raised by the independent voice
and champion for older people across Wales, the Older Peoples
Commissioner for Wales in the report ‘A Place to Call Home?’ 2.

2. Antipsychotic prescribing

2.3 Pharmacists who deliver enhanced support for care homes
should be able to access quality continual professional
development opportunities in relation to antipsychotic
prescribing.

3. Safe transfer of information
3.1 Reconciliation of medicines should be undertaken by a
pharmacist when a person moves to a care home from
their own home or another care setting to ensure that their
medication is maintained accurately.

4. Education, training and standards
4.1 The development of national standards for medicines training
to ensure uniformity across Wales as well as reflecting current
practice for care home staff.

The recommendations are:

4.2 Inspections of care homes should include the expertise
of a pharmacist to address medication issues and improve
medicines safety.

1. Polypharmacy

5. Palliative and end of life care

1.1 As part of a multidisciplinary review, all residents should
receive a review of their medication by a pharmacist when
they first move into a care home in order to optimise their
medication regimen.

5.1 A national review of the current provision of palliative and
end of life medication to residents as part of steps to develop
all Wales standards for anticipatory prescribing in care homes.

1.2 Residents should receive a minimum of one annual
medication review from a pharmacist, with additional
support for significant medication changes. For patients with
complex medication regimens, this review should increase
to every 3-6 months.
1.3 With patient consent, all pharmacists directly involved in
patient care should have full read and write access to the
patient health record in the interest of high quality, safe and
effective patient care.

5.2 The multidisciplinary care team for a resident needing
palliative care support should have access to the expertise of
a specialist palliative care pharmacist.
Action will be required across NHS Wales to review current
service provision to care homes and to evaluate how services are
funded and resources utilised.
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Scope
This policy document focuses on the essential role of the
pharmacy team in maximising safe and appropriate pharmaceutical
care in care homes as part of the multidisciplinary team. It aligns
to the scope of NICE Guidance SC1, Managing Medicines in
Care Homes 3 and focuses on people living in both nursing and
residential homes.

The changing and evolving role of pharmacists in primary
care clusters and as independent prescribers offer further
opportunities to input into multidisciplinary teams to improve
the care of residents. This is the opportunity to build on the
principles of prudent healthcare to fully harness the expertise of
the pharmacy profession as a part of the solution to meet the
challenges in managing medicines in care homes.

■

Welsh Government

■

Local Health Boards

The pharmacy profession in Wales has previously voiced ambitions
for improving medicines management in care homes. Your Care,
Your Medicines 6 presents a vision for pharmaceutical care in Wales.
The engagement model in this document includes residential and
nursing care home support as being a key area where pharmacy
input is essential as part of multidisciplinary approaches to care
(Figure 1).

■

Local Authorities
Health and social care regulators and inspectors

Figure 1: Your Care, Your Medicines – The Ambition

■
■

The private care sector

The recommendations in this policy are aimed at key stakeholders
who have collective responsibility for ensuring the best care for
care home residents. They include:

Introduction
When older people move into a care home, all they are doing
in effect is moving from one home to another 2. All individuals
living in a care home must feel safe, supported and encouraged to
maintain as much independence as possible.
This policy takes into account the principles of Prudent Healthcare1.
It also addresses issues highlighted by a number of recent reports,
in particular those raised by the independent voice and champion
for older people across Wales, the Older Peoples Commissioner
for Wales in the report A Place to Call Home? 2. By drawing on
the experience and advice of advisory group members, this
policy offers several recommendations to improve medicines
management and support for care home residents.
There is a great deal of good care and support available to
individuals living in care homes and inspiring examples of current
good working practice across Wales. These are acknowledged
in this document (appendix 1) and it is important that we can
learn from these good examples. Recent reports however have
revealed pockets of poor standards and unacceptable practice
which need urgent attention. The number of medicines related
errors highlighted in reports such as The Care Home Use of
Medicines Study (CHUMS)4 and Telehealth Enabled Medicines
Management for Care Home Residents 5 are of particular concern.
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“Patients with supported living needs, whether living
independently in their own homes or in a care home
setting, must benefit from access to the pharmacy
team to help manage their medicines effectively and to
maintain their health and wellbeing.
Patients and their carers and/or family will have
access to expert pharmaceutical knowledge and
will be empowered to co-produce a pharmaceutical
care plan with the pharmacy team. This will include
vital information regarding their medicines and
pharmaceutical needs e.g. allergies, administration
requirements such as swallowing difficulties, outcome
monitoring and the ability to self-administer medicines.”
Currently there is variation in the provision of pharmaceutical care
to care homes across Wales. This is coupled with a lack of clarity as
to the nature of services care home residents can expect to receive
within individual Local Health Board (LHB) areas. All care home
residents and their families should receive the highest standards of
pharmaceutical support regardless of where they live in Wales.
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Current Landscape

Care home residents must be treated with dignity and respect.
Where possible residents should be supported to take part in
decision making about their healthcare including the medicines
that they require. NICE guidance states that care home staff
should assume residents are able to look after and manage
their own medicines when they move into a care home, unless
indicated otherwise 7.

There are 675 older adult care homes with 22,816 places in
Wales 12. In the next 15 years it is predicted that the population
aged over 80 years in Wales will grow significantly, from 166,230
to 275,150, an increase of 65%13. With an ageing population who
are more likely to have multiple long term conditions including
health conditions traditionally associated with ageing such as
dementia, current demands on care homes will increase.

Person-centred care is particularly important when considering
safeguarding and mental capacity issues. The Mental Capacity
Act 2005 defines a person who lacks capacity as a person who
is unable to make a decision for themselves because of an
impairment or disturbance in the functioning of their mind or
brain’ 8. Under these circumstances any decision must be made in
that person’s best interests with an appropriate advocate 9.

Medication is by far the most common form of medical
intervention in the NHS today. Medicines can be life-prolonging
and life-saving but they can also cause harm if used incorrectly.
It is estimated that up to 50% of medicines are not taken as
prescribed14. In one key study, adverse drug reactions (ADRs)
were shown to account for 6.5% of hospital admissions and over
70% of these were avoidable 15.

Taking time to listen to what is important to residents will help
inform the best care plan possible for the individual. This is
particularly important when discussing the appropriate use of
medicines to deliver the desired health benefit. Regular interaction
between pharmacists and residents will also allow opportunities for
the pharmacist to recognise any decline in health and wellbeing.

A number of reports and investigations have raised significant
concerns with regard to medicines use in care homes both in
Wales and across Great Britain:

Having a named pharmacist for all care homes has the potential
to improve continuity of care for the resident and is an area that
could be further explored. As part of the multidisciplinary team,
pharmacists can advise on the best use of medicines and discuss
ongoing care with appropriate colleagues.
It is important that the diversity of older people is recognised and
the care they receive should be sensitive to their individual needs3.
Language is one important aspect of diversity; the Welsh language
has official status in Wales as set out in the Welsh language (Wales)
measure 201110. ‘Having an understanding of bilingualism and
language use and the demographic profile are important elements
of professional awareness for the primary care sector in Wales’ 11.
“We firmly believe that, as part of a holistic approach to
healthcare, access to appropriate medicines, regularly reviewed
and administered in a patient-centric manner, is fundamental to
ensuring dignity and promoting wellbeing
for people living in care homes.”

A Place to Call Home? 2 was a landmark review conducted by the
Older People’s Commissioner for Wales that aimed to ensure that
quality of life sits at the heart of residential care in Wales. It looked at
factors such as physical and psychological health, social relationships,
the care home environment and spirituality. The report raised
specific concerns on issues such as medications being prescribed
incorrectly leading to potentially dangerous polypharmacy,
delays in the transfer of medical records, and the prevalence of
antipsychotic prescribing among residents living with dementia.
The Care Home Use of Medicines Study (CHUMS) 4 examined
a random sample of 256 patients in 55 care homes. The study
found that 70% of care home residents experienced at least one
error associated with their medicines which the report described
as “unacceptable”. These errors varied from doses being missed
or given incorrectly, to the wrong medication being given out. The
study suggests that in order to prevent errors, pharmacists should
regularly review with residents their medicines and rationalise
medication regimens to help care home staff minimise the risk of
errors. One of the conclusions of the report is that ‘pharmacists
should clinically review all residents and their medications for
appropriateness at at least 6 monthly intervals.’
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Achieving person-centred care
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SETTING THE SCENE
The Care and Social Services Inspectorate Wales (CSSIW)
Annual Report 2007-08 16 identified medication management
as an area needing attention and reported that their inspectors
had placed ‘requirements for action’ in relation to medication in
almost a third (32%) of care homes. Subsequent CSSIW reports
published annually since 2008 have not commented on medicines
management.
Operation Jasmine was a major Gwent Police investigation in
2005 concerning 63 deaths in residential care and nursing homes.
A subsequent independent report by Dr Margaret Flynn was
published in 2013 17. Relatives of the older people in these care
homes highlighted that ‘the organisational practices they witnessed
were inadequate in terms of attending to older people’s frailty,
chronic illnesses, deteriorating health, mental distress and pain’.
Telehealth Enabled Medicines Management for Care Home
Residents 5 evaluated a digital solution in care homes. The system
prevented 21 out of the 23 types of error identified in paper
based systems. ‘The electronic system enabled pharmacists to
intervene in a proactive and consistent manner to support the
care homes in ensuring medicines administration was safe and
effective for the patients’ 5. Further evaluation is being undertaken
to fully appraise the potential application in practice.

Opportunities for improvement
The development of the primary care cluster model offers
significant opportunities to strengthen working relationships
between the pharmacy team and their health and social care
colleagues. It is important that cluster developments are cognisant
of the growing complexity of care home residents and that
expertise from all professions are utilised. In line with prudent
principles, this will ensure that each healthcare professional is
doing what is needed and fully utilising their skills to ensure the
resident is safe and comes to no harm.
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There have been recent publications highlighting the potential
increased role of the pharmacy team to support care homes
including:
■

■

■

NICE guidelines – Managing medicines in care homes.
The guideline provides several recommendations for
good practice including; medication ordering, dispensing,
administration, reconciliation and reduction of medication errors.
The General Pharmaceutical Council – Pharmacy and
Care Homes, an independent report looking at medicines
management in care homes.18 The report highlights how
pharmacy professionals can help to improve medicines
management in care homes.
Community Pharmacy Wales – A community pharmacy
services template’ – ‘Care Home Support Service Review and
Medicines Optimisation 19, intended as a guide to help LHBs to
develop and produce service level agreements for the delivery
of community pharmacy care home provision.

Together with this policy, these documents advocate further utilising
the skills of the pharmacy team in supporting care home residents.
By drawing on advice from experts within the pharmacy
profession as well as other health and social care professionals
and patient representative groups (see appendix 3 for full list of
contributors) five key themes have been identified as areas for
immediate support;
1.

Polypharmacy

2.

Antipsychotic prescribing

3.

Safe transfer of information

4.

Education, training and standards

5.

Palliative and end of life care

This policy sets out several recommendations under each of the
five key themes that will improve the care, safety and quality of
medicines use for residents living in care homes.
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1. POLYPHARMACY
The Older People’s Commissioner is concerned that:

ii. “Too many older people are not being offered
preventative screening or interventions, such as
falls prevention which would enable them to sustain
or regain their independence, mobility and overall
quality of life.”
As people get older they are more likely to be taking medicines,
often multiple medicines which may be prescribed for a number
of different conditions. Additionally there are changes in the
way many medicines are processed by the body with ageing.
The ability of the liver for example, to metabolise and the kidney
to excrete some medicines will decline with age therefore taking
longer for a drug to leave the body. This in turn means that
the medicine dose for an older person may differ to a younger
individual20.
Polypharmacy is generally a term used when four or more
medicines are prescribed for an individual. The proportion of
patients receiving 10 or more medicines has increased from 1.9%
in 1995 to 5.8% in 2010 and the average number of items per
person increased by 53.8% between 2001 and 2011 21.
The Kings Fund has classified polypharmacy as either appropriate
or problematic 21. Appropriate polypharmacy is where medicines
use has been optimised and the medicines are prescribed
according to best evidence. Polypharmacy can become problematic
where multiple medications are prescribed inappropriately, or
where the intended benefit of the medication is outweighed
by the risk. Problematic polypharmacy can increase the risk of
drug interactions and adverse drug reactions, as well as impaired
adherence to medication and quality of life for patients 21.
As well as the potential number of medicines that are prescribed
for older people there are a number of medicines that require
particularly careful dosing, regular monitoring and review. High
risk medicines are medicines that have more potential to cause
significant harm to the patient, even when used as intended.
Examples of these medicines include anticoagulants and insulin
and should be considered carefully during a polypharmacy review.

The Older People’s Commissioner’s report states that “preventing
falls should be a priority” 2. People aged 65 and older have the
highest risk of falling, with 30% of people older than 65 and
50% of people older than 80 falling at least once a year 22. It is a
problem which is becoming more prevalent with the number of
people aged over 65 in Wales who will be admitted to hospital
because of a fall projected to rise from 14,827 in 2015 to 21,905
in 2030, an increase of 32% 23.
Falls and the associated complications such as fractures and blood
clots are a serious problem and a cause for concern for older
people. As well as physical problems, the result of a fall can include
distress, loss of independence and confidence for the individual.
There are several medicines that have the potential to increase
the risk of a fall particularly those that act on the brain
(psychotropic) or those that act on the heart and the circulation.
Falls can have multiple causes which may include medicines. This
may be due to newly introduced medicines or those used for
some time without appropriate review 24.
The prudent principles of patient-centred care and co-production
apply equally to care home residents and their families. They
should have equal access to pharmaceutical and medical services
to address polypharmacy and reduce the risk of medication
related falls.

Addressing Polypharmacy
Care home residents may be less likely to have direct contact with
a pharmacist or a GP themselves. Residents should still expect
to receive primary care services including information on their
medicines (addressing polypharmacy). The same principle applies
for access to other services such as the influenza vaccine or advice
on giving up smoking.
There are numerous published prescribing guidances that can be
used to prompt discussion with the multidisciplinary team caring
for the resident. These guidances include the:
■

The All Wales Polypharmacy Guidance for Prescribing 25

■

The Scottish Polypharmacy Guidance 26

■

The STOPP/START Criteria for Potentially Inappropriate
Prescribing in Older People 27

■

NO TEARS Tool for Medication Review 28
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POLYPHARMACY

i. “Older people are supported to make the transition
into their new home, are seen and treated as individuals.
Residents should receive appropriate medication and
the risks associated with polypharmacy are understood
and managed.”

Medicines contributing to falls
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Integrating some of the principles used in the above guidance
documents could further improve services that are currently in
place, for example:

POLYPHARMACY

■

■

■

■

■

Medicines Use Review (MUR) is an all Wales advanced service
in the community pharmacy contract, which offer patients
the opportunity to have a private consultation with their
pharmacist. They can discuss their medication regimen to help
them understand why the medicines have been prescribed
as well as an opportunity to discuss and work to solve any
problems they may be experiencing. Although not available for
care home residents, certain elements of this service would be
beneficial and has the potential to be developed into a new
service model for care home medication reviews.
Enhanced community pharmacy services for care home
support are available in some areas of Wales. These services
require the pharmacist to have regular visits to the care home
in order to review medication governance, storage and other
medicines management issues.
GP Practice and Primary Care based pharmacists and
technicians currently carry out a range of activities in care
homes in some areas of Wales. Pharmacists conduct clinical
medication reviews with access to the Welsh GP Record.
These reviews can be conducted in the care home with
the carer or resident. As part of the multidisciplinary team,
pharmacists use their expertise to take a broader view of the
suitability of individual medication regimens and associated
diagnostic tests and monitoring. Technicians will primarily focus
on medicines management issues.
GP led enhanced services to care homes are available in some
areas of Wales to asses and review the health of residents.
This service includes regular medication reviews and promotes
multidisciplinary team working.
Specialist pharmacists such as mental health pharmacists in
some areas of Wales are conducting medication reviews for
care home residents. They use their expertise to work within
the multidisciplinary team to produce a pharmaceutical care
plan tailored to individual needs.

There are some challenges that must be addressed in order to
minimise inappropriate polypharmacy and improve pharmaceutical
care and medicine safety in care homes across Wales. Tackling
polypharmacy is best achieved through regular communication to
build a strong and trusting relationship between residents, carers
and the multidisciplinary team. It is only through a holistic approach
to care that the best outcomes for an individual can be achieved.
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Changes are needed to the way resources are utilised in
primary care for this to be achieved. This is a view shared by
other professional bodies including the Royal Collage of General
Practitioners (RCGP):
“Polypharmacy is an area where the unique contribution of our
pharmacist colleagues is valued in a joint approach to manage
patient caseloads in collaboration with GPs. The challenges of
an ageing and growing population is increasing demand on
GPs, other health and social care professionals and indeed, our
care homes. The complexity of older people’s health needs and
the need to treat co-morbidities often leads to increased drug
interventions. Patient safety must be improved through greater
collaboration and coordination across the multidisciplinary team
in addressing polypharmacy issues. Utilising the combined
expertise of GPs and pharmacists in the management of
polypharmacy in care homes will ensure that the right medicines
are used for the right diagnosis, increasing quality of care and
safety for residents.”
Dr Rebecca Payne
Chair, RCGP Wales

RPS Recommends:
1.1 As part of a multidisciplinary review, all residents
should receive a review of their medication by a
pharmacist when they first move into a care home
in order to optimise their medication regimen.
1.2 Residents should receive a minimum of one
annual medication review from a pharmacist
with additional support for significant medication
changes. For patients with complex medication
regimens, this review should increase to every
3-6 months.
1.3. With patient consent, all pharmacists directly
involved in patient care should have full read
and write access to the patient’s health record
in the interest of high quality, safe and effective
patient care.
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2. ANTIPSYCHOTIC PRESCRIBING
The Older People’s Commissioner expects:
“Older people in care homes receive the care and support
they need to sustain their emotional and mental wellbeing
and anti-psychotic drugs are not inappropriately used.”

Antipsychotic medicines are used for some types of mental
distress or disorders. There are increased risks of harm from
prescribing these medicines in patients with dementia and they
are often inappropriately prescribed to alleviate the symptoms of
BPSD. Only one antipsychotic medicine is licensed for treatment
of BPSD in certain circumstances in the UK. A 2009 report by
Professor Sube Banerjee: The use of antipsychotic medication for
people with dementia found that of the 180,000 prescriptions
for people with dementia, 140,000 were inappropriate. This is
around two thirds of overall use of the drugs for people with
dementia. It also found that antipsychotic drugs have been used
inappropriately in all care settings 31.

“The RCPsych in Wales believes that reduction in the use of
antipsychotic medications should be a priority for people with
dementia. With quality of care and patient safety at the heart
of the NHS we need a cycle of national and local audits that
will deliver good quality information that can be used to improve
clinical effectiveness, improve the patient experience, and to
drive down the use of these drugs in dementia safely and drive
up the quality of initiation, monitoring and maintenance of these
medications when they are needed. Multidisciplinary team input
including the utilisation of a clinical pharmacist would benefit
patients through elimination of potentially
inappropriate prescribing and optimising
patient care.”

ANTIPSYCHOTIC PRESCRIBING

There are 850,000 people living with dementia in the UK and
this is forecast to increase to over a million by 2025 29. Often
dementia begins with short-term memory loss and can lead to
changes in the way people think, speak and do things. Patients living
with dementia can often feel confused and anxious. It is natural
that they may feel frightened and sometimes angry and frustrated
by their situation. Behavioural and psychological symptoms
of dementia (BPSD) can be common leading to a decline in
emotional control, motivation or a change in social behaviour 30.

A number of professional groups, including the Royal College of
Psychiatrists share these concerns:

Dr Victor Aziz
Chair, Faculty of Old Age Psychiatry, RCPsych

RPS Recommends:
2.1 Antipsychotic medicines should not be routinely
prescribed to treat behavioural and psychological
symptoms of dementia.
2.2 In line with NICE guidance, when an antipsychotic
medicine is required, the lowest dose should be
prescribed for the shortest time with regular
review by an appropriately skilled pharmacist as
part of the multidisciplinary team.
2.3 Pharmacists who deliver enhanced support for
care homes should be able to access quality
continual professional development opportunities
in relation to antipsychotic prescribing.
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SAFE TRANSFER OF INFORMATION

The Older People’s Commissioner is concerned that:
“There are often delays in the transfer of medical records,
which impact upon the ability of GPs to assess an older
person’s health needs when they move into a care
home.This is a particular issue when an older person is
discharged from a hospital in one Health Board area to
a care home in another.”
There is evidence that unintentional changes to medications
occur during transfer of care when a patient moves from one
care setting to another 32. These discrepancies have the potential
to cause harm. Better communication and appropriate sharing
of information will help to assure safer and effective transfers of
care and minimise the risk of medicine related harm.
In Wales, the Discharge Medication Review (DMR) service is
specifically aimed at patients that are moving from one care
setting to another. This service ensures that the person’s
medicines are maintained accurately (reconciled) during transfer
of care and that no unintentional changes are made. As part
of this service, the pharmacist will also check that the patient is
getting the best use of their medicines.
Currently the majority of DMRs are carried out when a person is
discharged from hospital back to their home. Individuals moving
to a care home for the first time or those returning from another
care setting to the care home are also eligible for this service.
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In addition to service developments, advances in technology
are also beginning to be harnessed in some pharmacies and
care homes. Technology can be utilised to transfer information
regarding medicines administration and medicines ordering
between care homes and pharmacies. There is also the potential
to include barcoding systems which can reduce the risk of errors
and help to ensure that the resident is receiving the correct
medicines. An additional functionality of these systems is that
the whole process is easily auditable.

RPS Recommends:
3.1 Reconciliation of medicines should be undertaken
by a pharmacist when a person moves to a care
home from their own home or another care
setting to ensure that their medication record is
maintained accurately.
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4. EDUCATION, TRAINING AND STANDARDS
The Older People's Commissioner expects that:
“Sufficient numbers of care staff with the right skills
and competencies to meet the physical and emotional
needs of residents.”

All residents, regardless of their care setting should be encouraged
to take part in their own medicines administration wherever
possible. In a care home setting, residents may require assistance
to do this. There are occasions where care home staff may be
required to take over this element of their care if the resident is
not capable or does not feel confident in doing so themselves.
In these situations it is essential that the member of staff receives
accredited education and training on the process of medicines
administration as well as having a firm understanding of what all
the medicines they give have been prescribed for.
There are Welsh National Minimum Standards for care homes
for older people which include information regarding medicines
safety 33. These standards state the care provider should support
care workers by written procedures that set out exactly how to
give medicines (standard operating procedures) and it is good
practice to monitor that these are followed. The pharmacy team
has the skills and experience to work with their nursing and
medical colleagues to support care homes with the development
and implementation of standard operating procedures regarding
medicines management and administration.
It is acknowledged that there is currently no consistent medicines
training for care home staff undertaking medicines related tasks. In
some areas of Wales the pharmacy team are providing a valuable
role in supporting:
■

Medicines management processes including ordering, storage,
administration and disposal.

■

Reducing medicines waste.

■

Best use of financial resources for medicines management.

■

■

Medication related documentation such as administration
records (MAR Charts), medication policies and waste records.
Compliance with controlled drugs legislation.

■

Handling of medicines – including medication with the potential
to cause harm to staff e.g cytotoxic medicines or hormone
therapy.
Special Instructions for medicines e.g once weekly dosing and
food-medication interactions.

Standards in the administration and management of medicines in
care homes must be assured not only for patient safety but to also
meet the expectations of CSSIW. The most recent annual report
documenting medication issues in care homes was undertaken
in 2007/08 15. Subsequent annual reports by the regulator
disappointingly did not address medication related issues to the
same extent and it appears that pharmacists have not been part
of the CSSIW inspection team for several years.
The need for quality training and continuous professional
development is recognised by a number of professional groups,
including the Royal College of Nursing in Wales:
“Giving care is a person-centred, holistic process, a responsible
and deeply important job. Promoting and providing safe care is
essential, hence it is crucial that the team providing care has
leadership from registered senior, and experienced professionals
who can provide supervision, oversight ensuring safe delegation,
where this is deemed appropriate.
Pharmacists play a critical role in ensuring safe practices related
to medicines management. Safety is the key to good care – the
most appropriate level of education, training and competency
assessment must be secured for all who have a role in every
aspect of medicines management. Every Registered Nurse
must comply with the Standards for Medicines Management,
which are clearly set out by the nursing regulator, the Nursing
and Midwifery Council (NMC). All staff working in care homes
must also have access to continuous professional development
and clinical supervision from
professional groups with
particular expertise.”

RPS Recommends:
4.1 The development and delivery of national
standards for medicines training to ensure
uniformity across Wales as well as reflecting
current practice for care home staff.
4.3 Inspections of care homes should include the
expertise of a pharmacist to address medication
issues and improve medicines safety.
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EDUCATION, TRAINING AND STANDARDS

Effective, high quality education and training is essential in order to
fully equip the health and social care workforce to deliver safe and
effective care. Appropriate mentorship will also allow individuals
to harness and develop consultation skills and the ability to
provide person-centred care that is compassionate and respectful.

■
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PALLIATIVE AND END OF LIFE CARE

5. PALLIATIVE AND END OF LIFE CARE
The Older People’s Commissioner expects:

RPS Recommends:

“Older people in nursing care homes to have access
to specialist nursing services, such as diabetic care,
tissue viability, pain management and palliative care.”

5.1 A national review of the provision of palliative and
end of life medication to residents as part of steps
to develop all Wales standards for anticipatory
prescribing in care homes.

Palliative and end of life care can be highly dependent upon
medicine interventions, to control pain, alleviate symptoms
and stabilise the individual’s condition. It is an area of care
where patients can benefit significantly from the expertise of
a pharmacist.

5.2 The multidisciplinary care team for a resident
needing palliative and end of life care support
should have access to the expertise of a specialist
palliative care pharmacist.

Residents and their families should be given the opportunity to
be at the centre of decision making and supported by discussion
with appropriate healthcare professionals including a pharmacist,
GP and palliative care nurse about their medication options.
Co-ordination and communication across the multidisciplinary
team will be critical in the delivery of high quality and responsive
palliative and end of life care.
One service that currently focuses on the medicines needs
of Palliative care patients is the Palliative Care Emergency
Medicine Packs more commonly known as ‘Just in case’ boxes
which contain a small amount of medication commonly used in
end of life care. Where appropriate they can be prescribed in
anticipation for patients that are identified as needing palliative
care support. These are not routinely prescribed to care home
residents across Wales although some areas have alternative
local arrangements for anticipatory prescribing of palliative
medication.
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NEXT STEPS

NEXT STEPS

This policy contains both strategic and person-centred
recommendations to address concerns regarding medicines
use in care homes in Wales. The implementation of the
recommendations made within this policy will help to drive quality
improvements in the delivery of care by the multidisciplinary team
which will make a significant difference to the lives of care home
residents. Action will be required across NHS Wales to review
current service provision to care homes and to evaluate how
services are funded and resources utilised.
The Royal Pharmaceutical Society in Wales is committed to working
with its partners to drive forward this important agenda and expect
this to be the start of action at national and local levels.
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APPENDIX 1

APPENDIX 1 CASE STUDIES
Case Study 1
Reviewing antipsychotic medicines

Case Study 2
Polypharmacy medicines review

At one care home, a newly appointed manager was shocked
to see the prevalence of antipsychotic medicines that were
prescribed to the residents in the home. Steps were taken to
change this by firstly organising staff training to deal with the
potentially challenging behaviour of residents with dementia.
Secondly their community pharmacist was asked to conduct
medicine reviews with every dementia patient in the home that
was being prescribed an antipsychotic medicine. The pharmacist
identified a high number of potentially inappropriate prescriptions
and then worked with the GP to review their use.

Staff in a care home were concerned by the number of
medicines their residents were taking. The medicines seemed to
be giving little benefit but leading to a number of side effects.
The care home enlisted the skills of a multidisciplinary team
consisting of a pharmacist, GP and mental health professionals.
They visited the care home to review the medicines prescribed,
identifying potential medication changes and working together
to implement these safely for the resident. By working together
the multidisciplinary team reduced the number of medications
residents were prescribed which improved their care and quality
of life and eased the pressure on care home staff.

Within 10 weeks 70% of the residents reviewed had stopped
their antipsychotic medication. There was minimal recurrence of
challenging behaviour but when this did occur, staff were better
equipped to deal with the residents needs more effectively as a
result of training.
There have been many similar examples of this case study
submitted by different teams across Wales, which include.
■
■

■

Pharmacists providing medicines related training for care homes
Where interventions to resident’s medication regimen
had been identified by a pharmacist, different examples of
multidisciplinary working were fostered to effectively manage
changes including referral to community psychiatric nurses.
Care home staff being attentive to residents with dementia
and finding innovative solutions. One example in particular
concerned a resident who kept waking at 4am and refused
to go back to bed. He became very angry and frustrated by
not being able to go outside at this time. After talking to the
resident and his family the staff discovered that he’d been a
farmer all his working life and a 4am start was what he was
used to. Staff started to encourage him to dress warmly and
go outside to collect eggs for his breakfast. Getting to know
and working with this resident became an enjoyable part of
the night staff ’s routine and led to the resident feeling much
happier and more relaxed.
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Case Study 3
Multidisciplinary medication review
A scheme in one Health Board demonstrated the benefits
of a multi-disciplinary approach to medicine reviews in care
homes. A pharmacist working as a prescribing advisor carried
out medication reviews in conjunction with a Care of the
Elderly registrar, using an amended STOPP/START tool. The
reviews involved discussion with residents, their families, staff,
community pharmacists and other health professionals as required.
Recommendations for review and stopping of medication were
agreed and sent to the GP. The scheme included 106 residents
and saw 141 recommendations made, 125 (89%) of which were
agreed and implemented.

Case Study 4
Impact of a pharmacist clinical review
In 2011, research was conducted to evaluate the impact of a
pharmacist clinical medication review for care home residents in
one Health Board. The impact was measured by recording the
number and nature of interventions identified by a pharmacist.
The GP then reviewed those interventions. A total of 40 residents
were reviewed with 45.1% (147/326) of prescribed medication
requiring an intervention. The acceptance rate by the GP of
recommendations was 67% (99/147) (including 30 made by
the pharmacist in line with pre-agreed arrangements with the
GP). Interventions included medication being stopped, initiated,
changed or increased monitoring. These reviews produced a
fourteen fold return on investment in medicines expenditure.
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Case Study 5
Impact of Discharge Medication Reviews

In order to ensure that managers were confident and fully
understood the expectations and standards set out in the NVQ,
registered pharmacy technicians undertook an assessment with the
managers on completion of the NVQ 3 module. The technicians
also developed a set of intensive questions for the staff to assess
their understanding of what they had learnt in the NVQ and
ensured they were confident to implement their learning. The
involvement of technicians has led to care home managers and staff
feeling more confident in their abilities during medication rounds
and they are able give the Local Authority assurance that the
training promotes safe medicine management in care homes.

Case Study 6
Training care home staff (ordering systems) Case Study 8
Information Technology solutions
One Health Board was concerned by the level of medicines
waste in some of their care homes and decided to commission
a registered hospital pharmacy technician to visit these homes.
Medicines prescribed to 777 patients resident in 19 different
care homes were reviewed over a period of 9 months. The
technician reviewed the residents medication administration
records (MAR) in order to identify and quantify any excess stock
of prescribed medicines. Where excess stock was identified, the
technician discussed this with the care home staff and appropriate
arrangements were made to utilise the excess stock and amend
quantities more accurately. This allowed GP practices, community
pharmacies and the care homes to have a more accurate
understanding of medication use in the homes and also improved
the medicines ordering process. The work also resulted in
significant medicines cost savings of around £44,000 in prescribing
savings as well as improving communication between the care
homes, GP practices and community pharmacies.

Case Study 7
Training care home staff (NVQ training)
A Local Authority wanted to improve medicine administration
capabilities of care home staff. There was concern that as part
of the NVQ qualification process the module on administrating

In 2014 an electronic medicines management solution was
implemented in the South East wales area between a pharmacy
and care homes.
This IT solution filters out any items on a prescription that
patients have previously been prescribed, allowing the pharmacist
the time to focus their clinical check on new or changed items.
The system also collates a list of all dosages it deems to be
inappropriate, prompting the pharmacist to review and discuss
the dosage with the GP or care home as necessary. Barcode
verification ensures a complete audit trail and importantly ensures
safety during the medicines administration process in the care
home. Ultimately this system helps to ensure that medicines are
given to the right resident at the right time.
The adoption of this system has benefited both the care home
and the pharmacy, increasing accuracy in all aspects of dispensing
and medicines administration processes. Within 11 months of the
adoption of this system, no errors were identified regarding the
dispensing of medicines. This has provided pharmacists, care home
staff and residents with a sense of confidence and reassurance
about the use of medicines.
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A community pharmacy received a discharge letter for one of
their care home residents who had recently been discharged
from hospital. The resident was admitted to hospital due to
lithium toxicity. The overview attached to the discharge letter
sent to the GP practice showed the medicines divided into three
sections; ‘new medications’, ‘changed medications’ and ‘unchanged
medication’. One medication listed under ‘unchanged medication’
was lithium. On review of the discharge letter it was identified by
a pharmacist that the lithium dose had been significantly reduced
from the original dose prior to admission. After contacting the
hospital, the pharmacist confirmed that an administrative error
meant that lithium was placed in the wrong section in the
overview letter. Without the pharmacist’s intervention via this
Discharge Medication Review (DMR) the resident would have
received the wrong dose and would have been at significant risk
of harm and readmission to hospital.

medication was not mandatory. In order to achieve best practice
across the authority a decision was made to advise all care
home staff who administered medicines to complete the NVQ
Level 3 module on ‘Administrating Medication to Individuals in
a Care Home Setting’. All care home managers also undertook
the assessor award, allowing them to complete the assessment
process with their own staff. The Local Authority deemed that
more could be done to increase the efficacy and safety of the
medicines administration process and decided to enlist the
support of registered pharmacy technicians.
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APPENDIX 2 GLOSSARY OF TERMS
Adverse Drug Reaction – An unwanted or harmful reaction
which is suspected or known to be due to a drug(s).

APPENDIX 2

Care Home – For the purpose of this document the term care home
focuses on older people living in both residential and nursing homes.
Clinical Specialist Pharmacist (Advanced Practitioners) –
This may be a pharmacist that provides a specialist service, usually as
a non-medical prescriber, in a specific area of expertise. They will
have in depth clinical knowledge over a range of areas. They may be
very specialised e.g. renal services and provide a comprehensive
service across a large geographical area.
Cluster Pharmacist – Employed by the Health Board on behalf
of the cluster working with a group of practices to achieve primary
care cluster priorities. May also provide cluster support in relation to
prescribing trends and analysis depending on cluster priorities.
Community Pharmacist – Provides essential services within
a community as part of service provision with the Community
Pharmacy Contractual Framework e.g. clinically checking and reviewing
the appropriateness of prescribed medicines, dispensing medicines,
repeat dispensing, signposting, self-care, advice on medicines, Medicines
Use Reviews, and Discharge Medicines Reviews. May provide
additional enhanced services commissioned by the Health Board
or practice such as triage and treat, common ailments and smoking
cessation services. Providing access for patients to a highly trained
health care professional without appointment often in extended hours.
Complex Medication Regimens – The complexity of a medication
regimen could be due to the number of medicines being taken and
their potential to interact as well as taking medicines that require
careful monitoring and specific dosing instructions.
Discharge Medicines Review – A service delivered by accredited
pharmacists working in a community pharmacy. The service provides
support to patients recently transferred between care settings,
ensuring that changes to medicines are maintained appropriately.
Medicines Administration – The processes and behaviours used
when giving medicines to a patient.
Medicines Management – A system of processes and
behaviours that determine how medicines are used.
Medicines Reconciliation – A process of creating the most
accurate list possible of all medicines a patient is taking and
comparing that list against a physician’s prescription and/or
discharge orders to ensure accuracy of medicines.
Medicines Use Review – A service delivered by accredited
pharmacists working in a community pharmacy. A structured
adherence-centred review takes place with patients on multiple
medicines, particularly those receiving medicines for chronic
conditions.
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Multidisciplinary Team – A group of health care workers who
are members of different disciplines or professions, each inputting
their expertise for patient benefit.
Pharmaceutical Care – The use of drug therapy to achieve
definite outcomes that improve a patient’s quality of life.
Pharmacy Team – This includes pharmacists across all sectors
including community, cluster, primary care and hospital as well as
registered pharmacy technicians.
Pharmacy Technician – Undertakes the technical aspects of
medicines management e.g. check inhaler technique, synchronise
medications, reviews repeat prescribing and dispensing processes.
These roles are developing rapidly and in some areas technicians
are taking on prescribing data analysis roles but would not
undertake clinical reviews.
Polypharmacy – The concurrent use of multiple medications by
one individual.
Practice Based Pharmacist – Works as part of the GP practice
team in line with the practices’ priorities. They can release clinical
capacity and give improved direction and guidance on prudent
evidence based medicine. Usually employed by the Practice but
may be Health Board employed or a community pharmacist
contracted to work for the surgery.
Primary Care Clusters – 64 primary care clusters have been
established in Wales, tasked with ensuring that the health and
social care needs of their local population are met.
Primary Care Pharmacist / Prescribing Advisor – Employed
by the Health Board, working in practices to the Health Board’s
priorities. May provide support to practices and primary care
clusters through prescribing data and analysis and facilitation of
service development relating to medicines management across
all professions.
Prudent Healthcare – Making the most effective use of the available
resources to ensure high quality and consistent care across Wales.
The Older People’s Commissioner – independent voice
and champion for older people across Wales, standing up and
speaking out on their behalf. Working to ensure that those who
are vulnerable and at risk are kept safe and ensures that all older
people have a voice that is heard.
Welsh GP Record – Previously known as the individual health
record, this is a summary of a patients record held by the GP
which includes basic information about medical history.
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