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Patient Experience

Background

It is estimated that, in England, 15 million people are living with
a long-term condition.1 This is a condition that cannot be cured
but is treated with medication and other therapies. Age is a
major factor in prevalence of long-term conditions, as shown in
Figure 1.

Due to the costs of caring for an ageing population, older
people are being encouraged to stay in their own homes for
longer. As a result, people are generally frailer when they enter
a care home, more likely to be affected by multiple health
problems and are often being treated with polypharmacy
(defined as five or more medications per patient) or
hyperpolypharmacy (defined as 10 or more medications per
patient).3 It is essential that these patients are supported to
achieve better outcomes through optimal use of their
medicines.

Since April 2014, the Medicines Optimisation (MO) team at the
CSU has been supporting Norwich Clinical Commissioning
Group (CCG) with the medication review section of their locally

commissioned service (LCS) for care homes. The service
currently covers nursing and residential homes for older people.
The aim is for all patients residing in these care homes to have
an annual holistic medication review with a multi-disciplinary
team (MDT).  

Medication reviews are conducted holistically with full access to
patient clinical records, as well as discussion with clinicians, care
staff, patients and/or their families, where possible. All
interventions are agreed with prescribers at face-to-face
meetings at the practice or as part of a MDT meeting at the care
home. An emphasis is placed on ‘person-centred care’ and the
patient is placed at the forefront of all decisions.

Introduction

The service was introduced in April 2014 with aims identified by
the CCG and based on the NHS Outcomes Framework
2013/14.4 It covered five domains as shown in Table 1.

The MO team highlighted additional outcomes that were also
achievable within this service:
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• tackling inappropriate polypharmacy and hyperpolypharmacy

• improving health outcomes from optimising use of
medicines

• providing better access to the MO team for patients, families
and care staff

• improving relationships between practices, care homes, the
MO team and other healthcare professionals  

• efficient use of resources through better management of
medicines

• better use of secondary care through reduced hospital
admissions and visits to Accident and Emergency

• reducing medication waste

• reducing in drug-related adverse events

• rationalising GP prescribing leading to reduced costs and
supporting drug budget management

• improved clinical leadership and innovation.

After the first year of operation, it had become apparent that
there was an issue with the number of practices linked to each
care home, which was impacting upon the service’s ability to
meet its aims. Some homes had primary care provided by up to
seven different practices. As a result, it was not unusual to have
three or four GPs visiting a care home at the same time and, as
GPs had to visit patients in several different care homes, it was

Domain 1

Domain 2

Domain 3

Domain 4

Domain 5

Preventing people from dying prematurely

Enhancing quality of life for people with long-term conditions

Helping people to recover from episodes of ill-health or following injury

Ensuring people have a positive experience of care

Treating and caring for people in safe environment and protecting them from avoidable harm

Table 1: The five domains for the medication review service aims

Source: General Lifestyle Survey, Office for National Statistics2

Figure 1: Prevalence of long-term conditions by age
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difficult to build solid professional relationships and offer
continuity of care. 

In April 2015, the medication review service was integrated into
a larger Locally Commissioned Service (LCS) for care homes. This
LCS included a requirement for each practice to participate in
care home MDT medication reviews alongside realigning care
homes to individual practices, where possible. This was a
significant undertaking but, following a consultation process
with key stakeholders, the realignment was completed in the
first quarter of 2015 and was driven by patient choice. Once a
care home was aligned to a practice, each patient was given a
named GP who had weekly contact with the care home in the
form of a visit or a call. Care home staff liaised with the practice
prior to the weekly visit to discuss and agree patients to be seen
and to address ongoing issues and concerns.  

Medication reviews became more focused and took the form of
a MDT meeting to discuss the following potential areas:

• cessation of any medication 

• antidepressant or anti-psychotic medication

• use of hypnotics and anxiolytics

• regular medication for chronic disease

• analgesics 

• anti-dementia drugs 

• dressings and appliances

• compliance

• use of drug formulations 

• suitability of any nutrition supplements

• drug monitoring (warfarin, levothyroxine, digoxin)

• consideration of covert medication.

The main aim for all parties was to improve continuity of care
for the patients by providing a more holistic service.

Method

The care homes covered by the service are reviewed annually by
the CCG. Every April, a suggested 12 month timetable for
medication reviews for these care homes is developed by the
MO team. The timetable takes into account: 

• most recent review date

• Care Quality Commission (CQC) inspections

• requests or referrals from other healthcare professionals

• local concerns and intelligence

• availability of clinicians.

A copy of the timetable is emailed to the CCG for circulation to
all the practices for comment. It remains flexible and can be
altered if a particular practice would like to suggest an
alternative time for their reviews. Once the timetable has been
agreed, the MO team will start the review process. Table 2
shows the number of practices and care homes that participate
in the service, as well as the number of potential patients based
on bed availability (figures correct as of April 2017, the most
recent complete year of service).

The MO team has been granted remote access to IT  systems for
every practice involved with the LCS so they are able to look at
patient records and prepare for the review sessions in advance.
They are able to check allergy status, recent blood pressure,
blood results, current indications, medication on repeat,
relevant letters or referrals and any recent home visits.
Substantial time savings can be made in MDT review sessions if
this information is already available.  

The MDT session usually consists of a GP or nurse prescriber
from the practice, a MO pharmacist, a technician and a care
home representative who knows the patients well and who has
access to the Medication Administration Record (MAR) charts.
Patients and families have the opportunity to participate but,
unfortunately, uptake is extremely rare.   

The technician keeps a record of all the points that are discussed
so that, following the meeting, a letter can be sent to both the
care home and their supplying pharmacy detailing all completed
quality interventions. Practices will also receive additional
information about cost savings of any medicines that have been
stopped or switched. A process for medication review has been
developed by the team and is shown in Figure 2.

Results

In 2014, the MO team began delivering the medication review
service and were able to build effective relationships with the
practices and homes. Table 3 shows the number of reviews,
interventions and cost savings that the MO team has made
since then.  

In 2015/16, there were delays due to the care home and
practice realignment process and this was reflected in the
figures. For the following two years, the service was fully run in
line with the process described in Figure 2, which ensured that

Number of practices in Norwich CCG

Number of practices with allocated care homes as part of LCS

Number of care homes involved in LCS

Number of patients to be reviewed as part of LCS (this is based on the number of beds available so
actual figure may be lower)

22 

13

31

1,138

Table 2: Number of practices, care homes and patients involved in the review process
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all medication reviews were complete by the end of each
financial year. This resulted in a greater number of patient
reviews as well as an increase in quality interventions and cost
savings.

The MO team has also analysed the type of quality intervention
being made as a result of the medication review and recorded
this by standard categories. Figure 3 shows the interventions
made by the MO team in 2017/18 by these categories. 

Table 4 details anonymised examples of some of the quality
interventions that the MO team have made since the service
began in 2014.  

Discussion

The MO team has been carrying out care home medication
reviews in Norwich for four years, delivering a number of
benefits for patients, clinicians and the local health economy. 

Preparation and
arrangements for
review completed 

by technician

Information passed
to pharmacist for

comment and further
investigation

Team visit care home 
to complete 
‘Medicines 

Management checklist’

Technician amends
and updates patient
record. Follow-ups

are completed

MDT review at care
home or practice to
discuss medication-

related issues

MAR charts checked
and issues discussed
with patient (where

possible) and care home 
staff prior to review

Technician provides
letter detailing changes

to care home and
supplying pharmacy

Technician emails copy
of interventions to

practice manager for
anonymised

submission to CCG

Technician completes
service paperwork to
capture interventions
savings and any other
relevant information

Figure 2: Care home medication review process

Table 3: Impact of the medication review service

Year

2014/15
(Initial medication review service)

2015/16
(Care home LES year 1)

2016/17
(Care home LES year 2)

2017/18
(Care home LES year 3)

Total

Number of patient
reviews

851

218

730

894

2,693

Number of
interventions

1205

235

1945

2781

6,166

Cost savings

£33,352.35

£1,276.02

£15,018.78

£31,268.77

£80,915.92
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Medication added to repeat for ease of ordering

Dose reduction

Medication stopped

Other

Further research needed by MO team

Information provided to home/patient consultation

Medication reconciliation and optimisation

Interface problem or pharmacy issue resolved

Formulary or formulation switch

Quantity amended

Dose instruction added/amended

Obsolete medication deleted

Medication started

Duration and dose timings confirmed

Allergies confirmed and updated

Bloods/BP/weight/height requested

For further review or referral to GP/specialist

No action taken

0 100 200 300 400 500 600

Figure 3: Interventions by category for 2017/18

Holistic reviews
Patients are now offered a full annual medication review, which
is approached holistically. In addition to medication, other
areas are evaluated such as nutrition, falls, blood monitoring
and chronic disease management. The patient or their
representative/carer is able to ask questions about any aspect of
their care, not just concerns about medication.     

Effective use of clinical time
The team attempts to conduct all reviews in the form of a
multidisciplinary session, which offers an opportunity for
clinicians to build stronger relationships with patients and care
staff. It also allows them to use their time more effectively. In
some homes this has resulted in a significant reduction in
ad-hoc GP visit requests, as reported by clinicians. Care home
staff and patients are now aware that a GP will be visiting
once a week so can often save less urgent cases until then
as appropriate.

Better awareness of the MO team’s expertise
As a direct result of the medication review service there is now
an increased awareness of the MO team’s function as a
reference source, as well as a provider of information and
education to both care homes and practices. The team now
receives regular requests for advice, guidance or support from
care homes and practice staff. It has also had the opportunity to

support care homes and practices to resolve common issues by
providing them with resources and education materials.
Examples are shown in Table 5.

Collaborative working
There is now much greater collaborative working with
healthcare professionals specialising in different areas. Some
examples are shown in Figure 4. These increased incidences of
MDT working mean that communication and service provision
can be improved so that the patient is able to remain at the
centre of any decisions that are made about their care.

Identifying and solving recurring issues
In running and evolving the service, there have been several
barriers that the team has tried to overcome. The service has
proactively used its experience and learning to identify recurring
issues in both practices and care homes that impair effective
communication and information flows (see Table 6). For
example, care homes reported difficulty in knowing what
information was appropriate to send with residents who
attended hospital. The MO team liaised with the local hospital
sites and ambulance service to develop a list of relevant
information, which was then circulated to care homes.

Patient/family engagement
As mentioned earlier, patient engagement and involvement can
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Table 4: Anonymised examples of patient level quality interventions

Medication administration

Risperidone liquid was discussed. A
new bottle was being prescribed
every month. The patient was only
using 15ml and the care home was
returning any remaining liquid at
the end of the 28 day cycle before
reordering again. We explained that
the liquid can be kept for three
months before it needs to be
discarded. The GP will remove the
item from the repeat prescription to
stop monthly ordering and will
prescribe a 100ml bottle every three
months instead to reduce the waste.
This should be more cost-effective as
well. Staff at the care home are
happy to manage this. They don't
think patient would be suitable for a
switch to tablets.

Quetiapine SR was being crushed.
This method of administration
destroys the modified release effect.
GP has switched to immediate
release preparation (quetiapine
200mg twice daily) which can be
crushed.

Gliclazide dose query. Twice daily on
medication administration (MAR)
but extra dose at 5pm handwritten
then crossed out. Home unaware
that anything had been changed
and thought the pharmacy had
made an error. Practice records
indicated an intended dose increase.
Discussed with staff member and GP
at the medication review. Practice
confirmed that dose had increased
to 3 daily so MAR was updated to
reflect this.

Patient goes to bed at 4pm and gets
up at 2am so adjustments were
needed to fit medicines around this
routine. Donepezil was prescribed at
night but has been changed to 4pm.
Company recommends dose given
on retiring to bed to reduce any
potential GI effects when dose is at
its maximal rise in acidity and
motility at 2-3 hours post dose, so
this adjustment works for this
patient.

Patient safety

Patient has a risk assessment signed
by GP to give care home staff
permission to crush medication.
Patient takes weekly methotrexate
and these are being crushed with the
rest of tablets.  Advised against this
due to the nature of methotrexate.
Gloves, masks and separate labelled
equipment should be used for these.
After review meeting, clinician
contacted Rheumatology department
and arranged a switch to
methotrexate injection, to be given
by district nurse every week. A sharps
box has also been prescribed for
disposal of the equipment. Pharmacist
visited supplying pharmacy and
picked up a replacement tablet
crusher for the home.  

Patient discharged from hospital
with letter suggesting MRSA. GP was
immediately informed and a course
of medication was started. Care
home staff were notified so
infection control measures could be
implemented.  

A pharmacy was supplying MAR
charts with parts of the drug name
missing, either through hole
punching in preparation for the
folder or pulling from the printer
too early so the top part of the
words are missing. This is a danger
to all involved.  Photos taken and
issue highlighted to both care home
staff and pharmacy.  Alternative
filing systems suggested.  

Home staff unaware of recent safety
issue involving storage of thickeners.
Provided copies of the NHS England
safety alert to be displayed in
prominent places in the home
(trolleys, drug room, etc).

Monitoring

Recent evidence indicates that there
may be a link between long-term
use of nitrofurantoin and hepatitis.
Care home has patients who take
this for UTI prophylaxis. Advised
them to remember to request
regular liver function tests (6
monthly if they will allow) so these
patients can be monitored.

Patient has been prescribed
rivaroxaban at a dose of 15mg twice
daily since Oct 14 (initiated by
secondary care). Licensed maximum
dose for long term use is 20mg daily.
Further advice will be requested from
clinic to ensure this is appropriate.

Serious incident - methadone should
have been stopped and switched to
patches. Poor communication
resulted in patient receiving both
for considerable time. Contacted GP
and visited home to track back
through records to see if instruction
had been recorded anywhere in the
care plan.  Methadone was stopped
on a reducing dose basis and patient
closely monitored for adverse
effects.

Ketoprofen and omeprazole were
prescribed. Due to the cardiac and
GI risk, this has been assessed and
stopped. Paracetamol has been
prescribed instead. Staff to monitor
patient closely and report any signs
of increased pain to the GP.



Care homes

Best practice guidance

Secondary dispensing information

Care home training information

Information about topical preparations

Mental capacity and covert administration guidance

Homely remedy policies

‘When required’ protocol templates

Sample policies to be adapted for use in the home

Fridge and room temperature charts

Practices

Key message bulletins

Latest drug information and recommendations

Copies of formularies

Advice about crushing medication

Advice about ‘specials’

Anticoagulant guidance

Mental capacity and covert administration guidance

Blood monitoring requirements

General prescribing advice
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Table 5: Examples of information supplied to care homes and practices

be variable. As part of the medication review process, the home
is always asked to notify the patients/families when meetings
are taking place but it is very rare that they wish to take part.
There are several reasons for this including:

• patients living with dementia are not always able to
communicate

• mental capacity issues

• patients do not have a full understanding of their medication
and choose not to make decisions about it

• when a patient moves into a home they hand over all
responsibility to care staff

• family members may not be able to meet us at the homes
during the day as they are working or have prior
engagements.  

We will continue to provide care homes with as much notice as
possible of a planned visit and make information available in
appropriate formats, so that patients and their families can be
involved wherever possible.

Clinical engagement
Engagement also varies from practice to practice, depending
upon how the different clinicians interpret the service
requirements and suggested outcomes. Depending on the
location of the MDT, a care home visit will always take place at
a convenient point within the process to ensure as much
information can be gathered as possible about any medicines-
related issues. Flexibility needs to be maintained by the MO
team in order to fit round the differing requirements of homes
and practices. Furthermore, plans are often changed very last
minute and the MO team must remain adaptable to these busy
and often unpredictable environments. 

Communication with practices
Historically, it had been the responsibility of practices to contact
the MO team to arrange their review sessions. Although
provided with the timetable at the start of the year, this did not
always happen and the team are often inundated with requests
for reviews in quarter four. To try and reduce the risk of this

happening, the MO technician now keeps track and sends email
reminders to practices who have not contacted the team to
book a slot during their designated month. This change in
process is working well so far.

Conclusion and opportunities for future service
development
By continually adapting the care home medication review
service to meet evolving local need the team has been able to
increase the appropriateness of medications and reduce
problematic polypharmacy. Over four years, the service has
completed 2,693 person-centred, evidence-based medication
reviews, which have resulted in 6,166 quality interventions. As
well as ensuring that Norwich care home residents are being
prescribed medication in line with NICE guidance,5 the service
has also directly delivered cost savings, as detailed in Table 3.

Having been involved with the current LCS and its predecessor
review service since 2014, the MO team strongly believe that it
is at a stage where there are opportunities to develop it further
for the benefit of the patients and all other stakeholders. 

Future areas for development include:

• better utilisation of the skills of MO technicians by making
the service technician-led, enabling technicians to facilitate
the review process and triage the more complex patients to
the pharmacist. This would allow the pharmacist to develop
and utilise their own clinical skills to support patients with
more complex needs

• encouraging, funding and supporting pharmacists to
complete the independent prescriber qualification

• working collaboratively to make improvements to admission
and discharge processes for care home patients, in
conjunction with secondary care

• expanding the service to include patients living in sheltered
housing, learning disability and mental health homes or
assisted living

• expanding the training portfolio to cover more care homes
and practices
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Issues affecting practices

• Rising costs of oral nutritional supplements and
reduced dietetic reviews

• Communication between care home, practice,
supplying pharmacy and other healthcare
professionals

• Homely remedies and self-care

• Lack of information provided on discharge from
secondary to primary care

• Access to patient information and notes for
temporary residents

• Management of thickeners

Issues affecting care homes

• Discharge information from secondary care

• Unclear what to send to hospital if patient is
admitted

• Secondary dispensing

• Warfarin dosing and communication

• Storage of emollients and thickener

• Homely remedies and self-care

Table 6: Recurrent issues affecting practices and care homes

Figure 4: Collaborative working between healthcare professionals

MO team – Medicines Optimisation Team, CCG – Clinical Commissioning Groups, LPC – Local
Pharmaceutical Committee, CQC – Care Quality Commission, SALT – Speech and Language Therapy team
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• facilitating quarterly meetings for care home managers and
staff to provide a support network and share examples of
best practice.

The ongoing service feedback received from clinicians and care
home staff has been overwhelmingly positive and supports the
findings in this article that a dedicated care home medication
review service in Norwich has made a real difference for patients
in terms of quality, safety and appropriate use of medicines.
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