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1. Background  

Research has repeatedly shown that patients often experience errors or unintentional 
changes to their medicines when they move between care providers, presenting a significant 
risk to patient safety (1). Improving the safe transfer of information about medicines should 
therefore reduce the incidence of avoidable harm to patients, and this has become a priority 
improvement area for our National Health Service.  
 
Community pharmacists are well placed to support patients recently discharged from 
hospital. They are able to help patients get the best from their medicines, by providing 
services such as the new medicines service (NMS) and post-discharge medicines use reviews 
(MURs). Evidence from research into community pharmacy post-discharge medicines 
services has demonstrated significant increases in medicines adherence, leading to 
improved health outcomes for patients and fewer admissions and re-admissions to hospital 
(2).  
 
In December 2014, the Royal Pharmaceutical Society (RPS) launched ‘Hospital referral to 
community pharmacy: An Innovators toolkit to support the NHS in England’ (3). The RPS 
believes that patients in hospital should be routinely referred to their community 
pharmacist for post-discharge support with their medicines and this toolkit, developed by 
the RPS’s Innovators’ Forum, is intended to aid local leaders in the development of a 
business case for implementing referral systems, as well as supporting effective 
implementation. 
 
Wessex Academic Health Science Network (AHSN) has begun to actively engage its 
Medicines Optimisation Programme on a number of projects which aim to address the 
problems of Transfer of Care Around Medicines (TCAM). 
 
An advisory group made up of Pharmacists from across primary (Including community 
pharmacy), secondary and intermediate care as well as Academia, have worked over the last 
9 months to develop this work. An initial scoping meeting took place in March 2015 and 
identified a number of key themes. 
 
2. Key themes from initial scoping meeting. 
These key themes were revisited and updated in December 2015. (Updates shown below 
each point in bold). 
 
1. There is a lack of clarity around NHS England (Local Area Team) position with regard to 

domiciliary MURs. Following a presentation of the Isle of Wight community pharmacy reablement 

project and seeing the significant benefit in outcomes for patients who received this type of 

service, the group felt that this must be addressed. www.ukcpa.net/wp-

content/uploads/2010/11/Joint-Conference-Handbook-2015-Abstracts-only.docx.pdf  Abstract 

number 24 

http://www.ukcpa.net/wp-content/uploads/2010/11/Joint-Conference-Handbook-2015-Abstracts-only.docx.pdf
http://www.ukcpa.net/wp-content/uploads/2010/11/Joint-Conference-Handbook-2015-Abstracts-only.docx.pdf
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The group still feels that this issue is unclear and may be a barrier to Community Pharmacists 

delivering domiciliary MURs.  The LPN will be contacted to see if there is scope to automatically 

allow Domiciliary MURs where the referral has come from the discharge from hospital process. 

 

2. There is a need for patient-facing communications such as a leaflet, video etc. to ensure that 

patients are made aware of the services available to them from community pharmacies on 

discharge from hospital. Patient Participation Groups could be useful here. 

This is fully supported and Wessex AHSN will fund a video, poster and patient leaflet explaining 

the discharge MUR. The communications elements of the whole TCAM process are significant 

and will need a separate communication plan. 

 

3. There is some educational support that could easily be provided to community pharmacies to 

ensure that the quality of DMURs is improved. The CPPE consultation skills 

http://www.consultationskillsforpharmacy.com and workshops on the STOPP/START tool could 

be delivered locally. 

Agreed that the LPC Academy will be responsible for supporting quality training for community 

pharmacists but that the AHSN could support if needed. 

 

4. CCGs are critical to the success of local schemes and in time may well commission such schemes. 

Locally it was felt that there are some very supportive CCGs and some who act as barriers to 

implementation and this needs to be addressed.   

CCGs engagement in the TCAM work has declined recently so the AHSN will take this report to 

CCGs to underline their critical role in driving this and commissioning support services 

 

5. Community Pharmacy as a whole does not uniformly engage with these types of projects (for 

example in the Isle of Wight 8 pharmacies delivered 75% of the reviews in the reablement 

project). More needs to be done by CCGs, LPCs and community pharmacy itself to drive up 

engagement. New projects need to address community pharmacy engagement at the design 

stage of the project. Issues such as training needs quality assurance and remuneration should be 

addressed early in the project design. Additionally, if particular localities experience gaps in 

provision (resulting in patients not being able to access a service) bespoke support to encourage 

one or two pharmacies in that area to get started needs to be built in. 

This is hugely problematic and needs to be addressed across Wessex with the LPC and the LPN. 

 

6. It was felt by all that PharmOutcomes was critical, especially now that it can interface with JAC 

and other Hospital systems.  Wessex AHSN has led some work to agree a common data set. 

This work is now complete and has been approved by the Royal Pharmaceutical Society and is 

available at http://wessexahsn.org.uk/projects/54/transfers-of-care-around-medicines-tcam  

 

7. Intermediate care and community healthcare services are often missed out of projects around 

DMUR. This is problematic and may mean that intermediate care services aren’t aware of local 

schemes. Need to ensure that the simple triangle of acute Trust, reablement, intermediate care, 

then referral to community pharmacy is not too simplistic to miss out where patients use 

community services (e.g. mental health etc.).  Vulnerability doesn’t always only apply to the older 

patient group. In some areas, there are a significant number of “vulnerable” younger patients 

http://www.consultationskillsforpharmacy.com/
http://wessexahsn.org.uk/projects/54/transfers-of-care-around-medicines-tcam
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with e.g. mental health and alcohol or physical problems that mean they are readmitted 

frequently but may not get the support they need around their medicines. Frailty can be defined 

as: A state of impaired homeostasis leading to increased vulnerability to minor stressor events 

which increases the risk of adverse outcomes including falls, delirium and disability.  

http://www.ncbi.nlm.nih.gov/entrez/eutils/elink.fcgi?dbfrom=pubmed&retmode=ref&cmd=prlink

s&id=23395245  

 

8. Hospital Trusts locally are at different stages with engaging with referrals to pharmacy for MOTE 

(Medicines Optimisation on Transfer of Care) type schemes. Dorset County Hospital NHS 

Foundation Trust electronic referral to community pharmacy started in October 2015. 

Bournemouth is awaiting an electronic interface between hospital and PharmOutcomes systems. 

Portsmouth has a small pilot project up and running. Southampton reported that the trust is 

specifically looking to reduce readmissions within 30 days and the IoW work is very important 

evidence to support development. Other Trusts have plans in place but one or two trusts have no 

such plans and are seen as reluctant to refer to community pharmacy.  The Isle of Wight MOTiVE 

project is currently referring patient for telephone follow up and Discharge MUR’s (MOTiVE levels 

1 and 2). They are waiting for an electronic interface before launching level 3 and 4 referrals. This 

project is included in their Vanguard work. 

In response to this initial meeting, it was agreed that a small group would map out the patient 

pathway and identify where work was going on to address issues at certain point in the 

medication pathway. 

3. Mapping the Patient Pathway.  

The following headings were used to identify key stations in a generic patient pathway. It was agreed 

that further work will be required to understand pathways pertaining to special patient groups e.g. 

those with mental health problems.  

1. Patient at home and OK/ Patient begins to deteriorates 
2. Intermediate care services  
3. Hospital in-patient episode 
4. Post Discharge care and support  
5. Patient back at home 
6. Full circle – avoiding readmission 

 
The following diagrams help outline the pathway and where work is currently being done.  

 

1. Patient at Home 

This part of the pathway describes the patient who is currently at home but where there are signs of 

deterioration or decline. This may manifest itself via missed appointments, more frequent use of out 

of hours services, failing to collect prescriptions etc.  Linking the community pharmacist at this part 

of the pathway may mean that some simple adjustments or support for medicines taking can avoid 

further deterioration or a crisis. 

 

http://www.ncbi.nlm.nih.gov/entrez/eutils/elink.fcgi?dbfrom=pubmed&retmode=ref&cmd=prlinks&id=23395245
http://www.ncbi.nlm.nih.gov/entrez/eutils/elink.fcgi?dbfrom=pubmed&retmode=ref&cmd=prlinks&id=23395245
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  Improvements 

 Develop a Medication trigger tool (Isle of Wight to share) (Appendix 3) 

 Triage tool for AHPs to alert them to where to get support around medicines 

 Vital that if Community Pharmacy is contacted at this point in the pathway, they engage and 
support the patient in whatever way they can. 

 
 

2. INTERMEDIATE CARE 
 

This part of the pathway refers to a situation where there has been recognition that the patient is 
experiencing a problem(s), and they have been referred into intermediate care. However, the reason 
for this trigger may be vague and non-specific. E.g. “not coping” “not adhering to meds” 
The potential to increase polypharmacy in this group is high as medicines are brought into the 

picture sometimes without a full understating of the patient’s situation. Checking adherence to 

medicines is vital at this point.  Often a Metered Dosing System (MDS) is seen as a panacea here but 

it may mask medication issues or cause more harm. This group is more complicated where mental 

health or drug and/or alcohol issues are present.  
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Improvements 

 Make available tools to address polypharmacy 

 Strategies to ensure that MDS is not masking other major problems. (Lelly Oboh and Kevin Noble 
have done work here). 
 

3. HOSPITAL 
 

This part of the pathway describes the inpatient stay. The processes around changing medicines and 
discharge are different in every hospital.  What is commonly agreed is that patients must be 
encouraged to bring ALL of their medicines into hospital so that a full medicines reconciliation can be 
carried out accurately. Failure to do this increases length of stay, increases the potential for errors 
and may cause severe harm. Equally, it has the added benefit of when the patient returns home, 
there aren’t hoards of old medicines that have the potential to cause harm if taken.  All Trusts are 
grappling with how to better implement self-administration of medicines. This is a problematic area. 
However, what is clear is that supporting the patients to self-administer PRIOR to discharge is vitally 
important to returning a patient to successful independent living. 
 
Evidence from the Isle of Wight (and Newcastle) demonstrates the relatively poor impact of hospital 
pharmacy education at the point of discharge and that this time might be more productive if basic 
messages were given to patients but they were supported to receive a discharge MUR on their 
return home. 
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Improvements 

 TTO’s should be seen as a key part of discharge process (and not an add on). 

 Pharmacists should have the right to stop discharge if a patient’s medicines (or the support for 
them to be taken safely and effectively) are not felt to have been adequately sorted out. 

 Make sure self-administration in hospital is supported where appropriate and that efforts are 
made to support self administration BEFORE discharge. 

 Ensure that Trusts have a pathway in place to ensure clinical handover to community pharmacy 
on discharge. 

 Raise awareness that ALL patients medicines should come into hospital and stay with them for 
medicines reconciliation  
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4. POST DISCHARGE 
This part of the pathway describes the initial phase when the patient is back at home but at high 
risk of re admission. 
 

 
 
Improvements 

 Remove all unwanted medicines from the patient’s home to reduce risk of inadvertently taking 
the wrong medicines. 

 Digital technology should be used more widely to support patients in their own home. Face time, 
for example, to see what medicines they have and where they are stored. 

 Concentrate on giving medicines information and support here rather than on discharge 
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5.PATIENT BACK HOME 
 

 

 

4. Actions 
The actions agreed during the workshop have been categorised into quick wins and longer-term 
actions. In response to a request from the Wessex Local Pharmacy Network, specific actions for the 
LPN have also been identified. 
 

4.1 Quick wins 
 Develop a patient information card/ leaflet for use across Wessex that is given to patients to 

explain the medicines services they can expect to support them with their medicines upon 
their discharge from hospital. We can build on the IoW version (appendix 2) and test with 
our patients. 

 Seek clarity from NHS England via LPN regarding domiciliary MURs. If they cannot be agreed 
quickly, can we develop a process that works for Wessex? 

 Understand findings from Southampton MI Helpline, feed into TCAM discussions and 
compare with QA Intermediate Care Data 

 PharmOutcomes encryption – what is needed? Follow up with Gary Warner to understand 
interfaces and potential. 

 Bournemouth, Poole and Christchurch Intermediate Pharmacy care team - get data 
 Get Northumbria Care Home (SHINE) information 

http://www.health.org.uk/sites/default/files/Shine2012_NorthumbriaHealthcareNHSFounda
tionTrust_report.pdf  
 

http://www.health.org.uk/sites/default/files/Shine2012_NorthumbriaHealthcareNHSFoundationTrust_report.pdf
http://www.health.org.uk/sites/default/files/Shine2012_NorthumbriaHealthcareNHSFoundationTrust_report.pdf
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4.2 Longer term actions 
 Agree a fee structure and service spec across the patch that LPC’s can sign up to and all 

commissioners and Trusts use. 
 Engage the third sector to ensure they understand the support services available to carers 

around medicines and to inform our processes. This could link to the patient information card. 
 Deliver training for community pharmacists to help them understand the discharge process. 
 Share TCAM report with CCG’s and GP prescribing leads. 
 

4.3 Difficult/ resource intensive 
 Engage CCGs in transforming the pathway to deliver more upstream support 
 Commission electronic Medicines Optimisation on Transfer (MOTE) schemes across Wessex 
 Link intermediate care teams and community pharmacy 
 Link clinical pharmacists working in GP practices to Trusts and community pharmacy 
 Develop a set of measures (KPIs) across the patch to demonstrate change 
 Reduce avoidable unplanned admissions/ poor patient experience related to   transfer of care 

around medicines. 
 

4.4 LPN activities 
The group agreed that the LPN could be instrumental in supporting key actions.  
These include: 
1.  Secure clarification from NHS England about the process to allow Domiciliary MURs. Despite the 

great evidence from the IoW reablement work, the group reported that NHS England takes over 
two weeks to agree to a community pharmacist doing a domiciliary MUR. In effect this is 
blocking them from happening so we need to address this. The LPN could link with NHS England 
to do this. 

2.  In setting up discharge MUR projects, a number of trusts have had difficulties negotiating with 
the LPCs. It was felt by the group that there could be a clear distinction with LPCs having 
responsibility for the remuneration and practice issues of this work (the business side of things),  
but the LPN providing the leadership to enable projects to happen, especially when progress is 
being slowed by issues about funding.  

3.  A consistent approach to fee structure for services around transfer of care would be really 
helpful across the patch so LPN support for that would be essential. 

4.  Possibly agree a policy regarding information sharing. Need to make sure data is shared to 
improve quality and volume of activity.  

 

5. IT Interface 

A meeting was held on 29th February 2016 to explore the challenges of electronic transfer of 

patient information about medicines between Hospitals and Community Pharmacies.  

Representatives from JAC, PharmOutcomes and 3 Acute Trusts discussed the practicalities of 

the identification and referral process on the ward, and the need for entering information in 

a few places as possible, and collating information throughout admission so that on 

discharge it is reviewed and sent. The pressure around discharge as intense and therefore 

discharge planning needs to start at admission. 90% of patients have changes to their 

medicines in hospital and this is higher in the over 65 with 60% having three or more 

changes. Medicines reconciliation ion discharge is as important as on admission.  An 

electronic interface between the prescribing system and the discharge system is required so 

that information is only entered once.  Key to this is the message broker.  
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     Actions May 2016 

1. Explore what Scotland (Skystore) and Wales do - Clare Howard and Vicki Rowse 

 

2. JAC to explore with product managers: 

 

 Can they import and use a list of community pharmacies from HSCIC? 

 Allow Trusts to have a selected list of most used pharmacies (local) 

 Highlight any changes to medicines ( assume this would have to be annotated in some way) 

 Output this data to a message broker 
 

3. AHSN to explore single license for PharmOutcomes 

 

4. AHSN to find out which message brokers are used by each Trust and explore subtly how much it 

might cost for each to get MB to send to PharmOutcomes 

5. Talk to Ann Slee and Neil Watson - Clare Howard 

 

August 2016.  PharmOutcomes have now built an interface between Hospital and Pharmoutcomes, 

allowing auto population of patient data for referral  and a newsletter and video showing how it 

works are available at: 

http://wessexahsn.org.uk/img/projects/PharmOutcomes%20Hospital%20referral%20-%20Final.pdf 
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Annex 1 TCAM Meetings Agendas:  

 

Wessex Academic Health Science Network Medicines Optimisation Programme 

Discharge MUR Task and Finish Group – Initial Meeting 

Wednesday 18th March 1100 – 1400 
Dr Hogan’s Office, Portsmouth CCG HQ, St James Hospital, Locksway Road, Southsea, Hampshire  

PO4 8LD 

 Agenda  

Time Topic Responsible 

11.00 Brief introductions  All 

11.10 Meeting Purpose Clare Howard 

11.20 What are we currently doing? – Dorset, IOW projects Rachel Howard/Vicki 
Rowse 

12.00 Want do we want to do ? All 

12.40 Break & Working Lunch - provided All 

12.55 Action Plan  All 

14.00 Meeting Close  

 

 
Wessex Academic Health Science Network Medicines Optimisation Programme 

Transfers of Care around Medicines (TCAM) Mapping Workshop  
 
This will be an interactive workshop so please come prepared to share what is 
happening in your organisation /locality and any work that is planned or in progress  
 
Date: Tuesday 29 t h September 09.30 – 12.30 (light lunch available)  
Venue: Meeting Room 2, The Innovation Centre, 2 Venture Road, Southampton Science Park 

Chilworth, Hampshire SO16 7NP 

 Agenda  

Time Topic Responsible 

09.30 Welcome and introductions  Vicki Rowse 

09.35 Purpose of the workshop  Clare Howard 

09.45 Mapping – what currently happens between organisations? 
Including: processes, referral modes (IT, Paper, Fax, Telephone), 

All 
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feedback loops, Patient involvement, patient selection, who to? 
etc.  

11.00  Coffee  

11.15 What are the challenges? 
Potential solutions? 
Are there any established or planned projects? 

All 

11.45 Next Steps: What do we need to address?   
Where are the gaps? 
 
ACTION PLAN for TCAM workstream  

All 

12.15 Summary All 

12.30  Meeting Close -  Light  Lunch  

 

Wessex Academic Health Science Network 

Medicines Optimisation Programme 

Transfers of Care around Medicines (TCAM) Mapping  
 
Date: Tuesday 9 t h December 09.30 – 12.30 (light lunch available)  
Venue: Meeting Room 4A, The Innovation Centre, 2 Venture Road, Southampton Science Park 

Chilworth, Hampshire SO16 7NP 

Agenda 

Time Topic Responsible 

09.30 Welcome and introductions  
 

Vicki Rowse 

09.35 Purpose of the session  
 

Clare Howard 

09.45 Detailed review of the draft mapping report and pathway slides 
 

All 

11.15 Developing an action plan 
  

All 

12.30 Meeting Close -  Sandwich  Lunch 
 

 

 

 

 

 

 

 

 

 

 



 
 

Wessex AHSN TCAM Paper V10 August 2016 

Authors Clare Howard and Vicki Rowse Wessex AHSN 

 

 

 

 

Wessex Academic Health Science Network 

Medicines Optimisation Programme 

Transfers of Care around Medicines (TCAM) IT interface meeting  
 
Date: Monday  29 t h February 2016 10.00 – 12.00 
Venue: Meeting Room 3, The Innovation Centre, 2 Venture Road, Southampton Science Park 

Chilworth, Hampshire SO16 7NP  

Attendees: Clare Howard, WAHSN,  Vicki Rowse WAHSN, Steve Reggione JAC, Gary Warner Pinnacle 

Health, Gill Honeywell IOW Trust, Daphne Hitchman, HHFT,  Naomi Ratcliffe HHFT.  

Agenda 

Time Topic 
 

Responsible 

10.00 Coffee, welcome and introductions 
 

Vicki Rowse 

10.05 Purpose of the meeting 
 

Clare Howard 

10.10 Current situation and practical challenges: 
 
Trust perspective 
 
JAC perspective 
 
PharmOutcomes issues   

Gill Honeywell 

Steve Reggione 

Gary Warner 

10.45 
 

Potential solutions All 

11.30 Action plan and next steps 
 

All 

12.00 Meeting Close -  Sandwich  Lunch 
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Appendix 1: Additional slides from the mapping workshop 
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Appendix 2 Sample Patient Information Cards 
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 Appendix 3  MOTIVE Medicine-related Problem Risk Assessment Form 
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Courtesy of Gary Warner PharmOutcomes February2016 

2016 
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Annex 5 

Learning from Projects to Date April 2016 

Learning from Dorset  

1. Make the referrals from the whole trust straight away. Trying to restrict where referrals come 

from wastes time. They are now trust-wide except paeds) 

2. You need dedicated project time to keep driving the projects and to keep the pressure on collages 

to make the referrals. 

3. Engage community pharmacy from the start but be prepared to do site visits to community 

pharmacists to make sure they are ready to make the interventions and understand the system 

properly (and why we are doing the work) 

Learning from Portsmouth  

Lots of work originally to gain the trust of hospital pharmacists that this is worthwhile. People in 

trusts interested but may not know where to go to get better understanding of the pilot and how to 

refer. Needs champions. 

Now had 100 referrals (6-8 per week) 

Student thesis just submitted on this and the data so far shows. (check with Zac that this is OK) 

 At mid Feb, 55 referrals made 

 None of the 55 had been readmitted for medicines related events ( but need clarity on 
definition) 

 29/55 visited at home had meds removed from their home and 60% of these were high risk 
medicines. 

 Patient satisfaction was generally good and no major patient issues reported. 
 

Learning from Isle of Wight Pharmacy Reablement Service (PRS)  

Key outcomes 

The PRS was associated with reductions in hospital usage by patients who received a domiciliary 

community pharmacist review, both in terms of the numbers of admissions and the number of bed 

days. This service is likely to be cost effective, and may offer cost savings through reductions in 

hospital usage. 

If the number of admissions and hospital bed days is maintained at the same level this should be 

seen as a positive outcome because the natural trend in these vulnerable patient groups would be 

for hospital admissions and hospital bed days to increase over time. 
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Qualitative interviews with patients and their carers found they did not perceive themselves to have 

problems with their medicines prior to seeing the pharmacist and the main benefit to them was a 

reduction in anxiety about their medicines. 

Although the PRS specified that patients could have up to three visits, only a quarter of the patients 

reviewed needed three visits. In addition, the second and third visits were shorter and could often be 

conducted over the telephone. 

Pharmacists found patients were more settled at home and they could gain clues about how patients 

were managing their medicines and assess levels of medicine stockpiling. Patients and pharmacists 

felt less rushed in home visits and were not interrupted as they might have been in the pharmacy. 

However, pharmacists had to find ways of managing their lack of access to medicines information 

resources (either by taking resources with them or by finding answers to questions on their return to 

the pharmacy).  

When pharmacists made their first domiciliary visits the majority of patients received four core 

services: MUR, future management of medicines, medicines cabinet check and capability assessment 

Following the first visits only two percent of patients were referred to their GP, suggesting that the 

PRS did not significantly increase the workload for GPs. 

A limitation of the PRS was the lack of two-way communication between hospital and community 

pharmacies. 

Although a formal economic evaluation has not been conducted on the cost of delivering the PRS, it 

seems likely that the observed reduction of 12 bed days per patient per year for patients who 

received a community pharmacist review (at a cost of £350 per bed day; equivalent to £873,600 

saved in hospital bed days between 2011 and 2014) would more than balance out the cost of 

providing the PRS (£70 per domiciliary visit; equivalent to £25,060 spent on community pharmacist 

domiciliary reviews between 2011 and 2014). 

Key recommendations: 

1. Administrative barriers to performing domiciliary MURs need to be removed, either by 

introducing a local enhanced service or, preferably, by removing the administrative barriers at a 

national level. 

2. Assessment of patients within hospital to identify those likely to benefit from referral to 

community pharmacists should be streamlined to make them as cost effective as possible. 

3. The content of referrals to community pharmacists should include the following key information: 

patient name, address and telephone number, list of changes to medicines, list of medicines on 

discharge.  

4. Additional desirable information for domiciliary visits includes, names and contact details for 

relatives, times of carer visits, key codes for doors, mental and physical health of patients. 

5. Strategies should be put in place to gain maximum engagement from community pharmacists 

e.g. emphasising personal, professional and commercial benefits of participation; identifying and 

supporting pharmacies with low levels of engagement;  

6. Patients should be informed about the service during their admission both verbally and in 

writing. Information leaflets and referral reminders should be given to patients on discharge to 
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home. Videos advertising the service could be shown in public area of the hospital or on personal 

television screens in ward areas. 

7. Service specifications should allow pharmacists to determine how many follow-up visits a patient 

requires (no patients should need more than three visits), when these should be conducted and 

whether follow-up is most appropriate in person or by telephone. 

8. Referrals should be streamlined using secure direct electronic referrals which require minimal 

extra data entry at the hospital end (to facilitate hospital pharmacy staff engagement) and avoid 

loss of data in transfer. 

9. Electronic referral systems should facilitate: feedback to the hospital pharmacy when a review is 

conducted, allow a summary of the visit to be recorded, send a copy of this summary to the 

patient's GP highlighting any specific actions the GP should take. 

10. Domiciliary visits should include the following core services: MUR, future management of 

medicines, capability assessment, medicines cabinet check and medicines reconciliation. 

11. Community pharmacists should assess and record patient's self-reported adherence to their 

medicines at each visit using a standard question such as "People often miss taking doses of their 

medicines, for a wide range of reasons. Have you missed any doses of your medicines, or 

changed when you take it?" 

12. Remuneration for first visits should be higher than for second and third visits (reflecting the 

greater workload involved in a first visit). 

13. Where a patient's nominated pharmacy is unable to make a first visit (due to illness or holiday), 

service specifications should state that the patient will be referred back to their nominated 

pharmacy following the first visit, and this pharmacy will take over the ongoing management of 

that patient, including implementing services recommended by the reviewing pharmacist 

14. The scope of referral services should be expanded to include more patients. This can be done by 

risk assessing patients during admission  

a. Low risk patients should receive an information only referral (their discharge 

prescription or summary sent to their nominated community pharmacy) and notification 

that they can request an MUR with their pharmacist;  

b. Moderate risk patients should receive an information only referral and a telephone call 

with two days of discharge to see if they are experiencing any problems. If problems are 

identified, patients should be referred for a discharge MUR or domiciliary visit as 

appropriate. 

c. High risk patients who are mobile should receive a telephone call within two days of 

discharge and be referred to their pharmacist for a discharge MUR (the pharmacist will 

contact the patient to arrange an appointment). The pharmacist will receive a copy of 

the patient's discharge prescription or summary. 

d. Very high risk patients who are house-bound should receive a telephone call within two 

days of discharge and be referred to their pharmacist for a domiciliary visit within seven 

days of discharge. The pharmacist will receive a copy of the patient's discharge 

prescription or summary which may contain additional information. 

15. In-hospital risk assessments should be streamlined to enable more patients to be assessed in a 

timely fashion e.g. using or adapting the PREVENT tool.(2) 

16. In-hospital assessments should be the responsibility of all hospital pharmacists and technicians. 
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17. Patients should be asked to nominate their preferred pharmacist during their admission. This 

should be recorded on the referral system, or in such a way that the referral system can identify 

the pharmacy. 

18. Referrals to community pharmacy should automatically be sent to the nominated community 

pharmacy when a patient is discharged from hospital. Referral systems should not rely on 

individuals to send referrals manually or electronically. 

19. Domiciliary visits should be conducted with a relative or carer present, if possible. 

20. Community pharmacists conducting domiciliary visits should complete (or have completed) the 

CPPE consultation skills training. 

21. Community pharmacists should be given protected time to conduct domiciliary visits in working 

hours ,either through the adoption of a two-pharmacist service or the employment of a "floating 

locum pharmacist" who can support community pharmacists or conduct visits on their behalf. 

The responsible pharmacist legislation could also be used to support visits in working hours. 

22. Pharmacists conducting domiciliary visits should be provided with photo identification to provide 

reassurance to patients, relatives and carers that their visit is legitimate. 

23. Guidance should be provided to pharmacists conducting domiciliary visits on how to help 

patients gain additional support e.g. through social services. 

 


