



Standard Operating Procedure 9.  Medicines Reconciliation
Objectives

To describe the process for medicines reconciliation within insert name. 
Scope

This SOP covers medicines reconciliation it does not cover a full patient history.
It includes how [insert name] process information as part of the Discharge Medicines Service (DMS) from community pharmacy.
The stages of the process
Medicines Reconciliation on Discharge from hospital setting

1. Workflow receive a copy of the discharge paperwork

2. Discharge is sent to appropriately qualified individual to reconcile- pharmacy technician/ pharmacist/ GP. 

3. Check that the name, date, NHS number on the discharge paperwork matches the patient record.
4. Reconcile the medicines as per the checklist in Appendix 1

5. Document the reconciliation using appropriate Systm1 template (as in Appendix 2):

· Under “Medication Changed” details must be given on any medicines STOPPED, STARTED or CHANGED with reasons given if possible and durations if needed on any medications.
· Under “Medication Monitoring” details must be given on this if required

· Allergies must be added to the correct template with any details given as to the type of reaction.
6. If employed under ARRS then ensure that the correct additional coding has been added

7. If there is the need for any further monitoring then this should be arranged by either booking the appointments yourself, tasking reception, or tasking a GP if it is not clear as to what monitoring is required.
8. Forward on the discharge paperwork to the registered GP for review
9. If multiple changes to medications then the person reconciling medication should attempt to contact to patient to discuss the changes to their medication.

10. If there are any discrepancies these should be discussed with the hospital provider

Medicines Reconciliation from Clinic Letters

1. Workflow receive a copy of the clinic letter

2. Letter is sent to appropriately qualified individual to reconcile- pharmacy technician/ pharmacist/ GP.
3. Check that the name, date, NHS number on the discharge paperwork matches the patient record.
4. Reconcile the medicines as per the checklist in Appendix 1

5. Document the reconciliation using appropriate Systm1 template, using reason “Clinical letter” (as in Appendix 2):

i) Under “Medication Changed” details must be given on any medicines STOPPED, STARTED or CHANGED with reasons given if possible and durations if needed on any medications.
ii) Under “Medication Monitoring” details must be given on this if required

iii) Allergies must be added to the correct template with any details given as to the type of reaction.
6. If employed under ARRS then ensure that the correct additional coding has been added

7. If there is the need for any further monitoring then this should be arranged by either booking the appointments, tasking reception, or tasking a GP if it is not clear as to what monitoring is required.
8. Forward on the discharge paperwork to the registered GP for review
9. If there are any discrepancies these should be discussed with the individual who sent the letter
Medicines Reconciliation when transfers GP surgery

1. Workflow receive a copy new patient form

2. Letter is sent to appropriately qualified individual to reconcile – pharmacy technician/ pharmacist/ GP.
3. Check that the name, date, NHS number on the new patient form with that on SystmOne.
4. Must use at least 2 sources for reconciliation of medication, these can be:

i) Information from GP2GP transfer (preferred)

ii) Recent repeat slip

iii) Summary Care Record

iv) Recent discharge summary (preferred)

vi) Medications/ Blister packs

vii) Patient/ carer (preferred)

viii) Community pharmacy

5. Reconcile the medicines as per the checklist in Appendix 1

6. Document the reconciliation using appropriate Systm1 template, using reason “Issue of repeat medication issued” (as in Appendix 2):

7. Add any regular medications onto the repeat template as per medicines policy.
8. Allergies must be added to the correct template with any details given as to the type of reaction.
9. If employed under ARRS then ensure that the correct additional coding has been added

10. Check to ensure that patient is up to date with medication reviews, and is up to date with any other required monitoring for example DOACS, Diabetes, asthma etc.  

11. If any concerns about the information to forward onto the patients GP for review, examples could include: non-formulary items, antibiotics on repeat, controlled drugs on repeat

12. Task registered GP/ GP working on that day, to check reconciliation and to issue medication if required.
13. If there are any discrepancies these should be discussed with 
Discharge Medicines Service

The NHS Discharge Medicines Service (DMS) is an essential service for community pharmacy contractors.  Hospitals, by referring patients to community pharmacy on discharge with information about medication changes made in hospital, community pharmacy can support patients to improve outcomes, prevent harm and reduce readmissions.

1. Workflow receive a copy of the discharge paperwork

2. DMS is sent to appropriately qualified individual to reconcile- pharmacy technician/ pharmacist/ GP. 

3. Check that the name, date, NHS number on the discharge paperwork matches the patient record.
4. Reconcile the medicines as per the checklist in Appendix 1
5. If any discrepancies, check these against to GP surgery copy of the discharge. If the discrepancy still exists, then the secondary care provider should be contacted.
6. The DMS paperwork should be sent onto the GP for review.
Responsibility and accountability

Pharmacist/ Pharmacy technician should work within own competency.
Overall accountability lies with partner in charge of medicines optimisation.

Training and competencies 

· Work based training will be provided on medicines reconciliation.
· The expectation is that the pharmacy technician would have completed medicines management training otherwise would be expected to complete CPPE medicines reconciliation course.

· 50 medicines reconciliation need to be completed by pharmacy technician/ pharmacist without error to be signed off as being competent. 
Record keeping

Records of medicines reconciliation will be made in patients notes.

Records of training will be kept by the pharmacy team manager.
Review

This SOP will be subject to review on a yearly basis or sooner in the light of new local or national guidance. 
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Appendix 1. Medicines Reconciliation Check List

Allergy

· See if any changes to the patient allergy status.
Health conditions

· Check to make sure any new health conditions have been updated on the practice records.
Changes to medication

· Have any medicines been stopped, why?

· Have any new medicines been added, why?

· Have any doses of medicines changed? Why?

· Formulations change? Why?

· Has the frequency/ timing of doses changed, why?

· Are there any on-going monitoring requirements?

· Are the newly prescribed medicines on-going? Or are they just acute

· Are there any medicines that need to stop in a given time frame?

· Are there any possible interactions between any new medicines and the ones the patient is already Rx

Discrepancies

· Are there any discrepancies that cannot be reconciled?

These need to be followed up with the discharging hospital

If unable to resolve any discrepancies must be discussed with a PCN pharmacist/ GP

Additional information/ considerations

· Does the patient need/ and have they been given any additional items (ie steroid card, anticoagulant book)

· Any signs of non-adherence either pre or post hospital admission

· Would the patient benefit from a phone call to assess how they are getting on with their medicines post discharge?

Appendix 2. Screenshots of Documentation
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