Care Home Bundle
Care Bundles
A care bundle is a group of three to five evidence-based interventions which, when performed together, have a better outcome than if performed individually. Care bundles can be used to ensure the delivery of the minimum standard of care.
Too many care home residents are not getting the best from their medicines or are taking medicines which are doing them more harm than good and may be reducing their quality of life.  
Primary care pharmacists, working in GP practices, are well placed to carry out a comprehensive medication review, if required, for residents.  Pharmacists are experts in medicines and working with the GP and the practice-based team, they can ensure care home residents receive the right medicines at the right time and in the right way to maximise the benefits of the medication. (Care Homes – statement on pharmacy pages of the Care Homes internet website)
https://services.nhslothian.scot/CareHomes/SupportingResidentsNeeds/Services/Pages/Pharmacy.aspx

Pharmacy care home bundle
· A Polypharmacy/medication review/medicine reconciliation will be undertaken by the GP Pharmacy team using the Polypharmacy template (Vision) and Standardised polypharmacy checklist within 6-12 weeks of a person taking up residence in a care home when:
- an accurate record of allergies and adverse reactions to medicines will be recorded in the patient record if not transferred 
-the patient will be readcoded as a care home patient (13FX) in order to be identified in subsequent monitoring
Aim – to avoid inappropriate polypharmacy in patients at highest risk, to reduce drug related harm and to achieve therapeutic objectives in line with patient and/or carer preferences1
Evidence – polypharmacy reviews achieve health economic benefits, reduction in specific hospital admissions and prevention of avoidable adverse drug reactions. Been shown that those who benefit most are those with greatest frailty, on most medicines and on high risk medicines1

· The review will be undertaken in conjunction with the GP/GP practice with responsibility for the patient, appropriate nursing home staff and the patient and/or patient’s relative if relevant and any decisions made regarding medicines will be taken collectively by the team and recorded in the patient record. The KIS and ACP will be completed if not available.

The GP practice pharmacy team will liaise with the appropriate community pharmacy regarding medicines changes to allow update of records ensuring that medicine changes are communicated and instituted within an appropriate timescale
Aim – to ensure MDT joint decision making and communication with relevant staff involved in care of the patient and safe transmission between care settings meeting 5 principles in Polypharmacy Guidelines:
Appropriate polypharmacy requires consideration at any point of contact involving medication but there are five clear steps or moments which should be used as a trigger to do this: 
1. Prescribing (and risk assessment) 
2. Medication review 
3. Dispensing and administration 
4. Communication and patient engagement 
5. Medication reconciliation (at care transitions) 

Evidence – that a holistic approach and team making decisions are most effective and safest1

· An annual birthday month medication review will be undertaken by the team. Any member of the team may refer a patient for review via the referral form on the Intranet Care Homes page (link) at any time if referral criteria are met
Aim – to ensure regular assessment of risk and appropriateness of medicines if changes to medicines or health occur
Evidence – as above for medication review
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