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1.0 Policy
Where residents leave St. Attracta’s Residence for a period of time, St. Attracta’s Residence shall ensure that they and their relative/representative have sufficient medications and information regarding administration of the medications.  

Residents admitted for respite care, or transferred back to St. Attracta’s Residence, shall have their medications administered in a safe and legal manner to maximise resident safety and wellbeing. 
2.0
Procedure Respite Residents 
2.1
Prior to admission for respite or convalescence, residents shall be requested to bring a list of their medications with them to St. Attracta’s Residence to enable the prescription to be requested from their GP for dispensing and administering during their stay. 

2.2
For those transferring from another clinical setting a faxed prescription of the proposed residents medication will be requested prior to the client transferring to the home.

2.2
The nurse shall review this list during the assessment and shall forward the prescription to the pharmacist. The pharmacist shall dispense the medications along with a MARS sheet.

2.3
The residents GP will be contacted and a signed drug kardex requested. 

2.4
For those who’s GP is out of area to the home a local GP (in agreement with the resident) will be asked to cover the residents care whilst they are on respite care at the home. The covering GP will provide a signed drug kardex 


2.5
The nursing staff shall determine if the resident was self- medicating prior to admission and in conjunction with specific assessments if it is appropriate for them to continue to do so. Where this is appropriate, the resident’s shall be facilitated to self-medicate. Their medication shall be securely stored in a locked cupboard in their room/near their bed. 

2.6
Where self-medication is not appropriate, the resident’s medication shall be administered by nurses as per the resident’s Medication Administration Record. 

2.7
Where the resident requires additional medication during their stay, this is prescribed by their GP or by the covering GP for the duration of their stay at the home. 

3.0
Resident Leave  
3.1
Resident leave and overnight leave shall be encouraged and facilitated by St. Attracta’s Residence. 

3.2
Overnight leave shall be planned in advance as far as is practicable by the nursing staff, the resident and the relative/family member who is responsible for the resident when they are on leave. 

3.3
Residents, and their relatives/representatives shall be encouraged to provide St. Attracta’s Residence with advance notice if they intend to take the resident on day leave, however it is acknowledged that this may not always be possible. 

3.4
Nursing staff shall assess the capacity of the resident to self-medicate when on leave.  Where this is not appropriate, the resident’s relative/representative shall be provided with the medication

3.5
The medication shall be dispensed by the nurse.  The medication pods shall be placed into an envelope and given to the resident or the resident’s relative/representative. 

3.6
The resident or their relative/representative shall be provided information about the medications when they are to be taken and any specific instructions.  

3.7
The resident and their relative/representative is provided with contact details of St. Attracta’s Residence should they have any concerns or queries which they wish to discuss whilst away on leave. 

3.8
The resident’s leave-of-absence is documented in the resident’s record. Details of the medications provided and to whom are documented.
4.0  Medication Reconciliation (MR) in transfer to / from  acute hospital setting

Medication reconciliation is the process of creating and maintaining the most accurate list possible of all medications a person is taking – including the drug name, dosage, frequency and route – in order to identify any discrepancies and to ensure any changes are documented and communicated, thus resulting in a complete list of medications.

Medication reconciliation aims to provide residents with the correct medications at all points of transfer and between health and social care services. It can be considered complete when each medication that a person is taking has been actively continued, discontinued, held or modified at each point of transfer and these details have been communicated to the next care provider.

There are 3 steps in the medication reconciliation process;
· Collecting: This involves the collection of the medication history and other relevant information.

· Checking: This is the process of ensuring that the medicines, doses, frequency and routes, etc. that are prescribed for the resident are correct

· Communicating: This is the final step in the process where any changes that have been made to a residents prescription are documented, dated and communicated to the person to whom the residents care is being transferred.

The medication reconciliation process starts when the need arises to transfer or move a resident from one service to another. Medication reconciliation is a continuous process and takes place when a resident is admitted to a service, continues whenever the resident is moved or transferred to a different level of care within that service, and occurs again when the resident is discharged from the service.

4.1
The CNM or senior nurse in charge of the shift is responsible for ensuring a transfer to acute setting 
information sheet is completed when it is necessary to transfer a resident to hospital. Along with this a 
medication reconciliation checklist is completed.

4.2
The responsible nurse must ensure that any photocopies of resident’s medication charts that are sent 
with the resident must be clear and legible.

4.3  
A copy of all information sent to the hospital regarding the resident will be filed in the resident’s hard 
file.

4.4
The CNM or senior nurse will then telephone the care setting to which the resident was transferred ( 
within 3hrs of transfer) to ensure that all documentation has been received, is complete and has been 
understood.
Medication management for residents who are transferred back from hospital shall follow the process outlined below: 
4.1
The hospital will be requested to fax through a discharge prescription to the home, of the medications the resident is to be discharged on. On receipt of the faxed information the CNM/senior nurse on duty will review the information and compare this to the medication the resident was prescribed prior to admission. Any queries can then be raised with the ward prior to the resident returning to the home. It is understood that this will not always be possible but efforts will be made to carry out this practice prior to the return of the resident to the home.
4.2
Where the hospital has made any change to the resident’s medication, this shall be communicated to the GP and pharmacist within six hours of discharge back to the home or if late at night the following morning. 

4.3
The nurse will review the discharge prescription of the resident when received or within 2hrs of their return from hospital and cross reference this with their admission medication to establish if any changes have been made to previously prescribed medication or doses. A medication reconciliation form will be utilised to complete this process. If any discrepancies are noted the nurse will contact the hospital discharging team and verify details. This information will then be followed through with the residents GP. The medication reconciliation form is to be filed in the hard copy resident record for future reference if required.
4.4
A photocopy of the medication reconciliation form will be available for all nurses to review so that they are aware of any medication changes.

4.4
The nurse will document all details of medication changes, additions, discontinuation’s or alterations on the residents Vcare record.
4.4
The GP shall be requested to review the resident and update the GMS Prescription, Kardex and the Medical Administration Record 
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