
PLEASE NOTE: The Institute reserves the right to summarise and edit comments received during consultations, or 
not to publish them at all, where in the reasonable opinion or the Institute the comments are voluminous, publication 
would be unlawful or publication would be otherwise inappropriate. 

National Institute for Health and Care Excellence 

Medicines optimisation 

Stakeholder Comments – Draft Guideline 

NOTE: 
 
NICE is unable to accept comments from non-registered organisations or individuals.  
If you wish your comments to be considered but are not a registered stakeholder, please 
register via the NICE website or contact the registered stakeholder organisation that 
most closely represents your interests and pass your comments to them. 
 
Please fill in both the ‘stakeholder organisation’ and ‘name of commentator’ fields below 
in order for your comments to be considered. 
 

Stakeholder 
Organisation: 

Multiple Sclerosis Trust 
 

Name of 
commentator: 

Amy Bowen, Director of Service Development 
 

Order 
number 

 
(For internal 

use only) 

Document 
 

 
Indicate if you 
are referring to 

the 
Full version 

NICE version 

or the 
Appendices 

 

Section 
Number 

 
Indicate 

number or 
‘general’ if 

your 
comment 

relates to the 
whole 

document 

Page 
Number 

 
Indicate  

number or 
‘general’ if 

your 
comment 
relates to 
the whole 
document 

 

Comments 
 

Please insert each new comment in a new row. 
 

Please do not paste other tables into this table, as your 
comments could get lost – type directly into this table. 

 

Example Full 3.4.6 45 Our comments are as follows …… 

Proformas that are not correctly submitted as detailed in the example above may be returned to you. 
1 Full General General The MS Trust is responding to this consultation on behalf 

of our supporters, who are people with MS, their family, 
friends and carers.  
 
Overall, the MS Trust is happy with this clinical guideline, 
which makes sensible recommendations around 
medicines optimisation.  We have some comments, 
however, as outlined below. We have confined our 
comments to the recommendations. 

2 Full General General Throughout the Guideline, there is a presumption that 
medicines optimisation, including medicines review and 
medicines reconciliation, is confined to prescription 
medicines – with one exception, in recommendation 29, 
around medication review.  
 
I am concerned that this doesn’t take sufficient account 
of people’s tendency to self-medicate with over the 
counter and alternative or complementary medicines, 
and that there needs to be greater account taken of 
these in certain situations, such as medicines-related 
communication systems, medicines reconciliation.  I have 
made specific comments in relation to the relevant 
recommendations below. 
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3 Full General  General  Throughout the Guideline, there is a presumption about 
intellectual capacity/cognitive ability to make decisions 
and give informed consent, especially around medication 
review, self-management plans and patient decision aids. 
 
Would it be possible to refer to appropriate NICE or other 
guidance in these sections around how shared decision 
making should take place where an individual is known to 
lack capacity, or where their capacity is in doubt?   

4 Full Recommen
dation 12  

p.31 Is it possible and/or appropriate to share information 
about medicines with the individual, their GP and another 
named individual such as a care co-ordinator where this 
is applicable?  Elsewhere the government has committed 
to ensuring people with long-term conditions and the 
elderly have a named individual who is responsible for 
their care; while in many cases this will be their GP it is 
not true for all and I would like to see the care co-
ordinator able to access all relevant medicines 
information.  

5 Full Recommen
dation 14 

p.31  As currently worded, the recommendation states: 
“Encourage people to tell their GP, community 
pharmacist and any other relevant people if they have 
been in hospital and to inform these people about any 
changes to their medicines” 
Is it possible to word this recommendation to ensure that 
a list of people who should be informed is included on the 
medicines information that is provided in a patient-
friendly format at discharge, outlined in recommendation 
13?  

6 Full Recommen
dation 15 

p.32 “Proactively share complete and accurate information 
about medicines in a timely way, ideally within 48 hours 
of the person being transferred, to ensure that patient 
safety is not compromised”  
I appreciate that there was some discussion by the GDG 
around the optimal length of time to allow for medicines 
information to be communicated within settings, around 
setting realistic guidance, and around the fact that 48 
hours is still challenging within a primary care setting. I 
also note that NICE technical guidance recommends 
sorting this out within 24 hours of admission to hospital.   
 
However, 48 hours can be far too long for some 
individuals, particularly if they are discharged to another 
setting with continuing medication needs that may have 
changed. 48 hours can be a long time if a patient is 
receiving 4-hourly medication, and it seems very likely 
that there will be some issues around patient safety 
without optimal medicines communication in that period. 
 
I acknowledge that these issues are greatest in primary 
care, and would like to see a recommendation – perhaps 
a research recommendation – to identify models of care 
that can improve the timeliness of communication of 
medicines information on discharge to primary care.  

7 Full Recommen
dation 17 

p.32 “details of other relevant contacts” – expand this point to 
include care co-ordinators or similar, as outlined above in 
my response to recommendation 12. 

8 Full Recommen
dation 17 

p.32 Consider adding a point about any storage requirements 
for the medicine, eg controlled medicine, refrigeration 
required etc 
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9 Full Recommen
dation 17 

p.32 Consider adding a point about any supply issues there 
may be with the medicine, eg homecare delivery only.  
This may affect re-prescription or ensuring that 
medicines arrive in the right place, if the individual’s care 
setting has altered 

10 Full Recommen
dation 17  

p.32 Consider adding a point about any self-medication with 
over-the-counter or complementary medicines that the 
individual may be known to be taking in addition to 
prescribed medicines 

11 Full Medicines 
reconciliati
on 

p.32-33 Consider adding a point that medicines reconciliation 
should include any self-medication with over-the-counter 
or complementary medicines that the individual may be 
known to be taking or to have been taking in addition to 
prescribed medicines?  

12 Full Recommen
dation 20 

p.33 “In an acute setting, accurately list all of the person’s 
medicines (medicines reconciliation) within 24 hours“ 
Essentially this is the same point as I made in point 5, 
above. 
24 hours can be a long time for some individuals, 
particularly if they need to receive medication in a timely 
fashion and their symptoms will worsen without it.  
I would like to see the recommendation reworded to 
something like “within 24 hours or less if possible”. 

13 Full Self 
manageme
nt  plans - 
general 

p.34 Given that it is stated government policy to ensure that 
everyone with a chronic or long-term condition should be 
given a care plan, is it worth linking self-management 
plans to these?  For example, the recommendation could 
say something like “self-management plans may form 
part of an individual’s overall care plan” 

14 Full Recommen
dation 31. 

pp.34-5 Consider adding, ‘consider including any known common 
interactions of medicines being taken under the plan, 
including interactions with self-administered 
complementary medicines the individual may be taking’. 
By this I do not mean that the self-management plan 
should replace the PIL for the medication, more as a 
prompt that clinician and patient should discuss any 
additional medicines that may not be recorded on the 
self-management plan.  
 
For example, it is very common to find people with MS 
who may be unaware that some of the dietary 
supplements they may be self-administering might be 
contra-indicated when taken with some of their 
prescription medications. 
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