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1. INTRODUCTION AND AIMS
Medicines management aims to:
· Help ensure people get maximum benefit from their medicines whilst minimising harm

· Ensure clinical governance standards

· Maximise the efficient and effective use of resources 
· Standardise processes and procedures

· Minimise waste

This policy sets out the standards, processes and procedures for all aspects related to the management of medicines in Adult Care Homes, Respite Centres and Day Care Services that are now, professionally and managerially, the responsibility of NHS Highland. The overall aim of this policy is to ensure that medicines are managed legally, safely and effectively and that processes and procedures are consistent in these care settings.

It is important that the rights and dignity of people in care services are protected and that medicines are administered as prescribed, in line with the law and best practice. People in residential care services, whether permanently or for a temporary period, and those attending day care services will be supported in maintaining as much independence and to retain as many self-care skills as possible; this includes managing their own medicines. 
People will be given support and encouragement to enable them to manage their own medicines and self-administer medicines where at all possible. Through implementation of this policy people will receive the support they require with their medicines and be assured that this is being done safely with their best interests and wellbeing being key. At all times people, and/or their representatives, will be involved in decisions regarding their medicines and treatments.
The policy also aims to support staff working in these care services through ensuring that they are appropriately trained and competent in managing medicines and are following the standards, processes and procedures in the policy. Care staff who have any role with medicines must be familiar with this policy and should be able to refer to it as necessary.
In addition the policy sets out some of the roles and responsibilities of other professionals and staff who are responsible for or have input into the care of people being cared for by these services or who provide professional/managerial support to the services.

It will not be possible within this policy to describe every situation that may arise. Nor will it be possible to give strict rules as to what should be done in every situation. When situations arise that are not covered in this policy, staff will need to use their own judgement as to what action to take and/or be aware of whom to ask for advice and support in line with the principles outlined in this policy. If in any doubt staff must always seek further advice. 
This policy is not intended to be a complete resource for all topics related to medicines in care services. Supplementary material is available to care services, including:
· Education and training material for care staff

· Information leaflets for people and their representatives

· Standard operating procedures for many of the processes required to manage medicines

· Audit checklists

At present this policy is not intended to apply to independent care service providers or services for children and young people (under 16 years of age). In time, consultation with independent providers will take place with a view to standardising processes and procedures and having a universal policy for all residential care and day care services across Highland.
2. GENERAL PRINCIPLES

There are a number of general principles for managing medicines in adult residential and day care services. These are:

1. Every adult has the right to make his/her own decisions and must be assumed to have capacity to do so, unless proved otherwise. If a lack of capacity is established, people must still be involved in making decisions as far as possible.

2. Consent must always be sought from the individual to manage and administer their medicines. Individuals are to be encouraged and supported to manage their own medicines following assessment of ability and risk as part of their individual care plan.
3. Where people require support to manage their medicines, the exact nature of this support should be assessed and documented.

4. People should be able to exercise choice in relation to the provider of pharmaceutical care and services, including dispensed medicines. It is recognised that in rural areas, choice of provider may be limited for practical reasons. Where at all possible medicines for an individual person should be dispensed and purchased from a single community pharmacy in order that the pharmacy has as complete a record as possible of the person’s medication history.
5. Care staff must be aware of each person’s medication regimen and keep a complete and accurate account of all medicines.

6. Care staff having any involvement in managing medicines will be appropriately trained and competent to do so.

7. Medicines will be administered safely and correctly in a way that avoids causing harm, whilst maintaining dignity and privacy.

8. Care services will have systems in place for ensuring medicines are available when the person needs them and that any unwanted medicines are disposed of safely and timeously, whilst, at the same time, minimising waste of medicines. 

9. Medicines prescribed and dispensed for an individual are that person’s property. They will not be used for the treatment of anyone else. Every individual’s medicines will be stored safely and securely. 
10. Medicines will only be used to cure or prevent disease or to relieve symptoms but not to control behaviour. Medicines will not be administered to individuals who have refused to take them other than in exceptional circumstances (see section 8.7 Covert administration).
3. EDUCATION AND TRAINING FOR CARE STAFF
Ultimately it is the responsibility of the Unit Manager to ensure that all relevant staff within their service have access to and receive training in the administration of medication. Prior to assisting with/managing medicines, care staff should have completed appropriate training through the induction process. An NHS Highland training package “Medication Training and Guidelines for Care Staff” is being developed and all care staff will be required to complete this before they can assist or administer any medicines to people. It is the intention this training will be delivered by Unit Managers within their own services.
Care staff will then be trained to at least Scottish Vocational Qualification (SVQ) level 2 with the ability and commitment to progress to SVQ level 3. For SVQ level 2 it will become mandatory for care staff to complete the “Assist in the administration of medication” unit. For SVQ level 3 it will become mandatory for care staff to complete the Professional Development Award (PDA) in Administration of Medication.
Staff should feel competent and confident in assisting with/managing medicines and the Unit Manager, through supervision, should be able to confirm this to be the case and ensure staff are competent before assisting with/managing medicines. In addition, it is the responsibility of Unit Managers to ensure on-going assessment of staff competency appropriate to their roles and responsibilities. Unit Managers may delegate supervision and on-going assessment of staff.
In most situations it would be expected that if staff, following training, do not attain the required level of knowledge and skills appropriate to their role, that the activities they undertake in relation to medicines are reviewed and immediate action taken to minimise risk; this includes staff who are currently responsible for assisting with/ administering medicine. Remedial actions, based on a risk assessment, will be taken and the Unit Manager will be responsible for overseeing this. Actions will include enhanced supervision and/or mentoring from experienced, competent staff, with a clear focus on all procedures related to medicines. In such cases, the relevant District Manager and the Service Improvement Lead (older people – residential and day care services) should be informed. The Unit Manager must make the final decision regarding an individual’s competency to continue to assist with/administer medication. This MUST be supported by a current risk assessment detailing the measures in place to reduce identified risks that should be reviewed and updated as necessary.
If staff have any concerns or uncertainties about their own or their colleagues competency then this should be reported immediately to the Unit Manager/Shift Leader or appropriate other.
In addition to SVQ/PDA, training is provided in three parts:
1. General medicines management training applicable to all care settings – this will be delivered through the NHS Highland training package “Medication Training and Guidelines for Care Staff”.
2. Additional training on specific medicines (see section 3.2 below).
3. Additional training specific to care home, respite centre or day care service settings (see section 3.3 below).

3.1 General medicines management training

Full details of the training are available separately. The main points that this general training will cover (list not inclusive) are: 

· Basic information about the ordering, receipt and storage of medicines

· Practical demonstrations on how to administer medication including different forms and types of medicines

· Disposal of unwanted medicines

· Common side effects of medicines

· Potential risk factors

· Record-keeping/documentation

· Dealing with problems, errors and incidents
Care staff will be assessed on their knowledge of the content of this policy. Competence to administer medicines will be determined by observation and evaluation.

All care staff should have received training before they can be involved in assisting with/administering medicines to individuals. As a minimum, the NHS Highland training package “Medication Training and Guidelines for Care Staff” will allow care staff, once they have been deemed competent, to assist with/administer the following types of medicines: 

· Oral medicines including tablets, capsules, dispersible tablets/capsules and buccal/sublingual tablets 

· Oral liquid medicines

· Creams, ointments and lotions

· Eye drops and ointments

· Ear drops and ointments

· Nasal drops and ointments

· Skin patches

· Inhalation devices

· Mouthwashes

3.2 Medicines that require additional training

Care staff may also perform the following additional tasks, related to administration or use of other prescribed products, when they have received appropriate training and been deemed competent:
· Changing catheter leg bags when this does not disturb the catheter 
· Changing colostomy bags

· Changing simple dry dressings

· PEG (percutaneous enteral gastrostrostmy) feeding where there is no disturbance to the catheter

· Administration of medicines via a PEG tube where specific written directions from the prescriber are available

· Administration of medicines via  a nebuliser

· Administration of oxygen

· Naso-gastric tube feeding

· Administration of medicines via a naso-gastric tube where specific written directions from the prescriber are available

· Other medicines that require additional training e.g. buccal midazolam for people with epilepsy.

Some types of medicines require a greater level of training. These medicines usually require a health care professional’s input and are regarded as the health professional input level of support (see section 4.3 Levels of support). However, in some circumstances, specific training may be provided to care staff to enable them to fulfil this role. They include:

· Insertion of pessaries

· Insertion of suppositories or microenemas 

· Changing some types of dressings e.g. simple dry dressings

3.3 Additional training specific to different care settings

All care staff involved in assisting with/administering medicines should have received training in procedures specific to the care setting that they work in. For adult residential and day care services, this training will cover procedures related to:
· Ordering of medicines

· Receipt of medicines

· Storage of medicines

· Recording the administration of medicines

· Disposal of medicines

· Controlled drugs, including “Just in Case” boxes

· Medicines requiring refrigeration

· The transfer of medicines between different care settings

4. ASSESSING LEVEL OF SUPPORT
4.1 Assessment tool

Prior to offering assistance with medication, an assessment of the level of support a person requires must be undertaken. This should involve working with the person, their carer/relative, Unit Manager, Community Nurse and any other relevant person to establish the level of assistance required.  A plan of action should also be agreed and recorded in the person’s care plan and reviewed/updated as necessary. Regardless of the level of support needed, the person should remain as involved as possible in the management of his/her medication and at the centre of all decision making.
It is important from the outset that the person’s legal status is established, in terms of welfare attorney or welfare guardian appointees. If these appointments are in place then it is essential that these people are involved in all processes and decisions.
The assessment process should be conducted by a Unit Manager/Shift Leader and should take account of:

· previous history

· the person’s wishes and preferences

· the wishes of any carers/relatives
· the medication to be administered
· the person’s medical history

· any capacity issues 

· any physical disability

· any previous assessment by a healthcare professional e.g. GP or community pharmacist
A standard assessment tool to be completed by the Unit Manager/Shift Leader is included (see Appendix 1 – Support With Medicines Assessment Form) 
The outcome of the assessment will determine the level of support required. An assessment should be carried out when a person is being considered for or initially moved into the care service or when there is a change in the person’s circumstances e.g. physical/mental ability or a significant change in their medication regimen.
Once the assessment has been completed the person should also sign the Assessment Form (Appendix 1) to state that they agree with the assessment and also to consent to the care services taking over the management of their medicines, if that is to be the case. 

Staff can manage medicines for people assessed as not having capacity where a certificate of incapacity is provided with clear direction from a medical practitioner incorporating medicines administration. This certificate can be in place for up to a maximum of three years. If however the person has a legally appointed welfare attorney or welfare guardian then they can consent on the person’s behalf to staff managing and administering medicines.
Each person and/or their representative should be given a copy of the information leaflet Managing Your Medicines in a Care Home/Respite Centre/Day Care Service as appropriate to the care service. A template leaflet is available.
4.2 Assessment of capacity 

Adults (persons over 16) are presumed to have capacity unless there is good evidence that they do not. If they are not capable of giving consent, treatment must be given in accordance with the Adults with Incapacity (Scotland) Act 2000 (the 2000 Act). The code of practice for practitioners working with Part V of the 2000 Act gives detailed guidance on what to do. See:

http://www.sehd.scot.nhs.uk/mels/CEL2010_34.pdf
For adults who appear to lack capacity to consent to having their medicines managed for them, the required steps are:

1. The practitioner primarily responsible for prescribing the treatment (normally the person’s GP) assesses the person’s capacity. See the above link to the code of practice for the definition of incapacity and how to carry out this assessment.
2. If the person is incapable of managing their own medicines and/or deciding upon their own treatment with medicines, there must be a certificate of incapacity under section 47 of the 2000 Act. The latest version of the certificate (which can now be in place for up to three years) and Adults With Incapacity (Scotland) Act 2000 Part 5 – Medical Treatment – Flowchart can be downloaded at http://www.scotland.gov.uk/Resource/Doc/254430/0086221.pdf
3. Treatment can be given under the general authority of this certificate as long as it complies with the principles of the Act*. If the person resists treatment, try again later, using people who know the person well to help by gentle persuasion. Administration of treatment whilst the person is still resisting cannot be used unless “immediately necessary” e.g. the administration of a life saving treatment or treatment that will prevent immediate harm to the person or others.
4. The general authority does not apply if there is already a person with the authority to consent on the person’s behalf. This would be a welfare attorney or welfare guardian with the specific power to consent to treatment. If there is such a person, they should give their consent unless it is not practicable (e.g. the attorney or guardian might not be contactable for a period of time). In any case, a certificate of incapacity still needs to be in place.
5. If the attorney or guardian disagrees with treatment, the practitioner should meet with them to discuss the need for the treatment. If there is still disagreement, contact the Mental Welfare Commission for Scotland who will appoint an independent practitioner to give a decision on the treatment.
6. If an adult is incapable and has no welfare attorney or guardian, nobody else can consent on his/her behalf. Treatment is covered by a section 47 certificate. If any person objects to the treatment, they need to get an injunction from the Sheriff, otherwise it can go ahead.
7. The Code of Practice advises that it saves a lot of time and effort to have an annual review of health care and a treatment plan that accompanies a certificate of incapacity. For example, “Prevention and treatment of infection” specified on the treatment plan, will cover vaccination and any antibiotic treatment during the period of the certificate. If this has been done, there is no need to issue a separate certificate each time vaccination or antibiotic treatment is needed.
*The principles of the Act that apply are:

· any intervention must benefit the person
· it must be the least restrictive option in relation to the person’s freedom
· the past and present wishes of the person must be taken into account (this would include an advance statement)

· the views of others should be sought where reasonable and practicable. It is good practice to make relatives aware of the intention to treat.
The Mental Welfare Commission has published Working with the Adults with Incapacity (Scotland) Act – Information and guidance for people working in adult care settings

http://www.mwcscot.org.uk/media/51918/Working%20with%20the%20Adults%20with%20Incapacity%20Act.pdf
In Appendix 2 of the Mental Welfare Commission document there is a checklist to record information about anyone who is a welfare guardian or power of attorney and the powers they have.

4.3 Levels of support 
The table below summarises the three levels of support that people may require with their medicines.

	Level
	Description – the Person:
	Summary of assistance required

	Assisted support
	· Requires physical assistance to take or use medicines
· Has the capacity to make decisions about medicines, although may be forgetful

· Retains responsibility for managing medicines
	· Prompting to take medicines

· Assistance in opening packs (usually in original packs; monitored dosage systems are only useful in limited situations)

· Assistance with ordering of medicines, plus collecting and disposal of medicines
· Assistance with applying/using medicines

	Managed support
	· Is unable to manage own medicines

· Does not have the capacity to make decisions about medicines
· Requires medicines to be managed


	· Administration of medicines from original packs 

· Ordering of all medicines and disposal of medicines

	Health professional input
	· Is unable to manage a particular medicine(s) that requires support from a health care professional (usually community nursing team)
	· Invasive procedures, e.g. injections, changing dressings

· Administration of medicines requiring skills beyond Care Staff knowledge and skills

· The person’s other medicines can be provided with assisted/managed support by care staff.


Assisted support
Under this level of support the person always retains responsibility and capacity for their own medicines. They make an active choice about what medicines to take and when but, because of reduced physical capability, may require assistance to do so. The role of care staff is to provide assistance but not to take any decision making responsibility.

Community pharmacies/dispensing GP practices can often provide means that help people manage their own medicines e.g. large print dispensing labels and non click lock tops on medicine bottles.

People with a degree of forgetfulness/memory impairment may only require assisted support if they still have the capacity to make decisions about their medicines but may require some simple prompts to remind them e.g. telling the person the time, reminding the person that they need to take their medicines and asking if medicines have already been taken. In this situation it is essential that the person is monitored closely and that any changes to capacity are documented and discussed with relevant clinical staff.
The types of tasks included as part of assisted support are:
· Ordering and collecting prescriptions from the GP practice. The person should be able to tell care staff what medicines need to be ordered.

· Collecting medicines from a community pharmacy/dispensing GP practice. This may not be necessary if the pharmacy offers a delivery service.

· Helping the person to safely and securely store their medicines. In residential care services a suitable, lockable storage cabinet should be made available in the person’s room for the safekeeping of the person’s medicines. The person will be responsible for the key to their cabinet. 

· Arranging a review of medication for the person with their GP. 
· Prompting/reminding people to take their medication e.g. telling the person the time, reminding the person that they need to take their medicines and asking if medicines have already been taken. This should not need to involve care staff reminding/checking which medicines need to be taken/have been taken.

· Reading labels on medicine containers.

· Opening containers, medicine bottles, removing tablets from strips. Assistance with Monitored Dosage Systems (MDS) can only be given if these have been dispensed by a community pharmacy/dispensing GP practice. Care staff must not fill MDS or compliance aids. See section 8.4 Monitored Dosage Systems (MDS) for further details.
· Medicines removed from packaging by care staff should be given to the person to take, rather than being administered by care staff. If the person requires the medicine to be placed into their mouth by care staff this should be on clear instruction from the person.

· Assisting with the application or use of a medicine e.g. creams, eye drops, ear drops or nasal spray where the person cannot physically apply/use it themselves. The person should be able to instruct care staff on the application/use of the medicine. Note that some medicines require additional skills to apply/use and so are not included in assisted support. The member of care staff should be trained in how to apply/use such medicines.
· People receiving assisted support should be able to decide for themselves when they need to take medicines that are prescribed on a “when required” basis. As above, care staff can assist with “when required” medicines.

· Purchasing over-the-counter medicines at the person’s request. Purchases should ideally be made at the person’s regular community pharmacy where a check can be made of how safe and suitable they are for the person against their repeat medication record. In remote areas without a community pharmacy, advice should be sought from the person’s GP before purchasing medicines from a retail outlet. See section 8.9 for further information 
· Disposing of medicines by returning them to a community pharmacy/dispensing GP practice. The person must be able to tell care staff which of their medicines to return for destruction.

Managed support
Staff can manage medicines for and administer medicines to people who do have capacity to make decisions about their own treatment, at that person’s request. In these circumstances a certificate of incapacity is not required.

Following assessment (see section 4.1) it may be determined that a person is unable to manage his/her own medication and requires full assistance to ensure they receive the medicines they are prescribed. The person or their representative must agree to this level of assistance being given. Any welfare attorney or welfare guardian should also be involved.

Staff can manage medicines for and administer medication to people assessed as not having capacity where a certificate of incapacity is provided with clear direction from a medical practitioner incorporating medicines administration. This certificate can be in place for up to a maximum of three years. If however the person has a legally appointed welfare attorney or welfare guardian then they can consent on the person’s behalf to staff managing and administering medicines.
The types of tasks included as part of managed support are:

· Ordering and collecting prescriptions from the GP practice. Care staff will be required to determine which medicines need to be ordered

· Collecting medicines from a community pharmacy/dispensing GP practice. This may not be necessary if the pharmacy offers a delivery service.

· Safely and securely storing medicines for the person. Such medicines are normally stored centrally within the care service or in locked cabinets in people’s rooms and individuals will not have access to the majority, or all, of their own medicines.

· Arranging a review of medication for the person with their GP. 

· Administering medicines. This involves care staff identifying which medicines need to be administered from the person’s medication administration record (MAR) chart, selecting the correct medicine from its packaging and administering the medicine to the person. 

· Applying medicines e.g. creams, eye drops, ear drops or nasal spray. The member of care staff should be trained in how to apply/use such medicines. Note that some medicines require additional skills to apply/use and so are not included in managed support. 

· Care staff cannot be responsible for deciding when it is appropriate to give a medicine that is prescribed on a “when required” basis. Care staff can however administer medicines that are prescribed “when required” when they are following additional instructions and guidance that has been discussed and agreed with a prescriber. See section 8.5 for further information.
· Disposing of medicines by returning them to a community pharmacy/dispensing GP practice. Care staff are responsible for determining which medicines to return for destruction. See section 9 for further information.
Health professional input
The health professional input level of support involves administration of medicines that require a level of knowledge and skills beyond those of care staff training. This typically involves invasive procedures. In most circumstances this level of input and administration of such medicines will be by a community nurse.
If a person is identified as requiring health professional input, he or she should be referred to the local community nursing team who are normally responsible for delivering health professional input. 

Health professional input tends only to be required for one or two specific medicines a person may be taking e.g. injections. The other medicines being taken by the person can be provided with assisted or managed support from care staff.

Administration of the following medicines and tasks are always regarded as requiring health professional input:

· Injections, including vaccinations and intravenous antibiotics
· Removal of stitches

· Insertion of catheters

· Stoma care in post-operative phase when routine clinical assessment is still necessary
· Complex wound management procedures and dressing changes including packing of wounds, multi-layer bandaging and negative pressure wound therapy
· Sodium chloride flush via (Peripherally Inserted Central Catheter) PICC line

· Subcutaneous fluids

· Administration of medicines using syringe drivers
· Administration of products where the initial needs assessment says a health professional needs to be involved 

· Administration of medicines which need skilled observations either before or after administration. 
The following tasks are normally considered to require health professional input. In some circumstances these tasks may become managed support providing care staff have undergone additional training. They include:

· Insertion of pessaries

· Insertion of suppositories,microenemas or other medicines administered rectally
· Administration of medicines using a nebuliser

· Changing some types of dressings (eg, simple dry dressings)

· Changing catheter leg bags where this not disturb the catheter

· Changing colostomy bags

· PEG (percutaneous enteral gastrostrostmy) feeding where there is no disturbance to the catheter

· Administration of medicines via a PEG tube where specific written directions from the prescriber are available

· Naso-gastric tube feeding

· Administration of medicines via a naso-gastric tube where specific written directions from the prescriber are available

· Administration of emergency rescue medication e.g. for patients with epilepsy

· Testing for diabetes (blood glucose by finger prick). 

5. RECORD KEEPING

A sample signature of all members of staff who assist with/administer medication within the care service must be recorded and kept on file for a period of six years. This should include, for each member of staff, the start and end dates of their employment in the care service.

It is the responsibility of the care service to keep accurate and up-to-date medication records that will provide for a complete audit trail of all medicines ordered, received, administered and disposed of. The community pharmacy or GP are not responsible for such records.

Medication records are formal records that, if necessary, can be used as evidence in scrutiny inspections, complaints, investigations and court cases. Medication records must be kept by the care service for a period of six years from the date of the last entry in the records.
Medication records must be able to demonstrate the following:

1. Stock control

Records should detail all medicines ordered and received and any medicines disposed of. The record should include:

· The name of the person for whom the medicines have been ordered/received/disposed of

· The date of ordering/receipt/disposal

· The name, strength and form of the medicine

· The quantity ordered/received/disposed of

· The name(s) of care staff who ordered/received/disposed of the medicines.
2. Medication regimen and administration record

An individual record for each person that shows an accurate and up-to-date list of all current medicines. For people receiving managed support the record must also act as the working document used to record administration of all medicines. This record should include:

· The name and date of birth of the person to which the record relates to

· Any known relevant allergies. If the person has no known allergies, this should also be stated

· All details of prescribed medicines including:

· name, strength and form of the medicine, 

· dose, frequency and time for administering each dose

· the route of administration
· reference to additional records in use related to medicines e.g. warfarin charts.

For people receiving assisted support it may not be necessary for care staff to record each and every time a medicine is taken; people receiving assisted support may be able to take their medicines themselves without involving care staff every time. 
In these circumstances however, in order to monitor how well people are managing their own medicines, care staff should record:

· Medicines received for/brought into the service by the person including, for each medicine:
· the name, strength and form 

· the quantity received

· the date received
· the date and quantity of each medicine supplied to the person
· Medicines returned for destruction including, for each medicine: 

· the name, strength and form 

· the quantity returned for destruction

· the date returned
· On a weekly basis staff should ask to review and check the person’s medicines, checking approximate quantities, in order to try and ensure that the person is taking their medicines appropriately e.g. not taking too much or too little. Staff should ask the person if they are managing their medicines and give the person the opportunity to ask questions or raise any concerns.  
5.1 Medication records and Medication Administration Record (MAR) charts

All care services should have a standard operating procedure (SOP) in place that details how medication records/MAR charts are used to record receipt, administration and destruction of medicines, including procedures for updating medication records/MAR charts. A template SOP is available.

Many care services use MAR charts provided by community pharmacies/dispensing GP practices that cover a 28-day period. 
In situations when a MAR chart is not provided by a community pharmacy/dispensing GP practice, it is the responsibility of care services to develop and maintain their own medication records that meet the requirements of providing for a complete audit trail of all medicines. A template MAR chart has been developed (see Appendix 2 – Template MAR (Medicines Administration Record) Chart).

Further information and guidance on the use of MAR charts can be found in the Care Inspectorate document Guidance about medication personal plans, review, monitoring and record keeping in residential care services. 

There are a number of key points related to the use of medication records/MAR charts:

· Ideally, medication records/MAR charts will be a means of providing a documented audit trail of all medicines ordered, received and administered/destroyed.

· The information on the medication record/MAR chart will be supplemented by the person’s care plan and notes.
· Whilst they may look similar to prescription charts used in hospitals, a MAR chart is NOT a prescription. The NHS prescription or a written direction from a prescriber provides the authority for care staff to administer medicines. Copies of original prescriptions are retained in residential services.
· The medication record/MAR chart should include all prescribed medicines being administered, including externally applied medicines.

· A medication record/MAR chart should accurately reflect the prescriber’s instruction. A prescriber is not required to sign/update a MAR chart. It is the responsibility of the care service to ensure up-to-date medication records/MAR charts are in use.
· Any handwritten changes made to a medication record/MAR chart by a member of care staff e.g. adding a new medicine, must be dated and clearly written, identifying the person who made the change and their designation. The entry should make reference to the prescriber who authorised the change. Ideally changes should be checked and initialled by another member of care staff.

· Community pharmacies/dispensing GP practices should not provide medicine labels to be stuck onto medication records/MAR charts. This could lead to error should a label be attached to the wrong person’s medication record/MAR chart or if a label peels off.
· MAR charts provided by a community pharmacy/dispensing GP practice should be correct at the time of printing. Changes to MAR charts should only be made on the instruction of a prescriber or where there is a need to make a correction, with the change being signed and dated and reference made to the prescriber giving the instruction.

· It should be clearly identified on the medication record/MAR chart when any medicines have been discontinued. These should be removed from future versions of the person’s MAR chart. 

· When a medicine is discontinued or changed e.g. from a tablet to a liquid, the provider of printed MAR charts should ensure that future versions are updated, removing the original item.
· When a new prescription is issued mid-cycle for a medicine that will be long-term, ideally a new MAR chart will be produced and the new medicine will be included in future versions when the next cycle commences. Otherwise, the new medicine can be added to the medication record/MAR chart by care staff.
· When a new prescription is issued mid-cycle for a medicine that will only be used in the short-term, a new MAR chart should be produced that will cover the entire treatment period. Otherwise, the new medicine can be added to the medication record/MAR chart by care staff.
It is often necessary to record additional information about the administration of a medicine that cannot be written on the MAR chart e.g. information on why a medicine was not administered or information on why a “when required” medicine was administered and its effectiveness. Such additional information can be written on the reverse of the MAR chart or, where the MAR chart does not allow for this, a standard Care Staff Medication Notes Form is provided (see Appendix 3). 
6. SAFE AND SECURE HANDLING AND STORAGE OF MEDICINES
6.1 General Principles

· All medicines must be stored in safe and secure conditions and access to medicines must be restricted to authorised staff only.

· All medicines must be stored in unmarked cupboards, locked wall mounted cabinets, refrigerators (if necessary), locked trolleys that are sited away from public areas, or in lockable lockers in each person’s room.

· These cupboards, trolleys, lockers, etc must be used specifically for storing medicines i.e. they must not be used for storing anything else.

· If not stored in a locked cupboard, trolleys must be secured to a wall.

· Keys for medicines cupboards should be kept separate to other keys. The Unit Manager should keep a duplicate set of keys in case of loss.

· Keys should only be accessible to authorised staff.
· During a shift keys should be kept on the person of the Shift Leader. There should be a procedure in each care service to ensure keys are handed over at shift changes.

· Wherever possible, oral medicines should be kept separate from non-oral medicines.

· Medication must not be left out and unattended at any time.

· Any medicines waiting to be returned to a community pharmacy/dispensing GP practice for destruction or that have been recalled (see section 9.1) should be kept separately from medicines still being used. These medicines should be securely stored but should be clearly identified as awaiting return.

· When medicines are stored centrally in a care service e.g. in a treatment room/medicines store room (but not in a person’s own room) or refrigerator the temperature of the room/refrigerator should be checked and recorded, on the Medication Refrigerator/Room Temperature Log Form (see Appendix 4), on a daily basis. The room temperature should not be allowed to exceed 25°C. 
· If a person has more than one box/bottle/container of the same medicine, the medicine with the nearest expiry date should be used first and only one pack should be in use at a time.
6.2 Self administration

· Medicines (except medicines requiring refrigeration) should be stored in a locked cabinet in the person’s own room. These cabinets must be used specifically for storing medicines i.e. they must not be used for storing anything else.
· The key for the cabinet must be kept in the personal possession of the person at all times. 

· Care staff should have a spare key for each person’s cabinet.
6.3 Medicines requiring refrigeration
Any service that regularly requires to store medicines in a fridge should use a pharmaceutical grade refrigerator that is secure i.e. can be locked and is only used for storing medicines.

In smaller care services where there is only very occasional need for refrigerated storage, for example, for the occasional bottle of oral antibiotic or eye drops, medicines can be stored in a domestic fridge. If this is the case, medicines should be kept on a separate shelf in a lidded plastic container which will help in isolating the medicines from any other fridge items. 
General points that apply to the storage of medicines in a pharmaceutical grade refrigerator are:

· It is the responsibility of the community pharmacy/dispensing GP practice to indicate any medicines requiring refrigeration to care staff in order that they can immediately be stored in a fridge. 

· It is the responsibility of the Unit Manager/Shift Leader to ensure that systems are in place that ensure that medicines requiring refrigeration are stored appropriately at all times. 

· These medicines must be kept in a locked medication fridge.
· The medicine fridge must not be used to store anything other than medication i.e. it should not be used to store food or samples.

· Medicines must be stored in the main body of the fridge, should be evenly distributed allowing air circulation and should be kept in their original packaging.

· The medicine fridge should be situated away from a heat source and should have sufficient space for air to circulate freely around the back of the fridge.

· There must be measures in place to ensure that the plug is never pulled out and the switch is never turned off.

· A thermometer that measures minimum, maximum and current temperatures should be inside the fridge at all times. This is in addition to any integral (built in) thermometer that the refrigerator may have, as these are not recommended. The thermometer should be calibrated annually.
· Fridge temperatures must be monitored every day by care staff using a thermometer that measures minimum, maximum and current temperatures. Once every day a member of care staff should record the temperatures on the Medication Refrigerator/Room Temperature Log Form (see Appendix 4) the minimum, maximum and current temperature. Temperature readings should remain within the range of between 2 and 8°C.

· When the temperatures have been recorded the thermometer must be reset.

· If the fridge temperature falls outside of the range of between 2 and 8°C this should be reported to the Unit Manager/Shift Leader who, if necessary, in the first instance should get advice from the community pharmacy/dispensing GP practice as to whether the medicines can be used or should be destroyed. Until advice is given the medicines in the fridge must not be used and it may be necessary for replacement medicines to be prescribed and dispensed. A record of the advice received and the outcome should be made. 
· Medication fridges should be defrosted and cleaned in accordance with the manufacturer’s instructions and control of infection policies. Ice should not be allowed to build up in a fridge. Records of when fridges are cleaned and defrosted should be maintained.
· Completed copies of the Medication Refrigerator/Room Temperature Log Form (see Appendix 4) should be kept for a minimum of two years.

6.4 Controlled drugs (CDs)
A number of CDs have specific legal requirements for storage, administration, record keeping and return for destruction, examples include strong analgesics such as morphine, diamorphine and fentanyl. For CDs that have these requirements, all residential and day care services should have standard operating procedures in place which cover the following activities:
· Receipt 

· Storage and security, including key holding

· Administration

· Stock checks

· Record keeping

· Return for disposal

Template SOPs are available.

Each care service should keep sample signatures of all members of staff who are required to make entries in a CD Register. This should include, for each member of staff, the start and end dates of their employment in the care service and should be retained for a period of six years.
It is the responsibility of the community pharmacy/dispensing GP practice to indicate any CDs to care staff in order that they can immediately be stored in a CD cabinet, if necessary.

Some key points regarding CDs are:

People receiving assisted support

· People who only require assistance with their medicines and are responsible for storing and administering their own medicines do not need to keep their CDs in a CD cabinet. If the person is wholly independent and is responsible for requesting a prescription and personally collecting CDs from a pharmacy/dispensing GP practice then a care home does not need to keep a record in the CD register. In all other circumstances a record should be kept in the CD register.
· It is good practice however that care staff record medicines brought into a care service by people who self-administer. This allows for care staff to monitor how well a person is managing their medicines and for stock checks to be conducted. See section 5 for further guidance.
· For people who are self-administering, all of their medicines should be kept in their own lockable storage cabinet in their own room. This also applies to any monitored dosage systems containing CDs.

· If a person self-administers medicines but relies on care staff to order and collect/receipt CDs from a pharmacy/dispensing GP practice, then the receipt from the pharmacy/dispensing GP practice, the supply to the person and any subsequent returns for disposal should be recorded in a CD register.

· If a person is self-administering their own medicines then each individual dose taken does not need to be recorded in a CD register.
People receiving managed support

· For people who are receiving managed support with their medicines, CDs must be stored in a locked CD cabinet that meets legal specifications, which is bolted to the floor or a solid wall and is only used for the storage of CDs.

· For people receiving managed support with their medicines, residential, respite and day care services should keep a record of a person’s CDs in addition to the records maintained on the medication record/MAR chart. This should be in a CD register used to record the receipt, administration and disposal of CDs held in the care service.

· The CD register should contain a separate page for each CD for each person. The person’s name and the name, strength and form of the CD should be written at the top of the page. A column for recording running balances should be kept on each page to maintain effective stock control and to identify any discrepancies. 

· The keys for this cabinet must be kept in the possession of the Unit Manager/Shift Leader at all times or appropriate person under their delegation.
· It is the responsibility of the Unit Manager to ensure regular but no less than weekly checks of controlled drugs is carried out. External audits will also be conducted.
· It is good practice to keep CD registers for longer than the mandatory two years required by law.
6.5 Anticipatory prescribing – ‘Just in case’ boxes for end of life care
‘Just in case’ boxes may be provided for use by health professionals, normally for people in the end stages of life. They normally contain a small number of medicines, often including controlled drugs that can be used for relief of symptoms seen at the end stages of life such as pain relief, restlessness, anxiety, secretions, nausea /vomiting, etc.

‘Just in case’ boxes provide a means of ensuring that a supply of medicines is readily available should they be required. The contents of the box can only be used for the person for which the box was supplied for and are normally only used by registered health professionals e.g. community nurses and GPs.
Care services may be required to store ‘just in case’ boxes. Where these contain CDs, storage and recording requirements will be the same as those for other CDs. Health professionals using ‘just in case’ boxes should highlight to care staff if a CD is contained within the box in order that storage and recording requirements are adhered to.
When in use, medicines in ‘just in case’ boxes should be added to the person’s MAR chart, in addition to any documentation being used by healthcare professionals e.g. syringe pump prescription charts.
7. ORDERING AND RECEIVING MEDICINES

Each care service should have a SOP in place that details the process for ordering and receiving medicines. This is particularly important for care homes that will be ordering and receiving medicines for/on behalf of the people under their care. A template SOP is available.
Unit managers should liaise with the community pharmacy/dispensing GP practice regarding establishing 28-day medication cycles to ensure that sufficient time is allowed each month for the ordering of medicines, generation of prescriptions, checking of prescriptions, dispensing of medicines and receipt of medicines into the care home.
7.1 Repeat prescription requests

It is likely that this section will only apply to care homes and not to respite centres or day care services.

The Unit Manager/Shift Leader is responsible for ensuring that repeat prescriptions are ordered for every person under their care and that medication for individuals does not run out. This task can be delegated to appropriately trained members of care staff. Whilst people receiving assisted support with their medicines may be able to order their own repeat prescriptions, care staff should check that this is happening and support the person if need be.
Care homes will work on a 28-day cycle for medicines ordering. Prescriptions for regular medicines should be issued together in quantities limited to 28 days supply at a time. Prescriptions for “when required” medicines should be issued in reasonable quantities to cover 28 days treatment.

It is unacceptable to return unused medicines for destruction that are still prescribed and at the same time request more supplies. Medicines should only be returned for destruction if:
· They are damaged or have passed their expiry date

· They have been discontinued
· The person has died – these medicines should be kept securely for seven days before being returned for destruction in case there are any investigations into the death.
All repeat medication orders should be recorded on a person’s medication record/MAR chart with details of: 

· Details of the medicine(s) that have been ordered i.e. name, strength, form and dose

· The quantity ordered

A record of the date of ordering and the name of the person placing the order should also be kept.

A copy of medication ordered must be retained in order to allow for checking against prescriptions issued and medicines received.
7.2 Checking prescriptions

It is likely that this section will only apply to care homes and not to respite centres or day care services.

Once issued by the GP practice, prescriptions forms should be returned to the care home for checking against the medication order before being dispensed. Care staff should check that:

· Prescriptions have been received for all medicines ordered

· For each medicine, prescriptions are for the correct medicine, strength, dose, form and quantity
· All prescriptions have been signed by a prescriber.

Any discrepancies between the medication order and the prescriptions should be queried with the person’s GP practice before being sent to the community pharmacy/dispensing GP practice for dispensing.

Care staff should complete the reverse of all prescription forms on behalf of the person for whom the prescription is for. The care service should retain copies of prescription forms (these can be paper or electronic i.e. scanned copies) in order to evidence that a current prescription exists to authorise administration of the medicine.
7.3 Receipt of medicines

It is the responsibility of the community pharmacy/dispensing GP practice to indicate any medicines requiring refrigeration or controlled drugs (CDs) to care staff in order that they can immediately be stored in a fridge or CD cabinet. If necessary (see section 6.4 above) all CDs received should be entered into the care service’s CD register by the person checking medication received. This should be checked by another appropriately trained member of care staff and both members of staff should sign the CD register. The running balance of each CD should be verified at each transaction.

Care services should have in place a SOP for making entries in a CD Register. A template SOP is available. 

Care Homes

Monthly medication orders received into a care home must be stored securely until the order has been checked by a nominated member of care staff.

All medicines received must be checked against a copy of the medication order and copies of prescriptions. Each person’s current medication record/MAR chart must also be checked against any new MAR charts received with the medicines. The following details should be checked:

· personal details – person’s name, DOB, GP and any allergies

· the date of commencement of the medication cycle

· for each medicine – the name, strength, form and dosage
· the quantity of each medicine received (and any quantity still due)
· the expiry date of each medicine (where available)
Any discrepancies should be queried with the community pharmacy/dispensing GP practice. If the full quantity of any medication has not been received care staff should follow this up with the community pharmacy/dispensing GP practice immediately to avoid people being left without any medication.
Care homes should also record the details of any medicines received into the home other than those as part of a monthly order e.g. when a person brings medicines in from home or is supplied with medicines from a hospital on discharge. If necessary, care home staff can use the People’s Own Medicines Assessment and Return/Destruction Form (see Appendix 5). Preferably however the person’s medication record/MAR chart should be used.

Care services should have in place a SOP which details the procedure for assessing whether a person’s medicines are suitable for use. A template SOP is available. 

Respite centres and day care services

Respite centres and day care services are not normally involved in ordering medicines and receiving these medicines directly from a community pharmacy/dispensing GP practice, for or on behalf of a person.

People under the care of respite centres or day care services should be asked to bring their own medicines in with them from home. In the case of day care services only the medicines that are required to be taken whilst at the service need be brought in. Whilst under the care of these services, people may manage and administer their own medicines or receive assisted/managed support from care staff.

If care staff are providing a person with managed support with their medicines, the service should record all medicines brought into the service and assess their suitability for use. This should be done by completing the People’s Own Medicines Assessment and Return/Destruction Form (see Appendix 5).

Care services should have in place a SOP which details the procedure for assessing a person’s medicines for suitability. A template SOP is available. If the medicines are assessed as not being suitable for use they should be returned to the person (or their carer) with advice on why they are not suitable for use and an alternative supply sought. In some circumstances it may be appropriate to advise the person that their medicines should be destroyed e.g. if they have passed their expiry date.
In order to confirm what medicines a person should be taking respite centres and day care services may need to request from the person’s GP practice a list of the current medicines they are taking. If there are any discrepancies between this list and the medicines the person has brought in with them, the person’s GP should be contacted for advice and clarification before any medicines are administered. 

A record of the discrepancy and the outcome of discussion with the GP/GP practice should be carefully documented in the person’s care records.

Following an assessment of a person’s medicines and confirmation that these medicines are currently being prescribed for the person, the Unit Manager/Shift Leader should use information available (the person’s medicines and information from the person’s GP practice) to complete a medication record/MAR chart in order to record the administration of these medicines by care staff.
7.4 Obtaining acute medicines

Acute medicines are those which a person does not take regularly; they are usually only used for a limited and definite time period e.g. a 7-day course of antibiotics. These medicines must be prescribed by an appropriate prescriber and records of receipt, administration and disposal must be kept in the same way as for regular and long-term medicines, using appropriate documentation.

In particular, care staff should ensure that acute medicines are added to a person’s medication record/MAR chart when they are started and discontinued from the medication record/ MAR chart when treatment has finished.

If care staff request an acute medicine for a person, details of what has been requested, when and by whom should be recorded in the person’s care plan. 

Some community pharmacies will produce a new/additional MAR chart when an acute medicine is dispensed. If this does not happen then care staff should handwrite the acute medicine on the person’s current medication record/MAR chart.

It is best practice that acute medicines (prescribed or purchased) should be obtained from the same community pharmacy that dispenses that person’s repeat prescriptions. This is to ensure that the pharmacy has a more complete medication record for the person so are better placed to provide pharmaceutical advice. This however should not result in a delay in the person receiving their acute medicines.
7.5 Verbal instructions

For medicines that have been previously prescribed verbal instructions can be made by prescribers to make changes to these medicines e.g. a dose change. In such circumstances a new prescription is not always necessary. It is however preferable if instructions to change a medicine e.g. dose change can be communicated in writing by a prescriber – this could be in the form of a fax or an e-mail from the prescriber or by the prescriber making a change to a person’s medication record/MAR chart or by making an entry in the person’s care notes
Verbal instructions cannot be accepted for controlled drugs unless it is only to discontinue the medicine.

Care services should have procedures in place to ensure that such changes are recorded and communicated clearly. A careful record should be made of:

· Who received the verbal instruction 

· The date and time when the instruction was received

· The name of the prescriber making the changes

· The change(s) made

A standard Verbal Instructions Recording Form is available (see Appendix 6). 

It is good practice to:

· Read back the information that has been recorded to reduce the chance of misunderstanding

· Spell out the name of the medicine

· Ask the prescriber to repeat the instructions to another member of staff, if possible
· Request written confirmation as soon as possible e.g. by fax or e-mail or by issue of a new prescription (if necessary) or at least within 72 hours.

Note that the transfer of patient identifiable information must at all times be in adherence with policies regarding confidentiality and security of information. 

The care service should have procedures for updating medication records/MAR charts (see section 5.1).

7.6 Medication reviews

People receiving care from care homes, respite centres and day care services have a tendency to be on complex medication regimens and to have significant pharmaceutical care issues. Regular review of medicines is therefore vital for these people and can significantly help in ensuring that people receive maximum benefit from the medicines they are taking, whilst minimising harm.

Medication reviews are normally conducted by a person’s GP. The requirement for GPs to conduct medication reviews is set out in the General Medical Services Contract. In Highland this is currently supplemented, in some areas, by enhanced services specific to Polypharmacy and Care Homes.

The event of a person being moved into long-term residential care would provide an opportunity for a thorough review of their medicines.

Whilst the responsibility for medication review and prescribing lies mainly with the person’s GP, both care staff and community pharmacies can support medication review by bringing to the attention of the GP any issues that they consider require to be reviewed. Some examples include:

· Care staff can highlight if they think a prescribed medicine is no longer required e.g. laxatives when constipation has resolved; it may be appropriate to discontinue such medicines
· Care staff can highlight if a person is not managing to use a medicine e.g. an inhaler; there may be a more appropriate way to administer the medicine or there may be a need to change the medicine 
· Community pharmacists can highlight drug interactions, duplications in therapy or if a medicine is being prescribed inappropriately for an extended period
Good communication is essential following any change to a person’s medicines. In particular:

· The list of a person’s repeat medicines should be kept up-to-date in the GP practice, especially after a medication review or following discharge from hospital

· GPs should keep care staff and community pharmacies up-to-date with changes made to a person’s medicines, particularly when a change is made away from the care setting. This allows for medication records and/or MAR charts to be kept up-to-date too.
8. ADMINISTERING MEDICINES

8.1 General principles

It is outwith the scope of this policy to provide detailed information on the administration of specific forms of medicines. Further information on how to administer different forms of medicines is available in the NHS Highland training package “Medication Training and Guidelines for Care Staff”. 

Some key points on the administration of medicines are:

1. Medicines can only be administered by staff who are appropriately trained to do so.
2. The staff member allocated responsibility for administering medicines during a shift should be identified and this responsibility should ideally not be shared with another staff member.

3. Care staff should only administer medicines to one person at a time and should not be distracted from the task.

4. Care staff must always confirm the identity of the person to whom medicines are to be given. For people that cannot confirm their identity e.g. cannot tell care staff their name, photographic evidence should be referred to.

5. If possible, medicines should be taken/administered in private. The person’s wishes should always be respected. 

6. Medicines should be administered from containers dispensed and labelled by a community pharmacy/dispensing GP practice. Care staff must be able to identify and record each medicine they have administered.

7. Where at all possible, administration of a controlled drug should involve two members of care staff, with one acting to double-check the actions of the other. Both staff members should sign the medication record/MAR sheet and the CD register.

8. Medicines should not be taken from original dispensed container and put into another container e.g. medicine pot well in advance of the time of administration.

9. All medication should be recorded on the person’s medication record/MAR sheet. 

10. When medicines are administered by professionals/staff visiting a care service e.g. a community nurse visiting a care home to administer an injection, in all circumstances the individual administering the medicine should record administration on the person’s medicine record/MAR chart; this may be in addition to their own records.

11. Care staff should:

· Maintain a high standard of cleanliness at all times, washing their hands before and after administering medicines.

· Check the identity of the person against their medication record/MAR chart and against the dispensing labels on the medicines. This is to ensure that it is the right dose of the right medicine for the right person, at the right time, by the right route and that the medicine has not already been given. Any discrepancy MUST be resolved before the medicine is administered.
· Always explain the procedure to the person so they know what to expect.

· Check the expiry date of the medicine before administering, paying particular attention to products which have shortened expiry dates once opened e.g. eye drops.

· Contact the Unit Manager/Shift Leader for advice and support if there is any discrepancy, queries, concerns or uncertainties.

· Check that all medicines due have been given/offered.

· When administering oral medication, ensure that the person is sitting in an upright, well supported position, where appropriate, and has sufficient fluid to help swallow the medication.

· Avoid handling tablets/capsules by emptying them from the medicine container into a clean medicine cup.

· Follow instructions on all medicines as to how they should be used/administered particularly tablets that are soluble/dispersible or are for buccal/sublingual administration.

· Shake bottles of any liquids before measuring out the dose.

· Encourage the person to swallow oral medicines with sufficient fluids to ensure they have been swallowed and are not still in the person’s mouth.

· Never leave medicines unattended.

· Never leave medicines with a person for them to take, or to be administered, at a later time.

· Sign for the administration or non-administration of medicines on the appropriate sections of the medication record/MAR chart, only after medicines have been taken by the person. Medicines should only be recorded as having been given after they have been taken by the person.
· Record on the medication record/MAR sheet if a prescribed medicine has not been given/taken and the reason why. Care staff should consider if a person’s refusal to take medicines may adversely affect their condition. It may be necessary to discuss with the person’s GP (see section 8.3).
· Store remaining medicines safely and securely.

Community pharmacies/dispensing GP practices should always provide patient information leaflets along with any medicines dispensed. As well as a legal requirement for these to be available to the person they were dispensed for, these leaflets provide useful information for staff assisting with/administering medicines to people.

8.2 Timing of administration
With most medicines there can be some flexibility with when they are given. This is not always the case and medicines, such as those for Parkinson’s disease, may need to be given at very precise intervals; these medicines should have such precise directions on the prescription and the dispensing label.

For medicines that are prescribed to be taken a number of times during the day e.g. three times a day, the dosing should be evenly spaced out as much as possible during the day but at times that are suitable for the person, depending on their routine. For example, care staff should avoid having to wake people up to give them medicines.
For care services that have medication “rounds” it may be appropriate to consider time periods throughout the day for medicines to be administered. For example:

· Morning means 8.00 to 10.00

· Lunch means 12.30 to 14.00

· Teatime means 17.30 to 19.00

· Bedtime means 21.30 to 23.00

If necessary these time periods can be individualised for each person. When medicines are given out with these time periods e.g. a medicine to be administered in the morning was not given until 11.00, care staff should record the actual time given and the reason for this on the reverse of the medication record/MAR chart e.g. using the Care Staff Medication Notes Form (see Appendix 3).
8.3 Refusal of medication

People with capacity

People who have the mental capacity to do so have the right to refuse medication, even if this will adversely affect their health. In some situations the person will have good reason to refuse their medicines e.g. if not in pain then they will not require an analgesic.
When a person has capacity to make this decision, staff must respect the person’s right to refuse. People may temporarily refuse medication and should be given another opportunity to take it if possible.

If the person refuses to take their medication they should be given every encouragement to take their medication, explaining to them that the medication has been prescribed to help their health. If the person still refuses, this must be recorded on the medication record/MAR sheet, and be supplemented with further information documented in the person’s care plan, including the reason for refusal. Care staff should seek advice from Unit Manager/Shift Leader as it may be necessary to inform/seek advice from the person’s GP. If staff have immediate concerns about a person’s health due to medication not being taken it may also be necessary to seek advice from NHS 24 outwith GP practice opening times.

Regular and consistent refusal to take medicines should be discussed with the person’s GP.

People who lack capacity

When a person does not have capacity to make decisions about refusing medicines, a certificate of incapacity should be in place. Every effort should be made to encourage the person to take their medicines but people should never be forced nor should the medicine be given covertly unless arrangements for this are already in place (see section 8.7). Regular and consistent refusal to take medicines should be discussed with the person’s GP. The GP should assess the risks and benefits of treatment/non-treatment; it may be appropriate to prescribe an alternative medicine and/or form of medicine or to discontinue the medicine. 

The GP should consider the views of everyone involved in the person’s care e.g. care staff, relatives, legal representatives and any discussions and decisions should be documented in the person’s care notes.

If it is considered that treatment is in the person’s best interests it may be necessary to consider covert administration of medicines (see section 8.7).

8.4 Monitored Dosage Systems (MDS)

Monitored dosage systems (MDS), sometimes referred to as Dosette® boxes or blister packs, are a form of medicines compliance aid. Some people receiving assisted support may have a MDS but the appropriateness and suitability for this should be assessed as per the Policy on the Use of MDS in NHS Highland.
Regardless of the setting, care staff should only assist people with MDS that have been prepared by a community pharmacy/dispensing GP practice. They should never assist anyone with a MDS that has been prepared by a carer, relative, friend or the person themselves. In addition, care staff must never fill a MDS for a person. The reason for this is that there are a number of safety concerns with the use of MDS:

· Not all medicines are appropriate for use in a MDS e.g. tablets/capsules that are sensitive to moisture.

· The effectiveness of a medicine can no longer be guaranteed under the product licence when it is removed from its original packaging.  

· Only professionals with appropriate training (e.g. pharmacists) can safely dispense a MDS.

MDS may be useful for people receiving assisted support in the following situations:

· A person has difficulty accessing medicines from their original packaging (but note that MDS can present similar difficulties).

· A person has difficulty following a medication regimen due to factors such as:

· The complexity of the regimen as a result of the number of medicines to be taken and/or the frequency that medicines have to be taken

· Sight impairment

· Confusion

· Some situations of forgetfulness

· Learning difficulties

MDS are inappropriate for:

· When they are provided solely for the benefit of care staff
· When people are no longer able to manage their own medicines

· People with intentional non-adherence to medicines or poor motivation

· People who have difficulty accessing a MDS because of problems with dexterity or cognitive impairment

· People who have frequent changes to their medicines.

The use of MDS in care homes is detailed in the Policy on the Use of MDS in NHS Highland. MDS should not routinely be provided to care home residents who require managed support with their medicines. NHS Highland aims to move away from the routine use of MDS in care homes and plans are being developed to implement this change. In the interests of improving safety there will be a phased move to dispensing medicines in their original packaging.
When people are resident in care services only for short periods of time e.g. respite care staff should use the person’s own medicines (if assessed as being appropriate) for the duration of the person’s stay.

8.5 “When required” medicines

Some medicines are only taken on a “when required” basis and do not need to be taken/used regularly. Examples include medicines for pain, constipation, to alleviate agitation and to help with sleeping. 
People receiving assisted support with their medicines should still be able to decide when they need to take a “when required” medicine. Care staff can assist these people with such medicines (see section 4.3).

For people receiving assisted support care staff should however be alert to:

· If the person wishes to take “when required” medicines more frequently than has been prescribed e.g. taking paracetamol more than four times a day
· If the use of a “when required” medicine by a person increases markedly. This may indicate a person is becoming unwell/their condition deteriorating
· If they believe the medicine is not being effective for the person and/or the condition is getting worse.

In these circumstances care staff should advise the person to contact their GP for advice.

When people are receiving managed support with their medicines, care staff are responsible for following the instructions from a prescriber in determining what medicines need to be given and when. It is not appropriate to prescribe such medicines on a regular basis when they are not required regularly. Care staff cannot decide whether or not a person needs a “when required” medicine or what dose of a “when required” medicine needs to be given, unless there are clear instructions which clarify when, at what dose and how often a “when required” medicine can be given.
Therefore, for people who have been assessed as requiring managed support with their medicines, the following is recommended:

· The prescriber should consider whether a “when required” medicine is really needed and appropriate for that person.

· The directions on the prescription (and hence the dispensing label on the medicine and any pre-printed MAR charts) should be as detailed as possible to instruct care staff when to administer the medicine.
· If a “when required” medicine has been prescribed and care staff require additional instruction and/or guidance as to when it should be administered, in discussion with the prescriber the Unit Manager/Shift Leader should complete a When Required Medicines Form (see Appendix 7).

· The information on the form should be made as specific as possible in order to instruct care staff on the use of “when required” medicines. It is not up to care staff to make a judgement on whether a medicine is needed or not and the dose to be given but they can follow criteria stated by a prescriber. In most cases the prescriber will be a GP but could also be a consultant or non medical prescriber e.g. nurse.

· The prescriber should be asked for advice and detail on:

· What the medicine is being used for

· What criteria would indicate that the medicine should be given

· The minimum interval between doses

· The maximum number of doses in 24 hours

· The dose to be given

· In what circumstances the prescriber should be contacted for input or further advice.

· The Unit Manager/Shift Leader should document the name of the prescriber and the date of discussion with the prescriber on the form.

· The information on the form will supplement the prescriber’s instructions on the prescription. The form should be used in conjunction with the person’s medication record/MAR chart and their care notes/care plan.

· In some situations people receiving managed support with their medicines will still be able to indicate if they need a “when required” medicine e.g. they will be able to state if they are in pain and require a pain killer. In these circumstances it would be appropriate for the criteria for the medicine to be given to be listed as “at the person’s request”. As above, in these circumstances, care staff should be alert to any marked increased in requests for/use of these medicines.
· In all circumstances care staff should be alert if they believe the medicine is not being effective for the person and/or the condition is getting worse.
· In some circumstances it may be appropriate to seek the opinion and guidance on the use of “when required” medicines with a carer/relative. Any person appointed as a welfare attorney or welfare guardian should also be involved. If this is the case this should be documented in the person’s care plan.

· If “when required” medicines are used infrequently, before administering care staff should check:

· That the medicine was prescribed for the purpose for which it is now required.

· That the person is not taking any medicines prescribed more recently that might interact or duplicate the action of the “when required” medicine. If in doubt, check with prescriber or community pharmacist.

· For each person the information on the When Required Medicines Form should be reviewed by the Unit Manager as necessary but at least six monthly. If no change is necessary then no action need be taken.
8.6 Splitting/crushing tablets and opening capsules

For people who are unable to swallow tablets/capsules, splitting/crushing tablets or opening capsules by care staff can be a way of administering such medicines.

If a decision to split/crush or open medication is made, all staff should be aware that: 

· The splitting/crushing of tablets or opening of capsules, in the majority of cases, makes use of the medicine unlicensed as it may affect the chemical nature of the medicine and its action. 

· The use of an unlicensed medicine can only be authorised by an appropriate prescriber e.g. the person’s GP.

· Tablets should therefore not be split/crushed and capsules should not be opened without the prescriber’s authorisation. This authorisation should be given by being detailed on the prescription, along with the indication of what the medicine is being used for. Hence, this information will also be stated on the dispensing label as well as any pre-printed MAR charts).

· Advice on whether tablets can be split/crushed or capsules opened should be sought from the community pharmacy/dispensing GP practice. Any advice received should always be recorded in the person’s medication record/MAR chart and case notes.
· Chewing tablets/capsules prior to swallowing should be considered in the same way as crushing tablets/opening capsules.
For people who cannot swallow tablets/capsules it may be necessary to have an alternative formulation prescribed. If there is no option but to split/crush tablets or open capsules, this must be done with the knowledge and agreement of the prescriber and the community pharmacy/dispensing GP practice, and with the person’s consent.

If the person lacks the capacity to consent a decision should be made by the prescriber based on the person’s best interests. Any welfare attorney or welfare guardian should be informed. In all cases details of all decisions, including who was involved should be recorded in the person’s care notes.
The reasons why tablets are being split/crushed or capsules opened must be clearly documented in the person’s care plan. 
8.7 Covert administration

Covert administration is when medicines are administered by hiding them e.g. in food or drink without the person’s knowledge or consent. Covert administration is sometimes necessary and justified but should only be carried out under the direction of an appropriate health professional e.g. GP or psychiatrist. Advice on whether tablets can be split/crushed or capsules opened should be sought from the community pharmacy/dispensing GP practice.
Covert administration is only likely to be necessary and appropriate in a person who does not have capacity to decide about their treatment and the consequences of refusing medication. A certificate of incapacity should be in place. Giving medication by deception is potentially an assault. The decision to administer medicines covertly should not be considered as being routine and should always be based on the person’s best interests and wellbeing.

In the case of each individual person, any decision to administer medicines covertly should be made by multi-disciplinary agreement involving e.g. GP, psychiatrist, unit manager/senior care worker, pharmacist and other relevant professionals involved in the person’s care e.g. community psychiatric nurse, learning disabilities nurse, and should include the person’s carers, relatives/representatives/advocates. A minute of this discussion needs to be recorded.
The decision to administer medicines covertly should be documented in the person’s care plan and be reviewed at appropriate intervals. Covert administration of medicines should never take place for the benefit or convenience of care staff.

In all circumstances when covert administration of medicines has been agreed for a person, the Care Inspectorate should be notified using the eForms link in the Care Inspectorate website, available at https://eforms.scswis.com/
Further information on covert administration of medicines can be found in the Mental Welfare Commission for Scotland document Covert medication – Legal and practical guidance available at http://www.mwcscot.org.uk/media/51790/Covert%20Medication.pdf 

8.8 Warfarin

It is likely that this section will only apply to care homes and respite centres but not to day care services.

Warfarin belongs to a group of medicines called anticoagulants that are used to thin the blood. It is very important that people prescribed warfarin are given the correct dose. The dose of warfarin given to a person can change frequently and is determined by a blood test to measure the person’s International Normalised Ratio (INR). Based on what condition warfarin is being prescribed for and the result of the INR test, a dosing regimen for warfarin is calculated. 
It is essential that when people are being assisted with their medicines or having their medicines managed by care staff that both the INR result and the doses of warfarin to be given are communicated and recorded accurately.  

The directions on prescriptions for warfarin, and therefore on medication records/MAR charts, commonly read “as per INR result”; this is appropriate.

The procedure should be as follows:

	Step 1

A blood test is taken to check the person’s INR. 

In care homes/respite centres this will normally be done by a community nurse but may also be done by a GP or a nurse/healthcare assistant from the GP practice.

The test can be done in two ways - either taking a venous sample of blood that is sent to a laboratory or by near patient testing where a finger prick sample of blood is tested.


Continued…

	Step 2

Communicating and recording the INR result

	Laboratory test

1. The person’s GP practice will receive the INR result once the lab have processed the blood sample

2. The GP practice may phone the care service with the INR result (and warfarin dosing regimen), if the laboratory does not provide this information
3. A senior member of care staff should complete and sign the INR Result column of the Warfarin Recording Chart (see Appendix 8). The INR result should be read back to the GP practice as a means of double checking the information

4. The laboratory will send a hard copy of the INR result (and warfarin dosing regimen) to the patient’s address – this may be a care home
5. When received, the care service should double check the information on the hard copy from the GP practice/laboratory against what has been recorded on the Warfarin Recording Chart

6. Any discrepancies should be notified to the GP practice immediately
	Near patient testing (finger prick sample)

1. The meter will give an immediate INR result

2. The person conducting the test should complete and sign the INR Result column of the Warfarin Recording Chart (see Appendix 8)
3. The person conducting the test will communicate the INR result to the person’s GP practice for warfarin doses to be calculated

	Step 3

Communicating and recording warfarin doses

1. The GP practice may phone the care service with the warfarin dosing regimen along with when the INR test is to be repeated, if the laboratory does not provide this information.
2. A senior member of care staff will record the warfarin doses to be given on the Warfarin Recording Chart and sign the chart
3. The doses should be read back to the GP practice as a means of double checking the information

4. If instruction is received to withhold warfarin this should be recorded on the Warfarin Recording Chart but also a note made on the person’s medication record/MAR chart

5. The GP practice may send a hard copy of the warfarin dosing regimen (and INR result) to the care service if this is not done by the laboratory
6. When received, the care service should double check the information on the hard copy from the GP practice/laboratory against what has been recorded on the Warfarin Recording Chart

7. Any discrepancies should be notified to the GP practice immediately

	Step 4

Administering warfarin

1. Warfarin is normally taken at 6pm

2. The care service will assist the person or administer warfarin to the person as per the dose stated on the Warfarin Recording Chart for that day. 

3. Administration of warfarin should be recorded BOTH on the Warfarin Recording Chart and by signing the entry for warfarin on the person’s medication record/MAR chart.

4. The dose of warfarin administered should be recorded on the person’s medication record/MAR chart.


It is important that any discrepancy or uncertainty is resolved immediately and before another dose of warfarin is taken/administered.
8.9 Purchased medicines

It is likely that this section will only apply to care homes and respite centres but not to day care services.

This refers to medicines that are not prescribed for a person and not included in the list of Homely Remedies (see section 12); they are medicines that are bought either by the person or their representative e.g. over-the-counter medicines from a community pharmacy or other retail outlet, including supplements, herbal and homeopathic medicines.

People without capacity

Care staff cannot make a decision as to when someone may require a medicine that is not prescribed for them/under the direction of a prescriber. Nor can they offer any advice regarding purchased medicines. Therefore, care staff should not take it upon themselves to purchase medicines for people.

A welfare attorney or welfare guardian may request that purchased medicines are administered by care staff. Such requests should be documented in the person’s care notes but before administering, care staff should satisfy themselves that the medicine is suitable and safe for the person by seeking advice from the community pharmacy/dispensing GP practice that dispenses the person’s other medicines. A record of this advice should also be documented.

In these circumstances care staff should handwrite details of the purchased medicine on the person’s medication record/MAR chart in order to record administration. 

People with capacity

Care staff may be asked to purchase medicines for people receiving assisted support. The person should be able to tell care staff what medicines they want purchased; this should not be a decision made by care staff. The involvement of care staff should be no more than helping someone with their shopping.

Purchases of medicines for people should ideally be made from the community pharmacy that dispenses the person’s other medicines. This is so that a check can be made by the pharmacist to ensure that the purchased medicine is suitable and safe for that person e.g. no interactions.
Where this is not possible or where the purchase is made from another retail outlet the person’s community pharmacy/dispensing GP practice can advise if the medicine is suitable and safe.

People, and their representatives, should always be asked to advise care staff when a medicine has been purchased. Where the person or their representatives do not co-operate with this, a record should be made in the person’s care notes. 

Care staff can assist people with purchased medicines. In these circumstances care staff should handwrite details of the medicine on the person’s medication record/MAR chart in order to record administration. 

If there is concern about a person’s use of purchased medicines this should be notified to the Unit Manager/Shift Leader who initially should discuss these concerns with the person. The person’s GP may need to be notified.

9. DISPOSAL OF MEDICINES

Once a medicine has been prescribed and dispensed for a person, it becomes that person’s property.

In order to avoid unnecessary waste, medicines should only be returned for destruction if:

· They are damaged or have passed their expiry date

· They have been discontinued

· The person has died – these medicines should be kept securely for seven days before being returned for destruction in case there are any investigations into the death.
If a person receives assisted support with their medicines then they should decide what medicines to return for destruction. Also, in day care services it may be more appropriate for care staff to return unwanted/out-of-date medicines to the person or their carer for them to arrange destruction. Care staff can return medicines for destruction on behalf of a person if agreement is recorded on the Return of Medicines for Destruction Form (see Appendix 9).

Unwanted medicines should not be used for another person. Unwanted/out-of-date medicines should be clearly marked and should be kept secure but separate from other medicines until they can be returned for destruction.

Medicines to be destroyed should be returned to the community pharmacy/dispensing GP practice for safe disposal. Care service staff have no means to safely dispose of medicines themselves. It is not safe to dispose of medicines in the general (household) waste or by flushing them down the sink/toilet.
For people receiving managed support with their medicines, it is the responsibility of the Unit Manager/Shift Leader to ensure that a record is kept of any medicines being returned for destruction in the person’s medication record/MAR chart. Such records should provide a full audit trail of the person’s medicines and should include:

· The name of the person for whom the medication was prescribed and dispensed

· The name, strength and form of the medication

· The quantity being returned

· Name of the member of staff sending the medication for destruction

· Where they were returned for destruction i.e. the name of the community pharmacy/dispensing GP practice

· Date of return.

If it is difficult to determine the exact quantity of medicine being returned for disposal e.g. the volume of liquid in a bottle an estimation of the quantity will be sufficient, except in the case of controlled drugs.
Care services should have in place a SOP for the return of controlled drugs for destruction. A template SOP is available.
9.1 Medicine recalls
Sometimes medicines are recalled by the manufacturer as the result of a problem in their manufacture that has come to light. These recalls or advisory messages come in the form of Drug Alerts.

The Medicines and Healthcare products Regulatory Agency (MHRA) uses an internationally agreed classification system for medicines recalls:
· Class 1: The defect presents a life threatening or serious risk to health

· Class 2: The defect may cause mistreatment or harm to the patient, but it is not life threatening or serious.

· Class 3: The defect is unlikely to cause harm to the patient, and the recall is carried out for other reasons, such as non-compliance with the marketing authorisation or specification.

In addition the Department of Health has given Drug Alerts the following classification depending upon the risk presented to the public health by the defective product:
· Class 1 – Action now (including out of hours)

· Class 2 - Action within 48 hours

· Class 3 – Action within 5 days

· Class 4 – Caution in use.

Care services will normally be notified of relevant Drug Alerts by their community pharmacy/dispensing GP practice. If a care service receives notification of a Drug Alert that results in stocks of medicines having to be returned to the community pharmacy/dispensing GP practice, this stock should be separated from other stock and not administered to a person (unless under the advice of a pharmacist or GP). The stock should be stored securely until returned.
If necessary the community pharmacy/dispensing GP practice will arrange for alternative stock to be dispensed.

10. PEOPLE BEING TRANSFERRED TO/FROM ANOTHER CARE SETTING
People who receive assisted or managed support with their medicines may require transferring to or from different care settings. Transfers include:

· Being admitted to/discharged from hospital

· Going into respite care

· A permanent move to a care home

10.1 Transferring to another care setting

It is essential that an up-to-date and accurate list of the person’s medicines is sent with them to ensure continuity of treatment and that those who will be taking over responsibility for the person’s care know what medicines the person is taking. 

Such information can be provided by copying the person’s medication record/MAR chart or by providing a list of the medicines the person is currently taking.
If a person is admitted to hospital it is essential that hospital staff know when the person last ate, when medicines were last taken/administered and what those medicines were.  The person should take their medicines with them if they are admitted to hospital, with the exception of monitored dosage systems. 
If a person is receiving PEG feeding, the hospital must be made aware of this in advance and may request a supply of the feed to be sent with the person. In the event of an unplanned admission enough feed for three days should be sent with the person.

If a person is being moved to a different care service (e.g. into respite or moved to another care home) it is also essential that their medicines go with them. A record with the following information should be kept of what medicines were sent with the person:
· Date of transfer

· Name and strength of medicine

· Quantity

· Name of care staff who arranged the transfer of medicines

In addition to a copy of the person’s medication record, if a person is admitted to hospital or moved to another care setting, copies of the following documentation should go with them (as appropriate):

· Copy of DNAR (Do Not Attempt Resuscitation) Form

· Copy of Certificate of Incapacity

· Copy of Anticipatory Care Plan

· Copy of current care plan

· Copy of power of attorney

A Transfer of Information Form is available (see Appendix 10).
When a person is admitted to hospital, it may be necessary for care staff to inform the community pharmacy of the admission so that further supplies of medicines are not made during the admission period. In addition, this will alert the pharmacist to be prepared for a potential change of medicines on discharge. 

10.2 Transferring from another care setting
All people coming from another care setting should come with an accurate and up-to-date list of medicines they are taking. 
If people are being discharged following a stay in hospital the care service should be provided with an up-to-date list of medicines at the time of discharge. This may have changed significantly from the medicines the person was taking prior to admission.

The hospital will provide the person’s GP with a list of medicines but care staff should ensure that:

· The supplying community pharmacy are made aware of changes to a person’s medicines as soon as possible

· If necessary a new MAR chart is either provided by the community pharmacy/dispensing GP practice or prepared by care staff

· Any discontinued medicines are returned for disposal

· There are adequate supplies of the person’s medicines so that the person will not run out of medicines. It may be necessary to request a new prescription.

Medicines that have been supplied to people on discharge from hospital should be used before new prescriptions are requested. 

11. MEDICATION INCIDENTS AND ERRORS
The Unit Manager/Shift Leader is ultimately responsible for the management of medicines in care settings, including when tasks have been delegated to other members of care staff. 

Reporting near misses and errors is important for improving quality and reducing the risk of similar/other incidents happening in the future. Care staff should be encouraged to report near misses and errors as soon as possible using the Datix system. This should be with the purpose, not of placing blame, but of learning from incidents, reducing risk and/or improving processes and procedures.

In care settings where Datix is not yet available/in use, the existing recording system should be used.

When a near miss or error happens it is important to determine three things:

1. What happened

2. Why it happened

3. What can be done to reduce the chance of it happening again.
11.1 Medication near misses and errors
A medication error can be considered to be an event that may cause or result in inappropriate use of a medicine that could have, or did lead to, harm of a person. A near miss can be any similar event but where, as a result of actions taken any harm or potential harm to the person was avoided.

This can include administration of: 

· The wrong medicine

· The wrong strength or dose

· A medicine at the wrong time

· A medicine by the wrong route.
An unintentional omission of a medicine is also an error.

If a near miss or error occurs the following actions should be taken:

1. The Unit Manager/Shift Leader should be informed immediately
2. If the near miss or error was as the result of a dispensing error then the community pharmacy/dispensing GP practice should be contacted immediately.

3. Advice from pharmacy/medical staff should be sought immediately. This should involve contacting NHS 24 if the person’s GP practice is closed.

4. If the error occurred when the person’s GP practice was closed, the person’s GP should be informed as soon as possible.

5. The Unit Manager/Shift Leader should inform any carer or representative, as appropriate.

6. An accurate record of what happened (i.e. details of the error) and all actions taken should be documented in the person’s care notes.

7. A Datix report should be completed (or existing recording system). If necessary, further investigation should be conducted by the Unit Manager. The Unit Manager should use Datix to record all actions and outcomes of any investigation.
8. Depending on the nature of the incident the Unit Manager may wish to involve and/or seek advice from a District Manager, the Service Improvement Lead (Older People Residential Care/Day Care Services), the Operational Unit Lead Nurse and/or Lead Pharmacist.
9. In all instances the Care Inspectorate must be informed using the eForms link in the Care Inspectorate website, available at https://eforms.scswis.com/ 
10. If the incident involves a controlled drug the NHS Highland Accountable Officer (AO) for Controlled Drugs should also be notified of the incident. If a Datix report is completed indicating that the incident involved a controlled drug, notification will automatically be sent to the AO’s office. 
11.2 Stock discrepancies

It is the responsibility of the Unit Manager/Shift Leader to ensure that all medicines are stored safely and securely at all times and that a clear audit trial of medicines received, administered/destroyed is kept.
If a stock discrepancy is discovered after the initial receipt of medication into the care service then the following actions should be taken:

1. The Unit Manager/Shift Leader should be informed immediately

2. A complete audit of all medicines storage areas and documentation should be completed

3. A Datix report (or existing recording system) should be completed and further investigation be completed by the Unit Manager. The Unit Manager should use Datix to record all actions and outcomes of any investigation.

4. In all instances the Care Inspectorate must be informed using the eForms link in the Care Inspectorate website, available at https://eforms.scswis.com/ 
5. If, following investigation, the issue is not resolved then the Unit Manager should inform the relevant District Manager and the Service Improvement Lead (Older People Residential Care/Day Care Services).
6. The Unit Manager may wish to seek professional advice from the Operational Unit Lead Nurse and/or Lead Pharmacist
7. If theft or misappropriation is suspected it may be appropriate to notify Counter Fraud Services via the NHS Highland Fraud Liaison Officer and/or the Police, in discussion with the District Manager. If the Police are involved the Care Inspectorate should be informed of this.
8. If the incident involves a controlled drug the NHS Highland Accountable Officer (AO) for Controlled Drugs should also be notified of the incident. If a Datix report is completed indicating that the incident involved a controlled drug, notification will automatically be sent to the AO’s office. 
12. HOMELY REMEDIES

A homely remedy is a medicine available over-the-counter that can be used for the short-term management of minor, self-limiting conditions. These medicines do not need to be prescribed and should not be requested on prescription. Homely remedies for people in care services are similar to those that people have in their own homes. Homely remedies can also be made available for people who are deemed not to have capacity to make their own decisions regarding medicines.
Homely remedies are medicines that are stocked by the care service and made available to all people in the care service. They are different to purchased medicines (see section 8.9) that are medicines that are bought either by the person or their representative for the sole use by that person.

The use of homely remedies should reduce the need for input from a person’s GP for minor, self-limiting conditions. It is important to consider any interaction or duplication of therapy with a person’s prescribed medicines e.g. paracetamol should not be given as a homely remedy if it is already being prescribed.

Care services are expected to keep a stock of the homely remedies listed. These should be kept as common stock i.e. there does not need to be a supply for each individual person. Arrangements should be made to purchase the items from a community pharmacy/other appropriate retail outlet. These medicines should not be used for care staff.
Diprobase® should be bought in tubes of 50g size. The same tube should only be used for one individual i.e. one tube should not be shared between different people.

Homely remedies should be stored along with other medicines in the care service but should be kept separate from medicines that have been dispensed for people.

Although they do not need to be prescribed, the use of homely remedies should have the agreement of the person’s GP. This should be sought on admission to the care service and reviewed at least annually. Care staff should note however that prescribed medicine can change frequently and if there is any doubt as to the suitability of administering a homely remedy a community pharmacist or GP should always be consulted.
Homely remedies can be administered as detailed in the Homely Remedies Authorisation Chart (see Appendix 11) for each person. They should only be used: 

· for the minor conditions listed
· at the dose and dose frequency detailed on the chart

· for the maximum period on the chart before seeking further advice e.g. from a GP.

Some key points about the use of homely remedies are:

· A community pharmacy can provide advice on the use of homely remedies for individuals

· In each case care staff should consider how appropriate it is to administer a homely remedy to a person who cannot make a decision about their own care e.g. it would not be appropriate to administer paracetamol as a homely remedy if the person cannot clearly state that they are in pain.

· Care staff should be mindful that people may be taking other purchased medicines that may interact with homely remedies (see section 8.9). If care staff suspect, but don’t know for certain, that other purchased medicines are being taken then a homely remedy should not be administered.
· The care service should have a system in place for auditing quantities and usage of homely remedies and also for checking the expiry dates on stock of homely remedies.

· In order to monitor homely remedies care services should record:

· The purchase of stock – what medicine, when purchased and quantity purchased

· The use of homely remedies – who administered to, what medicine and how much

· Stock returned for destruction – what medicine, how much destroyed and when.

A Record of Homely Remedies Stock sheet is available (see Appendix 12).

· Care staff should be alert to situations where a person is requiring frequent use of a homely remedy; this may be the sign of a more longer-term condition and further advice should be sought.

Administration of a homely remedy should be recorded on the person’s medication record/MAR chart. These should be handwritten on the medication record/MAR chart in the following format, for example:

“Homely remedy medicine”
The code letter of the medicine administered, the quantity administered, when administered and who the medicine was administered by should be recorded on the person’s medication record/MAR chart.

Care staff should also record the outcome/result of using a Homely Remedy. This can be on the reverse of a medication record/MAR chart or, if the MAR chart does not allow for this, by using the Care Staff Medication Notes Form (see Appendix 3) and/or by recording in the person’s care notes.

Medicines that should be made available as homely remedies are:

	Short-term minor illness 
	Medicine(s)

	Pain – headache, toothache or muscular ache
	Paracetamol 500mg tablets

Paracetamol 250mg/5ml oral suspension 

	Indigestion
	Peptac® suspension

	Diarrhoea
	Oral rehydration salts, powder sachets 

	Constipation
	Senna 7.5mg tablets
Senna 7.5mg/5ml syrup

	Dry skin
	Diprobase® cream


Further details on doses etc can be found in the Homely Remedies Authorisation Chart (see Appendix 11).
13. AUDIT

As detailed in previous sections, all care services should have systems in place for the ordering, receipt, administration and disposal of medicines for all people they are looking after. Each person’s medication record/MAR chart should be able to provide a complete audit trail of their medicines. 

Audits of medication records/MAR charts are also essential to ensure that:

· People are receiving the right medicines, at the right time, at the right dose and in the right form

· Medication records/MAR charts are accurate and up-to-date

· Medicines are not being omitted unintentionally

· Any concerns regarding a person’s medicines and their health are being addressed e.g. on-going refusal of a medicine. 
Audit of medicine stocks is important to ensure:
· That people are not going to run out of their medicines

· That over-stocking and therefore potential for wastage is minimised

· That medicines are being stored appropriately e.g. medicines requiring refrigeration, but also safely and securely 

· That any stock discrepancies can be identified and investigated

Audit checklists are available and it is the responsibility of the Unit Manager/Shift Leader to ensure that these audits are conducted in the timescales identified. The Unit Manager/Shift Leader can delegate suitably experienced and competent staff to conduct the audits on their behalf.   
Following any audit, any shortfalls should be notified to the Unit Manager/Shift Leader and appropriate remedial action taken. Details of any shortfalls, remedial actions taken and results of a re-audit should be recorded.

Depending on the nature of any shortfall in an audit the Unit Manager/Shift Leader may need to request input/advice from others, for example:

· District Managers

· Service Improvement Lead (Older people residential/day care services)

· Operational Unit Lead Nurse

· Operational Unit Lead Pharmacist

· Community pharmacies/dispensing GP practices

14. APPENDICES
· Appendix 1 – Support With Medicines Assessment Form

· Appendix 2 – Template MAR (Medicines Administration Record) Chart

· Appendix 3 – Care Staff Medication Notes Form

· Appendix 4 – Medication Refrigerator/Room Temperature Log Form

· Appendix 5 – People’s Own Medicines Assessment and Return/Destruction Form

· Appendix 6 – Verbal Instructions Recording Form
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· Appendix 8 – Warfarin Recording Chart

· Appendix 9 – Return of Medicines for Destruction Form
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APPENDIX 1 – SUPPORT WITH MEDICINES ASSESSMENT FORM
This form should be completed by the Unit Manager/Shift Leader to assess the level of support a person will require to manage their medicines. 

Any decision as to the level of support a person needs should always be made in conjunction with the person themselves and their carers/relatives. Any person appointed as a welfare attorney or welfare guardian should also be involved.
Name of person being assessed___________________________________ 

CHI number/Date of birth_________________________________________
Name of Care Service___________________________________________

	
	Yes
	No
	Comments

	1. Did the person manage their own medicines when living at home?
	
	
	

	2. Does the person wish to independently manage their own medicines whilst in the care service?
	
	
	

	If the answers to 1 and 2 are both “No” the person will require to have their medicines managed in the care service. Please go to question 9.

	3. Does the person have any relevant medical history that may affect their ability to manage their own medicines? E.g. confusion or dementia
	
	
	

	4. Is the person’s medication regimen stable?
	
	
	The person may require having their medicines managed for them if the medication regimen is not stable.

	5. Is the person able to explain the following about their medicines?

a. What the medicine is for

b. How much to take and when

c. When they would take any “when required” medicines

d. How to use the medicine e.g. inhalers

e. What to do if a dose is missed
	
	
	If the answer to either b,c or d is “No” then the person may require to have their medicines managed or to be provided with additional support e.g. medication chart. 

	6. Is the person able to open the packaging their medicines come in?
	
	
	If the answer is “No” then the person may require assisted support

	7. Is the person able to read the labels on their medicines?
	
	
	If the answer is “No” then the person may require assisted support

	8. Does the person ever forget to take their medicines?
	
	
	If the answer is “Yes” then the person may require assisted support

	9. Is the person receiving any medicines that require health professional input e.g. from a community nurse? These are:

· Injections

· Insertion of catheters

· Stoma care in post-operative phase

· Testing for diabetes
· Complex wound management procedures and dressing changes including packing of wounds, multi-layer bandaging and negative pressure wound therapy
· Administration of products that require a health professional to be involved 

· Administration of medicines which need skilled observations either before or after administration. 
· Insertion of pessaries

· Insertion of suppositories, microenemas or other medicines administered rectally
· Administration of medicines using a nebuliser

· Changing some types of dressings (eg, simple dry dressings)

· Changing catheter leg bags where this not disturb the catheter

· Changing colostomy bags

· PEG (percutaneous enteral gastrostrostmy) feeding 

· Naso-gastric tube feeding

· Administration of medicines via a PEG or naso-gastric tube 
	
	
	If the answer is “Yes” administration of that medicine(s) will require health professional input unless care staff have received additional training in the administration of these medicines.

The person may still be able to manage their other medicines.

	Based on the above assessment, the person will require the following level of support:

Please tick either 1 or 2. Please also tick 3 if appropriate.

1. Assistance to manage their medicines □

2. Have their medicines managed by care service □

3. Requires health professional input □


Assessment completed by (please print)_______________________________ Date___________

I (insert person’s name)______________________________ agree with the above assessment and give permission for the care staff to assist me/manage my medicines for me (delete as appropriate).

Signed ____________________________________

Or 

Person’s representative (print and sign)_______________________________________________

Date_____________________
Each person and/or their representative should be given a copy of the information leaflet Managing Your Medicines in a Care Home/Respite Centre/Day Care Service

APPENDIX 2 – TEMPLATE MAR (MEDICINES ADMINISTRATION RECORD) CHART
	PHARMACY/DISPENSING GP PRACTICE

NAME:
ADDRESS:
	MEDICATION ADMINISTRATION RECORD

	NAME:
	DOB:

	CARE SERVICE ADDRESS:
	ROOM NO:

	DOCTOR:
	ALLERGIES:

	START DAY:
	START DATE:
	END DATE:
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Codes: 
R = Refused

N = Nausea/vomiting/other illness

H = In hospital

L = On leave

D = Destroyed 

C = Care note – see overleaf


A = Assisted support

S = Sleeping
Q = Not required
APPENDIX 3 – CARE STAFF MEDICATION NOTES FORM
This form should be used by care staff to record any additional notes regarding the administration of medicines. For example, more detail on why a medicine wasn’t administered. It should also be used to record administration of “when required” medicines and their effectiveness.

This form should be printed on the reverse of the MAR (Medicines Administration Record) chart or securely attached to the MAR chart.

Name of person:___________________________________ CHI number/Date of birth_______________
Name of Care Service:___________________________________________

Period of medication cycle: Start date:______________________ End date:________________________

	Date
	Time
	Initials
	Medicine
	Dose Administered
	Additional Notes / Reason for When Required Medicine
	Result of Medicine
	Time
	Initials

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


APPENDIX 4 – MEDICATION REFRIGERATOR/ROOM TEMPERATURE LOG FORM
Name of Care Service: ________________________________________
Month
Year:


· Temperature readings should remain within the range of between 2 and 8°C.

· Refrigerator maximum, minimum and actual temperatures should be checked and recorded daily.

· The refrigerator should not be used for any other purpose other than storing medicines.
· The refrigerator must be locked when not in use.

· Room temperature should be checked and recorded daily and should not exceed 25°C.
	Day of month
	Time
	Maximum
(between +2oC and +8oC)
	Minimum
(between +2oC and +8oC)
	Actual (between +2oC and +8oC)
	Actions taken if any reading outwith +2oC and +8oC
	Thermometer reset (()
	Room temp. (no higher than 25°C
	Signature
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	31st
	
	
	
	
	
	
	
	


If temperature is outwith range with no reasonable explanation (e.g. door open for delivery):
· Store the medicines under proper conditions as soon as possible.

· Quarantine medicines (i.e. do not use) until guidance is sought. You should contact your community pharmacist/dispensing GP for advice.

· Document, date and initial any corrective action taken.
APPENDIX 5 – PEOPLE’S OWN MEDICINES ASSESSMENT AND RETURN/DESTRUCTION FORM

This form must be completed when a person brings any medicines into a care service that are to be administered by care staff and also when those medicines are returned to the person (or their representative). Refer to Standard Operating Procedure for further information/guidance.
Person’s name______________________________ CHI number/DOB_________________ 
Name of care service________________________________

	MEDICINES RECEIVED
	MEDICINES RETURNED TO PERSON OR SENT FOR DESTRUCTION

	Date
	Time
	Name of medicine
	Strength
	Form
	Directions
	Quantity received
	Does the medicine meet the criteria below (Y/N)
	Assessed by (staff member)
	Date
	Time
	Quantity 
	Return to person/sent for destruction
	Returned by (staff member)

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	


I (insert person’s name)___________________________ give permission for care staff to return the following medicines to a pharmacy/dispensing GP practice for safe disposal. Signed (person or their representative)_____________________________________

The medicines must meet the following criteria before being administered:

1. The medicine must be in the original dispensing/manufacturer’s container.

2. There must be a label on the medicine container giving: the name of the patient to whom the medicine will be administered, the name and strength of the medicine, dose and directions for use, the name and address of the community pharmacy/dispensing GP practice that dispensed the medicine and the date of dispensing.

3. The quantity of medicines in the container must be equal to or less than that stated on the dispensing label i.e. nothing should have been added to the container.

4. The medicine must have an in-date expiry date.

5. The appearance of the medicine must be acceptable e.g. not crushed or broken.

APPENDIX 6 – VERBAL INSTRUCTIONS RECORDING FORM
This form should be completed by care staff when verbal instructions are received from a prescriber to change make changes to a person’s medication e.g. medicine to be discontinued, dose to be changed.

If the prescriber has issued a new prescription as a result of making changes to a person’s medicines or has provided a written copy of the instructions then completion of this form is not necessary.

Name of person__________________________________
CHI number/Date of birth__________________________


Name of Care service___________________________________________

	Date
	Time
	Medicine name, strength and form)
	Detail of instruction given
	Name of prescriber giving instruction and contact details
	Name of member of care staff receiving instruction
	Name of second member of care staff receiving instruction (if available)
	MAR Chart updated by 

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


APPENDIX 7 – WHEN REQUIRED MEDICINES FORM
This form should be completed by the Unit Manager/Shift Leader in discussion with the prescriber whenever a “when required” medicine is prescribed for people receiving managed support with their medicines.

Care staff cannot be responsible for deciding whether or not a person needs a “when required” medicine or what dose of a “when required” medicine needs to be given unless there are clear instructions which clarify when, at what dose and how often a “when required” medicine can be given. This form should supplement the prescriber’s instructions on a prescription.

This form should be used in conjunction with a person’s medication record and care plan/care notes. It should be review/updated when necessary (dependent upon the medicine and condition being treated) but no less then every six months.

Name of person____________________________ CHI number/Date of birth_______________ 
Name of care service______________________________

	Name, strength and form of medicine
	Route of administration
	Maximum single dose
	Dose interval and maximum number of doses in 24 hours
	Reason for medicine
	Criteria for medicine to be given
	Criteria for seeking advice/input from prescriber 

	
	
	
	
	
	
	

	Name of Unit Manager/Shift Leader completing form
	
	Name of prescriber
	
	Date


	Name, strength and form of medicine
	Route of administration
	Maximum single dose
	Dose interval and maximum number of doses in 24 hours
	Reason for medicine
	Criteria for medicine to be given
	Criteria for seeking advice/input from prescriber 

	
	
	
	
	
	
	

	Name of Unit Manager/Shift Leader completing form
	
	Name of prescriber
	
	Date


APPENDIX 8 – WARFARIN RECORDING CHART
This form should be kept with the person’s medication record/MAR chart

Person’s name___________________________
CHI number/Date of birth_________________

Care service_____________________________
Month and Year________________________
	Date
	INR Result
	Dosing regimen
	Administration
	Comments (e.g. date next INR test due)

	
	INR result*
	Recorded by
	Warfarin dose to be given
	Recorded by
	Warfarin dose given by
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


*INR results need only be recorded on this form on the dates when they were reported (not for every day).
The entry for warfarin should also be signed on the person’s medication record/MAR chart

APPENDIX 9 – RETURN OF MEDICINES FOR DESTRUCTION FORM

This form should be used when care staff return medicines to a community pharmacy/dispensing GP practice for destruction on behalf of people who receive assisted support with their medicines. The person must be able to tell care staff which medicines to return for destruction.

I (insert person’s name)___________________________ give permission for care staff to return the following medicines to a pharmacy/dispensing GP practice for safe disposal.

	Medicine
	Strength
	Form
	Approximate quantity

(Exact quantity for controlled drugs)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Name and signature of person giving permission (or their representative)
	

	Name of care service returning medicines
	

	Name of care staff returning medicines
	

	Date medicines returned to pharmacy/dispensing GP practice
	

	Name of pharmacy/dispensing GP practice medicines returned to
	

	Name and signature of pharmacy/dispensing GP practice staff receiving medicines
	


APPENDIX 10 – TRANSFER OF INFORMATION FORM

This form should be completed when a person is admitted to hospital.

1. Name of Person ___________________________ CHI number/Date of birth______________

2. Name, address and telephone number of care service _________________________________________________________________________
3. Circumstances of admission: (e.g.  fall, heart problems, suspected stroke, breathing difficulties)

	

	


4. Seen by a GP prior to admission? YES/NO

If yes: Name of GP, date and time seen

	


5. What did they last eat and when?
	


6. What did they last drink and when? 
	


7. Medication last taken and when?

	

	


8. Is transport available to take them home? YES/NO

9. Are they able to travel by car? YES/NO

If no: state reason _______________________________________________________________
10. List of documents sent to hospital:  

Copy of Personal Plan & Oral Health Assessment
YES/NO

Copy of Current Medication 



YES/NO

Copy of Certificate of Incapacity


YES/NO

Copy of Anticipatory Care Plan


YES/NO

Copy DNACPR 




YES/NO
Copy of list of personal items



YES/NO
Signed_________________ Position_______________________ Date____________
Original to be sent with documentation to hospital and copy held in the person’s file  

APPENDIX 11 - HOMELY REMEDIES AUTHORISATION CHART 
This form should be used to record the authorisation by a person’s GP for care staff to administer Homely Remedies (as detailed below). This should be completed when a person moves into a care setting and reviewed at least annually.

Person’s name__________________________ CHI number/D.O.B.______________ Name of Care Service:________________________________

Diprobase® cream can be used for up to seven days for dry skin before seeking further advice from a GP. All other homely remedies listed below can be administered for up to a maximum of 48 hours.
Any medicines that are to be excluded e.g. medicines that are already being prescribed should be deleted
	Short-term minor illness 
	Medicine code letter
	Medicine
	Maximum single dose
	How often can a dose be given?

	Pain – headache, toothache or muscular ache (Note NOT for fever)
	A
	Paracetamol 500mg tablets


	TWO 500mg tablets (ONE 500mg tablet if person weighs 50kg or less)
	No more than EIGHT 500mg tablets (or SIXTEEN 5ml spoonfuls) in any 24 hour period.

If person weighs 50kg or less no more than FOUR 500mg tablets (or EIGHT 5ml spoonfuls) in any 24 hour period.

Doses to be given at least four hours apart

	
	B
	Paracetamol 250mg/5ml oral suspension
	FOUR 5ml spoonfuls (TWO 5ml spoonfuls if person weighs 50kg or less)
	

	Indigestion
	C
	Peptac® suspension
	TWO 5ml spoonfuls 
	After meals and at bedtime up to four times in any 24 hour period 

	Diarrhoea
	D
	Oral rehydration salts, powder sachets 
	ONE sachet
	Repeat regularly as required.

Refer to product instructions

	Constipation
	E
	Senna 7.5mg tablets
	TWO 7.5mg tablets
	Once daily at bedtime

	
	F
	Senna 7.5mg/5ml syrup
	TWO 5ml spoonfuls
	

	Dry skin
	G
	Diprobase® cream
	Apply liberally
	Three times in any 24 hour period


GP Name:__________________________________ GP Signature:______________________________ Date:______________________
Date(s) reviewed:____________________________________________________________________________________________________

APPENDIX 12 – RECORD OF HOMELY REMEDIES STOCK
This form should be used to record the running stock balance of medicines kept as Homely Remedies in a care service and should be used in addition to recording on a person’s medication record/MAR chart.
A different sheet should be used for each different medicine and form of medicine e.g. paracetamol 500mg tablets

Name of Care Service:________________________________ Name, strength and form of medicine:______________________________________
	MEDICINES PURCHASED
	MEDICINES ADMINISTERED
	MEDICINES RETURNED FOR DESTRUCTION
	RUNNING STOCK BALANCE

	Date 
	Quantity
	Staff signature
	Date and time
	Name of person administered to
	Quantity administered
	Staff signature
	Date
	Quantity
	Staff signature
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