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INTRODUCTION

Used correctly medication will help to fight infection, speed recovery, relieve pain and symptoms, control diseases and disorders. Used incorrectly they can produce unexpected interactions or side effects which in some circumstances may cause harm.

The hazards inherent in the administration of medication arise from the potential to;


Take the wrong medicine


Take the wrong dosage


Mix medicines, foods and alcohol with unexpected interactions


Miss a dose


Take an extra dose

The following terms, as defined below, are used throughout this document;

Medication is any drug, medicine, preparation or substance, in any form, e.g. tablets, capsules, liquids, creams, ointment, sprays, gases, etc., used for medical or dental treatment.

Prescription means the written instruction for the composition and use of medication, issued by a doctor, a dentist or other qualified prescriber for the medical or dental treatment of a single individual.

Prescribed medication means any medication obtained from a pharmacist as the result of a prescription.

Non-prescribed medication is any medication obtained without a prescription. These may sometimes be referred to as common or homely remedies.

The social work department recognises that in the delivery of its services it may be required to control and administer medication.  So far as is reasonably practical the social work department will comply with all relevant statutory requirements and will implement procedures and arrangements to ensure the safety of staff and service users through a robust risk assessment framework.

The social work department recognises that persons receiving social work departmental services are entitled to the same level of medical and/or nursing care from appropriately qualified staff, as the public at large.  

Managers of care services are responsible for implementing the procedures for medicines management and ensuring that relevant staff are aware of and are trained in these procedures. Managers are also responsible for monitoring that these procedures are being followed. 
These guidelines aim to ensure that any assistance given with medication throughout the Scottish Borders is carried out in a professional manner, within the knowledge and competence of the support worker. It is designed to assist managers to devise and implement the most appropriate arrangements within their own organisation or establishment.

It is designed to standardise arrangements within the social work department, ensure compliance with current legislation and minimise the risk of error and safeguard both staff and service users.

· Assistance with medicines management will be tailored to the needs of the individual service user

Please see www.sehd.scot.nhs.uk/mels/HDL2006_34.pdf for full details

· Trained support workers who have demonstrated understanding of these guidelines and competency with the tasks to be undertaken will provide assistance with medicines management

· Assistance with medicines management will only be provided with the expressed agreement of the service user or, if he/she is unable to give consent, by his/her legally appointed representative or advocate

· Assistance with medicines management will only be provided as a result of an assessment and as part of a package of care.

Please see http://www.rpsgb.org/pdfs/handlingmedsocialcare.pdf for full details.

SECTION 1: GENERAL

Wherever possible, service users should be encouraged to retain full (or partial ) responsibility for medicines management. In Care at Home this could involve informal carers.
The assessing worker will complete the Referral to pharmacy form and send to the Community pharmacist. (Appendix 1)

The Pharmacist will consider the most appropriate method of support for the person to manage their medication. The Pharmacist will ensure that all medications are currently indicated and identify those medications which may be administered by a trained support worker. The pharmacist will complete the Medicines Management Assessment Form and return to the assessing worker /care manager. 
Details of the assistance with medicines management to be given will be documented in the service user’s support plan. The support plan will be updated if there are changes to the assistance provided.
All medication must be prescribed and labelled with specific administration instructions. 

In Care at Home, assistance with medicines administration will only be offered if arrangements are in place for the medication to be accompanied by a Medicines Administration Record (MAR) which lists the medication to be administered by the support worker. Support Workers should not accept verbal requests for changes or discontinuation of medication given by service users or other professionals. Where there are any changes a new MAR must be issued. If you are informed of changes that do not appear on the current MAR sheet please contact your line manager for advice. 
In Care Homes and Day Support Services in the absence of a pre printed MAR, a hand written MAR  (appendixes 7 & 9) can be completed by a senior member of the support team. This must detail the name of the person, their date of birth, medication prescribed, the time and dosage. Handwriting must be printed in a clear and legible form and in black ink.  The entry on the MAR should be checked and signed by a second person.   

A support worker may not undertake any medicines management task that is out with these guidelines.

A support worker may not undertake any medicines management task without prior authorisation from his/her line manager. 

A support worker should not undertake any medicines management task unless they feel confident and competent to do so correctly and safely and the manager is satisfied that this is the case.

In Care at Home it is the responsibility of the service user or his/ her representative to identify suitable storage for medication to be administered by a support worker. Through the assessment process where there are concerns which indicate secure storage with controlled access is required the assessing worker will arrange to have this in place.
Care Homes are responsible for safe storage of medicines on their premises and must comply with all the relevant legislation.

Care Homes must comply with the guidance of the Care Inspectorate which requires that NHS prescription forms go from the GP surgery to the care home, before going to the Community Pharmacy, and are photocopied for records, showing the medication and the relevant prescriber’s signature. Exceptions to this may be e.g emergency prescription following in patient clinic. Alison is going to check out if we do need to photocopy prescriptions or can the information be accessed through NHS if required in the event of an incident review for example. Margaret check with Alison Rees.
Alison still checking this out and will advise Margaret who will then contact Care Inspectorate if NHS are in agreement
Medication provided should be dispensed and checked by a Community Pharmacist or Dispensing Doctor and suitably labelled, this should be administered as directed on the Medicines Administration Record.

Support workers delivering medicines to a service user’s home must record the delivery of the medicines in detail in the service user’s MAR. The details should include quantity of each medicine delivered and date of delivery. If there is no MAR in place (at level 2) and collection of medication is a task to be undertaken this must be recorded on delivery in the social care & health recording sheet.

Planned absence from home

In the event of the service user being away from home on a planned social visit or  attendance at a day support service, arrangements must be made for the administration of medications due at that time. These arrangements must be recorded in the service user’s support plan.

· For social visits the service user or his/her informal carer must assume responsibility for the transport of the medications in their original labelled containers, and for the return of the supply to the designated storage area in the service users own home or returned to the person in charge in the Care Home.  The MAR will be annotated with the social leave symbol and be retained in the Care Home or service users` home.

· For attendance at day support services, arrangements for the transport of the medications must be recorded in the service users support plan. The medication will be signed in on receipt at the service and on returning to the service user using the Medicines Receipt/Return/Disposal Record (Appendix 8)
Service user, carer (informal or employed) must ensure that the medications are sent to the day support service in their original labelled containers or compliance aid filled by pharmacist or dispensing doctor On arrival at the day support service the medications must be handed to a senior staff member who will complete a Medicines Receipt/Return/Disposal Record.  A hand written MAR will be completed detailing the name of the service user, the name and dosage of medicines and time to be administered. At the end of the day the medication will be returned to the service user checking that it is the right medication for the right service user and the amount signed out on the Medicines Receipt/Return/Disposal Record. When the medication is contained in a compliance aid (eg blister form) then the number of blisters received should be recorded on receipt and return and a handwritten MAR completed.
Service users assessed at Level 2 – where service users bring their medicines to the day support service but are able to administer with some assistance from the support staff i.e prompting, opening package,  they must bring their medicines in the original labelled containers or compliance aid. No MAR is required and the Medicines Receipt/Return/Disposal Record does not have to be completed as the service user will not be handing over their medication for safe storage. 

SECTION 2:  ASSESSMENT OF NEED FOR ASSISTANCE

· Assessment of service user needs will identify the level of assistance with medicines management required by the service user.

· The assessing worker will complete the referral to pharmacy form (Appendix 1) and forward to the community pharmacist. 

· The community pharmacist will complete a Medicines Management Assessment form (appendix 2). This assessment must be returned to the assessing worker /care manager).
· The outcome of this assessment will be recorded and made available to all who will be involved in the care/support of the service user.

· Reassessment of the level of need may be necessary at any time to take account of changes in the medicine management needs and/ or the circumstances of the service user.  Appendix 1 should be completed and sent to the pharmacy for reassessment.
In Care at Home a support worker or any member of the health care team can request a re-assessment of the level of a service user’s need for assistance with medication if the circumstances change or there is any doubt about the appropriateness of the assistance being provided.

In Care Homes the manager/senior will take on this task through the support  

planning and risk assessment process. 

LEVEL 1

The service user is able to manage his/her own medicines and will retain control of their medications. 
LEVEL 2

The service user is able to manage his/her medicines with minimal assistance. The service user understands what their medicines are for and can ask for medicines to be re-ordered or disposed of but require someone to carry out the task.

The service user will remember and know which medicines to take if prompted, they may require someone to open medicines container tops due to dexterity or visual impairment and are unable to do this without the assistance of a support worker. 

Where this support is required and at the request of the service user the support worker can remove medicines from the original packaging and leave out for service user to take later on i.e they take medicines to help them sleep but they want to watch a TV programme and ask the support worker to leave the medicine with them to allow them to take later on.  This must be recorded in the Social care and health recording notes as “left out for self administration”.
LEVEL 3

The service user is unable to manage his/her medicines. This is likely to be due to reduced mental ability but can in some cases result from physical disability with fluctuating capacity The support worker will assume responsibility for the medicines management tasks that have been agreed by the service user or his/her representative. A MAR record is required at this level.

LEVEL 4 

The assistance required is beyond the knowledge and skills of the support worker and requires input from competent persons with medical knowledge and skill. 

Support Staff who work within Social Work Services for People with Learning Disabilities, and who have the explicit authority within their role to administer emergency epilepsy medication such as buccal midazolam and rectal diazepam: will be provided with additional education and training as arranged with their Line Manager.  Service Users must have an individual care plan giving clear details as to when emergency medication should be administered. Staff must complete the appropriate records as instructed through the specific training.
Administration of Rectal Diazepam, Rectal Paraldehyde and Oral/(Buccal) Midazolam

Special protocols apply to rectal Diazepam, rectal Paraldehyde and oral Midazolam.  The Health Professional involved should provide clear written instructions setting out when they should be used, how much should be given and any precautions necessary.  

For Day Support Service staff who administer rectal diazepam, rectal Paraldehyde and oral/buccal Midazolam (emergency medication), they must do so in line with information contained in the service users support plan.  If the staff member has any concerns about the service user following the administration of medication, an ambulance should be called. Only members of staff trained and competent in carrying out the procedures are permitted to make the judgement as to whether it is an emergency.  If there is no approved or suitably trained member of staff available the emergency services must be called.

It is the responsibility of staff to ensure that the service user is placed in safe surroundings and that any urgent medical / nursing intervention is easily accessible if necessary.

Any administration of rectal Diazepam, rectal Paradehyde and oral/(buccal) Midazolam must be appropriately recorded and relevant parties, such as carers, informed. 
Written consent must be sought from the relative or representative of a person likely to require emergency medication to control convulsions setting out their agreement for social care staff to undertake the procedure as necessary. 

In the case of rectal administration, the preferred gender of the staff member undertaking the procedure should also be stated.  For those not able to express a preference, male should administer to male and female to female.  In an emergency, the absence of the appropriate gender staff should not delay administration. In some care settings this may not be practical and same gender staffing may not be available.

It shall always be preferable for two staff to be present when emergency administration is being carried out, the absence of a second member of staff however, should not delay the administration.  If the administration of rectal Diazepam or rectal Paraldehyde is required in any establishment the staff should calmly request other service users to move to another room or a different part of the room. Where possible, mobile screens must be used to maintain the dignity and privacy of the service user. 

A risk assessment will serve to demonstrate which service users are likely to require emergency treatment and under what circumstances.  The outcome must inform management action to ensure that staff are available and suitably trained to provide treatment.  Escorts must be provided on transport where there is a significant likelihood of emergency action being required.

At all times the necessary universal precaution (protective clothing and gloves etc) must be worn to prevent the risk of any infection.

SECTION 3: CONSENT

Consent for Social Care staff to undertake tasks involving medicines must be authorised by the service user or guardian. All service users or guardians must sign the consent form in appendix 3, 4 and 5 (depending on which service) prior to tasks being undertaken. This can either be the responsibility of the assessing worker or service provider depending on the circumstances and by agreement.
According to the law (The Medicines Act 1968) medicines can be given by a third party e.g that they were intended for where this is strictly in accordance with the directions that the prescriber has given

Should the service user not have capacity to sign or there is doubt as to capacity and there is no guardian or Power of Attorney in place there should be a discussion with the GP/Medical practitioner. The GP/Medical Practitioner has the authority to confirm the necessity of the treatment as to the effects on the service users health if they do not receive the appropriate medication and a decision taken as to whether to proceed without signature.  This applies even if the person is already subject to Guardianship. Medication cannot be administered to serviced users without this authority. Where a service user lacks capacity and there is no POA or Guardian in place and are not overtly disagreeing with the support to enable them to take their medication Section 13za, SW Scotland Act can be applied. 

During an assessment, the Community pharmacist will record concerns about an individual in relation to their ability to consent on (Appendix 2) 

Relevant certificates in relation to capacity around medication administration must be uploaded on framework or stored in service users support plan and reviewed as required and within the timescale agreed. 
The signed Consent Form will be stored in the service users support plan and a copy sent to the Service Users GP. Date for review (6 monthly) should be recorded in the support plan and/or on Framework.
SECTION 4: PERMITTED ACTIVITIES

After assessment all service users will be assessed to different levels of support. Some service users will require varying levels of support. The levels provide varying levels of support outlined below:

LEVEL 1: No support is necessary. 
LEVEL 2: The service user is able to manage his/her medicines with some or all of the following assistance:

All tasks may only be undertaken by the support worker on the instruction or at the request of the service user and is recorded in the support plan.
1. Order repeat prescriptions from the medical practice. The service user must specify the name, strength and quantity of the medicines to be ordered.

2. Collect the prescription if required from the medical practice, take it to the nominated pharmacy for dispensing and collect the dispensed medications from that pharmacy.

3. In Care at Home the support worker will only carry out ordering and collection tasks if the service user’s informal carer is unable to do so and the nominated pharmacy does not offer a collection and delivery service.
4. The support worker will only carry controlled  medication between the pharmacy and the service user’s residence after a risk assessment to the support worker has been undertaken by his/her line manager.
5. The support worker will be provided with a means of photographic identification (ID) for use at the surgery/pharmacy when collecting prescriptions/dispensed medications. The support worker should sign the prescription.
6. Return any medications that are no longer prescribed or are out of date to the nominated pharmacy for disposal. (Medication Disposal Receipt Book or other documentation in place.)

7. Confirm the reading of labels.

8. Provide assistance with opening medication packaging (e.g. child resistant closures, strip packaging). This may involve offering the service user as self administration and recorded in the social care and health recording notes that all tasks have been completed and at what time.

9. Support workers can remind/prompt service users to take their medication.

10. Performing blood glucose monitoring and advising service user/involved health professional of reading, record levels in support plan. 
LEVEL 3: The service user is unable to manage his/her medicines.

Only those medicine management tasks that have been agreed by the service user or his/her representative and are specified in his/her support plan may be undertaken.

1.
Order repeat prescriptions from the medical practice. The support worker may only order prescriptions for those medicines listed on the ordering record section of the medicines administration record (MAR) and in the quantities and frequency specified.

2.
Collect the prescription from the medical practice if required, take it to the nominated pharmacy for dispensing and collect the dispensed medications from that pharmacy. 
3.
The support worker will only carry controlled medication between the pharmacy and the service user’s residence after a risk assessment to the support worker has been undertaken by his/her line manager.
4.
The support worker must be provided with a means of photographic identification (ID) for use at the surgery/pharmacy when collecting prescriptions/dispensed medications. The support worker should sign the prescription.
5.
Return any medications that are no longer prescribed or are out of date to the nominated pharmacy for disposal. Medication Disposal Receipt Book or other documentation.
6.
Administer those medications that are listed on the MAR, including those contained in a Medicines Compliance Aid (MCA) filled by a Pharmacist or a Dispensing Doctor

7. Care at home staff are not permitted to administer “as required” medication for service users assessed at Level 3.  
In care homes a detailed support action plan should be in place which details the triggers for the administration of “as required” medication, any alternatives, how often this should be reviewed and the effectiveness of such medication. This would apply for example to anxiety reducing medication and   pain relief.

8. Administer medication where amendments need to be made by verbal instruction, instruction from the service users GP practice i.e. WARFARIN. 
In Care Homes the GP practice may give verbal instruction over the phone or in person  to the Senior Support Worker on duty and they should repeat the instruction back to the GP practice to ensure clarity. This then needs to be recorded in the Social Care & Health recording notes and the Warfarin Dose and INR Recording Form  (Appendix 11) This form should be stored along with the service users MAR record and the MAR record should read “as prescribed on WD/INR/Form”
CARE AT HOME STAFF ARE NOT PERMITTED TO  ADMINISTER WARFARIN.

9.
Special precautions apply to the administration of oral cytotoxic medications (See Section14). 

10.
Performing blood glucose test and advising service users or involved professionals of reading and  recording in support plan. 
11.
Over the counter medicines may not be given to the service user unless this is recorded on a MAR after discussion with GP/Pharmacist or suitably qualified nurse and that this discussion is recorded in the support plan. 
SECTION 5: ACTIVITIES WHICH MAY BE UNDERTAKEN ONLY AFTER APPROPRIATE INSTRUCTION/TRAINING OR ACCORDING TO THE MANUFACTURER’S INSTRUCTIONS. 
COMPETENCE IN THESE AREAS WILL BE ASSESSED BY LINE MANAGERS AND THE APPROPRIATE HEALTH PROFESSIONAL and competency form signed by person(s) assessing competency 
· Administration of eye drops and eye ointments

· Administration of ear drops and ear ointments

· Administration of nasal drops and nasal ointments

· Administration of inhaled medications by inhaler device or nebuliser

· Administration of oxygen

· Administration of mouthwashes and sprays

· Application of topical medications

· Application of medicated soaps and shampoos

· Performing blood glucose testing and advising the service user or Health Care Professional of the reading
· Application of dressings

· Administration of as and when required medicines to palliative care patients in response to symptoms

· Administration of medicines requiring invasive procedures in exceptional circumstances.  (e.g. sub-cutaneous injections, suppositories, enemas, epipen)

· Administration of medication via PEG tube

SECTION 6: ACTIVITIES WHICH MAY NOT BE UNDERTAKEN 

1. Performing and interpreting any  diagnostic tests

2. Decanting medications from their original dispensed packaging into any compliance aid device.

3. Administration of medicines, which require skilled observations either before or after administration (e.g. taking pulse) which have been so designated by the healthcare team.

4. In Care at Home the Administration of “as required medication” at level 3. All medication administered should be prescribed with administration instructions on the service user’s MAR.  
5. In Care at Home the Administration of Warfarin.
SECTION 7: MEDICINES ADMINISTRATION RECORD (MAR)

A support worker may not undertake any medicines administration activity for service users assessed as requiring level 3 support unless a MAR has been provided by the Community Pharmacist.

A medication review should be carried out as dictated by clinical need and in line with the Quality Outcomes Framework (QOF).
Arrangements must be in place for updating the MAR when changes are made to the service user’s medication by the prescriber. These changes should be made to the MAR by the Community Pharmacist printing a new MAR for that medication and ensuring any medicines that have been discontinued by the GP are recorded on the MAR.
Non-oral forms of medication e.g. suppositories should be listed on the MAR even if it is deemed inappropriate for the support worker to administer them, in which case the MAR chart should indicate ‘NOT ADMINISTERED BY SUPPORT WORKER’. The support worker will need to record this on receipt of medication and MAR. Records for non-oral medications administered by nursing staff must be maintained in nursing care plans. 

For each medication to be administered the MAR entry should state the name, strength and form, the time of administration and number of dose units to be administered and any additional instructions. Community Pharmacists must ensure appropriate administration information is entered on the MAR. (e.g. One to be taken in the morning not One each day)

For medications prescribed on an ‘as required’ basis the MAR entry should state the dose and frequency of administration, the indication for the use of the medication and the maximum daily dose.  As required medication should be counted at the end of each MAR and carried forward to the next MAR clearly documenting that this is the quantity being brought forward from the previous MAR

In the case of WARFARIN the MAR sheet may not dictate a definitive dose may be “ according to telephone instruction” or “as directed”. Medication should be counted at the end of each MAR and carried forward to the next MAR documenting clearly that this is the quantity brought forward from the previous month  

The re-ordering of medication should be in accordance with procedures of the service’s users GP. It should be noted that practice procedures do vary throughout the Borders.

The service user should be advised and encouraged to take the MAR to any medical consultation at the GP practice so that the GP can advise the Pharmacist of any changes to the MAR.

The MAR must be kept within the service user’s support plan in their own home. In Care Homes the MAR is held within a MAR Folder and stored in line with requirements for record keeping, unless the medication is stored within the service users own room.  If the later is the case then the MAR will be stored with the medication in the POD (Patients own drug cupboard) in the service users own room

If a service user is going into hospital the MAR and all their medication should accompany them to ensure continuity of treatment.  Any changes made during their stay in hospital should be recorded by the hospital pharmacist, and communicated to the Community Pharmacy so their MAR can be updated. However permanent changes to the MAR record must be in accordance with a prescription.

SECTION 8: MEDICINES ADMINISTRATION RECORDING PROCEDURES

· The support worker must record all actions relating to medicines administration on the Medicines Administration Record (MAR). A new MAR will be prepared for each supply of medication.

· If the service user refuses a dose of medication or it is not administered at the prescribed time the identifying letter or number code should be entered into the relevant space on the form and circled to indicate that the particular medication has not been administered. The reason for non-administration must be recorded in the service users support plan. If the medicine is subsequently administered it should be recorded on the MAR and the service users support plan.

· The support worker administering the medications must initial the entry for each administration time on the MAR after administering the medication. This is the support workers record of having administered the medication to the service user.

· Where medication is not administered to service user the appropriate code should be inserted on the MAR and an explanation recorded on the back of the MAR or Support Workers Medication notes.
· Any problems encountered with medicine administration activities must be recorded in the service users support plan, social care and health  recording sheet, together with the action taken and the outcome of this action.

· It is the responsibility of the support worker’s line manager to ensure that the MAR is completed correctly. Managers will systematically audit MAR records and observation of the administration of medicines to ensure that this procedure is followed. If a missing signature is found by staff member from previous administration time it is the responsibility of the person administering medication to check the support worker medication notes or the back of the MAR for any reasons and if nothing is recorded to report this immediately to the line manager. 
The line manager will check if the person has received their medication and if satisfied that the service users has received their medication the following will be recorded on the Support Worker medication notes or on the back of the MAR
“Medication administered but not recorded at the time’
· The Community Pharmacist must supply a new medicine administration record for each 28 or 56 day period depending on GP practice prescribing interval. 

· In Care Homes “As required” medication should be counted and carried forward to the following months MAR and documented clearly as brought forward on the MAR.  

Medicines Administration Records (MAR`s) will be kept within the service user’s support plan/main file, for 3 years after the last entry where the service user has died within the service or 5 years on leaving the service. 

In Care Homes or other Support Services where administration of medication is required to multiple occupants, the MAR`s will be stored in a sectioned ring binder. Each section will have a picture of the service user for identification purposes. The MAR folder will be stored in a secure place with controlled access. If the service has individual storage lockers (Patient’s Own Drug cupboard, (POD)) the MAR will be stored with the medication.

SECTION 9: CONTROLLED DRUGS & STORAGE

Controlled Drugs – The Misuse of Drugs Act 1971 controls ‘dangerous or otherwise harmful drugs’.

Summary of Responsibilities 

Accountable Officer – Controlled Drugs 

The Accountable Officer for Controlled Drugs is the person responsible for the safe and effective use of controlled drugs throughout the Scottish Borders.

If you have any concerns regarding the inappropriate use of controlled drugs contact the Accountable Officer on 01896 825579. This applies to concerns about controlled drugs in care at home. All enquiries are treated in the strictest confidence.

In Care Homes or Day Support Services any issues or concerns regarding controlled drugs contact The Care Inspectorate on 01896 664400 and follow up with a notification.

Background 

The Accountable Officer – Controlled Drugs is a statutory post and is an appointment by each Health Board in Scotland as directed by the Safer Management of Controlled Drugs regulations. 

The Accountable Officer is directly answerable to the Health Board.

Accountable Officer’s Contact Details:

Alison Wilson

Director of Pharmacy & Accountable Officer – Controlled Drugs

NHS Borders

Newstead

Melrose

TD6 9DA

Telephone: 01896 825579

Storage requirements for Controlled Drugs
The Misuse of Drugs Act 1971 and its regulations control the availability of drugs that are considered sufficiently ‘dangerous or otherwise harmful’, with the potential for diversion and misuse. The drugs which are subject to the control of the Misuse of Drugs Act 1971 are listed in Schedule 2 of the Act and are termed CDs.

The Misuse of Drugs Regulations 2001 (2001 Regulations)

The current version of the Regulations made under the Misuse of Drugs Act 1971 is the Misuse of Drug Regulations 2001 (2001 Regulations) which came into operation on the 1st of February 2002.

In Service Provision
The Misuse of Drugs (Safe Custody) Regulations 1973 (the safe Custody Regulations) imposes controls on the storage of CDs. The degree of control depends on the premises within which the drugs are stored.

· In the case of Care Homes it is recommended that the specifications of cabinets and safes set out in Schedule 2  and some Schedule 3 of the Safe Custody Regulations should be regarded as the minimum standard for the storage of CDs in all care homes (personal care and nursing) for all residents’ CDs that are held in a central location within the care home

· In all types of care homes, service users who are responsible for storing and administering their own medication (as they would do in their own home) do not need to use a CD cabinet.

Receipt, Storage and Recording

Good practice

Care Homes - For service users who are self-medicating, the CDs should be stored in a locked, non-portable receptacle in the service user’s room. This also applies to any monitored dosage systems containing CDs.

A CD Register is not a requirement in a care home without nursing staff. The MAR will record the controlled medication and should detail if CD storage and or double signatures are required. As with any medication any medication required to be carried forward at the end of the MAR should be recorded as carried forward and then brought forward on the new MAR. Any controlled drugs should be checked weekly and recorded on the MAR.

When returning any controlled medication to the pharmacist the name of the person, the medication and the amount should be recorded in the medication returns book and signed for by the pharmacist. This should also be noted on the MAR record.

If however a Care Home without nursing staff wishes to maintain a CD Register as good practice then the following guidance must be followed:

Care homes should keep a record of service users` own CDs, in addition to the records maintained on medicine administration record charts. This CD register should contain separate pages for each service user’s medicines and should have a column for recording running balances in order to maintain effective control and identify any discrepancies.

In addition:

· The CD register should be used to record the receipt, administration and disposal of CDs held in the care home. Each drug, for each service user, should be recorded on a separate page, with the name, dose and strength of the drug written clearly at the top of the page. Where service users are self administering, each individual dose taken does not need to be recorded in the CD register, however the amount received or returned does need to be recorded.
· On receipt of the CD from the pharmacist / dispensing doctor, the date, quantity and source should be entered into the CD register and authorised by the receiving nurse or authorised member of staff, with a second person as a witness. The correct balance should be verified each time when transferring the drug record to a new page in the CD register, the amount remaining should be identified with ‘brought forward from page x’ written clearly on the new page.

· It is good practice to keep CD registers for longer than the mandatory two years, as cases often come to court at a much later date, by which time the paper evidence would have been destroyed.  This will become more practical as the legal framework and IT systems allow information to be stored electronically.

· The CD register must include details of disposal of CDs by return to the supplier (care homes providing personal care only) or through a licensed waste management company (care homes with nursing).

· Records of this type are not required in Care at Home settings.

Administration of controlled drugs

Good practice

· Where service users are not able to self-administer in a care home providing nursing care, a medical practitioner or a Registered nurse should administer the CDs.

· In care homes providing personal care, appropriately trained care staff should administer CDs, and another appropriate member of staff should witness this.

· The service user’s name, plus time and dose given, should be recorded in the CD register after carefully checking the MAR. Once the Registered nurse / trained carer has witnessed the service user taking the medication, the service users MAR record will  be initialed by that nurse / trained carer.

· Before administering the medicine, the nurse / trained carer should measure and check the dose with a competent witness.

· The nurse / trained carer and the witness should then initial the CD register, after verifying that the remaining balance is correct.

· The administration process should be fully completed for each service user, before moving on to the next service user.

Disposal of controlled drugs

Good practice

These points only apply to care homes providing personal care:

When CDs have passed their expiry date, the need for the prescription has ceased, or the service user has died, the CDs should be returned to the relevant pharmacist or dispensing doctor at the earliest opportunity for appropriate destruction. Even when still in date, such drugs should not be reused for other service users. All medicines should be retained by the care home for 7 days after death. 

· Care homes should record the forms and quantities of CDs they are returning, and the pharmacist /dispensing doctor should sign for them on receipt. If pharmacy staff collect the CDs they should sign for them in the CD register at the time of collection if there is a CD register in place. If not the medication disposal returns book should be signed 

· If a CD Register is in place the relevant details of any such transfer for disposal should be entered into the CD register and signed by the nurse, or authorised member of staff, returning the drug.

Dealing with discrepancies

Good practice

· Routine checks of all CDs held, and the recorded running balances, must be carried out by two nurses, or other authorised members of staff, on a regular basis, e.g. monthly, and a record kept.

· Where a discrepancy is found, it must be reported immediately to the registered manager who should investigate promptly and inform the Service Manager.
· If the discrepancy cannot be resolved, the advice of the local pharmacist must be sought and in care at home the Accountable Officer must be contacted. In Care Homes the Care Inspectorate must be contacted. 

· If the discrepancy is found to be an error of subtraction or addition in the calculation of stock balance, the following procedure should be followed:

· Do not change the balance column or use correction fluid. Under the last entry, details of the following should be made:

· The date.

· The error in subtraction / addition (indicated with an asterisk).

· The correct balance.

· The signature of the nurse / member of staff and the witnessing nurse / member of staff.

In Care Homes providing nursing care where a dose is given but the administering nurse fails to complete the CD register at the time of administration, the following procedure must be followed:

· Under the last entry, details of the following should be made:

· The current day’s date.

· ‘Dose administered but not recorded at the time’ followed by the service users details.
· The signature of the administering nurse and that of a witness.

· The correct balance.

If neither of the above discrepancies can be identified, the pharmacist who is providing a service to the home must be contacted to establish whether there were any unrecorded returns of CDs. If confirmed by the pharmacist, full details of such returns must be entered into the CD register together with the signature of the person who returned the drugs and that of the pharmacist who received them. The correct date and the words ‘entered in retrospect’ must also be added. If the reason for the discrepancy cannot be found, and the CDs appear to have gone missing, the local The Care Inspectorate must be contacted. 

Storage Requirements for Medicines other than Controlled Drugs

In Care Homes where administration of medication is required to multiple occupants all medicines should be stored in a secured, lockable cabinet with controlled access procedures in place.  If medicines require to be refrigerated i.e  to be stored at less than 15 degrees centigrade  a medication fridge should be used. The requirement to store medicines below 25 degree centigrade can usually be satisfied by room temperature storage. The requirement to monitor temperatures is only an issue if the room appears to be “warm”. If there is any doubt about the temperature of the room it is recommended that daily recordings are taken for a sustained period to ascertain if the temperature is consistently above 25 degrees centigrade. If the main storage area is found to be consistently above 25 degrees centigrade then alternative storage will need to be found.
· Medicines must be kept in a cool dry place.

· Medicines must be stored so as to ensure that they cannot be taken inappropriately by the service user or any visitors (particularly children). In Care at Home, the assessment may identify the need for a locked box with controlled access.
· Medicines must be stored in their original containers as dispensed by the Community Pharmacy, Dispensing GP Practice or Hospital Pharmacy, and not decanted into other containers.

· Topical forms of medication should be stored in a separate container from other medications.

· Medicines which require to be stored in a refrigerator should ideally be placed in a labelled container and if in a service users home the medicines must be kept separate from food or other consumables 

· Medicines which require to be stored in a refrigerator in a Care Home should ideally be stored in an appropriate medicines fridge which is lockable. Care Homes must comply with the Care Inspectorate Health Guidance on the Temperature Requirements for Medicines Storage

In smaller services however or in a care home where only an occasional bottle of oral antibiotic or eye drops for example needs refrigerated, these can be stored in a domestic fridge. The lidded container should be stored on a separate shelf which will help in isolating the medicines from any other fridge items. In such cases where the services are managing medications the domestic fridge should not be accessible to service users.

· The Community Pharmacist must draw attention of the support worker to any cytotoxic or cytostatic medication prescribed for the service user.

SECTION 10: DISPOSAL OF UNUSED MEDICATION

As part of the service users consent to the support detailed in the support plan, they will have agreed to the disposal of any discontinued or out of date medication.

· Discontinued/out of date medicines must be listed in a Medication Disposal Receipt Book or other documentation, which should be signed by the service user or his/her representative and returned to the local pharmacy for safe disposal. Support workers must record the date of return, the name of the service user, the name of medicine, the strength of the medicine and the quantity of medicine. Support workers must also record their details. All MARs must be endorsed to record unused or out of date medicines being returned to pharmacy.

· The Pharmacist will sign for the receipt of the medicines.

· The support worker must retain the Medication Disposal Receipt Book or other documentation and a carbon copy held within the support plan. In Care Homes the Medication Disposal Receipt Book as above will be held within the home.

· In Care at Home dropped or refused doses can be disposed of in the normal household waste. Medication should be safely and securely wrapped before disposing in the outside waste bin. Under no circumstances should medication be flushed down the toilet.

· In Care Homes with nursing staff,  they  will have the responsibility of providing their own methods of disposal through their waste management procedures  
· In Care Homes without nursing staff, dropped medicines should be stored in a secure place until it can be returned to the pharmacy for disposal. The supplying pharmacy may be able to offer storage containers for dropped medicines to be disposed of. An alternative to this would be to use a strong container with a lid, clearly labelled “Medication for Disposal” and this should be stored securely, until it can be returned to the pharmacy.

· If the medication is contained within a blister pack, do not use the next available medication; instead take the supply from the end of the blister pack and consult your pharmacy for further advice.

· With liquid medication, another dose can be taken from the bottle.

· The detail must be recorded in the service users support plan social care and health  recording notes and recorded on the back of the MAR or Support Workers medication notes that it has been dropped.

SECTION 11: CHANGES TO MEDICATION A RESULT OF MEDICAL CARE

Support workers may not administer medication unless it is documented on the MAR or on an emergency procedures form completed by Borders Emergency Care Service (BECS)  or prescriber. When the emergency procedures form has been used the G.P. practice must review this form within 7 days in order for the Community pharmacist to produce a new MAR and medication if required. 
CHANGES TO MEDICATION FOLLOWING MEDICAL CARE

· When additional doses of the same medication are prescribed it is the responsibility of the GP Practice Team to provide a new prescription to enable the MAR to be updated before the next dose of the medication is due to be administered. Changes in doses must be recorded by discontinuing the first entry and rewriting a new entry. 

· If new medication has been prescribed, and dispensed, and not added to the MAR the support worker must contact the Community Pharmacist, Dispensing GP and/or his/her line manager.

If out of hours contact Emergency Duty Team (EDT). Care Homes can contact Borders Emergency Care Service (BECS) direct. 

· When medication is changed or discontinued in care at home it is the responsibility of the GP Practice Team to inform the community pharmacist who will produce a new MAR and new medication if required. The Care at Home manager will be advised of this change by the community pharmacist who will in turn advise the support worker.  
· If the support worker is advised by the service user or a non-professional carer that medication has been discontinued and the MAR has not been amended they must withhold the next dose, record and contact his/her line manager and/or the G.P. Practice to obtain confirmation of the discontinuation.  If out of hours contact “out of hours” manager.  Care Homes can contact BECS direct.

· The support worker must advise his/her line manager that changes to medication have been made in an emergency, and if an emergency procedure form has been completed. 

HOSPITAL DISCHARGE

· If a hospital MAR has been provided, the support worker may administer medication according to this chart until this is replaced by the Community Pharmacy.
· If a MAR has not been provided by the hospital the support worker or line manager must contact the Community Pharmacy for advice. If out of hours contact EDT. Care Homes can contact BECS direct.
Section 12: ADDITIONAL GUIDANCE FOR SUPPORT WORKERS

Requests for additional assistance

All requests for assistance with medicines management other than activities agreed and documented in the service user’s support plan must be referred to the support worker’s line manager who will then arrange a re-assessment of need for assistance if appropriate. 

Suspected mismanagement of medicines

If the support worker suspects that a service user responsible for taking their own medication or with assistance at level 2 is not taking his/her medication as prescribed he/she must discuss his/her concerns with the service user and try to support him/her to take medication appropriately. This must be recorded in the support plan, social care and health recording notes.  If the problem persists his/her line manager will arrange for a re-assessment of the need for assistance with medication.

Refusal to take medicines

A support worker is not permitted to force a service user to take his/her medication. However, refusal of any dose of medication must be recorded on the MAR, recorded in the support plan, social care and health recording sheet and inform his/her line manager. If this is a persistent problem the line manager will inform the appropriate member of the Primary care team.
Effects of Alcohol

If the service user appears to have taken excessive amounts of alcohol at the time that medications are to be administered the support worker must inform his/her line manager.  The line manager will contact the appropriate member of the Primary care team.     

If excessive alcohol consumption is a known problem this will be recorded in the service user’s support plan.
Some medications should not be given even if a small amount of alcohol has been taken and this will be stated on the label of the medicine.

SECTION 13: SUPPORT WORKER TRAINING

The training package provides:

One day attendance at a session facilitated by pharmacy professionals to include:

· Understanding the law on handling medicines.

· Understanding the importance of policy on medication administration.

· Understanding of the support worker’s roles and responsibilities as outlined in the guidelines (including documentation and recording systems).

· The interpretation and understanding of medicine administration instructions.

· Medication administration techniques.

· The recognition of possible adverse effects of medicines.

An observed assessment will be undertaken by a supervisor or SVQ assessor after attendance at a training session.  The SCQ Unit in Administration of Medication can be offered as Continuous Professional Development. 
Follow up training will be arranged two years after the initial training.

SECTION 14: MEDICINE ADMINISTRATION PRACTICE
ALL FORMULATIONS

· Prepare a clean and tidy workspace.

· Wash your hands before and after administering medication.

· Check the Medicines Administration Record (MAR) to ensure that the medicine has not already been given.

· Explain the procedure to the service user to ensure that they know what to do and what to expect.

· Help the service user into the appropriate comfortable position.

· Select the medicines to be administered.

For each item in turn:

· Read the label and compare with the information on the MAR (Service user’s name, Drug name and strength, Number of dose units to be administered and any special instructions).
· If there is any discrepancy or the name or instructions on the medicine label are unclear, illegible, incomplete, ambiguous or if you are unsure about any aspect of administering the medication seek the advice of your line manager or the Community Pharmacist.

· Assemble all the medicines to be administered.

· Put the medicine packages back into their container double checking the accuracy of the medicines selection.

· Administer the medicines.

· Offer a cold drink, at least a third of a cup full, where appropriate.

· Complete the MAR after it has been witnessed that the medication has been taken.

· Wash your hands.

SOLID ORAL DOSE FORMULATIONS

· Transfer the correct number of units into a clean container without touching them with your hands. If the tablets/capsules are in a bottle shake the correct number of units into the lid of the bottle before transferring to the container.

· Prepare a drink of cold water – at least a third of a tumbler.

· Ensure that the service user is in a comfortable upright position.

· Hand the service user the container and the cold drink.

· Ask the service user to take their tablets. 
· Ensure that all the dose units have been swallowed.

· Encourage service user to finish the cold drink.

LIQUID ORAL DOSE FORMULATIONS

Only one liquid bottle should be open at any one time. Liquid medicines should not be mixed nor should they be added to water unless the administration instructions specify this.

· Shake the bottle (if instructed to do so)

· Measure the correct dose using either the 5ml. spoon, measuring cup or oral dose syringe provided. The bottle should be held with the label uppermost during pouring to prevent any drips marking the label

· Offer the medicine to the service user.

· When using an oral dose syringe expel the liquid onto the middle of the tongue. DO NOT ‘SQUIRT’ THE LIQUID INTO THE BACK OF THE THROAT.

· Clean the neck of the bottle with a clean damp tissue before replacing the cap.

SOLUBLE / DISPERSIBLE ORAL FORMULATIONS

· Measure the dose from its original container.

· Place in a third of a tumbler of cold water and allow to dissolve.

· Swirl the solution gently in the glass to ensure adequate mixing.

· Hand to the service user to drink and offer a drink after the dose has been taken.

· Do not mix one medicine with another.

SUBLINGUAL FORMULATIONS

· Place the tablet under the tongue and leave to dissolve.

BUCCAL FORMULATIONS

· Place the tablet high up between the upper lip and the gum on either side of the front teeth and leave to dissolve.

TOPICAL (EXTERNAL) FORMULATIONS

GENERAL POINTS

· Use only as often as instructed.

· Apply only to the areas of the skin for which it has been prescribed.

· Use the smallest quantity that will easily rub into the skin.

· Use only for as long as instructed and return partly used tubes to the Community Pharmacy for safe disposal at the end of the treatment period.

APPLICATION OF EXTERNAL PREPARATIONS

· Wash Hands before and after application of external preparations.

· Wear disposable gloves.

· Transfer the quantity required onto a piece of sterile gauze or clean tissue and seals the tube. Apply to the affected area.

· Gently rub into the skin (the service user may be able to complete this task for themselves).

· Dispose of the gauze/tissue and gloves by sealing in a polythene bag and placing in a general waste container.

EYE DROPS

· Wash hands 

· Tilt the head back and gently pull down the lower lid asking the service user to look up.

· Bring the dropper close to the eye.

· Gently squeeze the dropper allowing the prescribed number of drops to be placed inside the lower lid.

· Ask the service user to close the eye and then blot away any excess solution with clean tissue.

· Replace the cap on the container immediately after use.

· Wash hands

EYE OINTMENTS

· Wash hands

· Tilt the head back and gently pull down the lower lid asking the service user to look up.

· Gently apply about half an inch of ointment inside the inner surface of the lower lid of the eye.

· Ask the service user to close the eye and then blink several times.

· Replace the cap on the container immediately after use.

· Wash hands

EAR PREPARATIONS

· Wash hands

· Tilt the head to the opposite side to the ear to be treated.
· Place the prescribed number of drops into the ear.
· Keep the head tilted for several minutes.
· Wash hands

NASAL DROPS

· Wash hands 

· Ask the service user to blow their nose if necessary.
· Tilt the head back or ask the service user to lie down.
· Ask the service user to breathe through their mouth and place the prescribed number of drops into the nose.
· Ask the service user to keep the head tilted back or to remain lying down for a few minutes.
· The service user may complain that they can taste the drops but this is normal and no cause for concern.
· Wash hands

ALL OTHER FORMULATIONS - By arrangement and special request only. 

SECTION 15: ADMINISTRATION OF ORAL CYTOTOXIC MEDICATIONS

(Additional precautions)

Oral cytotoxic medications must be highlighted as such by the Community Pharmacist and should not be administered by support workers who are pregnant, planning pregnancy (both male and female staff) or breastfeeding. 

Any Support worker undertaking this task who suspects that she may be pregnant must inform her line manager immediately.

· Tablets and capsules must not be allowed to come into contact with skin. Care workers should use disposable gloves to prevent this happening.

· Bottle tops must not be touched by an un gloved hand

· Individual doses, which have been dispensed but not administered (e.g. dropped or refused by the service user must be disposed of in line with service providers waste management system or arrangements with pharmacist. 
· Support workers must wear disposable gloves and pay particular attention to hand hygiene when oral cytotoxic medications are to be administered.

SECTION 16: MEDICATION ERRORS

Anyone can make a mistake, but since we are dealing with medication, immediate remedial action may be necessary if an error has occurred, so line managers must be informed as soon as possible. 

In order to prevent harm, so that everyone can learn from each other and to enable managers to tailor training, all errors in administration of medication, should be recorded in the support plan, social care and health recording sheet at the time and reported to the line manager  as soon as is practical after the error has occurred. 

The line manager should inform and seek advice from the service users GP or NHS 24. In particular the GP must be asked if this error has harmed the service user. A record of this discussion and with whom, should be recorded in the support plan, social care & health  recording notes. The service user and/or carer or whichever is appropriate should be informed of the incident and of what advice has been given. 

If the GP has advised that there is harm as a result of the error then the Locality Team Leader (under Adult Support & Protection Procedures) must be informed and the Care Inspectorate notified.  

The Service manager should be notified as soon as is practical.

Services must report the error in line with their incident management systems. 
The Line Manager and Service Manager will investigate the incident and where necessary make recommendations to eliminate/reduce the risk of a similar incident happening again. Recommendations may inform a review of procedures. 

Missing Signatures on the MAR

Not signing the MAR after administering the medication is classed as an error. However action should be taken as soon as this is noticed so that a check can be undertaken to see if the medication has been:

· omitted by error

· refusal or refused or destroyed  but not coded  

· administered and not signed. 

Anyone noticing a missing signature must investigate at once or report to senior person, count the number of tablets that are in the packaging and deduct the number of days that it should have been administered to decide if the medication has been removed from packaging. If removed this may mean that they have been given their medication. The person who should have been administering medication at this time needs to be asked if they administered the medication but forgot to sign the MAR.  If this is the case then a record needs to be made on the back of the MAR or on the Support worker medication notes:
“Medication administered but not recorded at the time’
SECTION 17: COVERT ADMINISTRATION 

Covert is the term used when medicines are administered in a disguised format without the knowledge or consent of the person receiving them, for example, in a food or drink. Giving medication by deception is potentially an assault.

Covert medication is sometimes necessary and justified, but must never be used as a method of administration of medication where people are capable of deciding about their medical treatment. The covert administration of medicines should only take place within the context of existing legal and best practice frameworks (see links below). 

Covert medication. Mental Welfare Commission for Scotland. November 2006 www.mwcscot.org.uk/web/FILES /Publications/covertmedication.pdf
NMC position statement on the covert administration of medicines

http://www.nmc-uk.org/aFrameDisplay.aspx?DocumentID=4007 

Adults with Incapacity (SCOTLAND) Act 2000 PART 5 Code of Practice

www.send.scot.nhs.uk/mels/CEL2008 11.pdf

Sometimes the crushing of tablets or administration via food is required for service users.  This must be done in agreement with the service user`s GP and is in their best interests.

If this is required clear documentation must be made in the service user`s support plan to allow this administration to occur.

Covert medication should not be considered unless the service users lacks capacity to decide about medical treatment.

There should be a legal document covering incapacity.

Care Homes can administer medication covertly provided legal and best practice issues have been considered.

A pharmacist should be consulted before medication is administered covertly, particularly if the medication is changed in any way for example by crushing tablets

Other useful links:

Consent to Treatment, Mental welfare Commission, November 2006

www.mwcscot.org.uk/wed/FILES/Publications/MWCConsenttotreatment.pdf
Swallowing Difficulties Protocol

www.swallowingdifficulties.com
Tablet Crushing and the Law, Richard Griffiths, 2003

www.pj-online.com/pdf/articles/pj20030719harknesstablet.pdf
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REFERRAL TO PHARMACY FORM




For referral of patients who have difficulty managing their prescribed medication. Complete the form and forward it to the patient’s community pharmacist 

	Patient name:
     

   
   

 DOB:




Address:












Telephone:






  CHI Number



Lives alone- Yes/No circle)                   


  House bound- Yes/No (circle)

	Informal Carer input (if applicable):

Relationship to patient:

           


  Telephone:

	Community Pharmacy: Address:



                                                                          Telephone:                                                                                                  FAX number:

	Social Care/professional carer input (if applicable):
    Designation

Address:








Telephone:
                       Visit  frequency : daily  or 
     times per week 

	General practitioner:










Address:












Telephone number:




 
     FAX number:

	Referral details

Patient referred by




Contact number

Date

	Relevant Medical History



Circle as appropriate

Stroke, arthritis, high blood pressure, cataract, glaucoma, history of falls/fractures

Other

	Reason for referral for compliance assessment

Circle as appropriate

Is patient taking the medication as prescribed?


Yes  /  No

Does the patient understand reason for medication?

Yes  /  No

Does patient have difficulty opening bottles/foil packs?

Yes  /  No

Has patient difficulty ordering repeat medications?


Yes  /  No 

Can patient read labels/information leaflets?



Yes  /  No

Is patient confused/ forgetful?




Yes  /  No

	LEVEL 2

The service user is able to manage his/her medicines with minimal assistance. The service user understands what their medicines are for and can ask for medicines to be re-ordered or disposed of but require someone to carry out the task.

The service user will remember and know which medicines to take if prompted, may require someone to open medicines container tops due to dexterity or visual impairment and are unable to do this without the assistance of a support worker. 
	

	LEVEL 3

The service user does not have the capacity to take or manage their medication
	

	LEVEL 4 

The assistance required is beyond the knowledge and skills of the support worker and requires input from competent persons with medical knowledge and skill.
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	Surname
	
	Date 

	Forename(s)
	
	Referrer’s name



	Patient Contact Details
	Tel:
	Referrer’s designation



	CHI 
	
	
	
	
	
	
	
	
	
	
	Referrer’s  Contact Tel:

	GP Name/ Practice
	
	GP Tel:


Has a consent to sharing information been obtained as part of the overarching personal assessment Yes _____ or No______
	Manual Dexterity and Co-ordination

	Questions to ask
	What are you looking for?
	Comments

	Can you get your medication out of the container?


	· Are there any physical disabilities that can affect medication taking?
	Y / N
	

	
	· Can they physically open containers?
	Y / N
	

	
	· How dextrous are they, can they pick up small objects?
	Y / N
	

	
	· Can they pour out liquid medication?
	Y / N / NA
	

	
	· Can they use inhaler – observed?
	Y / N / NA
	

	
	· Can they apply or use any other preparations?
	Y / N / NA
	

	Do you have any problems swallowing your medication?
	· Big tablets/capsules
	Y / N
	

	
	· Any tablets/capsules
	Y / N
	

	READING/ EYESIGHT

	Questions to ask
	What are you looking for?
	Comments

	Can you read the label on the container?
	· Poor eyesight
	Y / N
	

	
	· Inability to read
	Y / N
	

	
	· Difficulties reading English
	Y / N
	

	CONFUSION – GENERAL OR SPECIFIC

	Questions to ask
	What are you looking for?
	Comments

	What are your medicines for?

Tell me how and when you take your medicines.

*MCA – Medicines Compliance Device e.g. blister pack
	· Does patient know why they are taking their medication?
	Y / N
	

	
	· Are they generally confused? (Not sure what day/month, no focus to conversation)
	Y / N
	

	
	· Can they follow instructions?
	Y / N
	

	
	· Are they confused about their medicines? (Unsure what to take and when)
	Y / N /

follows MCA*
	

	
	· Do they sometimes forget to take their medicines?
	Y / N
	

	
	· Does patient decide not to take a medicine?
	Y / N
	

	How do you get your medicines every month?

^ DN – District nurse

# CP – Community Pharmacy
	· Unused medicines at home?
	Y / N
	

	
	· Do the medicines run out?
	Y / N
	

	
	· How do they order their medication?

patient / carer / relative / friend/ DN^ /CP# / other
	
	

	
	· Do they remember to collect?  Who collects?

patient / carer / relative / friend / DN^ / CP# / other
	Y / N
	

	
	· Are they already using the Community Pharmacy collection and delivery service?


	Y / N
	

	If there is NO indication for referral using above then refer to pharmacist if yes to 1 of the following

Please complete this section for ALL patients

∆  If there is no diagnosis of dementia but patient has cognitive impairment please document in comments
	· On 10 or more repeat medicines
	Y / N
	

	
	· Fall in community last 12 months
	Y / N
	

	
	· Dementia∆
Document AMT /MMSE score if available
	Y / N
	

	
	· Housebound
	Y / N
	

	
	· Recent changes to medication (discharged from hospital / changes by GP in last 4 weeks)
	Y / N
	


	Medicines Management Assessment Report


	Patient name:


	Community pharmacy:

	Address:


	Address:



	CHI No / DOB:
	Assessor:


	Tel:


	Tel:


Dear  Doctor _________________ 

A. I have identified that the above patient referred to me for Medicines Management Assessment has the following issues. 
or

B. I have been unable to identify/resolve the patient’s problems for the following reasons. 

(DELETE EITHER A OR B)

	Medicines Management  Issue
	Action taken / proposed

	
	

	
	


PLEASE CONTACT THE SOCIAL WORK DUTY HUB IF YOU ARE UNABLE TO CONTACT THE ORIGINAL REFERRER on 0300 100 1800 (Option 4)
.

Copy kept in Pharmacy for records 

APPENDIX 3
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Care at Home Consent Form 

(to be completed by Assessing Worker)
	Name
	
	Date of Birth
	
	
	
	
	
	
	
	

	Address
	

	Postcode
	
	
	
	
	
	
	
	Chi No
	
	
	
	
	
	
	
	
	
	


Level 2 / 3 - PRESCRIBED MEDICATION - I request that the Support Worker assists routinely with Prescribed Medication by providing the following services;


	
	
	Comments

	Ordering
	 FORMCHECKBOX 

	

	Collection
	 FORMCHECKBOX 

	

	Storage
	 FORMCHECKBOX 

	

	Disposal
	 FORMCHECKBOX 

	

	Assistance (Level 2)
	 FORMCHECKBOX 

	

	Administration (Level 3)
	 FORMCHECKBOX 

	


	Regular GP:
	
	Base:
	


The medication is in its original container or compliance aid, is clearly labelled with product name, service users name and full, instructions about use and accompanied with a pre-printed Medicines Administration Record (MAR) at Level 3.

	Signed (service user)
	
	Date
	
	
	
	
	
	
	
	


Proxy Consent: 
I hereby give my permission for suitable arrangements to be made with regards to the services requested for the above named service user. These arrangements will be reviewed 6 monthly.

(Authority to consent must have legal authority)

	Signed 
	
	  Date
	
	
	
	
	
	
	
	

	Name
	

	Address
	

	Relationship to Service User
	


Copy of Consent Form to be sent to service users GP.

APPENDIX 4
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SBC Care Homes Consent Form 

(to be completed by Assessing Worker or Service Provider)
	Name
	
	Date of Birth
	
	
	
	
	
	
	
	

	Address
	

	Postcode
	
	
	
	
	
	
	
	Chi No
	
	
	
	
	
	
	
	
	
	


Level 2 / 3 - PRESCRIBED MEDICATION - I request that Support Staff assist routinely with Prescribed Medication by providing the following services;


	
	
	Comments

	Ordering
	 FORMCHECKBOX 

	

	Collection
	 FORMCHECKBOX 

	

	Storage
	 FORMCHECKBOX 

	

	Disposal
	 FORMCHECKBOX 

	

	Assistance  (Level 2)
	 FORMCHECKBOX 

	

	Administration (Level 3)
	 FORMCHECKBOX 

	


	Regular GP:
	
	Base:
	


The medication is in its original container or compliance aid, is clearly labelled with product name, service users name and full, instructions about use and accompanied with a pre-printed Medicines Administration Record (MAR) for Level 3.

	Signed (service user)
	
	Date
	
	
	
	
	
	
	
	


Proxy Consent: 
I hereby give my permission for suitable arrangements to be made with regards to the services requested for the above named service user. These arrangements will be reviewed 6 monthly.

(Authority to consent must have legal authority)

	Signed 
	
	  Date
	
	
	
	
	
	
	
	

	Name
	

	Address
	

	Relationship to Service User
	


Copy of Consent Form to be sent to service users GP.
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SBC Day Support Services Consent Form 

(to be completed by Assessing Worker or Service Provider)
	Name
	
	Date of Birth
	
	
	
	
	
	
	
	

	Address
	

	Postcode
	
	
	
	
	
	
	
	Chi No
	
	
	
	
	
	
	
	
	
	


Level 2 / 3 - PRESCRIBED MEDICATION - I request that the Support Worker assists routinely with Prescribed Medication by providing the following services;

	
	
	Comments

	Ordering
	 FORMCHECKBOX 

	

	Collection
	 FORMCHECKBOX 

	

	Storage
	 FORMCHECKBOX 

	

	Disposal
	 FORMCHECKBOX 

	

	Assistance  (Level 2)
	 FORMCHECKBOX 

	

	Administration (Level 3)
	 FORMCHECKBOX 

	


	Regular GP:
	
	Base:
	


The medication is in its original container or compliance aid, is clearly labelled with product name, service users name and full, instructions about use.

[image: image12.emf] 


The medication is accompanied with a pre-printed Medicines Administration Record 
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OR

A handwritten Medicines Administration record will be completed by the service 

	Signed (service user)
	
	Date
	
	
	
	
	
	
	
	


Proxy Consent: 
I hereby give my permission for suitable arrangements to be made with regards to the services requested for the above named service user. These arrangements will be reviewed 6 monthly.

(Authority to consent must have legal authority)

	Signed 
	
	  Date
	
	
	
	
	
	
	
	

	Name
	

	Address
	

	Relationship to Service User
	


Copy of Consent Form to be sent to service users GP
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APPENDIX 6  

MEDICINE MANAGEMENT: EMERGENCY PROCEDURES FORM (to be completed by BECS)

	Service User:
	
	
	Verbal information (if applicable)
	
	Completed by:
	

	Address:
	
	
	Received from:
	
	
	Designation:
	

	
	
	
	Designation:
	
	
	Date:
	

	DOB:
	
	
	
	
	
	
	
	
	
	Telephone No:
	
	
	Base:
	

	CHI:
	
	
	
	
	
	
	
	
	
	
	
	Date/Time:
	
	
	Telephone No:
	


MEDICATION TO BE ADMINISTERED

	Medication name, form and strength
	Number of dose units to be given
	Administration times
	Special Instructions

	
	
	Breakfast
	Midday meal
	Teatime
	Bedtime
	Other times
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


This form to be kept with and on top of the MAR and removed and retained in the service user’s support plan/main file when a revised MAR is provided
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Day Services- Medicines Administration Record (MAR)                                          APPENDIX 7
To be completed in the absence of a pre printed MAR signed & witnessed.

Start Date:

	MEDICATION DETAILS
	Time
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Signature/Witnessed Initials

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	

	MEDICATION DETAILS
	Time
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Signature/Witnessed Initials

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	

	MEDICATION DETAILS
	Time
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Signature/Witnessed Initials

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	

	MEDICATION DETAILS
	Time
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Signature/Witnessed Initials
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Care Home- Medicines Administration Record (MAR)

To be completed in the absence of a pre printed MAR signed & witnessed.

Start Date:

	MEDICATION DETAILS
	Time
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Signature/Witnessed Initials

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Quantity 

	MEDICATION DETAILS
	Time
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Signature/Witnessed Initials

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Quantity 

	MEDICATION DETAILS
	Time
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Signature/Witnessed Initials

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Quantity 

	MEDICATION DETAILS
	Time
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Signature/Witnessed Initials

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Quantity 
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 APPENDIX 9
Still in draft
SBC /NHS logo to add

	DATE

	TIME
	MEDICATION
	DOSE
	REASON
	SIGNATURE
	OUTCOME

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


APPENDIX 10
Warfarin Dose and INR Recording Form

	Patient’s Details/Name Label:
	GP _________________________________________________

	
	

	
	


*Warfarin should be given in the evening between 5pm and 7pm 
	Date
	1. INR
	2. Dose

(mg)
	3. Next INR Test due Date 
	Repeated   to Caller or in person 
	Caller`s or in person`s name
	Information taken and recorded by:

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Notes

Use of Warfarin dose and INR recording form.

1. This form should be used for patients who have been stabilised on warfarin therapy. 

2. Please record the dose due to be given.

3. Ensure there is a date given when the next INR test is due

4. Repeat to caller/confirm in person the three pieces of information clearly 

5. Record the name of the caller or in person instructor
6. Record the name of the person taking the call/receiving and recording the information
Warfarin – as charted with a ticked time between 5 and 7 pm 


Name:

Service:
 

Address:


 



Date of Birth:



	Medication
	
	Received
	
	
	Returned
	
	
	Destroyed
	
	Comments

	
	Quantity
	Date
	Initials
	Quantity
	Date
	Initials
	Quantity
	Date
	Initials
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A = Refusal		B = Nausea or Vomiting			C = Hospital		D = Social Leave		E= Refused or Destroyed	 	F = Other








A = Refusal		B = Nausea or Vomiting			C = Hospital		D = Social Leave			E= Refused or Destroyed	 	F = Other
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A = Refusal		B = Nausea or Vomiting			C = Hospital		D = Social Leave		E= Refused or Destroyed	 	F = Other








A = Refusal		B = Nausea or Vomiting			C = Hospital		D = Social Leave			E= Refused or Destroyed	 	F = Other
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