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Supporting documents for Policy for Medicines Use in Virtual Wards/Hospital at Home (VW/H@H) Service
[bookmark: _Hlk111556720]Example forms, documents, guidance which the VW/H@H service may wish to use/adopt/adapt are shown below. 
	Example Topical Medicines Application Record Form


	

	Example Assessment checklist for patient own medicines



	Generic instructions for the use of DOOP Denaturing Kit


	
	Example CD record sheet (applicable where staff administer medicines in patient's home)



	Example Medicines administration - specimen signature list for staff


	
	Example Consent form to self-administer medicines



	Example Prescription chart


	
	Covert Medication Guidance FINAL (updated September 2022)



	Example Self-administration of medicines assessment tool


	
	Example Consent form for removal of patient own medicines (excluding CDs)



	Example MAR sheet


	
	Example Record of disposal of controlled drugs



	Example Patch Application Record Form


	
	Training and Education for Medicine Awareness and Administration to Support Non-Registered Staff





	
FINAL v1 – 12.10.2022

image3.emf
Generic instructions 

for the use of DOOP Denaturing Kit.pdf


Generic instructions for the use of DOOP Denaturing Kit.pdf
Example Generic instructions for the use of DOOP Denaturing Kit

Generic instructions for the use of DOOP Denaturing Kit

e Schedule 2, 3 and 4 (part 1) controlled drugs require denaturing before destruction.

e Refer to the specific instructions on each individual DOOP Kkit.

e Each kit is for single use only.

e Before opening, shake the kit to loosen the granules.

e More than one medicine / formulation may be disposed of in the same kit, but the kit must be no more than
half full before the addition of water.

e Add solid dosage forms FIRST and add liquid dosage forms LAST to avoid the gel forming before all dosage
forms are added. Solid dosage forms must NOT be added to the kit once the gel is formed.

e The DOOP kit once used must be disposed of as pharmaceutical waste, in compliance with organisational
SOP/waste management guidelines of the respective provider.

Dosage form

Method of Destruction

Tablets

Remove tablets from blister packaging and add to denaturing kit*(making sure the kit is no more than
half full). Secure lid to the kit and shake the dry contents thoroughly. Open the lid and fill the kit with
water, to the line, or as stated in the kit instructions, secure the lid, shake thoroughly. The contents
will gel, and the drug will be denatured (rendered irretrievable) in around 3-4 minutes.

Capsules

Remove capsules from blister pack and place into the denaturing kit** (making sure the kit is no more
than half full). Secure lid to the kit and shake the dry contents thoroughly. Open the lid and fill the kit
with water, to the line, or as stated in the kit instructions, secure the lid, shake thoroughly. The
contents will gel, and the drug will be denatured (rendered irretrievable) in around 3-4 minutes.

Patches

Remove patch from packaging, remove the protective backing off the patch and fold the adhesive
layer on itself. Place the folded patch in the kit. Staff must wear disposable gloves to avoid direct skin
contact with the drug. Secure lid to the kit and shake the dry contents thoroughly. Open the lid and fill
the kit with water, to the line, or as stated in the kit instructions, secure the lid, shake thoroughly. The
contents will gel, and the drug will be denatured (rendered irretrievable) in around 3-4 minutes.

Ampoules and
Vials

For liquid containing ampoules/vials open and pour the liquid content into the kit (making sure the kit
is no more than half full).

For powder containing ampoules, open the ampoule and add water to dissolve the powder inside.
The resulting mixture can be poured into the Kkit.

Staff must wear disposable gloves to avoid direct skin contact with the drug. Secure lid to the kit and
shake the contents thoroughly. Open the lid and fill the kit with water, to the line, or as stated in the kit
instructions, secure the lid, shake thoroughly. The contents will gel, and the drug will be denatured
(rendered irretrievable) in around 3-4 minutes.

The empty ampoule/vial can be disposed of as sharps pharmaceutical waste.

Liquids

Add directly to the kit (making sure the kit is no more than half full) and then follow instructions on the
CD denaturing kit.

Syringes and
Syringe pumps

Add liquid directly to the kit and then follow instructions on the CD denaturing kit. Put empty syringe in
sharps bin.

Aerosol

Expel into water. Add the resulting solution into the kit and then follow instructions on CD denaturing
kit.

Lozenges Actig® (fentanyl) lozenges are best destroyed by dissolving in a small amount of hot water. The
resulting liquid should then be added directly to the kit and follow the instructions on the kit. The ‘lolly-
pop’ sticks should then be placed in the pharmaceutical waste container.

Effentora® These must be allowed to fizz’ in a small amount of water first. When fizzing has stopped, the

(fentanyl citrate)
buccal tablets

solution can be added to the denaturing kit and shaken in the normal way. Warning: If the tablets are
added directly to the kit, gas is released when water is added, and the kit may explode.

*Some kits recommend tablets should be crushed before added to the kit. If this is required use a small out of
water to grind the tablets to minimise the risk of ‘dust particles’ being released into the air or inhaled. Staff must

wear a mask.

*Some kits recommend capsules are opened and contents and capsule coating added to the kit. Staff must wear
disposal gloves if opening capsules.
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CD record sheet (applicable where staff administer medicines in patient's home).pdf
Example CD record sheet

CD record sheet (Page 1of 2)

Patient Name:

NHS No:

Allergies and Intolerances:

Address: Date of Birth:
Drug Name Formulation (circle) Ampoule / tablet / capsule / patch / liquid /
vial / other (please state):
Strength Vial/ampoule size (Injectables only)

Safe storage of controlled drugs has been discussed with the above patient (where applicable carer/patient representative):
Please circle: YES/NO

Staff name: Signature: Date: Designation:
Date Time | Quantity | Quantity | Dose given Batch no. & Drug Stock Stock Name, Name,
of of stock & admin Expiry Date wasted? balance balance signature & signature &
existing received route (yes/no & (enter check role of staff role of
stock enter guantity) | (tick to witness
guantity) confirm)






CD record sheet (Page 2 of 2)

Patient Name:

NHS No:

Allergies and Intolerances:

Address: Date of Birth:
Drug Name Formulation (circle) Ampoule / tablet / capsule / patch / liquid /
vial / other (please state):

Strength Vial/ampoule size (Injectables only)

Date Time | Quantity | Quantity | Dose given Batch no. & | Drug Stock Stock Name, Name,
of of stock & admin Expiry Date | wasted? balance balance signature & | signature &
existing received route (yes/no & (enter check role of staff | role of
stock enter guantity) | (tick to witness

guantity) confirm)

File this form in the patient’s electronic record. Records must be retained for 2 years from the date of last entry
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Medicines administration - specimen signature list for staff.pdf
Example Medicines Administration: Specimen Signature List for Staff

Medicines administration: Specimen signature list for staff in service
This list must be maintained and stored by the registered manager/nurse lead

Date

Name of staff
(Print)

Signature

Initials

Training &
Competence
Current
(Yes/No)

Verified by
(print, sign &
designation)
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Consent form to self-administer medicines.pdf
Example Consent Form to Self-Administer Medicines

Virtual Ward/Hospital at Home Service: Consent to Self-Administer
Medicines

NAME OF PALIENT ...ttt ettt e e
OIS S, e
Date of birth:

| agree to be responsible for my medicines, as detailed below, whilst in the service.

Medicines for self-medication include:

The doctor, pharmacist, pharmacy technician or nurse has discussed my medicines with me,
including how to safely store my medicines, and explained what my medicines are for.

I will:

e Ensure my medicines are stored in line with the discussion | had with my healthcare
professional;

e Ask the pharmacy staff, nurses or social care staff if | am unsure about anything;

e Only take medicines that are prescribed for me;

e Tell the staff if | am running out of a medicine.

| understand that | can change my mind at any time and ask the staff to administer my medicines to
me.

SIGNALUIE Of PALIENT: ...ttt e aeaas

To be completed by the registered healthcare professional going through this form with the patient:
Signature of healthcare professional: ...
=0 1

DESIGNALION: ...t e
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Prescription chart.pdf
DRUG PRESCRIPTION AND ADMINISTRATION RECORD INHS

DRUG ALLERGY and INTOLERANCE ALERT East Lancashire Hospitals
J (Tick for Al- NHS Trust
lerg A University Teaching Trust
. Initials/ | @ -

Drug/Drug Class Reaction v Source date // \\\

|{ Hospital Number RXR DOB..essressn |

|

: First Name............ M F o |

i LASENAME.....ccee e :

[ AGAIESS....ccrere s :

e |

hNHS VUMD, ]

/

\\ _______________________________ e
Number of charts in use of OTHER CHARTS IN USE
Ward gmxﬁ:ﬁmm Insulin
PCA
Date this chart started Day Month Year |Epidural
No known Drug Allergy — / / Syringe driver
Weight (kg) |deal Bodyweight (kg)  [Height (cm) Date of admission Day Month Year |Blood Transfusion
/ / Other (stte)
Reasons for non-administration of a medicine MUST be entered on to the Prescription Chart when a dose is not given

Code for chart ‘ Reason Critical Medicines list
Unable or unsafe to swallow. Inform prescriber in case alternative route Anti-rejection drugs for grafts & organs

1 required Anticoagulants (Parenteral & Oral)
Anticonvulsants (prescribed for epilepsy)

2 Patient declined to take the medicine Desmopressin (for diabetes insipidus)
Drugs for Parkinson’s Disease

) ) ) ) ] HIV drugs

3 Strict Nil by Mouth on prescriber’s instructions only Insulins
Intravenous Antimicrobials & Antivirals

4 Other: state in nursing notes, including action taken Potent Opioid Analgesics
Resuscitation drugs

Complete Medicine Round ‘Medicines NOT Administered’ record sheet
Additional actions to take when a dose is not given are shown below:

Patient declined Medicine Contra-indicated due to patient
Dose (Code 2) Unavailable (Code 4) factors (Code 1 or 4)

* Identify any patterns in refusal + Attempt to obtain medicine * Monitor patient's condition
* Refer to prescriber immediately for Is this a ‘Critical Medicine™? see list above * Refer to prescriber
an omitted ‘Critical Medlicine’, or if two * Think Emergency Drug Cupboard
consecutive doses of another * Think Oli for Medicine Finder
medicine are omitted * Think On-Call pharmacist

Patient absent Patient asleep Unsuitable as allergy or Patient "Nil by Mouth" / Route

Code 4 intolerance (Code 4) unavailable — no access (Code 3

» Check if safe to give * For "Critical Medicines" * If allergy status is * e.g., IV access/NG tube lost
medicines when patient returns, awaken the patient and give unknown attempt to + Refer to prescriber if a ‘Critical
dependent on duration away the medicine ascertain allergy status Medicine’ cannot be given

and reason for absence.

Refer to SOP057 Delayed and Omitted Doses of medicines procedure for further guidance.

Pharmacy Medicines Hisltory Initials Date Time No regular Medicines MDS Care R2P coT
completed by: O Home

Date

Pharmacy Review

ETS460





ONCE ONLY DRUGS / VITAMIN K ANTAGONIST ANTICOAGULANT / OXYGEN THERAPY

CHECK DRUG INTOLERANCE SECTION ON FRONT OF CHART

Dot | SURNAME: FIRST NAME: RYR
ONCE ONLY MEDICATION
Date to Tlme to \Drug Dose Route Prescriber’s signature T_|me Given Pharmacy
be given | be given given by
Other directions:
Date to Tlme to Drug Dose Route Prescriber’s signature T_|me Given Pharmacy
be given | be given given by
Other directions:
Date to Time to \Drug Dose Route Prescriber’s signature T_ime Given Pharmacy
be given [be given given by
Other directions:
Date to Tlme to Drug Dose Route Prescriber’s signature T_|me Given Pharmacy
be given | be given given by
Other directions:
Date to Time to \Drug Dose Route Prescriber’s signature T_ime Given Pharmacy
be given | be given given by
Other directions:
Date to T'm? to Drug Dose Route Prescriber’s signature T.'me Given Pharmacy
be given | be given given by
Other directions:
Date to Time to \Drug Dose Route Prescriber’s signature T_ime Given Pharmacy
be given | be given given by
Vitamin K Antagonist Anticoagulant
Indication Target INR Range
Give at 18.00 hours and prescribe with regular medication and write ‘APC’ (as per chart) in the dose box.
Date INR Dose Prescriber Given by Date INR Dose Prescriber Given by
If LMWH is additionally prescribed until INR comes into range tick as appropriate: Prophylactic [ Treatment (‘Bridging’) O
OXYGEN THERAPY
Date and month —
OXYGEN Time Code| Sig JCode| Sig |Code| Sig JCode| Sig |Code| Sig [Code| Sig |Code| Sig
Circle target oxygen saturation: 3
88-92% RepeatABGs 30-60 mins after in O,concentration
94-98%  Other: 12
Starting device/flow rate: 14
Circle: PRN CONTINUOUS (refer to O guideline) 18
Tick if saturation not indicated (palliative care) ]
Prescriber’s signature Date Print name/profession 22
Date and month —
OXYGEN Time Code| Sig JCode| Sig |Code| Sig JCode| Sig |Code| Sig [Code| Sig |Code| Sig
Circle target oxygen saturation: 5
88-92% RepeatABGs 30-60 mins after in O,concentration
94-98%  Other: 12
Starting device/flow rate: 14
Circle: PRN CONTINUOUS (refer to O, guideline) 18
Tick if saturation not indicated (palliative care) ]
Prescriber’s signature Date Print name/profession 22






WHEN REQUIRED PRESCRIPTIONS

CHECK DRUG INTOLERANCE SECTION ON FRONT OF CHART

Drug

Only o be completed ifchrtfo be
medorcoper | SURNAME:

WHEN REQUIRED PRESCRIPTIONS

Frequency

Dose Route

Date

Pharmacist's check

Indication &/or additional instructions

Max. Dose/24 hrs.

Pharmacy supply

Prescriber’s signature

Print name/profes:

sion

Drug

Frequency

Dose Route

Date

Pharmacist's check

Indication g/or additional instructions

Max. Dose/24 hrs.

Pharmacy supply

Prescriber’s signature

Print name/profes:

sion

Drug

Frequency

Dose Route

Date

Pharmacist's check

Indication s/or additional instructions

Max. Dose/24 hrs.

Pharmacy supply

Prescriber’s signature

Print name/profes:

sion

Drug

Frequency

Dose Route

Date

Pharmacist's check

Indication g/or additional instructions

Max. Dose/24 hrs.

Pharmacy supply

Prescriber’s signature

Print name/profes:

sion

Drug

Frequency

Dose Route

Date

Pharmacist's check

Indication g/or additional instructions

Max. Dose/24 hrs.

Pharmacy supply

Prescriber’s signature

Print name/profes:

sion

Drug

Frequency

Dose Route

Date

Pharmacist's check

Indication &or additional instructions

Max. Dose/24 hrs.

Pharmacy supply

Prescriber’s signature

Print name/profes:

sion

Drug

Frequency

Dose Route

Date

Pharmacist's check

Indication g/or additional instructions

Max. Dose/24 hrs.

Pharmacy supply

Prescriber’s signature

Print name/profession

Date
Time
Dose
Route
Given by
Date
Time
Dose
Route
Given by
Date
Time
Dose
Route
Given by
D
Time
Dose
Route

Given by

Date
Time
Dose
Route
Given by
Date
Time
Dose
Route
Given by
Date
Time
Dose
Route

Given by

FIRST NAME:

RRR

Came in
onit

Dose
changed

Started in
hospital

Came in
onit

Dose
changed

Started in
hospital

Came in
on it

Dose
changed

Started in
hospital

Came in
onit

Dose
changed

Started in
hospital

Came in
onit

Dose
changed

Started in
hospital

Came in
onit

Dose
changed

Started in
hospital

Came in
onit

Dose
changed

Started in
hospital






7-day prescriptions only

INTRAVENOUS ANTIMICROBIALS

CHECK DRUG INTOLERANCE SECTION ON FRONT OF CHART

Syttt - SURNAME: FIRST NAME: RXR
ANTIMICROBIALS

e  Consider cultures. Samples to be cultured must be taken before starting antimicrobials where possible (do not delay treatment in
septic patients).

e  Prescribe first dose of intravenous antimicrobials on page 2 chart and administer immediately.

e Indication and duration/review date must be recorded for each antimicrobial prescribed.

e Review intravenous antibiotics daily for potential step-down.

e  Courses greater than 7 days to be written in entirety at outset i.e. over two lines, with the start date for the second line to be the
day after the first line finishes.

|NTRAVENOUS ANTIM |CROB|ALS (Key: A=Administrator, C=Checker)

Date and month —
A|J|CJA|CJA|C|A|C]JA|[C]JA]|C|A|fC]A |C
Sodium Chloride 0.9% Flush Pharmacists check
Indication: Flush following IV antimicrobial
Flush Volume: IV |Startdate | Additional instructions
Write time
given in
Prescriber signature Print name/profession Adminbistrator's
0X
If a flush is required, the volume is determined by the type of
line or device used.
Date and month — o
r
Ring times, enter times or enter variable dose | | A | C |A [ C JA | C JA |C|A [C|A [C|A |[C | Review
Drug Course length 6 [l
8 Stop
Dose IV | Start date Pharmacist's check] 12 Continue
14 IV to Oral
Indication &/or additional instructions Pharmacy supply] 18
Escalate
Initial:
Prescriber signature Print name/profession 22
Date:
Date and month — 48 hr
Ring times, enter times or enter variabledose | | A [C | A [C A |C JA [C|JA|C|A|C]JA |C ?g"i?"‘;
ircle
Drug Course length 6
8 Stop
Dose Pharmacist's check
IV | Start date 12 i
14
— —— - IV to Oral
Indication &/or additional instructions Pharmacy supply] 18
Escalate
Prescriber signature Print name/profession 22 [niiat
Date:
Date and month — o
r
Ring times, enter times or enter variabledose | | A [ C | A |C JA |C A [CJA |CJA [C |A |C | Review
Drug Course length 6 Jeli )
8 Stop
Dose IV [Start date Pharmacist's check| 12 Continue
14 IV to Oral
Indication &/or additional instructions Pharmacy supply] 18
Escalate
linitial:
Prescriber signature Print name/profession 22
Date:






7-day prescriptions only

INTRAVENOUS ANTIMICROBIALS

CHECK DRUG INTOLERANCE SECTION ON FRONT OF CHART

Only to be completed f chart to b . .
wmesorcoped | SURNAME: FIRST NAME: RXR
INTRAVENOUS ANTIMICROBIALS continued
Date and month — sh
r
Ring times, enter times or enter variable dose | | A | C | A |C JA |C|A |C|A|C A |[C|A|C| Review
Drug Course length 6 (Circle)
8 Stop
Dose IV |Start date Pharmacist's check| 12 COntNNe
14 IV to Oral
Indication &/or additional instructions Pharmacy supply] 18
Escalate
Hnitial:
Prescriber signature Print name/profession 22
Date:
Date and month — 8h
r
Ring times, enter times or enter variable dose | | A | C | A |C JA |C|A |C|A |C A |[C|A|C| Review
Drug Course length 6 (Circle)
8 Stop
Dose IV |Start date Pharmacist's check| 42 Continue
14 IV to Oral
Indication &/or additional instructions Pharmacy supply] 18
Escalate
Hnitial:
Prescriber signature Print name/profession 22
Date:
Date and month — 8h
r
Ring times, enter times or enter variable dose | | A | C | A |C JA |C|A |C|A|C A |[C|A|C| Review
Drug Course length 6 (Circle)
8 Stop
Dose IV |Start date Pharmacist's check| 12 Continue
14 IV to Oral
Indication &/or additional instructions Pharmacy supply] 18
Escalate
Initial:
Prescriber signature Print name/profession 22
Date:
Date and month — sh
r
Ring times, enter times or enter variable dose | | A | C | A |C JA |C A |C|A|CJA|[C]A|C| Review
Drug Course length 6 (Circle)
8 Stop
Dose IV | Start date Pharmacist's check| 12 Continue
14 IV to Oral
Indication &/or additional instructions Pharmacy supply] 18
Escalate
Initial:
Prescriber signature Print name/profession 22
Date:
Date and month — o
r
Ring times, enter times or enter variable dose | | A | C | A [C JA [C|A |C|JA[C A |C|A |[C | Review
Drug Course length 6 (6B
8 Stop
Dose |V |Start date Pharmacist's check] 12 Continue
14 IV to Oral
Indication &/or additional instructions Pharmacy supply] 18
Escalate
Hinitial:
Prescriber signature Print name/profession 22
Date:






REGULAR PRESCRIPTIONS

CHECK DRUG INTOLERANCE SECTION ON FRONT OF CHART

Only to be completed if charttobe faxed or . X
copied SURNAME: FIRST NAME: RXR
REGULAR PRESCRIPTIONS (including oral antimicrobials)
Date and month —|
Ring times, enter times or enter variable dose |
VTE PHARMACOLOGICAL PROPHYLAXIS REQUIRED? Dato {admssion): oo {otor 24 s )
YES NO Sig. YES NO Sig.
DALTEPARIN Pharmacist's check VTE prevention aids used: TED stockings (1 IPC bed [ Camelnin
P hvlaxi Reasons for NOT requiring LMWH
rophyiaxis Bleeding risk outweighs VTE risk (] Low risk ] On anticoagulation [ Othe
Dose
Dose s S Start date Course length 8 o
iber's si i Started i
Prescriber’s signature Name/profession Pharmacy supply 18 h;asp?m'"
INSULIN Start date 8 i(:‘iime inon
Dose as per Insulin chart or VRIIl chart 12 EEETE
Prescriber’s signature Name/profession  [Pharmacy supply | 18 ::;2:;3“0"
22 Started in hosp.
Drug Critical Medicine Cameinon
O 8
Dose Route Startdate  {Course length [Pharmacist's check] 12 Dose
14
Indication &/or additional instructions Pharmacy supply | 18 Started in
Prescriber’s signature Print name/profession 22
Reason for cessation or change: Date: Signature:
Drug Critical Medicine i(:ame inon
O 8
Dose Route Start date |Course length [Pharmacist's check| 12 Dose
14
Indication &/or additional instructions Pharmacy supply | 18 ﬁf\i’ﬁij"
Prescriber's signature Print name/profession 22
Reason for cessation or change: Date: Signature:
Drug Critical Medicine ga'“e inon
O 8
Dose Route Startdate  {Course length [Pharmacist's check] 12 Dose
14
P — : Started i
Indication &/or additional instructions Pharmacy supply | 18 hoasp?‘al'"
Prescriber’s signature Print name/profession 22
Reason for cessation or change: Date: Signature:
Drug Critical Medicine ga'“e inon
O 8
Dose Route Startdate  {Course length [Pharmacist's check] 12 Dose
14
Indication &/or additional instructions Pharmacy supply | 18 ::ﬂs';ed in
Prescriber's signature Print name/profession 22
Reason for cessation or change: Date: Signature:
Drug Critical Medicine Cameinon
O 8
Dose Route Startdate | Course length |Pharmacist's check| 12 Dose
14
— P— - e
Indication &/or additional instructions Pharmacy supply | 18 h;as':m'"
Prescriber’s signature Print name/profession 22
Reason for cessation or change: Date: Signature:






REGULAR PRESCRIPTIONS

CHECK DRUG INTOLERANCE SECTION ON FRONT OF CHART

Only to be completed if charttobe faxed or

copied

SURNAME:

FIRST NAME:

RXR

REGULAR PRESCRIPTIONS (including-oral antimicrobials) continued

Date and month —|
Ring times, enter times or enter variable dose |
Drug Critical Medicine Came non
O 8
Dose Route Start date | Course length|Pharmacist's check| 12 Dose
14
Indication &/or additional instructions Pharmacy supply| 18 Saredly
Prescriber’s signature Print name/profession 22
Reason for cessation or change: Date: Signature:
Drug Critical Medicine Came non
O 8
Dose Route Start date |Course lengthPharmacist's check] 12 Dose
14
Indication &/or additional instructions Pharmacy supply] 18 garedin
Prescriber's signature Print name/profession 22
Reason for cessation or change: Date: Signature:
Drug Critical Medicine i‘fame inon
O 8
Dose Route Startdate | Course lengthPharmacist's check] 12 Dose
14
Indication &/or additional instructions Pharmacy supply| 18 Slarisdln
Prescriber's signature Print name/profession 22
Reason for cessation or change: Date: Signature:
Drug Critical Medicine Came non
O 8
Dose Route Startdate | Course lengthPharmacist's check] 12 Dose
14
Indication &/or additional instructions Pharmacy supply| 18 Slarisdln
Prescriber's signature Print name/profession 22
Reason for cessation or change: Date: Signature:
Drug Critical Medicine i(5ame inon
O 8
Dose Route  |Startdate |Course lengthPharmacist's check| 12 Dose
14
Indication &/or additional instructions Pharmacy supply| 18 Slariedln
Prescriber’s signature Print name/profession 22
Reason for cessation or change: Date: Signature:
Drug Critical Medicine i(5ame inon
O 8
Dose Route  |Start date |Course length|Pharmacist's check| 12 Dose
14
Indication &/or additional instructions Pharmacy supply| 18 ﬁﬂm Iin
Prescriber’s signature Print name/profession 22
Reason for cessation or change: Date: Signature:






REGULAR PRESCRIPTIONS

CHECK DRUG INTOLERANCE SECTION ON FRONT OF CHART

Only to be completed if charttobe faxed or

copied SURNAME: FIRST NAME: RXR
REGULAR PRESCRIPTIONS continued
Date and month —|
Ring times, enter times or enter variable dose |
Drug Critical Medicine Came non
O 8
Dose Route Startdate |Course lengthPharmacist's check] 12 poss
14
Indication &/or additional instructions Pharmacy supply| 18 Shrtedic
Prescriber’s signature Print name/profession 22
Reason for cessation or change: Date: Signature:
Drug Critical Medicine ga'"e inon
O 8
Dose Route Start date |Course lengthPharmacist's check| 12 poss
14
Indication &/or additional instructions Pharmacy supply| 18 Statedin
Prescriber's signature Print name/profession 22
Reason for cessation or change: Date: Signature:
Drug Critical Medicine Cameircy
O 8
Dose Route Startdate |Course lengthPharmacist's check] 12 Dose
14
Indication &/or additional instructions Pharmacy supply| 18 Started n
Prescriber’s signature Print name/profession 22
Reason for cessation or change: Date: Signature:
Drug Critical Medicine 53"'3 inon
O 8
Dose Route Startdate  |Course lengthPharmacist's check] 12 Dose
14
Indication &/or additional instructions Pharmacy supply| 18 Started n
Prescriber's signature Print name/profession 22
Reason for cessation or change: Date: Signature:
Drug Critical Medicine i(':ame inon
O 8
Dose Route Startdate  |Course lengthPharmacist's check] 12 Dose
14
Indication &/or additional instructions Pharmacy supply| 18 Started n
Prescriber’s signature Print name/profession 22
Reason for cessation or change: Date: Signature:
Drug Critical Medicine i(.2ame inon
O 8
Dose Route Startdate  |Course lengthPharmacist's check] 12 Dose
14
Indication &/or additional instructions Pharmacy supply| 18 mml'"
Prescriber’s signature Print name/profession 22
Reason for cessation or change: Date: Signature:






REGULAR PRESCRIPTIONS

CHECK DRUG INTOLERANCE SECTION ON FRONT OF CHART

Only to be completed if charttobe faxed or copied

SURNAME: FIRST NAME: RXR
REGULAR PRESCRIPTIONS continued
Date and month —|
Ring times, enter times or enter variable dose |
Drug Critical Medicine Came non
O 8
Dose Route Start date  [Course length Pharmacist's checd 12 Dose
14
Indication &/or additional instructions Pharmacy 18 Saredly
supply
Prescriber’s signature Print name/profession 22
Reason for cessation or change: Date: Signature:
Drug Critical Medicine Came non
O 8
Dose Route Start date [Course lengthPharmacist's checd 12 Dose
14
Indication &/or additional instructions Pharmacy 18 garedin
supply "
Prescriber's signature Print name/profession 22
Reason for cessation or change: Date: Signature:
Drug Critical Medicine Came non
O 8
Dose Route Startdate (Course length Pharmacist's chec 12 Dose
14
Indication &/or additional instructions Pharmacy 18 ﬁ:::; Iin
supply
Prescriber's signature Print name/profession 22
Reason for cessation or change: Date: Signature:
Drug Critical Medicine i‘fame inon
O 8
Dose Route Start date (Course length Pharmacist's checd 12 Dose
14
Indication &/or additional instructions Pharmacy 18 ﬁ:::; Iin
supply
Prescriber's signature Print name/profession 22
Reason for cessation or change: Date: Signature:
Drug Critical Medicine i(5ame inon
O 8
Dose Route Start date [Course length Pharmacist's checd 12 Dose
14
Indication &/or additional instructions Pharmacy 18 ﬁ:::; |i"
supply
Prescriber’s signature Print name/profession 22
Reason for cessation or change: Date: Signature:
Drug Critical Medicine i(5ame inon
O 8
Dose Route Start date (Course length Pharmacist's checd 12 Dose
14
Indication &/or additional instructions Pharmacy 18 ﬁﬂm o
supply
Prescriber’s signature Print name/profession 22
Reason for cessation or change: Date: Signature:






INFUSION THERAPY ADULTS

CHECK DRUG INTOLERANCE SECTION ON FRONT OF CHART

Only to be completed if chart to be
faxed or copied

SURNAME:
INFUSION THERAPY ADULTS

FIRST NAME:

RXR

Intravenous Fluid Therapy Guidance (see ‘FLUID STEWARDSHIP’ guidance on intranet under ‘Clinical Information’ for full details)

1. Assess or reassess patient

Hypovolaemic
(reassess regularly)

Euvolaemic

Special cases: consult a senior
doctor or refer to guidelines

2. Determine the indication for
a fluid

Resuscitation

Replacement &
Redistribution

Routine Maintenance

3. What volume?
Consider:

» patient's history

> weight

> U&Es

» fluid balance

other fluid intake e.g. IV
antibiotics

Fluid challenge:
500mL (or 250mL) ata
rate of 1200mL/hour &

then reassess

Use 250mL if patient
has:
CKD, CCF, or
bodyweight <50kg

Estimate losses in
previous 24 hours and
any on-going needs due
to Redistribution

25mL/kg/24hrs

If patient has CKD, CCF or is frail use
20mL/kg/24hrs

Remember to subtract any other intake

Total fluid needs = ..................... mL
(round to nearest 100mL
or a maximum of 2400mL)
Maximum rate is 100mL/hour or 1000mL/10 hours

4. Which fluid to use?

Use the Trust’s ‘Blippit Meds’
app to help with fluid choice
and volume (consult with ward
pharmacist for more information)

RESUSCITATION FLUID

Plasma-Lyte 148

> Use blood products if
bleeding

Plasma-Lyte 148

» Use Sodium Chloride
0.9% + Potassium
(20-40mmol/L) for

Contact the Acute Care
Team if you require
further advice

If more than 2 litres is administered in a single

upper Gl loss
» If potassium >5
mmol/L use Sodium
Chloride 0.9%

Maintelyte® (contains K* 20mmol/L)

Prescribe maintenance fluid for the next 24 hours
during the ward round, ideally during waking hours.
> If potassium >5 mmol/L use Sodium Chloride

0.18% + Glucose 4%
> If sodium <133 mmol/L ascertain cause,
follow Hyponatraemia guideline or consult
Acute Care Team.

episode, contact the Critical Care Team for advice, do not prescribe further fluids

» Cardiac dysfunction
» Liver dysfunction

» Renal dysfunction
» Head injury

» Post-op ERP

» Obstetrics

» DKAJHHS

If using Variable Rate Insulin
Infusion (VRII) protocol the
prescribe fluids as per VRII
prescription chart.

Plasma-Lyte 148° 500mL or  250mL delete as appropriate
Date ® ® ® ®
Date: Give IV at 1200mLhour until |- 5% 3% 5% 3%
dose has been delivered § 3 § 3 § S é s
Prescriber's Signature Pharmacist's check 2 2 2 2
Signature e [ o [

Plasma-Lyte 148¢ 500mL or  250mL delete as appropriate
Date ® ® ® ®
Date: Give IV at 1200mLihour until {. 3 § 2 % 2 g B §
dose has been delivered 3 H 3 T 3 5 2 5
Prescriber’s Signature Pharmacist’s check 3 3 3 3
Signature o [ o a

Fluid Replacement / Routine Fluid Maintenance / Fluid Redistribution

Include Medicines in fluids >100 mL (except antimicrobials

Prescription

Administration

Prescription

Administration

ittt Additional Route & Rate If rate is vall')ied frgm.thal: prescribed,dan P:arlr(nacist‘s Pharmacy supply
Fluid drug entry must be made in the care recor chec
Name/Strength Name Route | mL/hour Date: Start time: | Nurse 1 signature Volume given Nurse's signature
1\ (mL)
SC
Other:
Prescriber’s signature Date: Indication: Maintenance (] Replacement [ Nurse 2 signature End time:
Time: Redistribution [ Other:.......ccocoevevirierieinens

Prescription

Administration

ifiviting Volume Additional | Dose If rate is varied from.that prescribed, an Pharmacist's | Pharmacy supply
< Route & Rate entry must be made in the care record check
Fluid drug

Name/Strength Name Route | mL/hour Date: Start time: | Nurse 1 signature Volume given Nurse's signature
v (mL)
SC

Other:
Prescriber’s signature Date: Indication: Maintenance (] Replacement [ Nurse 2 signature End time:
Time: Redistribution I Other:.......cccovuirieiiiviicinnns

nusion Volume Additional | Pose If rate is varied from_that prescribed, an Pharmacist's | Pharmacy supply
- Route & Rate entry must be made in the care record check
Fluid drug

Name/Strength Name Route | mU/hour Date: Start time: | Nurse 1 signature Volume given Nurse’s signature
\" (mL)
SC

Other:
Prescriber’s signature Date: Indication: Maintenance (] Replacement [J Nurse 2 signature End time:
Time: Redistribution (1 Other:.......cccccveuvcevcunciieinenns
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INFUSION THERAPY ADULTS

CHECK DRUG INTOLERANCE SECTION ON FRONT OF CHART

Only to be completed if chart to be

faxed or copied

SURNAME:

FIRST NAME:

RRR

Prescription

REPLACEMENT / MAINTENANCE / MEDICINES IN FLUIDS >100 mL (EXCEPT ANTIMICROBIALS) continued

Administration

Prescription

Administration

IRRISTon Volume Additional | Dose If rate is varied from'that prescribed, an Pharmacist's | Pharmacy supply
. Route & Rate entry must be made in the care record check
Fluid drug

Name/Strength Name Route | mL/hour Date: Start time: | Nurse 1 signature Volume given Nurse's signature
\" (mL)
SC

Other:
Prescriber’s signature Date: Indication: Maintenance [J  Replacement [J Nurse 2 signature End time:
Time: Redistribution 1 Other:.......ccoceveriivirininiinens

Prescription

Administration

hsion Volume Additional | Dose Route & Rate If rate is varied from'that prescribed, an Pharmacist's | Pharmacy supply
Fluid drug entry must be made in the care record check
Name/Strength Name Route | mL/hour Date: Start time: | Nurse 1 signature Volume given Nurse's signature
\" (mL)
SC
Other:
Prescriber’s signature Date: Indication: Maintenance J  Replacement [J Nurse 2 signature End time:
Time: Redistribution CJ  Other:.

Prescription

Administration

INfusion Volume Additional | Pose Route & Rate If rate is va:)ied frzm_thaht prescribed, dan PEarIr(nacist’s Pharmacy supply
Fluid drug entry must be made in the care recor chec
Name/Strength Name Route | ml/hour Date: Start time: | Nurse 1 signature Volume given Nurse’s signature
\ (mL)
SC
Other:
Prescriber’s signature Date: Indication: Maintenance [0 Replacement [J Nurse 2 signature End time:
Time: Redistribution (1 Other:........cocvevenenieneineens

Prescription

Administration

IRRISTon Volume Additional | Pose Route & Rate If rate is varbied frgm'thaht prescribed, dan PEarlTacist's Pharmacy supply
Fluid drug entry must be made in the care recor chec
Name/Strength Name Route | mU/hour Date: Start time: | Nurse 1 signature Volume given Nurse's signature
\ (mL)
SC
Other:
Prescriber’s signature Date: Indication: Maintenance (] Replacement (] Nurse 2 signature End time:
Time: Redistribution 1 Other:........cocvereereeneenernenns

Prescription

Administration

RISTon Volume Additional | Dose If rate is varied from'that prescribed, an Pharmacist's | Pharmacy supply
. Route & Rate entry must be made in the care record check
Fluid drug

Name/Strength Name Route | mL/hour Date: Start time: | Nurse 1 signature Volume given Nurse's signature
v (mL)
SC

Other:
Prescriber’s signature Date: Indication: Maintenance [J Replacement [(J Nurse 2 signature End time:
Time: Redistribution (1 Other:........cocvererneenernernenns

Prescription

Administration

e Volume Additional | Dose Route & Rate If rate is varied from-that prescribed, an Pharmacist's | Pharmacy supply
Fluid drug entry must be made in the care record check
Name/Strength Name Route | ml/hour Date: Start time: | Nurse 1 signature Volume given Nurse's signature
\ (mL)
SC
Other:
Prescriber’s signature Date: Indication: Maintenance J  Replacement CJ Nurse 2 signature End time:
Time: Redistribution (1 Other:........ccocnevreereeneeneinenne

e Volume Additional | Dose Route & Rate If rate is varbied frzm-thaht prescribed, dan PEarITacist’s Pharmacy supply
Fluid drug entry must be made in the care recor chec
Name/Strength Name Route | ml/hour Date: Start time: | Nurse 1 signature Volume given Nurse's signature
\ (mL)
SC
Other:
Prescriber’s signature Date: Indication: Maintenance (0 Replacement [J Nurse 2 signature End time:
Time: Redistribution (1 Other:........ccocveureereeneereneens

1





CHECK DRUG INTOLERANCE SECTION ON FRONT OF CHART
e comperdfenariobemedor | GJRNAME: FIRST NAME:
Other mechanisms for administration or supply of medicines

Patient Group Direction / Professional Exemption / ELHT medicines standard operating procedure
Use the appropriate/relevant code in the left-hand column

» PGD number:

> Exemption - . . Print name &
Abbreviation: Medicine Dose Route | Date Time Signature profession

» SOP number:

Special notes section

Print name &

Date Note Profession

12
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Covert administration is when medicines are administered in a disguised format without the
knowledge or consent of the person receiving them, for example, in food or in a drink.

Clinicians and carers should not administer medicines to a person without their knowledge if the person
has mental capacity to make decisions about their treatment and care.

Covert administration can only be considered where the person has been deemed to lack capacity to consent
to that specific treatment.

It is not an all or nothing approach where a person is taking medication for more than one condition, their
capacity to consent to treatment for each condition needs to be assessed separately. This may lead to some
medications being administered in the usual manner with refusals noted and other medications being
considered for covert administration.

A decision to administer medication covertly is very serious and should be made within the legal framework
of the Mental Capacity Act in addition to complying with organisational and professional bodies’, guidance
and policies. A decision to administer medication covertly should never be taken in isolation and must always
include a Prescriber, a Pharmacy Adviser, the people administering the medication and other people
interested in the person’s welfare (see Mental Capacity Act guidance on best interests and serious medical
treatment)

Altering medications e.g. crushing, mixing with food or drink is normally outside of the terms of the product
licence. As such, the prescriber’s authorisation must be sought to administer a medication in this way.

Advice must also be sought from the pharmacist when crushing or mixing any medication with food or drink.
This is to ensure that the medications the person takes are safe to be given in this way. The pharmacist can
make recommendations about the use of alternative formulations or medications as necessary and may
contact the medication manufacturer for additional advice.

Note: Please take additional advice when dealing with people who are subject to Mental Health Act sections
including Community Treatment Orders.

Examples of situations that would NOT be covert administration

Using food or drink to ease administration at the request of the person taking it is not covert administration.
This practice however contains similar prescribing and pharmacological risks. Any such plans should be
checked with a pharmacist for advice on how the method of administration will affect the medication
prescribed and its purpose.

If the person’s mental state is such that they do not recognise what the medication is but do take it willingly,
this is not covert administration. For example they may not understand what paracetamol is, but may
understand that they are being offered a tablet for pain relief.
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Where covert medication is used the following principles apply:

Last resort:

The Prescriber must have considered all other equally valid alternatives for
achieving the same treatment outcome, this consideration may identify other
possibilities that are considered suitable for the person; all these possibilities
must be attempted before covert administration is considered.

The prescriber should have simplified the treatments as much as possible in
order to use the minimum number of medicines and minimum dosages needed
to achieve the desired therapeutic effect.

Covert administration of medication should never be considered as routine. It is
only appropriate for medication that is essential to control or prevent significant
symptoms.

Covert administration should only be used when all other options have been
tried. Ensure alternatives have been explored and use only for those
medications that are necessary.

Time limited:

Covert administration should be used for as short a time as possible. The person
should regularly be offered the medication overtly to establish if potential for
compliance has changed.

Regularly reviewed:

The necessity of covert medication should be regularly reviewed (at least monthly
by the care provider and at least 3 monthly by the prescriber unless rationale
provided to extend to no longer than 6 months).

Best interests:

All decisions should be made in the person’s best interests using the Mental
Capacity Act requirements. Due to the significantly restrictive nature of this
method of medication administration the process must be formally documented

Transparent and

Inclusive:

The best interest decision making process should be transparent and the
decision should be made in consultation with all relevant people, and not taken
by one person alone. Documentation of the decision should be made available
to those involved.

Find out why the person does not wish to take their medication and offer all practical alternatives
including information/advice/support where needed

Consider whether you can:

o simplify and rationalise the medication regime

o offer the medication in an alternative form e.g. oro-dispersible, liquid, patch, injection

o offer a different time of administration e.g. would the person be more likely to accept the
medication in the afternoon rather than the morning?

¢ find a successful method of approaching the person for administration. Are there certain
members of staff who have a successful approach with the person? Share and learn
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The responsibility for completing the mental capacity assessment for the decision to administer
medication covertly sits with the prescriber for the medication. It may be that for one individual there
is more than one prescriber involved. Each should assess separately in relation to the specific condition
that they prescribe for.

The prescriber may request the assistance of staff and carers who know the person well and may
delegate aspects of the approach to the capacity assessment to others, however they retain the final
decision on determination of capacity.

The principles of the Mental Capacity Act (2005) should be followed. A capacity assessment should
take place directly with the person. To proceed with covert administration of medication this
assessment should determine that the person is unable to:

¢ Understand salient information relevant to their condition and the options for its
treatment;

e Retain this information (if only briefly);

e Weigh up the information including the risks involved in accepting and refusing the
treatment options;

e Communicate their decision

All reasonable efforts must be made to help the person understand. It should be recognised that many
people’s capacity fluctuates during the day and so an optimal time of day should be chosen. In some
cases several attempts may be required.

If the person is found to be able to complete all four elements of the mental capacity assessment then
they should be assumed to possess the mental capacity to make the decision themselves, even if their
decision appears unwise. In these circumstances the decision must be respected, and covert
medication cannot be given. It is important that this process is followed as presumptions about a
person’s mental capacity cannot be based solely on their diagnosis (MCA, 2005.)

Any adult with capacity to make the decision around medication has the right to give or refuse consent
to treatment or support. To administer medication covertly to a competent adult would therefore be
seen as both unethical and unlawful (an assault) and legislation allows for this to be treated as a
criminal act.

If a person has mental capacity to make a decision, unless there is a legal framework in place
to override this, their decision must be respected.

When a person is found to lack capacity, a formal best interest process must be used and a decision
must be reached. This must include the relevant people in the person’s life, including families and
carers as well as professionals. To whatever extent possible, the person must also be involved, with
genuine value placed on their wishes and beliefs.

If the individual has made an Advance Decision to Refuse Treatment directly relevant to the medication
suggested, or has donated a Health and Welfare Lasting Power of Attorney, then the decisions afforded
through these legal mechanisms must be respected as the person’s voice. If there are concerns the
Advance Decision or the decisions of a Health and Welfare Attorney is putting an individual at significant
risk then seek further advice.
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When a person lacks capacity and is un-befriended (has no family or friends to support them), then
consideration must be given to whether the decision meets the requirements for serious medical
treatment as defined within the MCA Code of Practice. This would require a referral to an Independent
Mental Capacity Advocate (IMCA) who will represent the person through the best interests process.

As part of the Best Interests process the following additional aspects must be documented:
o What specific conditions are being treated;
e What treatments are being considered for each of those conditions;
e Who is the Prescriber for each of those treatments and conditions;
¢ Why the specific treatments are necessary;

¢ What alternative forms of treatment have been attempted and why those alternatives were
rejected,

e Why itis in the Best Interests of the individual to receive such treatment.

There should be a clear conclusion as to which treatments are being considered for covert
administration and there should be a clear Options Appraisal which will include the options

¢ to provide all medication using normal overt administration methods only;
¢ to provide all medications covertly;

e a combination approach - this may result in a number of additional options to administer one or
more medications overtly and one or more medications covertly.

Should a decision be reached to administer any or all medications covertly, the advice of a Pharmacist
must be sought in relation to the practical manner in which covert administration will occur. The advice
should cover the alternative forms of the medication in a licensed form; the use of a licensed medication
in an unlicensed form (by adding to food or drink) considering the nature of the food or drink in terms
of heat; acidity and likelihood for chemical reactions.

Where medications are added to food or drink it is best to only put one medication in to the food or
drink at a time. Where this is not possible the pharmacy advice will also need to include advice on the
mixing of medications following the current national and local guidelines.

In addition to an action plan for the implementation of the decision, there should be a specified agreed
procedure for the covert administration that the family or support staff will be expected to follow.

There must be clear review points and dates documented as part of the decision and at regular
prescribing review appointments. The entire covert administration documentation must be reviewed in
full and updated at least annually with relevant parts being reviewed at each appointment.

Once a best interest decision has been reached, it is important this is clearly documented and reflected
in the care plan.
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It is best practice for the need for covert medication to be reviewed at least monthly by the care provider
and every 3 months by the prescriber. The need to review by the prescriber can be extended to a period
of up to 6 months if they believe it is clinically appropriate and a clear rationale is documented. In the
event that a person’s circumstances, health needs or capacity in relation to this decision changes
then a review must occur as soon as possible. The READ CODE 9NgEO (best interest decision
allows covert administration medicines) should be used on GP systems in order to maintain a
register of patients for whom covert administration has been agreed.

Appendix One includes a form for documenting the process. This includes additional promptsto support
with applying the process. This form is intended for use on computers so that boxes expand to contain
the extent of information required and to enable additional lines to be added to tables where needed.

Where Prescribers/services choose not to use the form provided they should ensure that their clinical
record entries cover each and every aspect included on the form.

The documentation of the best interests process, the decision and the procedure for administration
should be held by the prescriber and the carer/support provider with the actual start and end dates for
the implementation of the decision.

The use of covert administration is a highly restrictive practice and as such must be recorded in the
prescriber’s records and the person’s care records and medication administration records.

If the individual is currently subject to a Deprivation of Liberty order, or awaiting assessment for one,
the managing authority (provider) must inform the supervisory body (local authority) that covert
administration is being employed.

For those in other care settings where there is a Court of Protection Welfare Order in place notification
must be made to the Court.

It is essential that anyone involved in the administration of medication covertly is sufficiently skilled to
do so.

This will require the person to be assessed as competent not just in the general process of covert

administration, but also in the best interests analysis and options appraisal and the person’s specific
plan for administering medication covertly
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Documenting the Best Interests Process

Conditions, Treatments and Decision Makers

Condition

Treatments

Prescriber (Name and Title)

Is treatment necessary?

Condition

Why is treatment necessary; What alternative treatments can obtain the same outcome and why are these
alternatives rejected; What is it in best interests to receive such treatment; (refer to statistical evidence as

well as person specific information).

Which treatments must be considered for covert administration

Condition

Treatments

Prescriber (Name and Title)

Is this a serious medical treatment decision that requires IMCA Involvement? Yes [] No [
Details of referral to IMCA (incl. date made; rationale for deciding that IMCA required and details of information sent)
Has the referral been accepted by IMCA? Yes [] No [

Name of IMCA

Contact details

Names of people to be involved:

Name

Title/Relationship
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Options to be Considered; include the option to not provide any of the interventions (Add further sections where there are more options)

Option

How restrictive is this option?

Should it be considered in more depth?

1. to provide all medications overtly (i.e.
administer using normal methods)

2. to provide the following medications
overtly............ and the following

Note: there may be more than one version
of this option depending on the number of
medications prescribed

3. to provide all medications covertly

Best Interests Process (please tick)

Meeting d

Series of separate
Discussions

a

Combination O

Issues considered before the ‘best interests’ discussions/meeting: (detail how you have considered these here)

. What is being proposed?

. Who says the individual needs it?

. Why is it being proposed?

. Are there any other options to achieve the same outcome?

. What do we already know about what the person would want?

. How will the person be involved in the decision making process?

What do you know of the person’s preferences and wishes?

Preferences/wishes

Source of information
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Sources of Information:

Legal cases:

Re AG [2016] EWCOP 37 (6 July 2016) - available at URL
http://www.bailii.org/ew/cases/EWCOP/2016/37.htm Last accessed 09 01 2018.

Published works including website based information:

Care Quality Commission (2016) Brief guide: covert medication in mental health services available at URL
https://www.cqgc.org.uk/sites/default/files/20161122 briefguide-covert medication.pdf last accessed 09 01
2018

College statement on covert administration of medicines. Psychiatric Bulletin 2004; 28: 385-386. — available
at URL http://pb.rcpsych.org/content/28/10/385 last accessed 09 01 2018

Covert medication - ever ethically justifiable? Psychiatric Bulletin 2002; 26: 123-126. — available at URL
http://pb.rcpsych.org/content/26/4/123.full last accessed 09 01 2018

National Electronic Library of medicines (2010 updated 2016) Academic detail aid for prescribers —
choosing medicines for patients unable to take solid oral dosage forms — available at URL
https://www.sps.nhs.uk/articles/academic-detail-aid-for-prescribers-d-choosing-medicines-for-patients-
unable-to-take-solid-oral-dosage-forms-ga-307-1/ last accessed 09 01 2018

National Institute for Health and Care Excellence (2017) NICE Guideline 67 Managing medicines for adults
receiving social care in the community: section 1.8 Giving medicines to people without their knowledge
(covert administration) — available at URL https://www.nice.org.uk/quidance/ng67 last accessed 09 01 2018

Prescqipp (2015) Best practice guidance in covert administration of medication — available at URL
https://www.prescqgipp.info/component/jdownloads/send/216-care-homes-covert-administration/2147-b101-
covert-administration last accessed 09 01 2018

Royal College of Psychiatrists (2004) College Statement on Covert Administration of Medicines BJPsych
Bulletin September — available at URL http://pb.rcpsych.org/content/28/10/385 last accessed 09 01 2018

The Mental Welfare Commission for Scotland (2013 reviewed 2017), Good Practice Guide: Covert
Medication Edinburgh, Mental Welfare Commission for Scotland - available at URL.:
http://www.mwcscot.org.uk/media/140485/covert _medication.pdf Last accessed 09 01 2018.

Information was sought from the Nursing and Midwifery Council website; and General Medical Council
website. Unfortunately there is no current professional guidance available on line specifically in relation to
covert administration of medication.
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Self-administration of medicines assessment tool.pdf
Example Self-Administration of Medicines Assessment Tool

Self-Administration of Medicines Assessment Tool
Name of Patient: ........oooeeeeiiiiii e NHS Number: ...,

Name and designation of staff member completing assessment:

Stage 1: The carer / nurse administers the medicines, giving full explanation. The member of staff
records administration.

Stage 2: The patient administers the medicines, with staff supervision. The staff member records
administration.

Stage 3: The patient administers the medicines without supervision. The patient, where applicable,
holds the key to the medicines cupboard and is responsible for security and self-administration.

Can the patient open the containers? If “NO” consider stage 1 until
appropriate aids can be sourced.

Can the patient read the labels? If “NO”, stage 1 and refer to
pharmacist

Does the patient have a history of alcohol or If “YES”, assess risks fully with MDT

drug abuse?

Is there a history of obtaining If “YES”, assess risks fully with MDT

medication by deception, force or

intimidation?

[ ?
Is there a current risk of overdose* If “YES” stage 1 and re-assess later

Does current mental and cognitive state If “NO” stage 1 and

support self-administration? re- assess later

Does the patient know what medicines If “NO” stage 1 or 2 and staff to

they are taking, including dose, engage service user in medication

frequency and reason? education and if necessary, refer to
pharmacy team

Does the patient understand any special If “NO” stage 1 or 2 and refer to

instructions?

nurse or pharmacy team

Does the patient understand the reason for If “NO” stage 1 or 2 and refer to
each medicine? nurse or pharmacy team

Does the patient know possible side effects If “NO” stage 1 or 2 and refer to
of the medicines? nurse or pharmacy team

Are there any memory problems? If “YES” stage 1 and refer to nurse
or pharmacy team

Does the patient have difficulties swallowing If “YES”, refer to pharmacy team
tablets/capsules?






Is the patient motivated to take all their If "NO” stage 1 or 2 and refer to
medication? nurse or pharmacy team

If “NO” stage 1 or 2 and refer to

Does the patient ever forget to take their pharmacy team

medication?

Service user’s views / comments

Additional supporting information (attach a supplementary sheet if required) including details of any
adjustments required to facilitate self-administration e.g. reminder chart, easy opening bottles, compliance aid
etc..

Outcome of results of self-administration — INITIAL ASSESSMENT

Service user suitable for (tick one box) Initial assessment completed by: Signature:

Stage 1: Staff administer
the medicines

Stage 2: Patient
administers own medicines,

with staff supervision Date:

Stage 3: Patient
administers own
medication independently

Outcome of MDT discussion: Agreed Not
agreed

Date of review for Self-administration assessment tool Signature:
progression to next stage completed by:
if applicable Date:

Outcome of results of self-administration review

Service user suitable for (tick one box) | Assessment completed by: Signature:

Stage 1: Staff administer the
medicines

Stage 2: Patient
administers own medicines,

with staff supervision Date:

Stage 3: Patient
administers own medication

independently

Outcome of MDT discussion: Agreed Not
agreed

Date of review for Self-administration Signature:
progression to next stage, assessment tool
if applicable completed by: Date:
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Example Consent form for removal of patient own medicines (excluding CDs)
Consent form for removal of patient own medicines (excluding CDs)

Removal/disposal needs to be arranged for medicines that have been changed and are no longer
prescribed, they are not fit for use, or they could pose a safety risk. If you are happy for us to
remove any medication no longer required, please sign this consent form. The medicines will be
removed and returned to a community pharmacy for safe disposal.

I give consent for any medicines that are unsuitable for use, are no longer prescribed or
could pose a safety risk to be removed and returned to a community pharmacy for safe
disposal.

Patient / patient’s representative name
If patient representative include relationship to patient:

Signature:
Date:

Name & designation of staff removing medication:

Signature:
Date:

Medicines removed from a patient’s home must be immediately returned to a community pharmacy
for safe disposal

Drug name Strength and Form Quantity

Name and address of community pharmacy medicines returned to:

Date returned:

I confirm the above medicines have been returned to our pharmacy for safe destruction

Name & role of community pharmacy staff:
Signature:

Date:

This form must be filed in the patient’s electronic record.
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Example MAR chart

Medication Administration
Record Sheet

Document Mo

N e |NHS Mo D.OB:
Allergies’ Ge _
Conditicns: neer-
Sddress: . Doecior:
- FPatient

Start Date: Pariod: 28 Days D Room:

o PTG Mg Viesed 1 Vieek 2 Week 3 WWeek 4

Medication Datails Chabe

Hour Dhevas
Recehed ay: o [ Relumed: Qaty By Destroyed Qty By
Recehed ay: o | | Relumed: Qaty By Destroyed Qty By
- Refused. N- Nausea or Yomiting, H- Hospiralised. L Social Leave, D Destroyed, F- Oeher fdefine]: Fage 1 aof 3
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Example Record of disposal of controlled drugs (CDs)

Record of Disposal of Controlled Drugs (Page 1 of 2)

Patient Name: NHS No: Date of Birth:
Address:
Drug name Strength Formulation Vial/lampoule size (if Quantity to be Method of Disposal (tick as appropriate)

applicable)

disposed of

Denatured in CD
denaturing kit

Returned to pharmacy by
patient/patient
representative/carer






Record of Disposal of Controlled Drugs (Page 2 of 2)

Patient Name: NHS No: Date of Birth:
Address:
Drug name Strength Formulation Vial/ampoule size (if | Quantity to be Method of Disposal (tick as appropriate)
licabl [ f .
applicable) disposed o Denatured in CD Returned to pharmacy
denaturing kit by patient/patient
representative/carer
Registered Nurse Signature: Date: Role:
Name:
Staff Witness Name: Signature: Date: Role:
Patient/Patient Signature: Date: Relationship to
representative Name: patient:

Records of disposal of controlled drugs must be retained for at least 7 years from the date of last entry.

This form must be filed in the patient’s electronic record
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Example Patch Application Record Form

Patch Application Record

Name of Person

Name of patch Strength

Frequency of change

The patch should be checked daily to make sure it is still in place.
The site of application should be rotated in accordance with the manufacturerguidance.

The old patch must be folded in half and the adhesive layers stuck together before disposal, in
accordance with the organisational policy/procedure of the respective provider.

Please indicate where the patch has been applied using a cross (x). If more than one patch is in use
please indicate with a separate symbol, e.g. 0. Remember to complete the administration chart.

Old patch removal date Time

Removed by

New patch applied date Time

Applied by

Old patch removal date Time

Removed by

New patch applied date Time

Applied by

F ;; B
Old patch removal date Time
Removed by
New patch applied date Time
Applied by

F B

F ;; B






Applied by

Old patch removal date Time
Removed by
New patch applied date Time
Applied by
B
Old patch removal date Time
Removed by
New patch applied date Time
Applied by
B
Old patch removal date Time
Removed by
New patch applied date Time
Applied by
B
Old patch removal date Time
Removed by
New patch applied date Time
B
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Training and Education for Medicine Awareness and Administration to
Support Non-Registered Staff

Education and Training is essential for the delivery of safe, high-quality services by staff to patients. Below
is a collection of medicine related resources to support non-registered staff contribute to the safe and
effective handling, use and administration of medicines. Note: Not all resources listed are free to access.

Training available from Health Education England (HEE)

¢ Medicine Optimisation e-learning modules. This programme offers learners four e-Learning
modules. Each module takes approximately 30 minutes to complete:
o Module 1: Medicines Optimisation Essentials
o Module 2: Understanding Medicines Supply
o Module 3: Supporting Patients to take their Medicines
o Module 4: Safe Handling and Reducing Risks with medicines
¢ Medicines Administration e-learning:
o Module 1: Introduction to Handling Medicines Safely
o Module 2: Administering Medication
o Module 3: Ordering, receiving, storing and disposal of medicines
o Module 4: Understanding Medicines
e Medicines Administration Competency Assessment (a work-based assessment tool that can be
used by employers to assess and document individual levels of competence associated with the
management and administration of medicines. These are the National Occupational Standards
(NOS) from Skills for Health).

Training available from E-Learning for Healthcare (e-LfH):

e The Statutory and Mandatory Training e-learning programme. This training programme is aligned to
Core Skills Training Framework (CSTF). The UK Core Skills Training Framework (CSTF) sets out
11 statutory and mandatory training topics for all staff working in health and social care settings.
The CSTF includes nationally agreed learning outcomes and training delivery standards.

Training available from PrescQIPP:

¢ Managing medicines for adults receiving social care in the community e-learning courses 1 and 2

Other training courses:

o Skills for Care (Medication Learning and Development)

e Safe Handling of Medication (free online course)

e The Skills Platform - provide a range of e-learning or face-to-face training courses. Use the search
function — ‘medicines’ or ‘administration of medication’ key words to find courses and resources.
Note: the courses listed on the website have a fee to access.

o NCFE CACHE Level 2 Certificate in Understanding the Safe Handling of Medication in Health and
Social Care: This qualification is designed for staff who wish to develop their understanding of the
safe handling of medicines. This is a knowledge-based qualification, achievement will not allow
learners to be considered occupationally competent in the administration of medication. Note:
registration and certification fee £56.00

Disclaimer: The list of training packages/resources are designed to act as a guide, NHS Lancashire and South
Cumbria ICB and the Medicines Management Team do not endorse any particular training provider/training
package.

This resource is not intended to be a substitute for organisations existing education and training
frameworks/policies. Organisations and managers must still take personal responsibility for the education
and training of their staff and ensure staff receive accredited training in line with COC requirements, and staff
must still take responsibility for ensuring they complete training and maintain compliance, on
commencement of and during their employment, with all mandatory and role essential training.




https://www.hee.nhs.uk/our-work/medicines-optimisation/work-based-learning-programmes

https://www.nwyhelearning.nhs.uk/elearning/yorksandhumber/shared/html/Module_1_Introduction_to_Handling_Medicines/index.html

https://www.nwyhelearning.nhs.uk/elearning/yorksandhumber/shared/html/Module_2_Administering_Medications/index.html

https://www.nwyhelearning.nhs.uk/elearning/yorksandhumber/shared/html/Module_3_for_SCS/index.html

https://nwyhelearning.nhs.uk/elearning/yorksandhumber/shared/html/Module_4_Understanding_Medicines/index.html

https://healtheducationengland.sharepoint.com/:f:/s/SPaMO-North/EimeAoGeqH5OhVnbwJJFSAMBOG_xMfF9JIGCiNBSYkfPIw?e=Q5ht41

https://www.skillsforhealth.org.uk/info-hub/national-occupational-standards-overview/

https://www.skillsforhealth.org.uk/info-hub/national-occupational-standards-overview/

https://www.e-lfh.org.uk/programmes/statutory-and-mandatory-training/

https://www.skillsforhealth.org.uk/info-hub/core-skills-training-framework-cstf-and-enabling-staff-movement-in-nhs-trusts-in-england/

https://www.prescqipp.info/learning/prescqipp-e-learning/

https://www.skillsforcare.org.uk/Developing-your-workforce/Care-topics/Medication/Medication.aspx

https://freecoursesonline.co.uk/health-and-social-care/safe-handling-of-medication/

https://www.skillsplatform.org/

https://www.qualhub.co.uk/qualification-search/qualification-detail/ncfe-cache-level-2-certificate-in-understanding-the-safe-handling-of-medicines-524

https://www.qualhub.co.uk/qualification-search/qualification-detail/ncfe-cache-level-2-certificate-in-understanding-the-safe-handling-of-medicines-524

https://www.cqc.org.uk/guidance-providers/adult-social-care/training-competence-medicines-optimisation-adult-social-care
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Example Topical Medicines Application Record Form

Topical Medicines Application Record

Name of Person Date of Birth GP Name Allergies
Name of Topical Preparation Completed by Checked by
Site of Application mark on body map
Frequency of Application e.g. daily or after washing
Month Start Date End Date
Body Map
Front & Left Side Back & Right Side Face

Date

Time/Sig

Date

Time/Sig

Date

Time/Sig

Storage e.g. fridge

Date opened

Expiry date after opening
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Example Assessment Checklist for Patient Own Drugs

Assessment Checklist for Patient Own Medicines

Use the checklist below to assess each individual medication in the person’s home. If you answer “NO”
to any question do not use the medication.

1. If thereis any doubt as to the identity or integrity of a medicine, it must not be used.
2. Liquids and loose tablets can only be used if the seal on the bottle is intact, and the
container meets the criteria below.
3. Medication in unsealed “patient reminder” systems (dosette boxes etc.) must not be
used.
Criteria:
Does the container have a clear and legible label detailing:
e The patient’'s name?
The name of the medication?
The strength of the medication?
The name and address of the supplier?
A date dispensed?
o Clear directions for use (i.e. clear dosage instructions)?

Expiry date:
¢ |s the medicine in date?
Note:

- The item should not be used if it was dispensed from a pharmacy more than three
months previously irrespective of having an expiry date of longer duration on the original
container. The exception to this is a medicine compliance aid supplied by a community
pharmacy which should not be used if dispensed more than 28 days ago.

- Any medicines which have expired within the three-month dispensing period must also
not be used. Note: that formulations such as liquids, creams and ointments sometimes
have a reduced expiry once the manufacturer’s seal has been broken and this may be
less than three months. The product should be labelled to this effect with a date of
opening specified.

Is the container:
¢ Intact and clean? (i.e. no evidence of water damage, cracks in bottles, general soiling)
¢ If in the original container is the container seal unbroken?
e For opened eye drops / ointments, nose drops, have they been dispensed within the last
month?
¢ If compliance aids — is the compliance aid sealed and supplied from a pharmacy? (family
filled compliance aids must not be used)
Do the contents of the container:
¢ Match the label on the container?
e Are all the contents the same? (i.e. no mixed folil strips of different strengths / brands)
e Appear to be in good condition? (i.e. no broken tablets or signs of deterioration, number
of tablets in the container do not exceed number supplied)
Is it the right patient:
e Does the medication belong to the person? (i.e. ensure they do not belong to someone
else in the household)
¢ Is the medication prescribed on the EMIS shared record or equivalent system / discharge
letter and does it match the person’s own?
N.B. Patients Own Drugs must ONLY be used for that person
Storage:
Is there evidence that the medication has been stored correctly? (e.g. kept cool if required in a
fridge, not kept under the sink, not kept in areas of high humidity e.g. the bathroom)
IF IN ANY DOUBT THE MEDICATION MUST NOT BE USED
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